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Summary

Even though the government emphasize on the importance of immunization in India, the
vaccine preventable diseases are still prevailing in the country. The perception of parents
regarding vaccines vary according to different situations. This affects their choice regarding
vaccines, whether to accept, decline or delay vaccines. Moreover, there are many factors that
affect the vaccination uptake and many methods are suggested to improve vaccine coverage.
Identifying the perceptions of parents, factors that hinders the process and the methods adopted
to overcome the problem are important to improve the immunization coverage. A literature
review was done based on the previous studies on the topic. A qualitative research leads the
researchers to understand the views and expressions of the research participants and this helps
in developing an understanding of how the people interpret their experiences(Jane Sutton
2015). A qualitative research method using semi-structured interviews with a pre-
planned interview guide was applied. Parents of children under five years were interviewed.
10 participants were selected from each of the three different states -Kerala, Karnataka, and
Tamil Nadu. A pilot study was conducted before the main study. After the interviews were
conducted, the data was transcribed, and analyzed. The data was compared with the theoretical
perspectives and the previous studies found in the literature review.

Levesque, Harris & Russels (2013) framework of access to health-care is the main theoretical
perspective used in this study. However, this framework was supplemented with other models
relevant in the study of health care utilization, like the Ajzen & Fishbein’s (1980) theory of
Reasoned Action (TRA), Hochbaum, Rosenstock, and Kegels the Health Belief
Model (HBM)(1952), and Rogers’ (2003) diffusion of innovation theory. The findings were
discussed with reference to these theoretical frameworks. The interview was done in a rural

area in three Indian states. Both higher-class people and lower class people were interviewed.
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Introduction

Immunity against the diseases caused by the micro-organisms can be achieved in in different
ways. If micro-organisms enter our body, a local defense mechanism is enhanced. With the help
of these defenses, our body is able to remove the antigenic materials such as bacteria or virus
that are considered as foreign bodies. One is considered as immune when he has “specific
protective antibodies or cellular immunity as a result of previous infection or immunization, or
is so conditioned by such previous experience as to respond adequately to prevent infection and
or clinical illness following exposure to a specific infectious agent” (Park 2015).

Active immunity is referred to as immunity achieved by an individual due to infection or
immunization. Usually the antibodies or cells that have particular action on the concerned
microorganism cause the specific infectious diseases. The person remains immune to the
infection that is caused by the same organism for a period of time depending upon the disease
caused. If the majority of the population gets vaccinated against a particular disease, it also
provides protection to the unvaccinated individuals and thus herd immunity is achieved. Herd
immunity act as an immunological barrier (Park 2015).

For understanding the terminology of vaccine, it can be described as an immune-biological
substance developed to produce protection against a particular disease. The vaccine is
developed from a live modified organism (BCG, measles, oral polio), or from an inactivated or
killed organism (cholera vaccine).It can also be derived from extracted cellular fractions toxoids
(diphtheria) or combination (DPT) of both. For the storage and transport of these vaccines, a
“cold chain system” is developed(Park 2015).

The World Health Organization has introduced certain guidelines to ensure the safety, storage
and distribution of the vaccines. Vaccine-vial monitor (VVM) is a visual indication for
registering the temperature to ensure that the potency of the vaccine is preserved. The vaccine
vial monitored label attached to the vaccine vial which changes its color when the vaccine is
not stored properly and gives a warning whether it can be used further or not. This safeguards
the integrity of cold chain, which includes their storage till they reach the distribution point
(Eriksson et al. 2017).

Immunity is also developed passively by administration of immune globulin or antiserum. For
example, maternal transfer of antibodies takes place across placenta to the fetus and thereafter

from breast milk to the baby during feeding(Park 2015).
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In this study, I will be discussing the perception of Indian parents of children below five years
towards vaccination, factors that hinders the take-up of vaccines, and methods to overcome low
take-up. The attitude of the parents towards vaccination, their understanding on the safety of
the vaccines and the seriousness of diseases are important for improving the uptake of vaccine.
There are several factors which may interpret or influence the parent’s decision in participating
in a vaccination programme, and identifying such factors is the main point of this study. Briefly
stated, the research question in this thesis is to understand the perception of mothers towards
vaccination and the factors that hinders the vaccination uptake, and to discuss methods to
overcome the problem. The study focuses on India, since India is home to almost one-third of
the world’s unimmunized children. It is approximated that only 44 percent of the children are
fully immunized (Laxminarayan 2011). Considering the immunization programme at global
level, India’s immunization programme is the largest with annual cohorts of around 26.7 million
infants and 30 million pregnant women. As per the 2016 report, it is estimated that 38% of
children failed to receive all basic vaccines in the first year of life (Gurnani et al. 2018).

The puzzlingly large lack of immunization in India is the main reason I have chosen to
investigate India in this thesis. An added reason is that I was born and raised in India. India is
known for its diverse culture and traditions. Being a native, I am familiar with some of the
cultural practices and a few of the languages of the country. Hence, I am well placed to carry
out an investigation in this country. I selected three different states from India. The justification
based on my selection is discussed below.

Based on the National Family Health Survey(NFHS) 1992-93, for analyzing the socio-
economic, gender, urban-rural and regional inequalities in immunization in India , it was
observed that the southern states of India showed better immunization status and comparatively
reduced inequalities related to immunization when comparing with other states in India(Pande
and Yazbeck 2003) . In general the North Indians have a concept that all the South Indians are
Tamilians / call them “madrasis”. Even though southern region shows a diversity in culture,
there are few similarities in tradition and culture of these states for example, language origin,
food (staple food is rice), religion and beliefs(Hindus ,Muslims and Christians) (Junghare
2015). Besides these similarities, the people in the three states have different standards of living,
clothing pattern, housing patterns and road & infrastructural facilities . Therefore I chose Kerala
,Tamil Nadu and Karnataka for my study as they are neighboring states and all the three states

are geographically connected to each other(Appendix:11.5). I chose rural areas in each state in
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order to compare sites where parents live in, and face, roughly similar socioeconomic contexts
in all three states. These differences can provide us with robust information from the parents

who has different cultures and traditions.

Moreover, I observed the existence of vaccine preventable diseases in Kerala, where the state
was considered to have followed the immunization programmes almost from the
implementation of the immunization programme. In turn, it was noted in Kerala that there was
a decrease in full vaccination coverage from 80 percent in NFHS-2 to 75 percent in NFHS-3.
Along with this, it also showed a decrease in coverage of almost all the vaccines which resulted
in child deaths due to vaccine preventable diseases(Deaton 2015).Therefore I chose Kerala state

as a part of my study.

During 1998-2010, 77-91 per cent of children aged 12-23 months in Tamil Nadu state were
fully vaccinated as per the National Family Health Surveys (NFHS), District-Level Household
Surveys (DLHS) and Coverage Evaluation Survey. Moreover, the findings of the DLHS-4
survey indicated that during 2012-2013, only 56 per cent of the children aged 12-23 months in
the State were fully vaccinated- This shows a steady decline in vaccination in the state. As a
result I chose Tamil Nadu state to understand the common factors affecting the vaccination
(Murhekar et al. 2017).

I decided to focus more on South India and therefore took the neighboring state, Karnataka also
as a part of my study where I understood that there is a wide gap with regard to immunization
in some parts of the state, for example in some districts the children who were fully immunized
were less than 85 per cent, and on the other hand the fully immunized rate for some districts
were as low as 25 per cent according to the United Nations Children’s Fund (UNICEF) 2002
report (Angadi et al. 2013).

1.1 Background

1.1.1 A brief history of vaccination

The history of vaccination starts with the fruitful works of Dr. Edward Jenner who performed
the world's first vaccine in 1796. Jenner inoculated the pus collected from a cowpox lesion of

a milkmaid's hand to an eight-year-old boy James Phipps. After about six weeks, Jenner
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variolated Phipps arm with smallpox on two sites. It was found that the boy remains unaffected
even after consequent exposures. On the basis of twelve such experiments and sixteen other
case studies since 1770, he published a text with his own expense: Inquiry into the Causes and
Effects of the Variolae Vaccine. His statement, assertion “that the cow-pox protects the human
constitution from the infection of smallpox” laid the foundation for modern vaccinology (Stern
2005).

In 1885, Louis Pasteur developed the rabies vaccine. Before this invention, the vaccines referred
to only cowpox inoculation for smallpox. Pasteur developed the rabies antitoxin that acted as a
post-infection antidote because of the long incubation period of the rabies germs. The definition
of vaccine by Louis Pasteur is still of great significance today. According to Pasteur, vaccine is
defined as a “suspension of live (usually attenuated) or inactivated microorganisms (e.g.,
bacteria or viruses) or fractions thereof administered to induce immunity and prevent infectious

disease or its sequelae.” (Stern 2005).

1.1.2. Lack of vaccination coverage in the world: an overview

There is a world-wide significant progress in decreasing mortality rate among children, which
includes under-five age children, children aged 5-9,and adolescents aged 10-14 years (Lucia
Hug 2018).The vaccination programmes have played a significant role in the wellbeing of the
global health to a great extent. However, in some of the South Asian countries, including India,
one of the major reasons behind under-five mortality is due to vaccine preventable
diseases(VPD).The introduction of Routine Immunization (RI) programme has showed some
gradual progress in the recent immunization coverage, but still in some states or areas the
coverage is quite low.(Vashishtha 2012).

Even though the world achieved substantial progress in reducing the mortality among children
under age 5 to 9 and adolescents aged 10 to 14. In 2017, alone about 6.3 million children died
mostly due to preventive causes. It constituted about 5.4 million children under the age of 5,
with 2.5 million died in the first month of life, 1.6 million at 1 to 11 months aged and 1.3 million
at 1to 4 years of age, 0,9 million died at 5 to 14 years of age. It can be pointed out that the death
rate was at the peak during the first month of life, showing an estimated 18 deaths per thousand
live births at global level at 2017. Before the age of one approximated death rate was 12 per
1000 live births and those before 5 years of age was 10 per 1000 livebirths.

Many advancements have been made which focus on the survival of the under -five children. As

aresult, the mortality rate was reduced by around 60% from 2000 to 2017. To be more specific,
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the neonatal mortality decreased by 41%, while the mortality among 1-11 months and post
neonatal period reduced by 51% (Lucia Hug 2018).

Sub-Saharan Africa was reported to have the peak mortality rate at global level. In 2017, it is
estimated that the region had an average of 76 deaths per 1000 livebirths. If the global situation
does not get controlled properly, it is predicted that around 56 million children under the age of
5 years of age are expected to die between 2018-2030, mostly the new born. The United Nations
adopted the Sustainable Development Goals (SDG) in 2015 with the objective of promoting
healthy living and wellbeing by to reduce under five deaths occurring due to preventive causes
by 2030. The aim of the program is to reduce new born mortality to 12 per 1000 live births at a
global level and reduce under five mortality to 25 per 1000 live births at global level. In 2017,
about 118 countries achieved under five mortality rates below the SDG target that is 25 deaths
per 1000 live births. The studies reveal that under five deaths are mainly due preterm birth
complication, preventable diseases, pneumonia and diarrhoea. Vaccines are available for
preventing some of the infectious diseases occurring during childhood such as measles, polio,
diphtheria, tetanus, pertussis and pneumonia due to Haemophilus influenzae type B (HIB) and
streptococcus pneumonia and diarrhoea due to rota-virus. Vaccine aids to protect the children
against illness and death. (Lucia Hug 2018)

The global vaccination coverage still remains at 85% with no progressive change during the
past few years. In 2017, around 85% of all infants at the global level (116.2 million infants)
received three doses of the diphtheria-tetanus-pertussis (DTP-3) vaccine, which prevent life-
threatening infectious diseases. The uptake of new and under-used vaccines is growing. It is
estimated that 1.5 million death can be avoided by improving the global immunization coverage
(WHO) 2018).

An overview of global vaccination coverage in 2017 according to the World Health
Organization (WHO), is discussed below. Haemophilus influenzae type B (HIB) causes
meningitis and pneumonia. The HIB vaccine was introduced in 191 countries by 2017. The
global coverage with 3 doses of HIB vaccine is approximated to be 72%. It varies according to
region. In the WHO region of Americas, coverage is about 91%, while in the WHO western
pacific region it is around 28%. The coverage increased from 80% in 2016 to 86% in 2017 in
the WHO South-East Asian region (WHO) 2018).

Another viral infection that affect the liver is Hepatitis B. By the end of 2017, Hepatitis B

vaccine for infants was established nation-wide in 187 countries. Those receiving three doses
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of Hepatitis B vaccine is about 84% at global level and is as high as 93% in the Western Pacific.
The first dose of Hepatitis B is administered during the first 24-hours of life. The global
coverage attained is estimated to be 48% (WHO 2018).

Measles is another infectious disease caused by virus leading to high fever and rash, blindness,
encephalitis or even death. It is estimated that around 85% of children have received the first
dose of measles by 2 years and 167 countries have included a 2" dose as a part of routine
immunization in accordance to 2017 report (WHO) 2018). 67% of children received 2 doses
of measles vaccine according to National Immunization Schedule (NIS).

One of the deadly infectious- diseases causing brain damage is meningitis A (WHO 2018). It
was evident that even after 7 years of the introduction of the vaccine against this deadly
infection, by the end of 2017 around 280 million people were affected and those affected were
provided with MenAfriVac, a revolutionary vaccine developed by WHO. MenAfriVac became
the first vaccine to gain approval to travel outside the cold chain and can be stored for 4 days
in room temperature up to 40 degree Celsius. Ghana and Sudan were the first two countries to
include MenAfriVac in their Routine Immunization schedule in 2016, followed by Burkina
Faro, Central African Republic, Chad, Mali and Niger in 2017. Mumps is another common
disease occurring in children where the swelling of the parotid glands occur followed by fever,
head ache and muscle aches. The vaccine again mumps were distributed in 122 countries
nationwide as per the 2017 report (WHO) 2018). Pneumococcal diseases include the
following: pneumonia, meningitis, bacteraemia, otitis media, sinusitis and bronchitis. As per
the 2017 report, the pneumococcal vaccine was made available in around 135 countries with
global coverage of 44%. However, nation-wide coverage could not be attained in around 5
countries (WHO 2018).

Polio is another viral infectious disease which can lead to irreversible paralysis. Polio was
successfully eradicated but still some cases are reported in Afghanistan, Pakistan and Nigeria.
Another important disease that increased under -five mortality rate was the diarrhoeal disease
caused by rotavirus. Rota virus vaccine was made available in around 91 countries but still
global coverage is not attained and is only around 28%. Yellow fever is acute viral-
haemorrhagic, and the causative organism is infected mosquitoes. In around 36 countries,
Africa and America, the vaccine against yellow fever has been introduced. The vaccine

coverage is around 43% .((WHO) 2018)

OSLO METROPOLITAN UNIVERSITY 14
STORBYUNIVERSITETET



o
A
& %,

A main challenge is to understand why around 19.9 million infants at global level are not
receiving the DTP3 vaccination as per the Routine Immunization programme. 60 % of the
affected children are from the following countries: Afghanistan, India, The Democratic
Republic of Congo, Ethiopia, Indonesia, Iraq, Nigeria, Pakistan, South Africa and Angola. It is
difficult to monitor data and emphasize immunization in some of these countries at subnational
levels. WHO therefore works very hard to improve the global vaccination coverage and has

adopted many initiatives through the World Health Assembly in May 2012((WHO) 2018)

1.1.3 Vaccination history in India

As stated above, vaccination is one of the most cost- effective method for protecting infants,
children and the pregnant woman. They are considered as high-risk groups against the harmful
vaccine preventable diseases (Lahariya 2014). The outstanding effectiveness of vaccines can
by understood from the eradication of smallpox. In May 1980, during the 33rd World Health
Assembly of the World Health Organization, the global eradication of small pox was approved
(Breman and Arita 1980). Another great achievement of India was eradication of polio on
February 25, 2012. The World Health Organization revised the list and erased India from the

group of polio endemic countries.

