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SCOPING REVIEW
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Abstract 

Background:  Various modalities of vaccines against coronavirus disease 2019 (COVID-19), based on different plat-
forms and immunization procedures, have been successively approved for marketing worldwide. A comprehensive 
review for clinical trials assessing the safety of COVID-19 vaccines is urgently needed to make an accurate judgment 
for mass vaccination.

Main text:  A systematic review and meta-analysis was conducted to determine the safety of COVID-19 vaccine 
candidates in randomized controlled trials (RCTs). Data search was performed in PubMed, Embase, Cochrane library, 
Scopus, Web of Science, and MedRxiv. Included articles were limited to RCTs on COVID-19 vaccines. A total of 73,633 
subjects from 14 articles were included to compare the risks of adverse events following immunization (AEFI) after 
vaccinating different COVID-19 vaccines. Pooled risk ratios (RR) of total AEFI for inactivated vaccine, viral-vectored vac-
cine, and mRNA vaccine were 1.34 [95% confidence interval (CI) 1.11–1.61, P < 0.001], 1.65 (95% CI 1.31–2.07, P < 0.001), 
and 2.01 (95% CI 1.78–2.26, P < 0.001), respectively. No significant differences on local and systemic AEFI were found 
between the first dose and second dose. In addition, people aged ≤ 55 years were at significantly higher risk of AEFI 
than people aged ≥ 56 years, with a pooled RR of 1.25 (95% CI 1.15–1.35, P < 0.001).

Conclusions:  The safety and tolerance of current COVID-19 vaccine candidates are acceptable for mass vaccination, 
with inactivated COVID-19 vaccines candidates having the lowest reported AEFI. Long-term surveillance of vaccine 
safety is required, especially among elderly people with underlying medical conditions.

Keywords:  COVID-19 vaccine, Safety, Adverse events following immunization, Randomized controlled trial, Meta-
analysis

© The Author(s) 2021. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/. The Creative Commons Public Domain Dedication waiver (http://​creat​iveco​
mmons.​org/​publi​cdoma​in/​zero/1.​0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Background
The severe acute respiratory syndrome coronavirus 2 
(SARS-CoV-2) infection has not been fully controlled 
yet, and the pandemic of coronavirus disease 2019 

(COVID-19) continues to threaten the global public 
health. As of May 29, 2021, more than 170 million of 
infection cases and 3.5 million related deaths were con-
firmed. The numerous variants of SARS-CoV-2 strains 
are frequently emerging, which makes the situation more 
complicated, and the epidemic rebounds even in some 
countries/areas where it was initially controlled. More 
than 60 countries have discovered either community 
transmission or imported cases of variants strains [1]. 
Many interventions, including mask wearing, quaran-
tining, and social distancing etc., have played important 
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roles in controlling the spread of SARS-CoV-2 infec-
tion [2], but vaccination is generally thought as the most 
cost-effective intervention to eventually terminate the 
COVID-19 pandemic by establishing herd immunity 
among general population [3].

During the past 1  year, clinically-available COVID-
19 vaccines have been developed at an unprecedented 
speed. According to the latest data of World Health 
Organization (WHO), at least 10 kinds of COVID-19 
vaccines based on multiple technologies, represented by 
inactivated vaccine, viral vector vaccine and mRNA vac-
cine, have been approved for emergency clinical use or 
conditional marketing [4]. Russia firstly approved the use 
of viral vector COVID-19 vaccine on August 11, 2020 [5], 
followed by the United States, the United Kingdom, Can-
ada and the European Union who successively approved 
the emergency use or marketing of Pfizer-BioNTech’s 
mRNA vaccine (BNT162b2) [6]. China has officially 
approved the conditional marketing of COVID-19 vac-
cine developed by Sinopharm’s China National Biotec 
Group (CNBG) since December 30, 2020 [7]. WHO 
also issued an emergency use authorization (EUA) of 
BNT162b2 vaccine on December 31, 2020 [8]. In addi-
tion, the United States issued an EUA for Moderna 
mRNA-1273 vaccine [9].

With COVID-19 vaccines for mass vaccination, one 
extremely important prerequisite is to illustrate their 
safety with confirmed clinical evidences. Vaccine hesi-
tancy, which refers to the delay in acceptance or refusal 
of available vaccination, is a common public problem 
in the application and promotion of various vaccines 
[10–13]. In particular, the accelerated development pro-
cess of COVID-19 vaccines might raise more concerns 
regarding their potential safety problems, and thereby 
deepen the vaccine hesitancy among people [14]. An 
increasing number of clinical trials assessing safety of 
COVID-19 vaccines are being published. A systematic 
review is urgently needed to provide a better understand-
ing on safety of these vaccines. In order to better inform 
COVID-19 vaccination policies and reduce people’s vac-
cine hesitancy, we conducted a systematic review and 
meta-analysis to determine the safety of existing COVID-
19 vaccine candidates from  randomized controlled trials 
(RCTs).

Method
Search strategy and selection criteria
Our systematic review and meta-analysis followed the 
Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses (PRISMA) guidelines [15]. We searched 
for literature published before March 3, 2021 in Pub-
Med, Embase, Web of Science, the Cochrane library and 
Scopus, using the following search terms “(COVID-19 

OR SARS-CoV-2 OR 2019-nCoV) AND (vaccin*) AND 
(safety OR adverse event* OR tolerance)”. We also 
retrieved any potentially related publications in the 
preprint database MedRxiv. The search was limited in 
English language papers. Reference management was 
performed in Endnote X9 (Clarivate Analytics, USA).

Only RCT studies evaluating the safety of COVID-
19 vaccines were included. Eligible studies should meet 
the following criteria: blinding was involved; safety of 
both vaccination and control groups was reported; data 
on solicited local and systemic reactions during the first 
seven days, any injection local adverse reactions (such 
as pain, itching, redness, swelling, and induration, etc.) 
and general adverse reactions (such as cough, diarrhea, 
fatigue, fever, and headache, etc.) after vaccination, 
were available. Studies on all COVID-19 vaccines were 
included regardless of dosage form, schedule, prepara-
tion, or route of administration. Literature without origi-
nal data on safety of COVID-19 vaccines among humans, 
including reviews, editorials, letters, animal studies, 
case reports, and comments, was excluded. Conference 
abstracts and studies without detailed AEFI data were 
excluded.