The eradication of small pox was a legacy of better health care delivery on a global scale.
Because of this, the experts decided to use this opportunity to improve the training for
vaccinators globally. This helps to ensure better health and reduce the deaths due to other
vaccine preventable diseases. Immediately after being declared a small pox free country in
1977, India established the National Immunization programme called the Expanded Programme
of immunization (EPI) in 1978 with the introduction of BCG, OPV, DPT and typhoid-
paratyphoid vaccines. The main objective of EPI was to attain 80% vaccination coverage in
infancy. In 1983, Tetanus toxoid vaccine for pregnant women was included in EPI. Thereafter
the measles vaccine was also included. In addition, in 1985, the Universal Immunization
Programme (UIP) was introduced. The expansion of UIP was achieved by introducing the
second dose of Measles, Hepatitis B and Pentavalent vaccine. This emphasized not only
improving the immunization coverage but on also decreasing the mortality and morbidity due

to six vaccine preventable diseases namely tuberculosis, poliomyelitis, diphtheria, tetanus,
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pertussis and measles. Other objectives are to improve the quality of service, introduce a reliable
cold chain system, systematic implementation in all districts, and establishment of monitoring
and evaluation at district level. Thus, in 1985, the UIP began in 31 districts with the aim of
development also in other districts. The targeted population was pregnant mothers .Later with
the growth of the programme in 1990-1991, 100 % vaccination coverage of infants was the aim
(Lahariya 2014).The Universal Immunization Programme (UIP) in India is considered to be
one of the biggest programmes in the world .This is based on the amount of vaccine used, the
number of recipients, the number of immunization programmes conducted and the geographical
area covered (Lahariya 2014).

Immunization division is a division of the RCH program under the National Rural Health
Mission (NRHM) and is located in the Ministry of Health and Family Welfare, Nirman Bhawan
New Delhi. They provide all supports for the Universal Immunization Programme (UIP). In
addition, they monitor the implementation plans and make sure the standards and norms related
to the UIP are followed. The main function of this division includes routine immunization,
organizing campaigns, observing Adverse Events Following Immunization (AEFI), cold chain
management, and provision of training related to the immunization programme.

Despite the UPI, India is habitant to almost one-third of the world's unimmunized children. It
is approximated that only 44 percent of the children are fully immunized (Laxminarayan 2011).
“Vaccination is widely recognized as one of the most powerful and cost-effective public health
tools. Often immunization is a child's first - sometimes only - contact with the health system.”
— UNICEF Executive Director, Carol Bellamy (UNICEF 2005). It is considered that more than
30 million children are unimmunized.

A study conducted by Vashishtha argues that the vaccine preventable diseases are still
accountable for majority of under-five mortality (Vashishtha 2012).In the Global Immunization
Vision and Strategy (GIVS) from 2005, the World Health Organization and the United Nations
Children's Fund (UNICEF) placed an objective for all countries so as to achieve 90% national
vaccination coverage and 80% coverage in all districts by 2010.The UIP failed to achieve these
targets. In India, it was reported that in 2007 only 53.5% of children were fully vaccinated. The
immunization coverage varied throughout the countries. However, it is notable that the
immunization coverage has been improved. But still the Immunization coverage remains lower

than 70% in urban areas and below 60% in rural areas in the country (Megiddo et al. 2014).

OSLO METROPOLITAN UNIVERSITY 16
STORBYUNIVERSITETET



o
A
& %,

Being the seventh largest country in the world and with population crossing one billion, India
has the fastest growing economy in world market today. Despite the growing economy, the
government fails take actions to protect children against vaccine preventable diseases. 80
percent immunization coverage in the country is not attained yet. There is a need to assess the
causes for not vaccinating from the grass root level. Moreover, India’s immunization
programme is one the largest immunization programme in the world. But still vaccine
preventable diseases are prevalent in the country. This in turn shows that the vaccination uptake
in the country is a slow process. This is evident from a study conducted by Vashishta (2012)
that argues vaccine preventable diseases are the leading cause of under-five mortality in India.
As mentioned in the introduction, the puzzlingly large lack of immunization in India is the main

reason I have chosen to investigate India in this thesis.

1.2 Relevance and justification

The main objective of immunization programmes is the sustainable control of vaccine
preventable diseases. Besides the general explanations for why vaccination is beneficial for the
individual, the importance of vaccination can be explained in terms of herd immunity, since the
vaccine not only protects the individual to whom the vaccine is administered, but also is
beneficial for the population ((APIC) 2015). However, herd immunity occurs only if a strong
majority of the population is vaccinated against the disease. Herd immunity is defined as “the
indirect protection of unvaccinated persons, whereby an increase in the prevalence of vaccine
immunity prevents circulation of infectious agents in unvaccinated susceptible
populations*“(Kim, Johnstone, and Loeb 2011). The significance of herd immunity can be
understood by taking the example of smallpox, where the main goal was to immunize 80% of

the population to achieve the herd effect (Kim, Johnstone, and Loeb 2011).

Interestingly, given the relatively low level of vaccine coverage in India, India is considered as
one of the chief producers and exporter of vaccines. The Serum Institute of India, which is
under the ownership of Cyrus Poonawalla, plays an important role in the world market This
Indian vaccine industry is a major supplier for the World Health Organization, UNICEF and
the World Bank. They also export vaccine to 150 countries. Despite India’s large production
in the vaccine industry, the capability to accomplish the public health targets within the country
remains a challenging task. Lack of public demand for immunization might be one reason for

the vaccine deficit. Other reasons might be reduced financing for health care by the government
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along with poor external investment. The health care expenses by the government is very low.
It is reported as low as 1.2 percent of GDP, which equals to only $39 per year to each Indian
citizen. As a result, the public health facility is very limited (Hodkinson 2016).

My motivation of writing this thesis is to contribute to an understanding of why immunization

coverage is still inadequate in India.

2. Literature Review

2.1 Searching and selecting the literature

In order to understand the reasons for inadequate vaccination coverage in India and the methods
to overcome the problem, the first step is to conduct a review of previous research on the topic.
A systematic literature review is a method of gathering, closely evaluating, assimilating and
displaying the results from different research studies on a research question or on a selected
topic of interest. It is considered as systematic as it uses a clear, stable and moreover a broadly
accepted methodology. An organized and systematic literature review helps to assess and
evaluate how the results and outputs of the conducted research. The relevance of using reviews
is becoming more common and gaining more importance especially in the health sector (Pati

and Lorusso 2018).

The aim of this study is to understand the perception of parents towards vaccination, and the
factors that hinders the parents from vaccinating their children. In order to accomplish this goal,
we have to understand the parents” attitudes towards vaccination, their knowledge regarding
the vaccine preventable diseases (VPDs) and their beliefs regarding vaccination. In addition to
this, there is a need to identify the factors that leads them to make a choice either to accept,
decline, delay or reject the vaccination. Moreover, the study also focuses on identifying the
methods to overcome the problem and thereby helps in providing suggestions to improve the
vaccination coverage.

I used google-scholar and e-books directly downloaded from google to find relevant literature
in the beginning. Later, the searching option was shifted to databases. I have used databases
where a number of related studies could be found by snowballing. It also added the advantage
of storing the correct references in the Endnote. The databases that contributed to the source of

data were Cinahl, Cochrane library, EBSCOhost, Elsevier (ScienceDirect) , Medline (via
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EBSCOhost), Medline (Pubmed), Oria, Sage, ScienceDirect , Social Sciences Citation

Index and Web of Science(Cochrane database of systematic reviews).Previous studies were

reviewed during the mid of September 2018 to the first week of November 2018.

Searching the Indian government websites and documents also added to the source of data. Key
words like “factors influencing parents decision in vaccinating their children- at global level,
and in India“, “parents beliefs regarding vaccination programmes in India”, “social science
researches based on Immunization” ,’cultural and religious factors influencing vaccination,
theories related to vaccines’, Tmmunization status in different states in India“, “previous studies
related to immunization” ‘vaccine hesitancy’, ‘vaccine resistance’, ‘controversial theories
related to vaccines’, “anti-vaccination programs’, ‘misconceptions towards immunization’,
‘natural immunity”, ‘methods to improve immunization programme- WHO recommendations,
and the measures adopted by the Indian government”. Were the main search words commonly
used for finding the literature? Instead of reading the entire study, which is time-consuming and
a difficult task. I chose to read the abstracts of the studies that thus emerged, to ensure that they

were relevant for my study and thereby helps in adding more literature to the study.

2.2 Review of literature

2.2.1 Review of studies concerning factors influencing parents” decisions to vaccinate their
children or not.
Nilanjan Patra conducted a study on Indian Universal Immunization Programme (UIP), in
which the effects of socioeconomic and demographic variables on immunization against six
vaccine preventable diseases are revealed. Patra found that both social, economic and cultural
factors hinder the access of public health services to women. Patra’s findings were: a) Children
of high order births are often vaccinated. b) Mothers who are educated and those exposed to
mass media are more aware of immunization. c) Based on religious factors, people in Christian
communities are more likely to be immunized than people in Muslim communities. d) Lower
caste children are less likely to be immunized (Patra 2006). Nitcher (1995) relatedly found that
the order of birth, gender of the child and when the vaccination was received is predictors of
vaccination acceptance.
A study conducted by Mathew (2012) regarding the inequities of immunization programmes in

India identifies some factors that are associated with inequities in routine vaccination.
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According to him, the main factors that affect immunization are based on the individual level
(gender, order of birth), on place of living, on socio-economic factors, on educational factors,
on religious factors, on demographic factors and on accessibility to health care. On the contrast,
he assumes that high birth order infants are less likely to be immunized, boys are better
immunized than girls and illiteracy of parents further adds to the reasons for lack of coverage
(Mathew 2012).

In their studies Dube et al.(2013) also reveal that the family and non-family members can affect
the decisions made by a mother, getting her child vaccinated. In addition to the role of a mother,
she is a wife, daughter-in-law, doing all household works, working in the agricultural fields, an
individual in a community, a good neighbor, a moral citizen of the country, and moreover a
woman. The factors around her are responsible for shaping her decisions. Streefland and
collaborators use the expression “local vaccination cultures” to characterize how “shared beliefs
about disease aetiology, ideas about the potency and efficacy of modern medicine and views on
the need for preventive measures” as well as “local health services experiences and vaccination

settings” influence the individual decision about vaccination (Dube et al. 2013).

2.2.2 Vaccine hesitancy
Several authors emphasize that vaccine acceptance is not an either-or, but rather a continuum.
Vaccine hesitancy describes this in-between state. The World Health Organization defines
vaccine hesitancy as
A behavior, influenced by a number of factors including issues of confidence

(donot trust vaccine or provider), complacency (do not perceive a need for

or do not value the vaccine), and convenience (access). Vaccine-hesitant

individuals are a heterogeneous group who hold varying degrees of indecision

about specific vaccines or vaccination in general (Ames, Glenton, and Lewin

2017).
The Strategic Advisory Group of Experts (SAGE) on immunization is a group formed by the
WHO. The group further defines vaccine hesitancy “to delay in acceptance or refusal of
vaccines despite availability of vaccination services. Vaccine hesitancy includes factors such
as complacency, convenience and confidence” (Juhani Eskola 2014).
Nitcher similarly points out that there are degrees of acceptance of vaccines. Nitcher (1995)

defines the demand for vaccines and the acceptance of vaccines as follows: “Active demand
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entails adherence to vaccine programs by an informed public which perceives the benefits of
and the need for specific vaccinations. Passive acceptance denotes compliance, passive
acceptance of vaccination by the public which yields to the recommendations and social
pressure, if not prodding of health workers and community leaders”.

The factors that influence the individual with regard to vaccine hesitancy are background
influences which includes social, cultural and health system factors; influence of the group or
individual which includes the individual perceptions of vaccines; and individual and group
influences, including those arising from personal perceptions of a vaccine; and the problems
related to vaccines or vaccination which includes the individuals” evaluation of the risks and
advantages and how the administration of vaccine is accomplished (Nitcher 1995). By getting
an idea about these factors and their influence in various settings can contribute to the decision

making about the interventions to be chosen.

2.2.3 A closer look at religious and cultural factors in making decisions regarding vaccines

The literature shows that trust and cultural factors can be more influential than attitude and
knowledge factors towards immunization. In 2003, some of the political and religious leaders
in three Nigerian states stayed away from the WHO polio vaccination campaign stating that the
vaccine has resulted in sterility and even Acute Immune -Deficiency Syndrome
(AIDS). Another example is a case reported in India, where Hindus and Muslim religious

leaders considered vaccination as a method of family planning (Jheeta 2008) .

In Netherlands, the Orthodox Protestants followed their religious conviction and did not accept
vaccines. Another category called the New age followers resisted, based on their religious ideas
that “if we fall ill, then it is the will of God”(Nitcher 1995).

Even though not an epidemic, an outbreak of measles in Unites States was associated with
individuals and groups who rejected vaccination for cultural, philosophical and religious
reasons. In May and June of 2005, there occurred an outbreak of measles in a church in Indiana.
The source of the outbreak in the church congregation was a 17 year old female, who was not
vaccinated against measles, who came back after the charitable work in Romania. Based on
this, a study was conducted to understand the beliefs and attitudes of the people in the church

with regard to vaccination, the experiences of the outbreak, and the reasons for the uptake and
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refusal(Kennedy and Gust 2008). Most of them stated that they preferred to delay vaccines until
their child gets older, and to take the vaccine only if there is a “need”(Kennedy and Gust 2008).

2.2.4 Controversial theories related to vaccination

One factor that deters vaccination coverage is related to conspiracy theories that are usually
spread by anti-vaccine movements. Most conspiracy theories connected to vaccines are related
to concerns like false information and that risk of vaccines are hidden from the people such that
the medicine companies earn money and makes huge profits(Jolley and Douglas 2014). Some

conspiracy theories related to specific vaccines are referred below.
Hib controversy

Multi-drug resistance by Haemophilus influenza (Hib) is a challenge in India. If the third
generation cephalosporins are not administered on time, then death rates due to meningitis may
go up to 100%. The advantage of the Hib vaccine is clear from the studies conducted, as it is

safe, and it could attain 99% reduction in 2-3 years with mass vaccination(Shah 2003a).

In middle-income countries like India, there are many controversies related to the Haemophilus
influenza (Hib) vaccine, which comprises the problems of the disease, and the effectiveness of
the Hib vaccine when it is combined with other vaccines. There are many mythologies

associated with the Hib vaccine. As a result there are many controversies (Shah 2003a).

There is absence of proper data regarding the Hib burden in India. Therefore, most people
believe Hib is not common in India. However, it is known that the common cause of

pneumonitis and meningitis in children under five years of age is Hib.
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Pertussis, also known as whooping cough, is a bacterial infection caused by the gram-negative
bacillus, Bordetella pertussis and it affects the respiratory tract. Cough that last for many weeks
is the primary feature of the disease. It is reported that pertussis is one of the reasons for many
deaths among children at global level. Around 60 million cases of pertussis and more than half
a million deaths are reported on yearly basis. In 1948, whole cell pertussis vaccine was merged
with diphtheria and tetanus toxoids and together are known as the Diphtheria Tetanus Pertussis
(DTP) vaccine. Even though it helped to reduce the child death rates, the adverse effects of the
whole cell pertussis vaccine became very remarkable. There emerged different controversies in
various countries on the whole cell pertussis as they lead to many neurological problems and

even deaths followed by the vaccination(Shah 2003b).

Mercury controversy

One of the controversies regarding vaccines is their association with mercury. Usually the
multi-dose vials of vaccines are stored and preserved by using thimerosal, which contains
mercury. Mercury affects the neurological system and therefore it was speculated an association
between vaccines and autism. Even though there is no clear evidence regarding higher risk for
neurological problems associated with the use of these multi-dose vials, still in some countries
it is considered an issue. Due to these prevailing concerns, a study shows that the routine
vaccines in Canada is produced now in single vials and therefore contain only a little thimerosal
by replacing the multi dose vials, which are still used in many developing countries(Robinson

2007).
Tetanus controversy

The Tetanus Toxoid (TT) vaccine administration for adult women were believed to be part of
family planning in Philippines during 1995. In India, similar conspiracy theories aroused among
both conservative Muslim and Hindu groups. Some Hindus believe that Muslims produce many
children to gain votes. While some Muslims fear the vaccination programme was introduced
by the Hindu majority to covertly introduce family planning. Nitcher refers to a Hindu leader
in a South Indian state who argued that the Christian cross and hypodermic needle are visually

similar. For that reason, he claimed that the injections and vaccinations were introduced by
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foreign Christian countries and co-related this with the Christian missionaries who came to
India to convert Hindus and reward the population with schools and hospital aids. He believed
that the vaccination programme also belonged to the same category and is an attempt to force

this population to adopt foreign Christian cultures and values (Nitcher 1995).

Measles controversy

Childhood vaccination gained attention during the recent outbreak of measles and other vaccine
preventable diseases in the US and Europe. An incident took place California Disneyland in
2014, where there was measles outbreak, and a later survey showed that 667 cases were reported
in 27 US states. (Barbieri and Couto 2015) In 2016, 35 deaths were report in Europe due to
measles outbreak. The reason behind the outbreaks is believed to be vaccine hesitancy or refusal
which stems from the anti-vaccination movement. The anti-vaccine movement includes the
social-media “ant vaccine Facebook group’. Findings reveals that, the parental data is searched
and then is shared with some solitary, emotionalized information, which creates an effect over
the scientific research and the numerical data. As they shared the core beliefs and purpose of
vaccines, the group members used cognitive authority even though the lack of proficiency or
support in their postings(Barbieri and Couto 2015).

Controversies associated with vaccines and autism is a topic of discussion in the media .Studies
reflect that there is no association between vaccines and autism. Still, there are some others who
claims for their association. United States and United Kingdom reported the controversy by
interpreting the points for and against the association in a ‘balanced fashion”. The spread of
controversies regarding vaccines through the news media influenced the public to rethink about
their choice of vaccination. However, the vaccination coverage was reduced as a result. A study
mentioned that the” falsely balanced™ statements about a suspected or unproved association
between autism-vaccine association, can lead readers to not vaccinate their children(Dixon and
Clarke 2013). Paul A. Offit’s Autism’s False Prophets blames the media for not being
interested in the truth, leading to misrepresentations and controversies(Geschwind 2009).

In 1998 there was an article published in The Lancet by gastroenterologist Dr. Andrew
Wakefield and colleagues who falsely connected the MMR vaccine to autism. The authors of
the publication were charged with moral defilement and misleading readers. However, the
publicity led to reduced vaccine coverage and new MMR outbreaks in many countries(Ma and

Stahl 2017). There was no evidence of an association between the MMR vaccine and autism:

OSLO METROPOLITAN UNIVERSITY 24
STORBYUNIVERSITETET



o
A
& %,

Wakefield presented false evidence. However, the Lancet article lead to an increased anti-
vaccine movement in Europe, the United States, Canada, Japan, Australia, and other countries,
which utilizes websites and blogs to further its agenda(Barbieri and Couto 2015).

Social media forums were used by the anti-vaccination communities. Apart from the Facebook,

anti-vaccinators also used traditional methods of campaigning through local newspapers.

2.2.5 Belief in natural immunity over vaccination

Some vaccine decliners believe in natural immunity and a naturally acquired immunity. They
believe that childhood diseases are a natural way to boost the immune system and thus acquire
natural immunity. They considered vaccination as an artificial intervention that enters the

human body in an unnatural way (Bystrom et al. 2014)

2.2.6  Other conceptions

Studies in India and Sri Lanka shows that there is little public understanding about vaccination,
and the different vaccine preventable diseases. Some mothers perceive that all vaccines are the
same, and therefore believed that the uptake of a single vaccine can prevent all the acute and
chronic illnesses. Some of them also believe that vaccines improve the baby weight and aids
for their growth and even purifies their blood and intestines (Nitcher 1995). This is a conception
that may increase vaccination uptake, but for wrong (false) reasons.

Leach & Fairhead (quoted in McKnight and Holt) further mention that some mothers believe
that vaccines can cure diseases besides preventing them. They evaluate the assumed efficacy of
the vaccines through the weight, size, and vitality effect on their child before and after
immunization. Some mothers also believe that vaccines are the soldiers against diseases and
that after vaccination, the child feels discomforts like pain, fever or diarrhea as a result of the
power of the vaccine in the body that destroys the disease that the body was exposed to
(McKnight and Holt 2014). Again, these are beliefs that may increase vaccination uptake, but
for wrong (false) reasons.

2.3. Summing up the literature review

Previous studies of take-up of vaccines emphasis a large number of factors that may influence
how parents view vaccinations.

In order to further systematize the factors that may influence vaccination uptake further, I will

bring in some influential theoretical frameworks that have been developed to synthesize factors
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that influence utilization of health care services more generally. The next chapter presents these
general frameworks.

To provide a vaccine is to provide a health service, hence these overarching theoretical
frameworks have relevance when studying vaccine utilization. In chapter 3 and 4 these
theoretical frameworks, related to the literature study, provides the framework for my interview

guide and subsequent qualitative interviews with 30 mothers in three Indian states.

3 Theoretical perspectives

As stated in the introduction, the aim of this study is to understand the perception of mothers
towards vaccination, the factors that hinders the vaccination uptake, and possible methods
adopted to overcome the problem. In chapter 2, a reading of the previous studies related to the
topic was done to generate ideas of data generation and analysis. In addition, a number of
theoretical concepts were identified from this reading, which provides the basis for finding a
general theoretical framework for the study.

According to Silvermann (2000), “Any scientific finding is usually to be assessed in relation to
the theoretical perspective from which it derives and to which it may contribute” (De
Benetti).Social research interrelates the theory and the empirical data. Theories interconnect
different thoughts and principles. Constructing and evaluating theory is a key objective of social
science (Chambliss and Schutt 2012).

Supply and demand factors influencing immunization uptake was discussed in the literature
review. In the following, I will present Levesque et.al.’s framework for studying utilization of

health-care.

3.1 Levesque’s access to health-care framework

Levesque’s access to health care framework is a way to conceptualize access and subsequent
utilization. Since vaccination in a public health service, the framework represents a way to order
the various factors that the literature review revealed as influencing take-up of vaccination. This
framework incorporates the demand- and supply-side factors, and allows operationalization of
health care access, including achieving care and gaining from the health services provided.

In this framework, access is referred as the ability to perceive and understand the need of health-
care, to seek services related to health-care, to reach, pay and engage with health care personnel,

as well as the stability of health care providers (the supply side) to be approachable, to be
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acceptable to the users, and to offer affordable services that are appropriate. This relates to
Mooney (1983), who consider access as the function of both supply and demand factors.

Access to health is referred as the outcome of supply factors like area, obtainability, price and
the relevance of the services related to health. The demand factors are the results of burden of
disease, perceptions, beliefs and attitudes, and efficiency and individual practices (Levesque,
Harris, and Russell 2013). A previous referred study related to vaccination conducted by Jheeta
(2008) similarly emphasize also the significance of supply and provider related factors, which
directs the health care workers and the parents in performing their task so as to improve the
vaccination coverage. Similarly, Nitcher (1995) points out many of the same factors affecting

vaccination uptake in the literature review.

In short, the five supply dimensions includes approachability, acceptability, availability and
accommodation, affordability, and appropriateness. The five equivalent demand factors
influencing populations to access and utilize health services include the ability to perceive
health care needs, ability to seek, ability to reach, ability to pay, and ability to engage health
care personnel. These dimensions (Figure.l) represents a general framework for studying

access and utilization of health care, including vaccines(Levesque, Harris, and Russell 2013).
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Figure.1: Dimension of Levesque’s access to health-care
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A further spelling-out of the supply side and demand side of Levesque et.als (2013) general

theoretical framework:

Approachability means that those people who are in need of health services can benefit from
them by understanding the services available, approachability and its impact on the health of
the person. These services help themselves known within a society or different areas they
belong to. The factors such as transparency, outreach information and screening help to make
the services more or less approachable. (Levesque, Harris, and Russell 2013).

Acceptability is related to social and cultural factors that regulates the choice for the people to
expect the services that made available and the appropriateness evaluated by the individuals to
seek health care refers to individual autonomy and once capacity to make choice to seek health
care, their knowledge about the facilities related to health care and personal right that helps
them to express their purpose to get health care(Levesque, Harris, and Russell 2013).
Availability and Accommodation means making the service reachable in a physical and timely
manner. The availability includes the presence of productive services. Facilities may include
the geographical location, accommodation, opening hour and appointment mechanisms. If the
resources are distributed unequally, then there the access is said to be restricted. (Levesque,
Harris, and Russell 2013).

Affordability refers to individual’s financial capability to use resources and time to utilize
appropriate services. In turn, it is related to direct and indirect cost and opportunity cost. It
includes the cost of care, time and cost required for travelling. (Levesque, Harris, and Russell
2013).

Appropriateness refers to suitability between clients need and services available. The services
provided, the method of their provision and their nature is related to appropriateness or

adequacy of the services provided. (Levesque, Harris, and Russell 2013).

To overcome the potential barriers to access the health care, the users should have the following
abilities: ability to perceive, ability to seek, ability to reach, ability to pay and ability to engage.
The ability to perceive a need for health care is determined by factors such as health literacy,

knowledge about the health care and beliefs related to health and sickness. The ability to seek
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for health care relates to the concepts of personal autonomy and capacity to choose to seek
care, knowledge about health care options and individual rights that would determine
expressing the intention to obtain care. The ability to reach health care relates to the notion of
personal mobility and availability of transportation, occupational flexibility, and knowledge
about services that would enable a person to physically reach service providers. The ability to
pay for health care describes the capacity to generate economic resources to pay for health care
services, in case of care costs that are not covered by the health insurance, without catastrophic
expenditure of resources required for basic necessities. The ability to engage in health care
relates to the participation and involvement of the client in decision-making and treatment

decisions (Levesque, Harris, and Russell 2013).

The competence of the health care professionals in providing adequate information to the
parents regarding the vaccination, the coordinated effort of different organizations and their
follow ups are very much emphasized as a part of improving the vaccine uptake.

These dimensions that are discussed above are not fully independent. That means, they
influence each other in different situations of care and illness. For example, the availability of
services can be linked with the affordability of transportation in affecting the accessibility of
health care. This shows they are related to each other(Levesque, Harris, and Russell 2013).The
factors that influence the parents” choice to vaccinate or not to vaccinate their children are based
on the dimension of abilities of populations to access health services. On the other hand, the
role of health workers and the services provided are discussed through the dimensions of

accessibility.

In the literature review, Streefland (1999) as well as others emphasized the influence of the
familial, social and cultural surroundings of the mother (assuming her to be the primary decision
maker) with regard to understanding vaccination take-up. These factors are rather implicit in
Levesque et.al.’s framework (captured only to some extent in the bracket “ability to perceive”
and “ability to seek”). To supplement Levesque et.al.s framework, including with a stronger
focus on the familial and social context of the mothers, I have chosen to bring in three additional
theoretical frameworks, beginning with Ajzen & Fishbein’s Theory of Reasoned Action. These
three models are complex in their own right, but in this thesis I would only highlight those

aspects of the models that supplements Levesque’s model.
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3.2 Supplementing Levesque et.al.’s framework: The Theory of Reasoned Action
According to the Theory of Reasoned Action (TRA),
Human beings are reasonable and make organized use of available information.
Fishbein and Ajzen (1980, 2010) propose that human behavior can best be predicted
from a person’s intentions, and that these intentions are determined by the person’s
attitudes toward the behavior, perceived norms regarding the behavior, and perceptions
of control regarding the behavior” (Ajzen and Fishbein 1980).
Intentions are based on the attitude of the individual and subjective norms.
The attitude and subjective norms of the individuals are based on the person’s belief that the
behavior leads to certain outcome and his evaluation of these outcomes, and on the person’s
belief that specific individuals or groups think he should not perform the behavior, and his
motivation to comply with the specific referents (Figure.2) (Ajzen and Fishbein 1980).
According to this theory” the immediate important determinant of behavior is behavioral
intention. The direct determinants of people’s behavioral intentions are their attitudes towards
performing the behavior and the subjective norm associated with the behavior.” (Ajzen and

Fishbein 1980).

Attitude towards the

The person's belief that the e

behawiour leads to certain
outcomes and his evaluation
of these outcomes

Relative importance
of attitudinal and

normative Intention Behawviour
considerations

The person’'s belief that
specific individuals or groups
think he should or should not
perform the behaviour, and Subjective norm
his motivation to comply with
the specific referents

MNote: arrows indicate the direction of influence

Figure.2: Factors determining a person’s behavior.

One of the factors that determines a person’s behavior as stated by Ajzen and Fishbein is a
person’s belief that specific individuals or groups think he/she should or should not perform the
behavior, and his motivation to comply with the specific referents. This can be interpreted that
the vaccination choice is also influenced by the peer, friends and family. This is the main added
point of this model, as compared to Levesque et.al.’s theoretical framework. It can be seen as

an elaboration of “ability to perceive” and “ability to seek”, bringing in how other people
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(significant others) can influence the mothers’ perception of vaccination as something needed,
or not needed. In the following chapters, the perceptions of Indian parents towards vaccination
will be discussed based in interviews, along with their perceptions of mothers, hindering factors
and of method to improve the vaccination in the country.