Data extraction
Two researchers (MC and ZD) extracted data indepen-
dently, and discrepancies were resolved through discus-
sion with a third experienced one. The following data 
were extracted when available: first author, time of pub-
lication, characteristics of study subjects (age, number, 
etc.), intervention measures (vaccine type, number of 
doses, immunological dosage, adjuvant addition and 
adjuvant type, etc.), incidence of AEFI, and trial design. 
If some data were not available, the required data were 
calculated from the percentages reported in the study 
accordingly.

Quality assessment
According to the assessment criteria of Cochrane Risk 
of Bias tool for RCTs, the methodological quality evalu-
ation of included trials was carried out independently 
by two researchers (YY and ZD). The evaluation criteria 
included: random sequence generation, allocation con-
cealment, blinding of participants and personnel, blind-
ing of outcome assessment, incomplete outcome data, 
selective reporting and other biases. The quality of stud-
ies was determined according to: five or more items were 
at low risk of bias, three to four items were at moderate 
risk of biases, and less than three items were at high risk 
of bias.
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Data synthesis and analysis
We pooled the incidence of total AEFI in the vaccination 
group, and then compared the risks of AEFI (including 
total adverse reactions, any systemic and local adverse 
reactions, and single adverse reactions) between the vac-
cination group and the placebo group to assess the safety 
of vaccination. High heterogeneity was assumed among 
included studies with different study designs, and thus a 
random-effects model was used to calculate pooled effect 
sizes. The main indicators used were risk ratios (RRs) and 
their 95% confidence intervals (CIs) to report the risk 
of AEFI in the vaccination group relative to the control 
group. RR > 1 represented a risk effect. The I2 statistic 
was used to assess the level of statistical heterogeneity 
(I2 < 25.0%, low heterogeneity; 25.0–75.0%, moderate 
heterogeneity; and > 75.0%, considerable heterogeneity). 
We did subgroup analyses on AEFI according to the fol-
lowing potential sources of heterogeneity: vaccine types 
(inactivated vaccines, viral vector vaccines and mRNA 
vaccines, and subunit vaccine was excluded because of 
only one article available), sample sizes (large sample: 
n ≥ 500; small sample: n < 500), and trial phases (phase I, 
II, and III). In the current COVID-19 vaccine immuni-
zation strategies, two or more doses are usually needed 
to achieve an ideal protection efficacy, and we therefore 
further compared the AEFI incidence between the prim-
ing dose and the booster dose in some studies (dose1 vs. 
dose2), as well as the AEFI incidence between two age 

groups (≤ 55  years vs. ≥ 56  years). We did all analyses 
using STATA version 16.0 (College Station, Texas, USA) 
and Review Manager version 5.3 (Copenhagen: The Nor-
dic Cochrane Centre, The Cochrane Collaboration). The 
statistic P < 0.05 was considered to be statistically signifi-
cant in this meta-analysis.

Results
Characteristics of included studies
The flowchart of literature screening in this study is 
shown in Fig. 1. In our preliminary search, we got 4178 
records from 6 databases. According to above eligible cri-
teria, 14 studies (73,633 subjects) were finally included 
in this meta-analysis [16–29]. Of these, 13 studies were 
officially published, and one study was published on the 
medRxiv platform. Included studies contained ten kinds 
of COVID-19 vaccines, and they were further classified 
into four vaccine types on the basis of different technol-
ogy platforms: inactivated vaccines [25–29], viral vector 
vaccines [22–24], subunit vaccines [21] and mRNA vac-
cines [16–20]. Among them, six studies were conducted 
in China [24–29]; three studies in the United States 
[16, 18, 20]; two in the United Kingdom [22, 23]; one in 
Germany and Belgium [17], one in Australia [21], and 
one from multiple-centers including the United States, 
Argentina, Brazil, Germany, South Africa and Tur-
key[19]. There were six reports on phase I trial [17, 20, 
21, 27–29], five reports on phase II trial [24, 25, 27–29], 

Fig. 1  Selection of reports for inclusion in this systematic review
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and two reports on phase III trial [16, 19]. In addition, 
three reports were on phase I/II trial [19, 22, 26], and 
one on phase II/III trial [23]. The basic characteristics 
of the included RCTs are described in Additional file 1: 
Table S1.

Among the 14 included studies, ten reported the inci-
dence of total adverse reactions, seven reported the 
incidence of systemic and local adverse reactions, and 
13 studies reported the incidence of single adverse reac-
tions such as pain and fever. All participants were over 
16  years old, and four studies reported the AEFI inci-
dence in different age groups (three studies were grouped 
by age ≤ 55 years old and ≥ 56 years old [19, 20, 23]).

We performed the quality assessment for included 
studies, and their bias risks are shown in Additional 
file 1: Figure S1, dominated by attrition bias and report-
ing bias. In some studies, particularly phase III clinical 
trials, incomplete data due to failure in follow-up led to 
high risk of attrition bias. Low risks of selection, perfor-
mance and detection biases were found as a result of the 
appropriate implementation of these RCTs. In summary, 
12 studies were at low risk of bias and two studies were 
at moderate risk of bias. Evidence of publication bias was 
found in studies reporting the total adverse reactions 
(asymmetrical funnel plot and P = 0.005 by Egger’s test; 
Additional file 1: Figure S17).

Safety of COVID‑19 vaccines
Adverse reactions to different COVID‑19 vaccines
The AEFI incidence from ten studies was pooled, which 
contained 14 clinical trials with different COVID-19 vac-
cines and immunization procedures. We found that the 
pooled AEFI incidence of inactivated vaccines, mRNA-
based vaccines and viral-vector vaccines was 23.0% (95% 
CI 20.0–26.0%, I2 = 55.71%), 48.0% (95% CI 28.0–84.0%, 
I2 = 99.99%), 76.0% (95% CI 69.0–84.0%, I2 = 84.46%), 
respectively (Fig. 2).