Heggenhougen and Clements( 1987) proposes application of more general social science
theories for improving the vaccination coverage, and how it varies on the basis of place and

groups involved(Streefland P 1999). Such a general theory is the so-called health belief model.

3.3 Supplementing Levesque et.al.’s framework: Health belief model

The Health belief model (HBM) was first introduced by the three social psychologists - Godfrey
Hochbaum, Stephen Kegels and Irwin Rosenstock. It was initiated in 1952 and is considered as
the starting point for an organized and systematic theory-based research in health behavior. This
model is developed for explaining and predicting preventive health seeking behavior. The main
focus lays on the understanding the association of health behavior, practices and usage of health
services. Later, the HBM has been modified such that it also includes general health motivation.
(Hochbaum, Rosenstock, and Kegels 1952). Among the four domains of this model in Figure
3, the “expectations”, and in particular perceived barriers to action (here: immunization) is the
focus in this study. Perceived barriers relate to the individual’s concerns, or negative beliefs,
about a health behavior. In this study, the reasons for non-acceptance of the vaccine and the
parental beliefs and concerns related to these reasons are a main focus of the study. Perceived
barriers to health actions constitutes physical and psychological factors, accessibility factors,
and other hindrances that occurs during the preventive behavior (Coe, Gatewood, and
Moczygemba 2012). The health belief model can be perceived as providing a micro foundation
for investigating “what goes on” with regard to cognitive processes when potential and actual
health care users perceive their health care needs, including how they perceive the
approachability etc. of health personnel, in Levesque et.al’s general framework of barriers to

health care access.
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Health Belief Model -- Revised

{(Rosenstock, Strecher, & Becker, 1988)
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Figure.3: Health Belief Model.

The HBM model emphasis that there are risks (“threats”) involved in making health decisions
— also the decision to accept vaccination. For example, there might be a perceived risk that
needles are contaminated (if vaccines are given as injections), or a perceived risk that the
vaccine makes you sterile (if people believe in some of the conspiracy theories of vaccination
that were illustrated in the literature review). The emphasis on perceived threats can be
regarded as a further elaboration of the “ability to perceive” factor in Levesque, and hence a
justification for bringing in this model in addition to Levesque.

The studies discussed in the literature review indicate the importance of parental beliefs in
making decisions regarding vaccination. It also pointed to many conspiracy theories that
implies a negative impact on the vaccination. Behavior aimed at reducing threats based on the
expectation, refers to handling the perceived risk of the vaccines, and thus supplement to

Levesque’s framework.
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3.4 A third supplementary perspective: Diffusion of innovation theory

3.4.1 The innovation- decision process

A final theoretical framework I want to bring in as supplement to Levesque’s theoretical
framework is the portrayal of vaccine uptake as an “innovation-decision process”. In this
framework, the decision to adopt an innovation (in this case: To allow one’s children to be
vaccinated) is a process as something that takes place gradually, over several “stages” — it is
not a one-off decision. An individual passes from first knowledge about an innovation (here:
the existence of vaccines and vaccination), and thereafter passes through a persuation stage
(being convinced, or not, that vaccination is a good thing), a decision stage (deciding to
vaccinate one’s children), an implementation stage (actually seeking out the health clinic and
getting the vaccination) , and a conformation stage (in hindsight, believing that this was a good
thing to have done); but also with the possibility of further rejection (not seeking additional
vaccines, or not seeking vaccination for later children) (Rogers 2010, 20) The process is

illustrated in figure 4.
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Figure.4: Innovation — decision process (Rogers 2010)
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Rogers’ (2003) model in most respects emphasize similar factors as the previous others, but in
addition to a clearer process-perspective it also brings in one additional factor not emphasized
earlier: The perceived characteristics of the “innovation” itself that the individual is to adapt of
reject. The “innovation” in this case is the vaccination. Rogers’ point, adopted in a health care
setting, it that it may be more difficult to get people to utilize some health services rather than
others. In particular, it may be more difficult to get them to perceive a need for, and seek,
preventive health care interventions as compared to curative health care interventions.
Vaccination represents a preventive health intervention, and that is in many ways different from
a curative health intervention. Rogers tracks five characteristics of an innovation (here:

vaccination), that may in itself have an impact on take-up. These are spelled out below.

3.4.2 Characteristics of vaccination, perceived as an innovation parents may or may not seek
to utilize

Rogers (1995) identified five characteristics of an innovation that in themselves may explain
the adaption (or not) of the innovation: (1) relative advantage (2) compatibility, (3) complexity,
(4) trialability and (5) observability.

Relative advantage refers to the degree to which the innovation is perceived to be beneficial. It
can be measured based on economic terms, satisfactory levels and convenience of the use
(Rogers 2010, 15) it serves to explain the expenditures and risk arising when adopting an
innovation. In case of immunization services, adoption of the new innovation (vaccination),
benefits the adopters and thus aids in improving the immunization rates. Compatibility is the
level to which the innovation is considered to be reliable when assessing the values, earlier
experiences and the requirements of adopters (Rogers 2010, 15-16). Compatibility can be
considered as a major characteristic for adopting an innovation. In this stud it is relevant because
when the immunization programme is introduced to the community, it should fulfill all the
necessary requirements like adequate manpower, resources and proper co-ordination and
organization at all levels. The better the services (related vaccination programme) provided, the
greater the rate of adoption of the innovation. Complexity is the extent to which the innovation
is complicated such that it takes time for the user to adopt it (Rogers 2010, 16). In this study,
there are several terminologies and theories (for example, germ theory related to vaccines) that
may remain unclear for the adopters and may affect the innovation. Trialability is the extent to
which the innovation is tested with limited bias. Learning by doing is the main idea conveyed

here (Rogers 2010, 16). The introduction of new vaccines or combination of several vaccines
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(for example pentavalent vaccines) is to ensure that one shot can protect more than one
infectious disease. This innovation should be made compatible such that it is accepted by the
community. Observability is the extent to which the outcome of the new idea is visible by
others. This helps in easy adoption of the innovation by the users as it becomes known to all
(Rogers 2010). Being a preventive aspect, the result of the innovation is not visible in most of
the cases. Therefore, one doesn’t know what the after effect of the vaccine is as there is no
follow ups done.

Since immunization is a preventive measure, parents are not able to see the effect of the
measure. The outcome of the vaccine (the child is not getting sick from an infectious disease)
is not observed; contrary to curative interventions, where parents can see an improvement as a
consequence of the intervention (a sick child gets better). With regard to complexity, the
terminologies and medical concepts will not be clear to all the individuals. For example, many
complex terms and queries related to vaccines including germ theory, purpose of vaccination
and how is it prepared and their action in the human body is difficult to be understood rather

than merely getting it administered.

The perceived characteristic of the health service discussed here adds to the Levesque’s

framework,

In the following, I shall account for the methodology used in my study, and the choice of venues

in India for conducting the study, before moving on to present and discuss my findings.

4. Methodology

4.1 Research Question

To recapitulate, the research questions in the study are as follows:
How is the implementation of immunization programmes perceived by Indian parents?
What are the factors that hinder parents from immunizing their children?

What methods can be adopted that are likely to improve vaccination uptake?
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4.2 Research Approach

A qualitative approach was chosen. It represents a methodology where the researcher is engaged
in a closer relation and identifies the participant’s perspectives by detailed interviewing and
observation. Braun and Clark’s (2013) define qualitative design as “it uses words as data....
collected and analyzed in all sorts of ways” Qualitative researches want to know how an
individual interpret their experiences, how they fabricate their world and what they mean when
they are trying to point out their experiences (Merriam 2016). Moreover, a qualitative approach
gives us the possibility to search for new insights throughout the process, even in the later part
of the interview sessions. Thus, it provides us with a chance to further explore subjects that

arises during the data collection (Suter 2012). This is essential in this study,

4.3 Philosophical paradigm

All researchers have views and expressions about what constitutes “facts” and the intellectual
understandings of these facts. These views lead our thoughts, perceptions, assumptions about
the people around us and ourselves and thus we attain an overview of how we see the world

around us. This is sometimes referred to by social scientists as a “paradigm”. A paradigm is a
means to describe a global view that is informed by philosophical assumptions about the type
and understanding of social reality. This basic perception, or understanding, of the world can
also be described as an ontology. While the means of achieving understanding and knowledge
of the world is known as an epistemology (). Further, one’s ethics and values are known as an
axiology (the values and normative beliefs of participants, but also of the researchers who study
participants). A paradigm guides us to put forward some questions rather than others, and can
also imply to favor different methods when studying the social world. This is termed a
methodology (how the world is to be studied) (Kawulich 2012).

In this study, [ adopt a paradigm often called a constructivist / interpretative paradigm. To those
parents who make the choice not to vaccinate their children, their social construction of reality
is how and what they rationalize with regard to their behavior. The result of some social
constructions of reality is that children are not vaccinated. My guiding assumption when
considering the parents’ social constructions of reality is that the consequences of these
constructions are real (i.e. children are not vaccinated), regardless of whether one regards the

social constructions maintained by their parents as “real” in an ontological sense.
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To elaborate, the perception of reality differs from individual to individual and their action
depends on how they perceive the person or situation. The so-called Thomas theorem in
sociology states that “if men define situations as real, they are real in their consequences”. The
Thomas theorem focuses on the subjective aspect of human action.

It was introduced by the American sociologist W.I Thomas who argued that humans recognize
“reality” through a complicated calculation that depends on the person’s understanding about
the situation. This calculation can be exact or not. Moreover, people can attain a better
knowledge of a situation, which may or may not accord with the needs of the individual.
Thomas means that this happens throughout the social life of the individual. The main aspect
of this theory is the subjective assessment. It is not the objective reality of the situation that our
behavior is based on, but rather on our subjective explanation of reality. The after effects and
the outcomes of our behavior is real, regardless of whether an outside observer judges our
subjective explanations of reality as “real” or not.

The subjective aspect of the actions is emphasized throughout the history of sociology. To
understand human behavior, a thorough assessment of the subjective component based on what

people think, believe, feel and wish becomes important.

4.4 Research Design

A research design is a framework for gathering and analyzing data. In this study, a cross-
sectional design was used to explore the research question. In this design, interviews were
collected from more than one site, but at a single point of time. Bryman states that in a
qualitative study unstructured or semi-structured interviews are done to gather information

from many participants (Bryman 2012).

4.5 Research Method

A research method is a technique for gathering data. As mentioned above semi-structured
interviews were the method chosen for gathering information from the participants. This
research method helps the interviewer to attain more data and clarify them and, moreover, to
understand the interviewee's views directly. When conducting a semi-structured interview, the

researcher usually prepares a set of questions beforehand, which is referred to as an interview
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guide. However, it is the interviewee s freedom how to answer these questions. Questions may

not be asked exactly the same way as written in the interview guide.

Open-ended questions were asked, but the sub-questions were not pre-planned as they were
asked based on the interviewee's reply to the previous question. This helped me to gather in-
depth information regarding the attitudes and opinions of the interviewees. But all the questions
asked to different interviewees were the same. This method of gathering information is flexible
(Bryman 2012). This method helped me to understand the parent’s views in detail about their
perception regarding vaccination. Different techniques like probing, silence, specifying and
structuring, direct and indirect questions and interpreting questions were used to gather

information (Bryman 2012).

The interview guide should be developed in such a manner that it helps the interviewer to
identify and gather data so as to understand how the research participants view their outside
world(Bryman 2012). For this study, the interview guide consisted of 15 questions and these
questions were discussed with my supervisor. The interview guide was based on the general
theoretical frameworks for studying decision-making related to health services described above,

plus the review of the literature of the of earlier studies of facilitators and barriers to vaccination.

I decided to perform a pilot study, before the main study. The aim of the pilot study was to
assess the quality of the interview guide and to get an idea about the follow-up questions and
the sub-questions. It helped me to plan the main interview guide and plan the order of the
questions and their relevance. It also added to my confidence in conducting the main study. For
the purpose of the pilot study two parents who had children under the age of five years were
asked. They were familiar faces, and I had a little knowledge about them. After the pilot study
was done, several changes were made in the interview guide as new ideas emerged. Some of
the questions were reformulated to make it more convenient for the interviewee. Sub-questions
were added to existing questions in some areas for gathering detailed information. The
interview guide developed for the main study had 12 questions. The questions were not always
asked on the same order as in the interview guide, as it varied according to the participant”s
response. In some cases, extra questions outside the interview guide was also added. Both the

interview guide used in the pilot study and the main study is enclosed in appendix 11.3 & 11.4
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One of the advantages qualitative researchers have over quantitative researchers is that new
pieces of data can merge even in the late stage of the analysis. This flexibility enrich our data
collected. This is sometimes referred to as a “Grounded theory” method which enhances
flexibility and allows the researcher to take up issues and ideas as they develop during the

interviews (Bryman 2012). Thus, this study is also influenced by grounded theory.

I disclosed my identity to the participants as a mother of a young child and as a nurse who is
doing her higher studies. However, my perceptions regarding vaccination or the vaccination
status of my own child was not disclosed to any of the participants. Even though there were
many situations where the views expressed by parents was challenging to me. Silence and active
listening were used in such situations and followed the recommendation by Bryman (2012) by

being alert on what is said without expressing any agreement or disagreement.

The research problem helps to plan which methods to adopt. Regardless of method, focus
should be given on establishing trust with the participant (Bryman 2012). For example, during
the interview session, when I interviewed an orthodox Muslim family, where only the mother
supported vaccines and others opposed it, I tried to gain trust of the participant through actively
asking her to know the reasons why the family disagreed vaccinating their children. In this
fashion I as provided with data which was not anticipated, and it helped to improve my ideas

regarding the participant’s perception of vaccination.

Open-ended questions were asked since they make the participants feel at ease of answering
the questions and more information can be gathered. Participants were given time to reflect
their views and freedom to speak freely before next questions were raised. I did not judge
anything right or wrong. The interviews lasted approximately 40-90 minutes. The interviews
were audio-recorded and transcribed verbatim. Since interviews were conducted in the home
setting, usually interviews were conducted in the evening as per the convenience of the parents.
Sometimes I had to wait for a long time over the fixed time of the interview, if the parents were
busy. Unexpected guests and family members sometimes also distracted the mothers during the

interview.

4.6 Research setting
As mentioned in the introduction, the areas selected for my study are three states in India

namely, Kerala, Tamil Nadu and Karnataka. Tamil Nadu is 11" largest state in India with
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bordering neighboring state Kerala in the west, Karnataka to the northwest. For my research I
selected Kanchipuram District in Tamil Nadu. In Karnataka state I chose Udupi District. In
Kerala state I chose Malappuram District. There are still cases reported in all these states
regarding the existence of vaccine preventable diseases. Even if the government emphasize on
immunization, the incidence of these diseases was still reported in these states. India is the

seventh largest country in the world with 29 states and 7 union territories.

4.7 Recruitment of the sample

The parents of children under 5 years old is registered at the health centers in the selected areas
were set as the target population. This age group was selected to get know about the parents in
different stages of immunization programme. The ambition was to understand their perceptions
regarding vaccination at different age levels. 10 parents from same locality in those 3 mentioned
districts were selected for the study. It was initially planned to conduct the interview in 6 weeks,
by spending 2 weeks each for the 3 states. But it took around 7 weeks to conduct the interview.
A translator, who could Tamil and Kannada, accompanied during the interview sessions in
Kanchipuram and Udupi. Being a native speaker, Malayalam was handled by myself. |
preferred a translator who was a native of the area. The health care nurses helped to find the

translators. Both translators assigned translated the information and translated the questions.

The parents were recruited through the public health nurses in the respective health centres in
the 3 districts. I made clear the objectives and purpose of the study to the health care nurse.
I asked for 12 parents to interview even though I wanted to select only10 parents out of the 12.
However, around 15 parents were suggested from each health centres, out of which I selected
10 parents for the interview as per their interest and convenience. The reasons for how health
centers recruited the initial 15 parents was not explicitly clarified to me. It is not clear if they
were randomly selected or purposefully selected by the health care nurse. But the 10 parents |
selected out of these 15 were selected from the same areas, and their living conditions seemed

to me to be roughly similar.

The health care nurses in all the three states were very cooperative during the study. The
underlying reason I assume is that from my experience in the field work during my bachelor’s
in nursing, the health care nurses utilized the students for data collection and to conduct surveys,

which is actually a helping hand for them and therefore is beneficial for the health care nurses.
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Thus, adequate data can be gathered and monitored by the health care nurse at this point of time
by utilizing the data from my study. This suggests that the health care nurses choose respondents
they were eager to reach otherwise, that is this was an element of purposive sampling underlying
the interviewees they choose for my study.

I gave the information letter to the participants accompanied by a public health nurse. This
helped me to be familiar with the participant’s house and the area. The 10 parents who showed
their interest in participating in the study were provided with the consent form at the time
interview. All the participants chose their home to be the interview setting. I made sure that the
consent form was clear to the parents and was signed by them before the interview. Most of the
parents showed their active participation which helped me gathering the needed information.
The challenges I faced in conducting the interviews are discussed in the later chapters.

In the Malappuram district, Kerala, only four of the ten informants gave their children the full
immunization as per the recommended immunization schedule, while four of them partially
immunized their children and two of them had not immunized their children at all. In the
Kanchipuram district of Tamil Nadu, only two of the ten had fully immunized their children,
six had partially immunized their children while two had not immunized their children at all.
In the Udupi district in Karnataka three parents had fully immunized their children, five parents
had partially immunized their children and two had not immunized at all.

In table 1 to 3, participants are represented using numbers from P1 to P10, while male & female
children are denoted with M & F respectively.

In Kerala out of the 10 parents selected, eight had two children each (only under -five children
are registered for the study in all the states as mentioned earlier) and two parents had one child
each. Thus, out of 16 children, seven children were fully-immunized (5 males and 2 females),
five children were partially immunized (2 males and 3females) and four children were not
immunized (1 male and 3 females).

Table 1-3 below sums up characteristics of the interviewees in the three districts.

Participants ~ Full Immunized Partially Immunized = Non- Immunized

(P) 4 Families 4 Families 2 Families

P1 0-1M, 2-3F P5 2-3M,4-5M P9 1-2F, 4-5 M
P2 3-4M P6 1-2F P10 2-3F, 3-4F
P3 2-3M,4-5M P7 1-2F, 3-4F

P4 0-1 M,2-3F P8 2-3M,4-5M
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State & Fully Fully Partially Partially Non- Non-

Immunized Immunized Immunized- Immunized - Immunized - Immunized-

(ikomies Country Male Female Male Female
Year) Male Female

Kerala, 2

Kerala, 1 1

Kerala, 1 2 1 1

Kerala, 1 1 1

Kerala, 1 1 1 1
Total 5 2 2 3 1 3

Table 1: Data collected from participants in Kerala, India.

In Tamil Nadu, out of 10 parents selected, 1 parent had 3 children, 7 parents had 2 children
each, and the remaining and 2 parents had 1 child each. Out of the 19 children 4 children were
fully immunized (3 males and 1 females), 11 children were partially immunized (6males and 5

females) and 4 children were non-immunized (1 male, 3 females).

Participants  Full Immunized Partially Immunized Non- Immunized

P)

2 Families 6 Families 2 Families

P1 0-1M,2-3M P3  1-2M,3-4M P9 2-3F
P2 3-4F,4-5M P4 1-2F 2-3M P10 0-1M, 2-3F,4-5F
P5 3-4F

P6  3-4F,4-5F
P7 0-1M,2-3F
P8 1-2F 4-5M
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State & Fully Fully Partially Partially Non- Non-

(Months/ Country Immuniz Immunized - Immunized- Immunized - Immunized - Immunized-
ed - Female Male Female Male Female

Years) Male

Tamil Nadu, 1 1 1
- India

Tamil Nadu, 1 2
- India

Tamil Nadu, 1 D) 2
- India

Tamil Nadu, 1 1 2
- India

Tamil Nadu, 1 1 1 1
- India
Total 3 1 6 5 | 3

Table 2: Data collected from participants in Tamil Nadu, India.

In Karnataka, out of 10 parents selected, 1 parent had 3 children, 6 parents had 2 children each
and 3 parents had 1 child each. Out of 18 children, 5 children were fully immunized (4 males
and 1 female), 10 children were partially immunized (5 males and 5 females), 3 children were

non-immunized (1 male and 2 females).

Full Immunized Partially Immunized Non- Immunized

Participants

P)

3 Families

P1 1-2M,3-4F P4 1-2M,23F P9 0-1M,3-4F
P2 0-1M P5 1-2 M2-3M, 4- P10 4-5F
M - Male L
F-Female & 23M,4-5M  P6 3-4F
P7 1-2F,3-4M
P8 0-1F,23M
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State & Fully Fully Partially Partially Non- Non-

(Months/ Country Immunized Immunized Immunized- Immunized Immunized Immunized-
Year) - - Male —Female - Male Female
Male Female

Karnataka, 1 1 1
- India

Karnataka, 1 2 1
- India

Karnataka, 1 2 1
- India

Karnataka, 1 1 1 1
- India

Karnataka, 1 1 1
“ India
Total 4 1 5 5 1 2

Table 3: Data collected from participants in Karnataka, India.

4.8 Sampling technique

I initially asked for 12 parents in each district. However, around 15 parents were suggested
from each health centre out of which I selected10 parents for the interview as per their interest
and convenience. But since 10 parents were selected from a group of 15parents, I decided to
use the purposeful random sampling as the sampling technique for the study.

Thus, sampling technique used during the study is the purposeful random sampling. This
technique is a process of recognizing a population of interest and thereby choosing the cases in
a systematic way which is not based on the enhanced knowledge of how the results would occur.
The intention of using this method is to strengthen the credibility, and not to promote
representativeness (Cohen D 2006). In this case, among the 15 samples suggested by the public

health nurse in each district, only 10 parents were selected for the study.

4.9 Ethical considerations

I have categorized the main ethical issues that arise in relation to an interview process as the

following: Reduce the risk of anticipated harm, protect the interviewee's information, give
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proper information to the interviewees regarding the nature of the study and decrease the risk

of exploitation.

First of all, let us see the main task of the interviewer. The main task of the interviewer is to
gather information from the interviewee by listening and understanding to the participants while
she is speaking and also to encourage her to speak. One of the issues that arises in interviewing
is from the perspective of the interviewee is the act of listening. When the interviewer listens
and reflects his personal information to the interviewee, the process of interviewing is affected
and may develop in unforeseen ways. This may result in unintended harm to the informant. For
example, there was a case where the parent expressed her worries on her child’s whooping
cough where she could not attend the immunization clinic due to some reasons regarding the
interventional failure. Otherwise, such experiences may result in unintended harm to the

participants.

Next issue is regarding the protection of the interviewee information. It is very important that
the information provided by the participants should be anonymous. Otherwise, the interviewee
may share information that may expose some sensitive things which may affect her situation in
the house. It may be also due to some people who will have the information so as to create
conflicts with the interviewee. For example, in cases where the interviewee vents their problems
and frustrations during in-depth interviews, it may negatively affect the individual if the
anonymity is not maintained or data is not properly protected. I made sure that the anonymity

of the interviewees is maintained. I used pseudonyms to hide their identity.

The third issue arise with regard to improper information to the participants before or during
the interview. It will be considered unfair if the participants in the study are not given proper
information prior to the study. For example, when an interview is conducted with relation to a
research study, and the informants are not properly informed neither regarding the purpose or
nature of the study, nor collected a proper written informed consent; it may be difficult as the
interviewee may not disclose all information or may disclose wrong information out of fear of
information leakage or other problems, which may lead to bias. Therefore, it is very important
to explain the nature and purpose of the study and obtain a written consent and an oral consent
prior to the interview. In this case, invitation letter for the participants were given in prior

(appendix 11.2). In order to gain their co-operation and attention, I tried to convince them by
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explaining the importance of this project and how their valuable participation adds to it. I made
them aware of the ethical points that will be presented in the following the main concerns were
confidentiality, anonymity and informed consent. The parents were assured that the information
gathered was used only for this study. Assurance was also given regarding that the information
will not be exchanged, and will be stored properly and thereafter will be destroyed after use.
The interview began only after the informed consent (appendix 11.2). The participants were
informed both verbally and in writing, and with the signed consent before the data collection
began. I assured them that their participation was voluntary and that they could withdraw from
the interview without prior notice. They were assured that they did not need to make any
payments for participating in the interview. They were not compelled to answer any questions.
I also ensured them that I would not be judgmental or embarrass the participants for their

replies.

Finally, the interviewees should not be exploited for personal gain. The interviewee should be
free to expose his problems and experiences. The interview should give importance to the
freedom of the participants more than the interviewer's career. Researchers should consider the
implication of their own research and use their experiences as a guide to improve their own
ethical standards. Each time during the study, the convenience of the parents was taken into
account. I allowed the parents to reflect their feelings and views with regard to the questions
asked, such that their full-participation during the study was ensured to attain the most relevant
information. The experiences I gained from earlier interviews helped me to improve the quality

of the information collected on later interviews.

When conducting a research in/from Norway, it is important to get the permission also of the
Norwegian Centre for Research Data (NSD) which expects that the researchers fill out a data
protection form in case we collect personal information from respondents during an interview.
The NSD form was filled out with the guidance of the professor supervision the study and got

the approval for conducting the study (appendix 11.6)
4.10 Data Analysis

According to Bryman, one of the main challenges in qualitative research is the data analysis,
since huge amounts of data is collected through transcription of interviews and notes. The main

purpose of data analysis is to understand the perception of the participants and their view about
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reality and thereby contribute to the current literature of the phenomenon that is studied
(Bryman 2012).This study is not a representative’ sample study. The scope for eventual
generalizations must be based on theoretical generalization and not statistical generalization.
Therefore, the inferences of the study discussed below are theoretical generalizations rather

than statistical.

The perception of parents towards immunization, and the factors that hinders the process of

vaccine uptake were the main aim when interviewing the parents.

4.10.1 Qualitative data analysis-coding and categorizing the data

Coding refers to categorizing fragments of data with a brief name which at the same time gives
a summary and account for each piece of data. The codes selected reveals how to select, separate
and sort data to begin the analytical process. Coding helps to arrange and organize the analytical
frame which is the platform of our analysis. Charmaz refers to coding as a pivotal link between
the gathering of data and creating an emergent theory in order to describe these data. Through
coding, what is happening with the data at each stage is defined and this leads to further data
gathering. From the beginning, the data is assessed word by word, line by line, incident by
incident. (Charmaz 2006). The researcher used these codes and sorted them according to the

theoretical perspectives applied in the study and compared to the existing literature.

4.10.2 Transcription of data

Bryman points out that the transcribing of interviews is time-consuming. An advantage of
regular transcription is that it makes grounds for making analysis at the same time and this helps
the researcher to understand and be aware of the themes that emerge which can be utilized in
further interview sessions. During the first few days, the transcription took place on the very
same day of the interview and the preliminary analysis was carried out.

Transcription was done manually for one of the states selected, and it took hours and hours to
transcribe the data. Even though it was time consuming and required much hard work, I felt
very much dedicated to the study when transcribing the data. Unfortunately, it was not possible
to perform the transcription always after every interview, because some interviews were
conducted in the evening when the mothers had finished their household work. However,
transcription was done as soon as possible after each interview session. It was really a difficult

task as the interviews were done in three different languages. The interviews were all translated
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to English as it allows more convenience. The interviews done in Kerala were transcribed by
myself, while transcribing the data collected from Tamil Nadu and Karnataka, one of my friends
acted as the transcriber and data was transcribed using a software. Since she was one of the
trust-worthy friends of mine and moreover doing her master’s in nursing, she was very much
familiar with the concepts and terminologies applied in the study. Therefore, I feel confident

that she transcribed the data in an effective way.

5. Findings

The conversations with the parents are marked using quotations and identity is by a pseudonym.
In all the cases, mothers were interviewed as fathers either were not interested to take part in
the interview or might have been busy with other works. This may be due to the concept that
males are considered as the breadwinners of the family and females are meant to do household
works and rearing of the children. In the interviews conducted, only three mothers were
working.

The data gathered is sorted and is correlated with the theoretical perspectives used in this study.
Levesque’s framework of access to and utilization of health-care is the main theoretical
framework used in this study. This is supplemented with insights from other frameworks like
Theory of Reasoned Action (TRA), the Health Belief Model (HBM), the innovation-decision
framework adopted from diffusion theory and the earlier empirical studies investigating take-
up of vaccination.

Levesque’s five dimensions of accessibility as regards the supply side (health personnel) were
approachability, acceptability, availability & accommodation, affordability, and
appropriateness. The five equivalent dimensions of populations to access health services were
the ability to perceive, the ability to seek, the ability to reach, the ability to pay, and the ability
to engage with the health personnel. This framework is used below, as an outline for discussing
the findings from the 30 interviews. It is important here to emphasis that I do not have
information on how the supply side (the health personnel and the health stations) actually
performed outreach campaigns, how accessible they were to patients, how they treated them
etc. What I have is how the potential users (the parents) perceive the availability and
accessibility of health personnel. Arguably, how the parents perceive the “supply side” is what

in the end matters for their vaccination-decisions.
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5.1 Perception of parents regarding the need to vaccinate.

Parents perception towards vaccination and their beliefs regarding it contributes to making their
choice to vaccinate their children or not. Levesque’s access to health care framework describes
various dimensions in which the parents” ability to perceive the health care needs based on
health beliefs, trust and expectation and health literacy. Let us investigate the “health belief”
dimension, or more precisely: beliefs that acts as barriers to feel a need to vaccinate, plus to

seek, vaccination.

5.1.1 The belief in natural immunity

In the literature review, I have already mentioned about the previous studies showing that
parent’s beliefs concerning natural immunity may limit their felt need for vaccinating their

child.