We compared the AEFI occurrences of different vaccine 
modalities between vaccination group and control group. 
The pooled RRs of total adverse reactions (RR = 1.75, 95% 
CI 1.59–1.92), systemic adverse reactions (RR = 1.41, 95% 
CI 1.11–1.78), and local adverse reactions (RR = 4.49, 95% 
CI 3.79–5.30) for all vaccines were significantly higher in 
the vaccination group, but the heterogeneity among these 
meta-analyses was considerable (I2 = 92.76%, 99.09%, and 
93.86%, respectively) (Table 1 and Additional file 1: Fig-
ure S2–S4). We subsequently performed subgroup meta-
analysis for four vaccine types. Of note, we found that the 
heterogeneity of the analysis on total adverse reactions 
(RR = 1.34, 95% CI 1.11–1.61), systemic adverse reactions 
(RR = 0.92, 95% CI 0.69–1.23) and local adverse reactions 
(RR = 1.94, 95% CI 1.10–3.41) for the group of inacti-
vated vaccines was greatly reduced to an extremely low 

level (I2 = 0.00%, 0.00%, and 54.18%, respectively) com-
pared to results of all the previous analyses. Pooled RRs 
of systemic adverse reactions to the inactivated vaccines, 
such as fever (RR = 0.99, 95% CI 0.56–1.73, I2 = 0.00%), 
headache (RR = 0.72, 95% CI 0.29–1.77, I2 = 0.00%), 
fatigue (RR = 0.85, 95% CI 0.55–1.30, I2 = 0.00%), were of 
no significant difference from that in the control group. 
In addition, pooled RRs of local adverse reactions to 
the inactivated vaccines, such as pain (RR = 2.24, 95% 
CI 1.37–3.65, I2 = 50.44%), redness (RR = 0.90, 95% CI 
0.32–2.59, I2 = 0.00%), swelling (RR = 1.08, 95% CI 0.39–
3.03, I2 = 0.00%) were slightly higher than or similar to 
that in the control group (Table 1 and Additional file 1: 
Figures S5–S8).

We observed high heterogeneity in the meta-analyses 
of total adverse reactions (RR = 2.01, 95% CI 1.78–2.26, 
I2 = 97.55%), systemic adverse reactions (RR = 1.65, 95% 
CI 1.21–2.24, I2 = 99.75%), and local adverse reactions 
(RR = 5.37, 95% CI 4.54–6.36, I2 = 97.85%) for the group 
of mRNA vaccines (Table  1 and Additional file  1: Fig-
ures  S2,  S5, S6). Pooled RRs of systemic adverse reac-
tions to mRNA vaccines, such as fever (RR = 7.90, 95% 
CI 2.72–22.94, I2 = 94.88%), headache (RR = 2.06, 95% CI 
1.49–2.83, I2 = 98.92%), fatigue (RR = 1.98, 95% CI 1.46–
2.67, I2 = 99.04%), were significantly higher than that in 
the control group. Similar differences were observed on 
single local adverse reactions such as pain (RR = 5.63, 
95% CI 4.89–6.48, I2 = 92.71%), redness (RR = 7.59, 95% 
CI 3.74–15.39, I2 = 93.31%), swelling (RR = 12.69, 95% CI 
6.50–24.79, I2 = 88.65%) (Table  1 and Additional file  1: 
Figures S9, S10).

Due to insufficient data on viral-vector vaccines, only 
total adverse reactions were pooled (RR = 1.65, 95% CI 
1.31–2.07) with a moderate heterogeneity (I2 = 75.07%) 
(Table  1 and Additional file  1: Figure S2). Incidence of 
single systemic adverse reactions to the viral-vector 
vaccines, such as fever (RR = 3.05, 95% CI 1.56–5.99, 
I2 = 83.86%), headache (RR = 1.68, 95% CI 1.51–1.86, 
I2 = 0.00%) and fatigue (RR = 1.88, 95% CI 1.31–2.69, 
I2 = 80.52%), was significantly higher than that in the 
control group. In addition, incidence of single local 
adverse reactions to the viral-vector vaccines, such as 
pain (RR = 3.29, 95% CI 0.92–11.77, I2 = 94.75%), red-
ness (RR = 1.34, 95% CI 0.67–2.65, I2 0.00%), swelling 
(RR = 2.23, 95% CI 0.33–14.96, I2 = 53.29%) was of no dif-
ference from that in the control group (Table 1 and Addi-
tional file 1: Figures S11, S12).

We conducted subgroup analysis on studies with large 
sample size (≥ 500) and small sample size (< 500). Hetero-
geneity of the small sample size meta-analysis was signifi-
cantly lower than that with large sample size (I2 = 12.25% 
vs I2 = 97.02%) (Table 1 and Additional file 1: Figure S13). 
We found zero to moderate heterogeneity among studies 
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Fig. 2  Incidence of adverse events following immunization for different vaccine modalities. BBBIBP-CorV designed by the Beijing Institute of 
Biological Products; WCoronaVac designed by the Wuhan Institute of Biological Products; †COVID-19 vaccines in the Phase I Trial; ‡COVID-19 
vaccines in the Phase II Trial; *COVID-19 vaccines on first vaccination; **COVID-19 vaccines on second vaccination; b1BNT162b1 in the Phase I Trial; 
b2BNT162b2 in the Phase I Trial. RR risk ratio, CI confidence interval, mRNA messenger ribonucleic acid
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Table 1  Incidence of total adverse reactions among vaccination group versus control group

RR risk ratios, CI confidence interval, No. Number
* P < 0.05

No. of studies Reactions/total RR (95% CI) I2

Vaccination Control

Overall

 Total adverse reactions 10 33 673/54 752 16 446/52 400 1.75 (1.59–1.92)* 0.93

 Systemic adverse reactions (any) 7 25 286/39 698 14 972/38 088 1.41 (1.11–1.78)* 0.99

 Local adverse reactions (any) 7 32 077/39 698 6687/38 088 4.49 (3.79–5.30)* 0.94

Total adverse reactions to different vaccine types

 Inactivated vaccine 5 523/2244 107/630 1.34 (1.11–1.61)* 0.00

 Vectored vaccine 2 670/886 177/382 1.65 (1.31–2.07)* 0.75

 mRNA vaccine 3 32 480/51 622 16 162/51 388 2.01 (1.78–2.26)* 0.98

Systemic adverse reactions (any) to different vaccine types

 Inactivated vaccine 4 193/1764 52/468 0.92 (0.69–1.23) 0.00

 mRNA vaccine 2 25 020/37 696 14 911/37 560 1.65 (1.21–2.24)* 1.00

Local adverse reactions (any) to different vaccine types

 Inactivated vaccine 4 172/1164 29/320 1.94 (1.10–3.41)* 0.54

 mRNA vaccine 2 31 735/37 696 6653/37 560 5.37 (4.54–6.36)* 0.98

Fever

 Inactivated vaccine 5 64/2244 16/630 0.99 (0.56–1.73) 0.00

 Vectored vaccine 3 410/1121 80/968 3.05 (1.56–5.99)* 0.84

 mRNA vaccine 5 3175/38 365 128/37 591 7.90 (2.72–22.94)* 0.95

Headache

 Inactivated vaccine 4 22/1644 6/480 0.72 (0.29–1.77) 0.00

 Vectored vaccine 3 555/1121 311/968 1.68 (1.51–1.86)* 0.00

 mRNA vaccine 5 17 152/38 365 9300/37 591 2.06 (1.49–2.83)* 0.99

Fatigue

 Inactivated vaccine 5 88/2244 6/630 0.85 (0.55–1.30) 0.00

 Vectored vaccine 3 639/1121 334/968 1.88 (1.31–2.69)* 0.81

 mRNA vaccine 5 19 471/38 365 9506/37 591 1.98 (1.46–2.67)* 0.99

Pain

 Inactivated vaccine 5 329/2244 39/630 2.24 (1.37–3.65)* 0.50

 Vectored vaccine 2 573/925 209/660 3.29 (0.92–11.77) 0.95

 mRNA vaccine 4 31 924/38 065 5946/37 519 5.63 (4.89–6.48)* 0.93

Redness

 Inactivated vaccine 5 15/2244 2/630 0.90 (0.32–2.59) 0.00

 Vectored vaccine 2 22/925 13/660 1.34 (0.67–2.65) 0.00

 mRNA vaccine 3 2127/37 650 194/37 457 7.59 (3.74–15.39)* 0.93

Swelling

 Inactivated vaccine 4 19/1644 3/480 1.08 (0.39–3.03) 0.00

 Vectored vaccine 2 37/925 18/660 2.23 (0.33–14.96) 0.53

 mRNA vaccine 4 3843/38 065 149/37 519 12.69 (6.50–24.79)* 0.89

Total adverse reactions of different sample sizes

 Sample size ≥ 500 5 32 976/52 928 16 246/51 758 1.95 (1.75–2.17)* 0.97

 Sample size < 500 6 697/1824 200/652 1.43 (1.25–1.64)* 0.12

Total adverse reactions of different trial phases

 Phase I trial 4 137/468 26/155 1.62 (1.12–2.36)* 0.00

 Phase II trial 5 650/1966 120/564 1.49 (1.14–1.94)* 0.54

 Phase III trial 2 32 423/51 466 16 154/51 352 2.03 (1.79–2.29)* 0.99
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in phase I (I2 = 0.00%), phase II (I2 = 53.96%), and consid-
erable heterogeneity (I2 = 98.77%) in phase III (Table  1 
and Additional file 1: Figure S14). Heterogeneity among 
studies in phase I was significantly lower than that in 
phase II and phase III, consistent with above observation 
in the subgroup analysis on studies with different sample 
sizes.

Adverse reactions to different inoculation doses
Results showed that the pooled RRs of total adverse reac-
tions (RR = 1.21, 95% CI 0.99–1.47, I2 = 88.46%), sys-
temic adverse reactions (RR = 1.07, 95% CI 0.89–1.29, 
I2 = 97.33%), and local adverse reactions (RR = 1.07, 95% 
CI 0.95–1.22, I2 = 96.05%) to the first dose, were of no sig-
nificant difference from that to the second dose (Fig. 3).

Adverse reactions in different age groups
We found that the risk of total AEFI in young peo-
ple (≤ 55  years old) was significantly higher than 
that in the elderly (≥ 56  years old) (RR = 1.25, 95% CI 
1.15–1.35), and no heterogeneity was found (Fig.  4). 
Pooled RRs of systemic adverse reactions in population 
aged ≤ 55  years, such as fever (RR = 1.83, 95% CI 1.30–
2.57, I2 = 51.26%) and fatigue (RR = 1.41, 95% CI 1.26–
1.59, I2 = 61.97%), were significantly higher than that in 
population aged ≥ 56  years. In addition, pooled RRs of 
local adverse reactions in population aged ≤ 55  years, 
such as pain (RR = 1.31, 95% CI 1.17–1.45, I2 = 85.95%), 
redness (RR = 0.89, 95% CI 0.74–1.07, I2 = 0.00%), and 
swelling (RR = 0.87, 95% CI 0.74–1.03, I2 = 0.00%) were 
slightly higher than or similar to that in population 
aged ≥ 56 years. (Additional file 1: Figures S15, S16).

Discussion
Our study found inactivated vaccines had much lower 
AEFI incidence than viral vector vaccines and mRNA 
vaccines. Mild local reactions including pain, swelling 
and/or redness at the injection site were common/very 
common after vaccination against COVID-19, which is 
similar to other injectable vaccines such as whole-cell 
pertussis vaccine or human papillomavirus (HPV) vac-
cine [10, 30]. The occurrence of systemic reactions var-
ies in response to different antigen immunization. Fever 
can occur in about 10% or more of vaccinees [10]. Other 
mild systemic reactions (e.g., headache, fatigue) are also 
common to occur after vaccination. For example, after 
immunization with bivalent HPV vaccine, the occurrence 
of fatigue and headache can be up to 33.0% and 30.0%, 
respectively [10].

An ideal vaccine is expected to induce a protec-
tive immunity against specific pathogens without any 
adverse reaction. However, in clinical application, a 
certain probability of side effects happens by chance. 

AEFI is any untoward medical occurrence follow-
ing immunization, which does not necessarily have a 
causal relationship with vaccination. In most cases, the 
exact mechanism of the adverse reactions by vaccina-
tion is unclear, but it might be related to non-specific 
immune responses by the components of vaccines (e.g., 
adjuvant, stabilizers or preservatives). AEFI may be 
any unfavorable or unintended sign, abnormal labora-
tory finding, symptom or disease [10], including local 
adverse reactions, such as injection site pain, redness, 
swelling, etc., and systemic adverse reactions, such 
as fever, headache, fatigue, nausea, vomiting, diar-
rhea, etc. In general, similar to other traditional vac-
cines, AEFI symptoms of COVID-19 vaccines are mild. 
Severe adverse events (SAEs) were rare, and only were 
reported in some volunteers as hypersensitivity, facio-
plegia, urticaria and  anaphylactic shock [11]. Vaccine-
associated anaphylaxis was rare, approximately one 
case per million injections, for most known vaccines 
[31]. Of note, the incidence of anaphylaxis associated 
with the Pfizer COVID-19 mRNA vaccine was reported 
to be approximately ten times as high as that reported 
in all previous vaccines [11]. The Pfizer-BioNtech and 
Moderna vaccines were the first mRNA vaccine modal-
ities to obtain an EUA in vaccinating healthy people, 
however, the mechanism of allergic reactions associ-
ated with mRNA vaccines is still unclear. It is possible 
that some people are at a higher risk for non-IgE-medi-
ated mast-cell activation or complement activation 
related to either the lipid or the polyethylene glycol 
(PEG)-lipid component of the vaccine [32]. According 
to the current recommendations, people with a his-
tory of an anaphylactic reaction to any component of 
the mRNA COVID-19 vaccines should avoid taking 
mRNA vaccines, and this recommendation would cur-
rently exclude people with a history of immediate reac-
tions associated with PEG [33]. Very few cases of Bell’s 
palsy following vaccination were reported in clinical 
trials on both the Pfizer-BioNTech vaccines and Mod-
erna vaccines [16, 19]. However, no evidence showed 
these cases were causally related to vaccination. Ongo-
ing surveillance of long-term safety of mRNA vaccines 
is needed [33].