Most of the parents who delayed or rejected vaccination used this as an argument for not
immunizing their children. Hence my study supports the importance of this belief. Here’s how
a mother from Karnataka put it:

‘I was born and brought up in a joint family where none of us were vaccinated, it doesn’t mean
that I am against vaccination. But I don’t support it either. My children got only the
BCG vaccine and Hepatitis B vaccine at the time of birth as the hospital staff did it immediately
after child birth. I was informed later about it, which I couldn’t oppose. But I believe that our
immune system develops as we grow, and it helps in fighting against the foreign bodies that
comes into our body. Till now even my child develops a fever, I used to wait for at least 3 days
before starting any antibiotics, giving his body a chance to fight against the disease and thus
strengthening the immune system’.

This parent prefers what she perceives as natural immunity for her children rather than
something she perceives as “artificial”. This parent had a practical approach towards her

thoughts and decisions.

Another mother from Karnataka who emphasized natural immunity argued that breast feeding

was a means for developing immunity. The mother stated: ‘I have not yet vaccinated my child,
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as I believe in natural immunity and do breastfeed my child. I know my child’s immune system

can help him to fight against the diseases’.

Pausing for a while, she added
‘why does everybody prefer breastfeeding "?
I maintained silence and asked her to continue.

“The baby gets all the necessary stuffs for further growth and development and to strengthen
their immune system which is something that is considered as life -long is acquired through
breastmilk. Then what is the point of giving artificial vaccines to boost the immunity. I don’t

agree with it. Nothing can be replaced with breastmilk. Hope you can understand it

I smiled and nodded her head and moved to the conclusion. The quote reveals a mother’s will
emphasizing the importance of breastfeeding, especially when she stated that nothing else can

replace the strength of breastmilk.

Some parents delayed or rejected vaccinations for their children stating other reasons. Some
emphasized that they took many other actions apart from immunization, to protect their child.
One of the mothers who partly vaccinated her child stated view as follows:

"My child is soon two years and till now I have not vaccinated her except the BCG vaccine and
Hepatitis B vaccine, first dose which she got from the hospital at the time of birth. I don’t think
I should vaccinate as her immune system is not developed yet. I didn’t even send her to the play
school either. The vaccines might interfere with her natural immunity and thereby decreases
the body’s capacity to fight against the infections’.

She didn’t even send the child to play school, which reveals that she is emphasizing on natural
immunity and not accepting the vaccination due to this reason. She meant that the child’s body
should be given adequate time to build its own immunity which helps in making the child
stronger as they grow older such that the body develops natural immunity rather than artificial
immunity.

This mother also signaled that she was not interested in the interview or in the vaccination

programme. This was evident from the non-verbal communication expressed by the mother, by
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looking outside pretending like waiting for somebody or wanted to show me that it was getting
dark.

This was my first participant in Kerala, where I was a little nervous about the interview, how it
is going to be held, when and where the follow up questions should be asked and what might
be the parent’s thoughts and response. As I felt that the parent was not comfortable with the

interview, the interview was concluded before the expected time.

Another mother who partially immunized her child, said that she waited till her child was 2
years to begin with the vaccinations and that she delayed vaccines for allowing the immune
systems to grow. This also shows the particular mother’s belief for protection of her child.

Roger’s perceived complexity of the innovation can be brought in here. Vaccination is delayed
in this case, which points out the perceived complexity of the vaccination such that user prefers
more time to adopt the innovation. From the previous literature, Nitcher’s(1995) perceptions

about how the vaccination works is also considered in this case.

5.2.2 Traditional beliefs

A mother who belonged to a joint family of Brahmins responded to her perceptions of vaccines
like she doesn’t disagree or agree with them and she doesn’t know much about it. She stated
that the family usually depended on Ayurvedic medicines for their children and their whole
family. When I asked about her perception regarding vaccination, she nodded her head and
thought for a while and stated

* Vaccination is something I am not very familiar with". I have heard about vaccination through
social media and television. None of our family members so far, I know has taken these
vaccinations. When the doctor recommended to take vaccine for my children at the time of birth,
myself and my family rejected it. We don’t have that tradition and would like to follow our
beliefs and culture’. This was her response to the concerned doctor. He was not ready to give
up and she was not ready to accept it. Later he wrote on the reports that the parents of the child
didn’t accept the vaccine for some personal reasons, and he closed the case. She added, 7T am
not against it, but rather I don’t support it. It is my family’s tradition to follow Ayurvedic
medicine and we follow it through out many generations, and we hold ourselves healthy. That’s

what is important”,
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According to this mother, they follow a tradition of medicine for years. It is very important to
them. In this case, the mother respects her family health beliefs and does not stay with or against
the vaccination. However, the caring attitude of a mother is revealed here, and she makes her
decision according to her family influences so as to protect her children. During this interview
session, it was actually challenging for both the translator who had her first experience in
translating the conversation and each time I was supposed to be prepared for the follow up
questions based on the translated information. Fortunately, the translator was a keen observer
and a good speaker.

Some parents argued for their parents not vaccinating them for some reasons, but they still lead
a healthy life. This shows that the generational beliefs, which they attained from their ancestors.
Most of the parents who showed their views against vaccination were almost brought up in
some communities where the vaccination is not given its importance or those thinking that it is
not necessary that all children may not be affected by VPDs or those who go for the natural
means to attain maximum physical, mental and spiritual well-being. According to Rogers,
perceived observability is lacking in this case as there is no evidence that the individual remains

healthy.

5.1.3 Trust towards vaccination

Trust and expectations towards vaccines are also a factor that influences the parents in making
decisions regarding vaccinating their children .Some parents may accept vaccines due to their
trust in the immunization system.

According to some parents, the vaccines were good and they considered it as a ‘natural“ measure
for preventing the vaccine preventable diseases (VPD) by adopting the recommended childhood
vaccination programme. A mother who accepts vaccination and considered it as “natural”
responded in the following manner when she was asked about why it is considered a “natural’
measure:

*I don’t know any reason why it is like that, but I consider vaccination is very beneficial to my
child, as it gives me a lifelong guarantee that my child will never be infected with the disease
that she got the vaccination against. It is something that is needed for our body throughout our

life. You may know it better than me as you are also a mother and a nurse "
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I carefully listened to the mother, by just nodding my head and maintained silence till she was
completed and deviated the conversation.

This shows her trust in vaccines. Parents who declined, rejected or delayed vaccines each had
their own ways of explanation about the recommended vaccinations by the health authorities.
A mother talked for a long time as she was interested in the topic and even deviated from the
topic sharing neighborhood experiences related to health care and about communicable diseases
that occurred in the area as a result of the monsoon season in the state. I managed to end the

conversation by bringing her back to the topic of the study.

5.1.4 Risk related to the service

There were many conspiracy theories mentioned in the literature review based on the
association of vaccination to autism, infertility, mercury poisoning and religious arguments.
When interviewing the parents, some of the conspiracy theories and their influence in creating
distrust in the vaccines emerged.

This is how a mother revealed her perception on vaccination:

I have two children of 5 years and 2 years. My eldest son was administered all the vaccines
up to 4 years. Later when I heard many rumors were heard regarding the vaccines, like
outdated vaccines lead to serious issues and even some other viruses were mixed with vaccines
for the introduction of new vaccines aimed for business profits, I was very unsure about to
decide whether to administer vaccine for my children or not. My family didn’t want to take a
risk and thus I decided to decline vaccines for my boys. But I am ready to reconsider this
thinking, after I get a positive response regarding vaccination from the health services’.

This shows how a mother who took a decision to decline vaccination for her children since she
do not want to take a risk which may lead to some health problems due vaccines. However, she
is ready to continue the vaccination uptake if the situation changes. This shows that she makes
decisions so as to protect her children, based on her beliefs. In addition, the influence of social
media (WhatsApp and Facebook in this case was mentioned by the mother during the interview)
on the public is evident.

The health belief model referred in the theory chapter particularly emphasize how perceived
threats (risks) may influence seeking of health care.

An interview with a mother who is also a college lecturer really challenged my preconceived

notions about poor educational status and low economic status as the factors behind the delaying
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or rejection of vaccination. When the mother was asked about her view regarding vaccination,
she answered at once without any second thinking.

*I have not vaccinated by children and I am not planning to reconsider about it.

She then questioned the researcher about if the researcher can give complete guarantee for all
the vaccines taken in our country. The researcher-maintained silence. She nodded her head and
continued ".

See, even you cannot give me an assurance regarding it. Previous year, I read in the newspapers
about the contamination of vaccines and its only for business profits. I am happy that my child

is healthy, and family is supporting me. So, I am not worried about anything".

She then stopped, whispering to herself. I understood that the mother was very much annoyed
and maintained silence for a while and moved to the concluding part. In this case even though
the mother is educated, her trust in the health services provided is very low. Social Media’s,
television and newspapers have influenced her to an extent such that she is more aware of the
unsafety of vaccines. Distrust of vaccines is a factor that hinders the vaccine uptake in this case.
In this case, this is in line with the health belief model that emphasizes eventual threats of
vaccination. The mother declined vaccinating her children as she wanted to avoid the risk which
she believed is caused by the administration of vaccines. In turn the mother was concerned

about the safety of the vaccines.

5.1.5 Conspiracy theory against the MMR vaccine

Some of the parents in Malappuram district in Kerala were very religious in attitude and it was
very evident from their way of approach and dressing style. When asked about their perceptions

of vaccination, a mother responded in this manner:

“In our family, we are not all bothered about all these things. We have not taken vaccination

for our children. ~
An old lady who seemed to be their grandmother who was listening to us added:

“We have not given any injections to our sons or daughters, neither to our grandchildren. My

children were all healthy and didn’t require any hospitalization yet. All these are just
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formalities and we don’t have time for it now. Our religion doesn’t encourage all these

unwanted practices. ’
And she didn’t want to talk more about it that she went inside a room.
The mother added:

‘[ remember, few months back, there was also campaigns against the vaccination were
conducted due to some reason and even my husband and other males in the family were part of

it. Even the attack of medical staff personals were reported.

She reduced her volume when the grandmother passed through. When I enquired the reason for

the campaign, she responded,
*I don’t remember actually, but it was a serious issue. =
She didn’t talk more about it as the grandmother was staring at her.

There were many controversial stories aroused in this case in this particular area, which made
me want to investigate the problem. It was evident from a local newspaper that this problem
was an issue in this area and the school health immunization was stopped by the Muslim
community. There were similar stories by mothers in Malappuram district in Kerala, where

Muslims were against Measles and rubella vaccine. Here is how a mother illustrates it:

“We were advised through different meetings and our mobile phone (internet- WhatsApp) not
to vaccinate our child against Measles and rubella since they are mild illness and doesn’t
require vaccinations and therefore many of us didn’t take the Measles and Rubella shots for

our children’.

These are some of the controversial stories that arises due to religious influences. Reports
regarding this problem also was illustrated in the social media, where the health care staffs were
attacked. This information further reveals the interconnections and influences of the mother,
grandmother and other males in the family on making decisions regarding vaccination of the

child who belongs to the family.
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This illustrates Ajzen and Fishbein’s theory of reasoned action, where a major point is how
individuals are influenced by the opinions of relevant others. The mother in this case is
influenced by the beliefs and perceptions of her family in a sense as she discussed the health-

related practices and issues with those in the neighborhood.

5.1.6 Health literacy

Health literacy is another factor that influences the parents” decision regarding vaccinating their
children. In addition to the lack of knowledge about the germ theory, lack of proper explanation
given. To the mother with regard to a newly introduced pentavalent vaccine is interpreted by a
mother as a reason for declining the vaccination for her children .It was stated by mother of two
children who were 10 years and three years old, who reacted in a different way especially with
the pentavalent vaccines. She was not all agreeing with the pentavalent vaccine and her

interpretation was that

"I have done all vaccines for my first child, but now I cannot accept the pentavalent vaccines.
I don’t understand how my child’s immune system can cope up with 5 different vaccines at once.
It was not like this before. To save time may be the government has adopted this type vaccine”.
This concept of the mother left the children partially vaccinated. It may be a reason she chose
for her children, but still focusing on child’s better health. Lack of proper knowledge of
vaccines, incompetence of the health nurse in providing information and ineffective health
education regarding their administration pattern is also seen here. Throughout the interviews,
mothers who did not vaccinate their children often presented their choices as a way of caring
for their children. Thus lack of vaccination was not a sign of neglect (among the parents I
interviewed), but was presented to me rather as a particularly caring attitude. This was
particularly the case among parents who emphasized perceived risks of vaccination, or lack of
trust in government procedures (including supervision of pharmaceutical companies), or

claiming to have access to superior ways of ensuring their children were healthy.

Levesque’s dimensions of accessibility can be referred in this case with regard to the adequacy
of information about the vaccines provided, the incompetence of the health care nurse and lack

of proper education regarding the vaccines and its administration.
Previous studies discussed in the literature review is relevant to point out here. Streefland uses

the concept of “local vaccination cultures™ to point out how beliefs about the cause of a disease,
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and ideas about the medicines used in preventive care, influences the individual’s decision to

vaccinate or not.

According to Rogers model of the innovation-decision process, the perceived characteristics of
an innovation includes its perceived relative advantage, perceived compatibility, perceived
complexity, perceived trialability and perceived observability. Lack of compatibility with the
parents” norm system is more or less evident in this study from the Brahmin mother discussed
above, who interpreted the reason for not vaccinating their children as based in her family
following Ayurvedic healing practices which they perceived as more effective from their
experiences, and more in accordance with the family values and culture. As we discussed earlier
in the theoretical perspectives, immunization is a preventive intervention, and the outcome of
preventive innovations (lack of something bad happening) cannot be directly observed. In this
case: that the child remains free from the infectious disease that he/she is vaccinated against.
In short: As an innovation, vaccination lacks observability. The complex nature in explaining
the preparation of the vaccine and their contents and their way of action in the human body, is
also difficult to be understood by a non-health professional. Hence vaccination, although simple
to administer, is a complex intervention to understand (i.e. the mechanism through which it

works is complex to understand, including having some knowledge of germ theory).

Ajzen and Fishbein’s theory of reasoned action is also relevant here, pointing out that a person”s
behavior is influenced by the beliefs of groups the individual is a part of, or whose opinions
he/she cares about. This socio-behavioral perspective affect the decision making in the sense
that family members as well as non-family members can influence the decisions made by the
mother. The involvement of the grandmother and other family member’s in-between the

interview is noted during the interview.

5.2 Perception of the respondents towards the efforts taken by the government to
enhance health-related information.

Parents were asked about the methods to improve vaccination coverage depending on their
response towards vaccination. Those parents who were least bothered about vaccines were not
asked about this matter, as their opposition to vaccination was clear during the interview.