No significant correlation between the number of inoc-
ulation doses and AEFI occurrence was found, which is 
consistent with the previous literature on other vaccines 
[34, 35]. Among the currently marketed COVID-19 vac-
cines, only CanSino Biologics and Johnson viral-vector 
vaccines adopted single-needle immunization schedule. 
Single-dose vaccination is more feasible for mass popula-
tion and contributes to a higher acceptance of vaccina-
tion. However, our data showed that for most vaccines, 
multi-doses vaccination had better immunogenicity and 
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Fig. 3  Adverse reactions to the first dose and second dose of COVID-19 vaccines. †COVID-19 vaccines in the Phase I Trial; ‡COVID-19 vaccines in the 
Phase II Trial. CI confidence interval, mRNA messenger ribonucleic acid
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efficacy without increasing side effects, which might help 
to decrease the vaccine hesitancy for multi-doses vac-
cination. As the COVID-19 pandemic is raging on in 
many parts of the world, the public should be vaccinated 
as soon as possible to build the herd immunity against 
SARS-CoV-2.

The ability in eliciting immune responses to vaccina-
tion usually varies by age. Considering that the elderly are 
susceptible to SARS-CoV-2 infection [36], it is worthy to 
pay attention to the safety of vaccine in this population. 
The overall AEFI incidence was higher for vaccinees aged 
16–55  years than that among elderly people, which is 
consistent with the previous studies [37, 38]. In both tri-
valent influenza vaccine (TIV) and tetravalent influenza 
vaccine (QIV), older adults showed lower systemic reac-
tion rates than younger adults [39]. With aging, the func-
tion of the immune system declines, a phenomenon also 
referred to as immunosenescence [40]. Profound changes 
of the immune system include the gradual loss of naive 
cells, increase of memory cell numbers, and decrease in 
the diversity of T cell and B cell repertoire [41, 42]. These 
changes lead to reduced protection against infectious 
diseases and reduced vaccine responses in older adults. 
Consequently, in response to immunization, both inflam-
matory reactions and protective immune responses in 
elderly population are slower, weaker and more transitory 
than that in younger healthy adults [36]. However, the 
molecular mechanisms underlying age-related hypore-
sponsiveness to vaccination remain unclear [43]. Data for 
the first month after mass vaccination against COVID-19 
in the United States indicated that 150 (2.1%) AEFI cases 

were reported among long-term care facility (LTCF) 
residents who were vaccinated at an average age of 83 
(range: 17–104) years. Among 122 (81.3%) cases of SAE 
in LTCFs, 78 (52.0%) deaths were reported [44]. Further-
more, since the start of vaccination project at the end of 
2020, Norway has reported 33 deaths among elderly peo-
ple after their first dose, but no evidence showed the link 
between COVID-19 vaccination and these deaths [45]. It 
is worth noting that the patients with SAEs or deaths in 
Norway mainly aged between 80 and 89 years. There was 
no evidence to prove the safety of vaccination in people 
aged over 85 years. In the absence of sufficient evidence 
to show the safety of COVID-19 candidate vaccines for 
elderly people, elderly people with underlying medical 
conditions might be cautious to get vaccination.

High speed of COVID-19 vaccine development and 
deployment has led to numerous concerns in the public 
about the safety of these new vaccines. Some media failed 
to report information on COVID-19 vaccines accurately 
and scientifically, which might deepen vaccine hesita-
tion in the public and impede mass immunization. In 
response to these concerns, spontaneous (or passive) 
immunization safety surveillance systems, such as the 
US Vaccine Adverse Event Reporting System (VAERS) 
and China National AEFI Information System (CNAE-
FIS) [46], were launched at national or international lev-
els to ensure effective monitoring and prompt actions in 
response to AEFIs after COVID-19 vaccination.

The results of our study should be interpreted with cau-
tion because it has some limitations. First, although we 
tried to decrease some heterogeneity by doing subgroup 

Fig. 4  Adverse reactions to COVID-19 vaccines between population aged ≤ 55 years and population aged ≥ 56 years. *COVID-19 vaccines on first 
vaccination; **COVID-19 vaccines on second vaccination; b1BNT162b1 in the Phase I Trial; b2BNT162b2 in the Phase I Trial. CI confidence interval, 
mRNA messenger ribonucleic acid
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analyses on many trial characteristics, high statistical 
heterogeneity existed for some effect sizes, which might 
be due to the diversity in the schedule of vaccination, 
follow-up, vaccine component, and study populations. 
For example, high heterogeneity was found in the pooled 
estimates of the total AEFI. After we conducted subgroup 
analyses by vaccine type, heterogeneity significantly 
decreased, suggesting that vaccine type might be a source 
of heterogeneity in pooling estimates of AEFI. Second, we 
failed to make a subgroup analysis on vaccination doses 
due to varied doses for different vaccines. Third, in most 
trials, AEFI was usually recorded within 7–10 days after 
vaccination, with limited sample size. Even data from the 
phase III clinical trials, which provided important evi-
dence to illustrate the safety of COVID-19 vaccines, are 
limited by short-term follow-up. It is necessary to per-
form long-term surveillance of vaccine safety in large-
scale population [47].

In addition, we just focused on the safety of current 
vaccines in this study, which might lead to the one-sid-
edness in a comprehensive evaluation of COVID-19 vac-
cines since we have ignored their efficacy. So far, more 
than 1  billion people worldwide have been immunized 
with different COVID-19 vaccines worldwide. Mass vac-
cination with highly efficacious vaccines is critical to 
establish a herd immunity to stop the COVID-19 pan-
demic. Although current published data of vaccine effec-
tiveness is not enough to perform a meta-analysis yet, the 
vaccination has shown a good protection efficacy (50–
90%). It is worth noting that, with fast-changing situation 
in the present pandemic, the public should get vaccinated 
as soon as the COVID-19 vaccine available, and then 
accomplish a population immune barrier against SARS-
CoV-2 infection. Further analysis of vaccine efficacy 
should be done when enough literature data are available.