The methods suggested by the parents to improve vaccine uptake relied on the problems they

faced when attending an immunization clinic. Most of the mothers complained about prolonged
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waiting hours due to long queue long waiting time for the health personals to arrive and long
distance to the health centres are also factors mentioned by different mothers. This represents
opportunity costs of vaccination (cf. Levesque et.al.’s dimension of “affordability”).
Suggestions to overcome this problem might be to set up more vaccination points so as to reduce
the long queues and waiting time and requesting the health professionals or health workers to
reach the health- center or the vaccination point on time. A parent” s response was: “It’s a great
relief if there are many vaccination points made available that we don’t want to wait for long
time. Our household works does not become a burden to us if we spent less time for these
clinics”. This shows their difficulty in waiting for hours for just to vaccinate their child.
Another mother stated her suggestions in the following way: T have asked the health nurse
many times to send notifications if the vaccination clinic is arranged and which vaccine is to
be taken because we don’t remember the exact date or the name of the vaccines ,but she didn’t
and when [ enquired about it, she told they have not updated the correct mobile numbers of the
residents in their system.” This represents lack of “approachability” in Levesque et.al.’s access
to health care — framework. Proper information systems and communication, and updating of
these information along with a vaccination register constituting both the child and parent details,
should be maintained and updated whenever necessary. Adequate knowledge regarding
vaccines, their administration and side-effects should be clearly explained to the parents. That
would improve both approachability and appropriateness (cf. Levesque et.al. 2013)

Provision of better facility in the health centres was pointed out by some mothers as a measure
to improve the vaccine uptake. A mother added 7 know there are many parents coming to
vaccinate their children, but it is very difficult to wait in these centres for long time as the babies
starts crying due to noise and warm, hence it will be difficult to take care of them, no private
rooms available to breast feed, no proper toilet facilities. Problems become worse when the
baby needs a diaper change . Therefore, it is necessary to provide the basic facilities in a health-
center. This related to the “availability & accommodation” dimension in Levesque et.al.’s

framework.

5.3 Health seeking behavior: Health care seeking, health care reaching

The literature review mentions various factors and problems faced related to seeking health
services and their approachability. This can be related to approachability dimension in
Levesque et.al.’s framework. Problems discussed in previous studies by Nitcher(1995) and

Streefland(1999), includes lack of proper notification prior to conducting the clinics or their
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next doses, rejection of getting vaccinated due to lose of vaccine card, influence of living
conditions, nature of household work and agricultural work, long walking hours, prolonged
waiting in queues for immunization, lack of proper information and timings. The provider side
also faces problems that is discussed in literature review. Cost of transportation and the
difficulty in reaching the vaccination points and uneven transport facility are often problems

faced by health workers as well.

This is how a mother described her perception of the vaccination experience.The mother had a
bad experience with the Bacillus Calmette—Guérin (BCG) vaccine administered for her child at
the time of birth in a government hospital. The experience made her to take a decision that she
will not administer vaccines for her child anymore due to its after effects. She stated:

* That was my first child, and I didn’t have anybody to help me or my husband. We lived in a
separate house after our marriage as it was not accepted by our family members. We hoped
that our parents may accept us after a child is born. My husband works in a hotel nearby for
daily wages. I am a cleaning staff in a school. So, we lived a difficult life. I don’t have any idea
about injections. From the hospital, the doctors and nurses asked us to give our child an
injection on the back of side of her shoulders, and after that day we were discharged from the
hospital. When I reached home, that nigh my child was crying continuously and vomited and
not drinking milk and had slight fever. We were very much worried and asked about it to an old
lady our neighborhood. I told her about the injection and when I checked my baby’s shoulder,
it was swollen and red I was really worried, and I went alone to the hospital with my child, my
husband had to go to work. After waiting for two hours, I was informed by the doctor that, it
usually happens and try to breastfeed the child. It will recover soon. I felt helpless and came
home weeping. It took around a month for the wound to heal. After that I never wanted to take
a chance with these injections for my child somebody from health -entre came to inform about
these injections.

I could see tears in the participant’s eyes. She was very much worried. I controlled her emotions
and deviated the mother “s attention by asking about her work and children. I made it sure not
to deviate much from the topic of study and continued the interview. In this case, we can see
that the mother was not given proper information regarding a BCG vaccine and the side-effects,

which forced her to oppose all other vaccines.
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This shows how a mother may take a decision to decline vaccination for her children since she
don’t want to take a risk which may lead to some health problems due to vaccines; a perceived
risk that is enhanced by lack of an appropriate response to her worries on behalf of health
personnel. The health belief model referred in the theory chapter particularly emphasize how

perceived threats (risks) may influence seeking of health care.

A similar situation can be described as follows, a mother of two children, who works as a house-
maid and her husband who is an auto driver stated that she strives very hard to bring up their
children. When asked about the vaccination status of their children, she told that they got only
two vaccines from the hospital at the time of birth and when enquired further she told that:

1 go to work daily from 07:00-06:00 and after coming home, I have to take care of the
households and other works. My husband is an auto driver, he is not at all giving any money at
home, and he spent his time after work with his friends in the Toddy. My only help is this old
lady who is my grandmother. She looks after my children when I am at work. I don’t have much
knowledge regarding the vaccines. It is only for the higher-class people. I don’t think we can
afford it. Few months back somebody came home and told my grandmother about vaccination.
But I don’t know how it is possible, it is far from my home, I just left it because I know it is not
easy for us, neither is it meant for us’.

In this case the lack of education and poor family status and also lack of support from the family
was evident when the interview was conducted. Long distance to the vaccine clinic and lack of
proper information is also visible. It is understood from the poor condition roads in the area and
the very low frequency of buses to these areas. This mother views vaccine is something meant
for high class people. This was one of the common reasons explained by some mothers for non-
acceptance in Tamil Nadu. In addition, the mother was apparently not aware that vaccination
is free. This relates to “perceived ability to pay” as well as “perceived affordability” in
Levesques framework.

Some of the parents considered the health care centres their main source for information
regarding vaccination. In all the three states most of the parents expressed dissatisfaction
towards the health centres where the meeting to disclose health related information is
conducted. The health centres did not have adequate space for accommodating all the parents
called for meetings. The parents would have to stand for a long time or may even have to stand

outside the health centres, whatever the climate may be.
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Some parents are accompanied by their little ones and no proper breastfeeding rooms or private
spaces are provided to them. This leads to decreased participation which includes missing of
heath talks, not paying attention to it or being unable to hear what is told at the meeting. One
of the mothers responded in the following way:

“The health center in our area is at its pathetic level. It is too small that not more than 20 people
can be accommodated. It cannot all the mothers in our locality that we sometimes have to stand
outside in the hot sun and heavy rains. Since the ventilation is poor, and in unhygienic
environment, babies become uncomfortable and start crying, then the mothers have to go out
with them while others occupy our seats. Thus, we don’t have the complete participation and
miss many information delivered”.

Lack of proper facilities are considered a reason for not attending immunization clinics or health
centres. Most of the mothers in Karnataka and Tamil Nadu reported unhygienic environments
in the health care centres during the interviews. Prolonged waiting time is also a major issue
here. These factors clearly relate to the Levesque’s dimensions of availability &

accommodation and appropriateness.

In addition to prolonged waiting hours, some mothers faced a negative pressure from their
families. Some parents complained about the considerable amount of time they had to spend
while they bring their children for vaccination in the immunization clinics.

However, there were a few parents who were not unhappy about the long waiting hours, as they
think its beneficial since they can then interact with many other parents, not only about
vaccination but about child health in general.

“Up to me it is very helpful to have immunization clinic and the health care centre near our
home. It is free of cost and I used to go to attend the health centre whenever informed. The
health professionals provide us health talks. Usually they come late and if we are late, then they
used to shout at us in front of everybody and it’s really embarrassing. I also utilize this time to
talk with other mothers. They share their experiences and I got many home remedial methods
regarding some health issues in children. Therefore, I always try not miss my chance in
attending the health talks or immunization clinics. For example, when my daughter was 8
months, she started weaning and suffered from digestive problems. Once I happen to discuss it
with a mother during a meeting in the health centre and I was suggested to give my child some

nutmeg paste mixed with the breast milk and it worked. So, I will not tell the time is wasted. But
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in my home, since I have to do all the households and therefore my mother-in-law used to scold
me for waiting long time. Due to this reason I couldn’t attend all the vaccination clinics or
meetings and now I think it doesn’t matter as my children are still healthy even without regular
vaccinations. Now it is long back that have been to the immunization clinics".

Due to prolonged waiting hours, some mothers find it difficult to organize their time to the
clinics. Moreover, they get a negative pressure from their family as the household works gets
pending.

Here is how another mother reflected her perceptions:

“l usually go to the health center after leaving my eldest daughter to school, packing lunch for
my husband, preparing lunch for my in- laws and doing other households. By the time, I go the
immunization clinic with my lIyear old baby, it will be 12 PM, and it closes by
15:00PM. Waiting in the queues for long time, I become very exhausted. There were also some
occasions where I left the vaccination clinics without vaccinating my child as it get closed and
when I talked with the health nurse about my problem, she was not ready to help me or find a
solution to the problem, she told me that she doesn’t work overtime and no one pays her and
that I should wait till the next turn. I felt really bad and irritating; I had not been there later.”
Burden of the household work and the attitude of the males as only a bread winner and that
females are fully responsible for taking care of their children leads to such a problem. This can
be related to Levesque affordability dimension in case of opportunity costs as well as Ajzer &

Fishbeins “social encouragement” factor where the attitude of other family members are seen.

Appropriateness includes the technical and interpersonal quality and the notion used here is the
ability to engage. The attitude of the health care workers and other health professionals towards
the parents are discussed in the literature review and this in turn influences vaccine acceptance.
Impatient behavior of the staff, long waiting for the personnel at out-reach centres, rude
behavior and technical incompetence adds to decreased immunization coverage. In the
interviews conducted, many mothers complained regarding these issues. These access problems

points out the Levesque s dimension of ability to reach.
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5.4 Utilization of health care

Levesque describes the accessibility of services through the dimensions of affordability and
appropriateness. Affordability includes the indirect cost and opportunity cost. Levesque” s
dimensions on the abilities includes ability to pay. These dimensions are also present in the
study.

In India, the vaccines are free of cost in a government setup. Whereas, in private sector, a
considerable amount of fees is to be paid. However, long waiting hours in the immunization
clinics are avoided when one approaches the private hospitals for vaccination.

Most of the mothers interviewed for the purpose of this study were home-makers. They were
responsible for household works and taking care of their children. Moreover, the living
conditions are also influenced such that they cannot meet the transportation expenses to these
health centres, and this adds to the indirect costs. Sometimes it will be difficult to take a day-
off from the work place as some of the parents work on daily wages. This creates opportunity

Costs.

5.5 Health care consequences

In Levesque’s framework of access to health-care, access is attained when the parents are
fully satisfied with the vaccination experience and supports the measures taken by the
government in improving the immunization coverage. As stated by one informant:

‘I don’t know any reason why it is like that, but I consider vaccination is very beneficial to my
child, as it gives me a lifelong guarantee that my child will never be infected with the disease
that she got the vaccination against. It is something that is needed for our body throughout our
life”.

Another parent who supported vaccination and recommends it to other parents, when she sees
a child in the neighborhood is affected with mumps to better vaccinate the child, rather than the
child becomes sick:

I have vaccinated all my three children- eldest boy of 10years, next girl of 5 years and the
youngest girl of 3 years. I think it is better that they get vaccinated, that I have an assurance
that they don’t become infected by the infectious disease’.

So far, I have discussed the perception of different mothers towards vaccination and the factors

affecting the uptake of vaccines. In the course of this study, I came across some limitations
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which will be discussed in the next chapter, before I move on to chapter 7 (discussing the

findings).

6. Challenges and limitations in the study

According to Marshall and Rossman “No proposed research subject is without limitation, there
is no such thing as a perfectly designed study” (2006,42). There are many limitations in this
study and therefore there is a necessity to discuss them so as to identify the extent to which it
has decreased the reliability and validity of the study. In addition, there aroused many

challenges at each step during this study.

The first few interviews were very difficult and as a result it was difficult to develop rapport
with the interviewee and it was reflected in the lack of some follow up questions. Only one
interview was conducted on the first day of the study due to nervousness. This limitation existed
in the first 2-3 interviews. After that I became less nervous and more competent in gathering

information and could identify when and where the follow up questions need to be asked.

Next factor to be considered is my own role as a mother and health professional, in addition to
that as a Master student, which was revealed to the participants. There is a chance that the
participants might not have considered me as ‘neutral " during the interview related to this study.
Sometimes there were situations where the respondents questioned me or mentioned me in such
a manner as “considering the researcher as a nurse”. For example, some parents asked “Being a
nurse, you will be familiar with the problem’. Moreover, I felt like the parents might have
expected the role of the nurse as a care provider and as a person who maintains a positive

attitude towards vaccination. This might in turn have affected their answers.

A limitation is also in the sampling technique adopted. When enquired with the community
health centres in each state, for the selection of the parents of that area, I was further referred to
the primary health center since they meant that the primary health care nurses and other health
workers were more in direct contact and therefore more familiar with the families in the area. I
then approached the primary health nurse who had a busy schedule on the day due to house
visits and the researcher got an appointment with the health care nurse on the next day. She was
informed about the research details including the purpose of the study and the collection of

interviewees. I needed 10 parents and asked for 12 parents for safety (as in cases if the parents
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are not available at the fixed time). But the health care nurse provided 15 parents, and did not
specify on what basis, she allotted the 15 parents. This can be limitation as I am not sure if she
choose those 15 in a random manner (random sample) or purposively (purposive sample). It
might be that she chose 15 families in the vicinity of the health station she was particularly

curious about (purposive sample), but if so she did not vouch that information to me.

Some parents had children above five years of age who may or may not have been immunized
or only partially immunized. In this study, only the under-five children are considered.
Therefore, there might be a chance for missing some of the vaccination information related to
the eldest child which over all affects the count. The under-five children were selected in the
study because most of the vaccines are administered during this period and the parents”

motivation to vaccinate their children is clearly visible in these cases.

I planned to conduct the study in the health centers as the mothers arrived, but it was suggested
by the health care nurse that mothers usually doesn’t have time to spend a long time in the
health centres, and therefore it would be wise to conduct the interviews in their homes.
Moreover, the environment in the health center was not suitable for the interview. I waited for
2-3 days so that the health care nurses in all the three states agreed to accompany me to give
the information letter to the participants for their respective states. I think “time” was a major
challenge during this study as the participants convenience was very much considered in the

course of study.

7. Discussion

7.1 Discussion related to the research setting

A mentioned earlier, three different states in India were selected as parts of the study. When
conducting the research in these states I noticed both similarities and dissimilarities.

In all the three states, the study was conducted in the rural areas. For the purpose of the study,
a primary health-center, in each of the state and parents of children below 5 years in that locality
were selected with the help of health care nurse.

The researcher had different experiences in the three states. These differences were as follows:
Extended families were more common among the informants in Tamil Nadu and Kerala.

Mothers usually lived with their in-laws and in some cases with their siblings, especially in
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those interviewed - three family in Kerala and one Brahmin family in Karnataka. While most
of the mothers in Kerala had their cousins or other relatives in their neighborhood or lived
separately. Family decision and traditions were given importance in most of the families but
among the informants it was evidenced more in Karnataka than in the other two states. Ajzen
and Fishbein’s Theory of Reasoned Action is evident in this case where the influence of the

family and relatives is observed which determines a person’s behavior to perform a behavior.