Conclusions
Our findings contribute to understanding the profiles 
of existing COVID-19 vaccines and help policymakers 
to decide vaccination strategies. The safety of current 
COVID-19 vaccine candidates is acceptable for mass vac-
cination, with inactivated COVID-19 vaccines candidates 
having the lowest AEFI. The immunization safety sur-
veillance systems worldwide should continue to monitor 
the long-term safety of marketed COVID-19 vaccines, 
especially among elderly people with underlying medical 
conditions, to inform vaccination policy and to maintain 
public confidence in COVID-19 vaccination.

Abbreviations
RCTs: Randomized controlled trials; AEFI: Adverse events following immuniza-
tion; COVID-19: Coronavirus disease 2019; RR: Risk ratio; CI: Confidence interval; 

SARS-CoV-2: Severe acute respiratory syndrome coronavirus 2; WHO: World 
Health Organization; CNBG: China National Biotec Group; PRISMA: Preferred 
Reporting Items for Systematic Reviews and Meta-Analyses; HPV: Human 
papillomavirus; PEG: Polyethylene glycol; LTCF: Long-term care facility; VAERS: 
Vaccine Adverse Event Reporting System; CNAEFIS: China National AEFI Infor-
mation System; SAE: Severe adverse events.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s40249-​021-​00878-5.

Additional file 1. Additional Figures S1–S17 and Table S1.

Acknowledgements
We would like to thank the authors of these papers included in our meta-
analysis, and we appreciate all other members in our group for their helpful 
advice and discussion to improve this project.

Authors’ contributions
MC, YY and YZ are joint first authors. CS conceived and designed this project; 
MC, YY, ZD and YZ performed this project and analyzed the data; JZ, FF, HZ 
contributed the resources and discussion; CS, MC, YY drafted the manuscript; 
HZ and YZ revised and edited the manuscript. All authors read and approved 
the final manuscript.

Funding
This study was supported by Grants from the National Natural Science 
Foundation of China (81971927, 82041043, 82022064, 81703278), the Science 
and Technology Planning Project of Shenzhen City (JSGG20200225152008136, 
20190804095916056), the China Postdoctoral Science Foundation 
(2020T130150ZX), the Natural Science Foundation of China International/
Regional Research Collaboration Project [72061137001], the Australian 
National Health and Medical Research Commission (NHMRC) Early Career 
Fellowship [APP1092621], the National Science and Technology Major Project 
of China [2018ZX10721102], and the National Key Research and Development 
Program of China [2020YFC0840900]. All funding parties did not have any role 
in the design of the study or in the explanation of the data.

Availability of data and materials
All data generated or analyzed during this study are included in this published 
article and its additional information files.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no known competing financial interests 
or personal relationships that could have appeared to influence the work 
reported in this paper.

Author details
1 School of Public Health (Shenzhen), Sun Yat-Sen University, Shenzhen, China. 
2 Key Laboratory of Tropical Disease Control (Sun Yat-Sen University), Ministry 
of Education, Guangzhou, China. 

Received: 3 April 2021   Accepted: 22 June 2021

https://doi.org/10.1186/s40249-021-00878-5
https://doi.org/10.1186/s40249-021-00878-5


Page 11 of 12Chen et al. Infect Dis Poverty           (2021) 10:94 	

References
	1.	 WHO. Weekly epidemiological update—9 March 2021. https://​www.​who.​

int/​publi​catio​ns/m/​item/​weekly-​epide​miolo​gical-​updat​e---​10-​march-​
2021. Accessed 15 Mar 2021.

	2.	 Xiao Y, Torok ME. Taking the right measures to control COVID-19. Lancet 
Infect Dis. 2020;20(5):523–4.

	3.	 Randolph HE, Barreiro LB. Herd immunity: understanding COVID-19. 
Immunity. 2020;52(5):737–41.

	4.	 WH0. Draft landscape of COVID-19 candidate vaccines. https://​www.​who.​
int/​publi​catio​ns/m/​item/​draft-​lands​cape-​of-​covid-​19-​candi​date-​vacci​
nes. Accessed 4 Mar 2021.

	5.	 Merz T. Russia approves world’s first Covid vaccine, with Putin saying one 
of his daughters has had it. https://​www.​teleg​raph.​co.​uk/​news/​2020/​08/​
11/​russia-​appro​ves-​worlds-​first-​covid-​19-​vacci​ne/. Accessed 4 Mar 2021.

	6.	 BNT162b2 FDA approval status. https://​www.​drugs.​com/​histo​ry/​bnt16​
2b2.​html. Accessed 4 Mar 2021.

	7.	 CCTVNews. China’s COVID-19 vaccine has been approved for marketing. 
https://​news.​cctv.​com/​2020/​12/​31/​ARTIs​ED6rN​EesQb​UhlHk​FCA02​01231.​
shtml. Accessed 4 Mar 2021. (in Chinese).

	8.	 Timeline: WHO’s COVID-19 response. https://​www.​who.​int/​emerg​encies/​
disea​ses/​novel-​coron​avirus-​2019/​inter​active-​timel​ine. Accessed 4 Mar 
2021.

	9.	 Moderna Announces FDA Authorization of Moderna COVID-19 Vaccine 
in U.S. https://​www.​drugs.​com/​clini​cal_​trials/​moder​na-​annou​nces-​fda-​
autho​rizat​ion-​moder​na-​covid-​19-​vacci​ne-u-​s-​19121.​html. Accessed 4 
Mar 2021.

	10.	 WHO. Immunization safety surveillance: guidelines for immunization 
programme managers on surveillance of adverse events following 
immunization. 3rd edn. https://​iris.​wpro.​who.​int/​handle/​10665.1/​12620. 
Accessed 4 Mar 2021.

	11.	 Castells MC, Phillips EJ. Maintaining safety with SARS-CoV-2 vaccines. N 
Engl J Med. 2021;384(7):643–9.

	12.	 Smith MJ. Promoting vaccine confidence. Infect Dis Clin N Am. 
2015;29(4):759–69.

	13.	 Chen M, Li Y, Chen J, Wen Z, Feng F, Zou H, et al. An online survey of the 
attitude and willingness of Chinese adults to receive COVID-19 vaccina-
tion. Hum Vaccin Immunother. 2021;17(7):2279–88.

	14.	 Dror AA, Eisenbach N, Taiber S, Morozov NG, Mizrachi M, Zigron A, et al. 
Vaccine hesitancy: the next challenge in the fight against COVID-19. Eur J 
Epidemiol. 2020;35(8):775–9.

	15.	 Liberati A, Altman DG, Tetzlaff J, Mulrow C, Gøtzsche PC, Ioannidis JP, et al. 
The PRISMA statement for reporting systematic reviews and meta-anal-
yses of studies that evaluate healthcare interventions: explanation and 
elaboration. BMJ (Clin Res Ed). 2009;339:b2700.

	16.	 Baden LR, El Sahly HM, Essink B, Kotloff K, Frey S, Novak R, et al. Efficacy 
and safety of the mRNA-1273 SARS-CoV-2 vaccine. N Engl J Med. 
2020;384(5):403–16.

	17.	 Kremsner P, Mann P, Bosch J, Fendel R, Gabor JJ, Kreidenweiss A, et al. 
Phase 1 assessment of the safety and immunogenicity of an mRNA-lipid 
nanoparticle vaccine candidate against SARS-CoV-2 in human volunteers. 
MedRixv. 2020.

	18.	 Mulligan M, Lyke K, Kitchin N, Absalon J, Gurtman A, Lockhart S, et al. 
Phase 1/2 study of COVID-19 RNA vaccine BNT162b1 in adults. Nature. 
2020;586:589–93.

	19.	 Polack FP, Thomas SJ, Kitchin N, Absalon J, Gurtman A, Lockhart S, et al. 
Safety and efficacy of the BNT162b2 mRNA Covid-19 vaccine. N Engl J 
Med. 2020;383(27):2603–15.

	20.	 Walsh EE, Frenck RW Jr, Falsey AR, Kitchin N, Absalon J, Gurtman A, et al. 
Safety and immunogenicity of two RNA-based Covid-19 vaccine candi-
dates. N Engl J Med. 2020;383(25):2439–50.

	21.	 Richmond P, Hatchuel L, Dong M, Ma B, Hu B, Smolenov I, et al. Safety and 
immunogenicity of S-Trimer (SCB-2019), a protein subunit vaccine candi-
date for COVID-19 in healthy adults: a phase 1, randomised, double-blind, 
placebo-controlled trial. Lancet. 2021;397(10275):682–94.

	22.	 Folegatti PM, Ewer KJ, Aley PK, Angus B, Becker S, Belij-Rammerstorfer 
S, et al. Safety and immunogenicity of the ChAdOx1 nCoV-19 vaccine 

against SARS-CoV-2: a preliminary report of a phase 1/2, single-blind, 
randomised controlled trial. Lancet. 2020;396(10249):467–78.

	23.	 Ramasamy MN, Minassian AM, Ewer KJ, Flaxman AL, Folegatti PM, 
Owens DR, et al. Safety and immunogenicity of ChAdOx1 nCoV-19 
vaccine administered in a prime-boost regimen in young and old adults 
(COV002): a single-blind, randomised, controlled, phase 2/3 trial. Lancet. 
2020;396(10267):1979–93.

	24.	 Zhu FC, Guan XH, Li YH, Huang JY, Jiang T, Hou LH, et al. Immunogenicity 
and safety of a recombinant adenovirus type-5-vectored COVID-19 vac-
cine in healthy adults aged 18 years or older: a randomised, double-blind, 
placebo-controlled, phase 2 trial. Lancet. 2020;396(10249):479–88.

	25.	 Che Y, Liu X, Pu Y, Zhou M, Zhao Z, Jiang R, et al. Randomized, double-
blinded and placebo-controlled phase II trial of an inactivated SARS-
CoV-2 vaccine in healthy adults. Clin Infect Dis. 2020. https://​doi.​org/​10.​
1093/​cid/​ciaa1​703.

	26.	 Wu Z, Hu Y, Xu M, Chen Z, Yang W, Jiang Z, et al. Safety, tolerability, and 
immunogenicity of an inactivated SARS-CoV-2 vaccine (CoronaVac) 
in healthy adults aged 60 years and older: a randomised, double-
blind, placebo-controlled, phase 1/2 clinical trial. Lancet Infect Dis. 
2021;21(6):803–12.

	27.	 Xia S, Duan K, Zhang Y, Zhao D, Zhang H, Xie Z, et al. Effect of an 
inactivated vaccine against SARS-CoV-2 on safety and immunogenic-
ity outcomes: interim analysis of 2 randomized clinical trials. JAMA. 
2020;324(10):951–60.

	28.	 Xia S, Zhang Y, Wang Y, Wang H, Yang Y, Gao GF, et al. Safety and immuno-
genicity of an inactivated SARS-CoV-2 vaccine, BBIBP-CorV: a randomised, 
double-blind, placebo-controlled, phase 1/2 trial. Lancet Infect Dis. 
2020;21(1):39–51.

	29.	 Zhang Y, Zeng G, Pan H, Li C, Hu Y, Chu K, et al. Safety, tolerability, and 
immunogenicity of an inactivated SARS-CoV-2 vaccine in healthy adults 
aged 18–59 years: a randomised, double-blind, placebo-controlled, 
phase 1/2 clinical trial. Lancet Infect Dis. 2020;21(2):181–92.

	30.	 WHO. HPV vaccine information sheet. https://​www.​who.​int/​publi​catio​
ns/m/​item/​hpv-​vacci​ne-​rates-​infor​mation-​sheet. Accessed 4 Mar 2021.

	31.	 Stone CA, Rukasin CRF, Beachkofsky TM, Phillips EJ. Immune-mediated 
adverse reactions to vaccines. Br J Clin Pharmacol. 2019;85(12):2694–706.

	32.	 Stone CA Jr, Liu Y, Relling MV, Krantz MS, Pratt AL, Abreo A, et al. 
Immediate hypersensitivity to polyethylene glycols and polysorbates: 
more common than we have recognized. J Allergy Clin Immunol Pract. 
2019;7(5):1533–40.

	33.	 CDC. Interim clinical considerations for use of mRNA COVID-19 vaccines 
currently authorized in the United States. https://​www.​cdc.​gov/​vacci​nes/​
covid-​19/​info-​by-​produ​ct/​clini​cal-​consi​derat​ions.​html. Accessed 4 Mar 
2021.

	34.	 Bhowmik E, Singh A, Sachan R. Profile of adverse events following immu-
nization with measles rubella vaccine at a tertiary care hospital in East 
Delhi, India. Ther Adv Vaccines Immunother. 2020;8:2515135520940131.

	35.	 Spila Alegiani S, Alfonsi V, Appelgren EC, Ferrara L, Gallo T, Alicino C, et al. 
Active surveillance for safety monitoring of seasonal influenza vaccines in 
Italy, 2015/2016 season. BMC Public Health. 2018;18(1):1401.

	36.	 Bouree P. Immunity and immunization in elderly. Pathol Biol (Paris). 
2003;51(10):581–5.

	37.	 Mahajan D, Roomiani I, Gold MS, Lawrence GL, McIntyre PB, Menzies RI. 
Annual report: surveillance of adverse events following immunisation in 
Australia, 2009. Commun Dis Intell Q Rep. 2010;34(3):259–76.

	38.	 Kim JH, Cho HY, Hennessey KA, Lee HJ, Bae GR, Kim HC. Adverse events 
following immunization (AEFI) with the novel influenza a (H1N1) 2009 
vaccine: findings from the national registry of all vaccine recipients and 
AEFI and the passive surveillance system in South Korea. Jpn J Infect Dis. 
2012;65(2):99–104.

	39.	 Montomoli E, Torelli A, Manini I, Gianchecchi E. Immunogenicity and 
safety of the new inactivated quadrivalent influenza vaccine vaxigrip 
tetra: preliminary results in children ≥6 months and older adults. Vac-
cines (Basel). 2018;6(1):14.

	40.	 Siegrist CA, Aspinall R. B-cell responses to vaccination at the extremes of 
age. Nat Rev Immunol. 2009;9(3):185–94.

https://www.who.int/publications/m/item/weekly-epidemiological-update---10-march-2021
https://www.who.int/publications/m/item/weekly-epidemiological-update---10-march-2021
https://www.who.int/publications/m/item/weekly-epidemiological-update---10-march-2021
https://www.who.int/publications/m/item/draft-landscape-of-covid-19-candidate-vaccines
https://www.who.int/publications/m/item/draft-landscape-of-covid-19-candidate-vaccines
https://www.who.int/publications/m/item/draft-landscape-of-covid-19-candidate-vaccines
https://www.telegraph.co.uk/news/2020/08/11/russia-approves-worlds-first-covid-19-vaccine/
https://www.telegraph.co.uk/news/2020/08/11/russia-approves-worlds-first-covid-19-vaccine/
https://www.drugs.com/history/bnt162b2.html
https://www.drugs.com/history/bnt162b2.html
https://news.cctv.com/2020/12/31/ARTIsED6rNEesQbUhlHkFCA0201231.shtml
https://news.cctv.com/2020/12/31/ARTIsED6rNEesQbUhlHkFCA0201231.shtml
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/interactive-timeline
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/interactive-timeline
https://www.drugs.com/clinical_trials/moderna-announces-fda-authorization-moderna-covid-19-vaccine-u-s-19121.html
https://www.drugs.com/clinical_trials/moderna-announces-fda-authorization-moderna-covid-19-vaccine-u-s-19121.html
https://iris.wpro.who.int/handle/10665.1/12620
https://doi.org/10.1093/cid/ciaa1703
https://doi.org/10.1093/cid/ciaa1703
https://www.who.int/publications/m/item/hpv-vaccine-rates-information-sheet
https://www.who.int/publications/m/item/hpv-vaccine-rates-information-sheet
https://www.cdc.gov/vaccines/covid-19/info-by-product/clinical-considerations.html
https://www.cdc.gov/vaccines/covid-19/info-by-product/clinical-considerations.html


Page 12 of 12Chen et al. Infect Dis Poverty           (2021) 10:94 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	41.	 Tu W, Rao S. Mechanisms underlying T cell immunosenescence: aging 
and cytomegalovirus infection. Front Microbiol. 2016;7:2111.

	42.	 Fulop T, Larbi A, Pawelec G. Human T cell aging and the impact of persis-
tent viral infections. Front Immunol. 2013;4:271.

	43.	 Weinberger B, Haks MC, de Paus RA, Ottenhoff THM, Bauer T, Grubeck-
Loebenstein B. Impaired immune response to primary but not to 
booster vaccination against hepatitis B in older adults. Front Immunol. 
2018;9:1035.

	44.	 Gee J, Marquez P, Su J, Calvert GM, Liu R, Myers T, et al. First month of 
COVID-19 vaccine safety monitoring—United States, December 14, 
2020-January 13, 2021. MMWR Morb Mortal Wkly Rep. 2021;70(8):283–8.

	45.	 Covid-19 vaccination associated with adverse drug reactions in elderly 
people who are frail. https://​legem​iddel​verket.​no/​nyhet​er/​covid-​19-​vacci​
nation-​assoc​iated-​with-​deaths-​in-​elder​ly-​people-​who-​are-​frail. Accessed 
4 Mar 2021.

	46.	 Shimabukuro TT, Nguyen M, Martin D, DeStefano F. Safety monitor-
ing in the vaccine adverse event reporting system (VAERS). Vaccine. 
2015;33(36):4398–405.

	47.	 Flacco ME, Manzoli L, Rosso A, Marzuillo C, Bergamini M, Stefanati A, et al. 
Immunogenicity and safety of the multicomponent meningococcal B 
vaccine (4CMenB) in children and adolescents: a systematic review and 
meta-analysis. Lancet Infect Dis. 2018;18(4):461–72.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://legemiddelverket.no/nyheter/covid-19-vaccination-associated-with-deaths-in-elderly-people-who-are-frail
https://legemiddelverket.no/nyheter/covid-19-vaccination-associated-with-deaths-in-elderly-people-who-are-frail

	Safety of SARS-CoV-2 vaccines: a systematic review and meta-analysis of randomized controlled trials
	Abstract 
	Background: 
	Main text: 
	Conclusions: 

	Background
	Method
	Search strategy and selection criteria
	Data extraction
	Quality assessment
	Data synthesis and analysis

	Results
	Characteristics of included studies
	Safety of COVID-19 vaccines
	Adverse reactions to different COVID-19 vaccines
	Adverse reactions to different inoculation doses

	Adverse reactions in different age groups

	Discussion
	Conclusions
	Acknowledgements
	References