Even though it was a similar rural setup, the physical environment varied in the three states.
The housing facilities and living standards including the roads and transport systems and their
maintenance in the Kerala district seemed to be much better, judging from how the sites looked
when I visited them. This may suggest a different living environment of the people and the
facilities they enjoyed in their households. Most of the houses in the site in Tamil Nadu were
partially made of mud and bricks, the informants had limited facilities in their houses, and were
built very close to each other.

Some of the parents were emphasizing their cultural and religious beliefs which was evident
from their influence on the decision to vaccinate their children.

I felt that the justifications given by higher-class mothers among the informants for rejecting
the vaccines for their children were different from the justifications given by more lower-class
mothers. Although the number of interviews are far too small to draw certain conclusions,
lower-class parents often gave reasons for not vaccinating their children related to the practical
difficulties they underwent to access the vaccination clinic. We have discussed these factors
with reference to Levesques” model in the above chapters. On the other hand, the higher-class
mothers often referred to ideas rather than practical problems as reasons for declining
vaccination. They were adhered to different belief system, for example beliefs associated with
traditional Indian medicine and controversies.

My immediate impression was that the health centre was in a poor condition in Karnataka and
they were very congested, but relatively better in Kerala and Tamil Nadu even though they were
not very spacious. I think it is a reason for the mothers as they hesitated to attend the clinics
and the meetings.

Health centres were not only for organizing immunization, but also had one or two doctors for
conducting daily clinics for other diseases. Many tuberculosis patients visit these clinics for

Directly Observed Treatment Short-course. Some parents told that there were no special units
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for providing DOTS. Most of the parents utilized the health care centres as they were affordable
to them. As I was been to this place , in my opinion it can be also a reason for not attending
vaccination clinics as there arise risk of being contaminated by other diseases in the poor

ventilated waiting rooms .

It was notable that none of the fathers were available in any of the three sites. They did not to
take part in the interview even in cases when they were present at home when the interviews
were conducted. This may be due to the concept that males are considered as breadwinners of

the family and females are meant to do household works and the rearing of children.

7.2 Discussion regarding the perception of parents towards vaccination- a state wise
review.

The study has mainly taken as a theoretical reference point Levesque’s access to health care
framework. Many mothers found it difficult to reach the vaccine outpoints due to poor road
&transport facilities which might lead long travelling distances and prolonged waiting in the
clinics. In addition to this, the theory of reasoned action shows the influence of family and peers
towards immunization, the health belief model showing the perceived risks of behavior and the
perceived barriers to action, and the diffusion of innovation theory contributes to the perceived
characteristics of innovation are supporting this study and also their contributions to the existing
literature is essential. The influence of family members and religious influences were evident

from different stages of the study.

The study shows that the parents” decision to vaccinate their children or not, is not a decision
that is made at once. The perception of the parents towards the vaccination is identified at
different levels. It depends on their attitude towards vaccination, their beliefs and emotions,
their knowledge and understanding, their educational and economic status, living conditions
and environment, their social, religious and cultural influences, their choices to vaccinate their
children or not, evaluating the risk of the Vaccine Preventable Diseases and their action to

protect their children from the health problems.

The fully immunized children in Kerala were comparatively more than the other two states.
However, partially immunized cases and non-immunized cases still exist in the state. The main

reason behind this is the religious and cultural influences, where we have discussed about the
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anti-vaccine campaigns in the area. The culture or religious ideas were motivating factors for

some the informants in Kerala.

Other factors identified were lack of proper information regarding the vaccination
programme. As suggested by a mother to provide notification or reminder on the day prior to
the vaccination, the response she got from the health care nurse indicates a lack of
communication, improper organization of the immunization system, lack of adequate facilities
in the health-centre, lack of appropriate technology to maintain the updates, ineffective

competence of the staff and inappropriate methods of maintaining records.

In Karnataka the informants were influenced by religious factors and natural immunity. There
are many partially immunized cases and unimmunized cases in the state. Negligence of the
staff, low-economic and educational status, lack of proper family support, lack of adequate
information, incompetent health professionals, emotional stress, beliefs in other system of
medicine, attitude of the staff, inadequate facilities in the health system and prolonged waiting

hours were forwarded by some informants.

The reasons were almost similar to that of the other states while a case was detected in Tamil
Nadu where it showed the influence of social media in spreading rumor in the area and
misconception of vaccine as life- threatening is evident from the statements of the mothers as

we discussed earlier.

For those who emphasize on breast feeding which leads to natural immunity rather than
vaccination, I guess that the information campaigns on the benefits of breast milk perhaps has

been successful in those areas.

Most findings in this study were already anticipated in the literature review. Even though there
were many common factors influencing uptake of vaccines, a factor perhaps worth emphasizing
is that the social media seems to be very influential in India. The growth of modern technology
and the governments emphasis on ‘Digital India Campaign” which was established in
2015, promotes a network coverage and the use of mobile phones in rural areas. This influence

of the mobile networks and the internet facilities made available was evident from the response
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of some parents where they considered the information received through these media, but
interestingly both in a positive and negative way (as seen from the perspective of desiring
enhanced vaccination uptake). Since the anti-vaccine activists also utilized social media for

quicker spread of information against vaccination.

It is also interesting to notice that few parents even find it beneficial to wait in the immunization
clinic queues as it aids to discussion with other mothers where they share their experiences and

thoughts related to child health.

Finally, after conducting the interviews, I understood that all the 30 parents whether they
accepted vaccine or not, always had the intention of doing best for their children. They had their

own interpretations for accepting and rejecting vaccines.

8. Policy Recommendations

The literature review pointed to many policies adopted by the government which aims to
improve vaccination coverage. The introduction of Millennium Development Goals (MDGs),

and later Sustainable Development Goals (SDGs) for decreasing child mortality is appreciated.

The World Health Organization emphasize and propose methods for improving vaccination
coverage through extended packages of immunization, where home visits and incentives are
used as additional interventions. Home visits provide an opportunity to parents and health
workers to communicate with each other, clarify doubts, exchange information and in turn

motivate the parents to build up a positive approach towards vaccination.

The indirect and the opportunity costs mentioned by some parents can be more or less
negotiated through the provision of incentives. It can be indirectly illustrated with the successful
attempt of the Indian government to introduce the midday meal programme, which is the largest
school nutrition program in the world (Jayaraman and Simroth 2015). I believe it was an
effective programme which helped increase the attainment of primary education of children up
to 14 years. Apart from providing basic education, this programme gave a helping hand to poor
children to fulfill their nutritional needs and reduce school drop outs. As per a 2006 report,

around 120 million children has benefited from this programme (Jayaraman and Simroth 2015).
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Similarly, I suggest an incentive programme for immunization, which may have a positive
effect on immunization take-up. A suggestion here is to provide smart cards to all the vaccine
-takers, in which points are added with each vaccine uptake, such that they can buy necessary
baby products using these smart cards free of cost. In addition to this, a smart card can be used
as a tool to record vaccines taken at each time. This in turn help to provide better electronic-
data recording regarding immunization uptake. I also recommend collecting the name, address
and the contact details of each parents during the registration of the smart card, such that
vaccine-reminders can be sent to each parents two days before the immunization clinics, which
gives them enough time to plan when to attend the clinics. Notifications prior to the
immunization-clinic as scheduled, provide enough time for the parents to plan their activities
and remind them regarding it. Maintenance of proper records and proper monitoring system
and updating the personal details whenever necessary using modern technology may add to the

systematic functioning of the immunization system.

The organization and development of the infrastructure of the health centres are also important.
If they provide better facilities to the users, many of the supply-side barriers to vaccination will
be lowered. This was one of the major concerns of most of the parents I interviewed attending
the vaccination clinics. Properly ventilated meeting rooms and immunization clinics with
separate rooms for breast feeding, and proper toilet facilities for those attending immunization
clinics and other meetings arranged in the health-centre. Moreover, it is important to maintain

proper hygiene in these health centers.

Some parents were rejecting vaccines for reasons that reveal beliefs that are mistaken based on
present-day health science; for example believing that natural immunity in itself is sufficient,
or even superior, protection against potentially deadly diseases. Others rejected vaccinations
due to religious reasons. I think these conceptions can be controlled to some extent with proper
and effective health education regarding vaccines by well-trained health professionals who are

well-qualified such that they can answer all the questions asked by the public.

Some parents were worried about the accessibility to the immunization outpoint and services
made available to them. Increasing the vaccine out-reach points, adequate allotment of staffs

and employing competent staffs and proper transport facilities and roads are also essential in
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increasing the vaccine coverage, these represent additional supply-side factors that hinder

vaccination uptake

As a mother stated, the reason behind delaying vaccination is due to the reports against some
vaccines that she saw in the social media. I would suggest that the government should directly
takeover the power to information provided by social media to provide adequate and correct
information to the public to improve vaccination. Strict measures should be undertaken by the
government against duplicating of information, assurance of vaccine safety and thus avoid the
spread of rumor and controversies related to the quality of the vaccines. I also recommend that
the government should ensure the safety of vaccines by enhancing proper manufacturing,
production, distribution and storage facilities including cold chains, and avoid the

contamination of vaccines.

These are some of the recommendations I suggest in order to improve the vaccination coverage

and thereby acquire maximum immunity which in turn increases the herd immunity.

9. Conclusion

The objective of the study was to assess the perception of Indian parents towards vaccination
by selecting three different states in India. Thereafter methods to improve the immunization
coverage was assessed and factors that hinder vaccination was identified. The study was
conducted, and data was analyzed based on findings in the literature review on vaccination take-
up, plus the more general theoretical frameworks concerning factors that influence utilization
of health services, or even more generally: factors that influence behavioral change. The
perception of a sample of parents towards vaccination was assessed in three states. Some
parents supported vaccination, whereas some declined or delayed due to reasons which are
discussed in the previous chapters. Methods suggested by the parents for improved vaccine
coverage were also part of the interviews. The factors that affect vaccine uptake among the
parents were investigated in detail. I think the major advantage of conducting a qualitative study
over a quantitative study in this area of research is that it can capture more fully the reasons
which affects the parent’s decision to vaccinate their children or not, rather than merely
emphasizing “structural” factors (such as socio-economic status). Therefore, I think the

qualitative method has been adaptive for this study. I finally also suggested some
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recommendations which, if the Indian government take them into consideration, may give India

a better future in terms of immunization coverage.
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11. Appendix

11.1 Immunization Schedule followed in India

/accine Vhen to give Jose oute Site
For pregnant women
TT-1 Early in pregnancy 0.5ml Intramuscular  Upper arm
TT-2 4 weeks after TT-1" 0.5ml Intramuscular  Upper arm
TT- booster M received 2 TT doses in a n 0.5ml Intramuscular ~ Upper arm
pregnancy within last 3 years
For infants
At birth or as early as possible 0.1ml (0.05ml )
BCG till one year of age till 1 moth age) Intra dermal Left upper arm
Hepatitis AE b!rth L 1L 0.5ml Intra muscular  Antero lateral side of mid-thigh
within 24 hours
OPV-0 AF bl'I‘lh or as early as possible 2 drops Oral Oral
within 15 days
OPV-1,2 &3 At 6weeks, |Oweeks &14weeks 2 drops Oral Oral
DPT 1,2 &3 At 6weeks,10weeks &l4weeks  0.5ml Intramuscular  Antero lateral side of mid-thigh
HepB 1,2 & 3 At 6weeks, 1 Oweeks& 14weeks 0.5ml Intramuscular  Antero lateral side of mid-thigh
Measles 9 completed months -12 months ~ 0.5ml Subcutaneous  Right upper arm
:’l‘ia;:’;‘; 3 A At9 months with measles Iml (11akh IU) Oral Oral
For children
DPT booster  16-24 month 0.5 ml Intra muscular  Antero-lateral side of mid thigh
nd
312:5[&5 2 16-24 month 0.5ml Subcutaneous  Right upper arm
OPV booster  16-24month 2 drops Oral Oral
Japanese_ . 16-24 month 0.5ml Subcutaneous  Left upper arm
encephalitis **
Vitamin — A %%
nd th . . P
(2" t0 9 16 months then one dose every 6 2 ml (2 lakh Oral Oral
dose) month upto age of 5 years 1U)
DPT booster  5-6 years 0.5 ml Intra muscular  Upper arm
TT 10 years & 16 years 0.5 ml Intra muscular  Upper arm

11.2 information letter and consent form

Subject: Invitation for the participation in the research study.

Dear Parent,

I am an international master student from Oslo and Akershus University College of Applied

Sciences (HiOA). I would like to invite you for an interview for my research project. It deals

with perception of immunization in India. Being a student, I would like to know in detail

regarding the immunization practices followed and the perceptions among the parents. The
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government takes many initiatives for the implementation of immunization programme in
India. However, the vaccine -preventable diseases are still reported in the country. As a result,
the under- five mortality rate doesn’t show much decline. What is the challenge behind it? What
is your view about immunization? What do you think about the underlying reasons that hinder
the implementation of immunization programme? What are the challenges you faced when
attending immunization clinics? Is there any cultural or religious influence that influence
immunization? Since you are an expert in this field, and I would like to hear your opinion about
this topic. For this I am asking an hour of your time, which is just estimation. If you would like
to talk longer, you are always free to continue or if you would like to finish it in an hour, you
can decide it. You are free to stop at any stage and without an explanation. If you do not want
to attend at all, you are also free to express it. In case if any questions are not clear, it can be
repeated and explained. Your views and opinions are valuable to us and it will be respected. It
is assured that all the personal information is kept confidential. After reviewing and analyzing
the data, it will be properly destroyed. Please make your that you read and understand the letter

and give the informed consent before we begin with the interview. Thank you,
Yours faithfully,

Thejes Thankam Thomas

Informed consent

My participation in this interview is voluntary. [ understand that the interviewer will not identify
me by name in any of the reports using the information obtained from this interview, and that
my confidentiality as a participant in this study will remain secure. I may withdraw from the
interview any time without any penalty. I have read and understand the explanation provided
to me. I voluntarily agree to participate in this interview. | have been given a copy of this

consent form.
Name of the interviewee:
Name of the interviewer:

Signature of the interviewee:
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Signature of the interviewer:

Information letter and consent form (Malayalam Version)

QN @o: NEUHEM A lOMOD 102! o 1808 10O 1M)88 SeMo.

1@ @o®mOEOD,

emOM BIGAYD, BRESOHBM WgamleruFmlg] @emlecauFmilg] ¢do68E B3Ial @GR oW
M@MMMI@ (HiOA) M 1M)E88 30) GRANIMI(Y GBAV §IalleB@IEM. af)MYOO NENUM
VO WSS B0) GREIMIOTIN MdBeg MM 1O amIM BRI 186
O @@ (@ IO1GEIW  &HOO D]  ©MEI&BM@Iem &0 1aoem  e®
aflauslesnymaoy. oy Afle o] GR® ], 6mdd aila0ySIM GEIN (IO 1EEIW MSalS1EM,
2202 080D 8 1S BRAUGENIDWo  af)M IO ENO 2] &SO@ @GR 1O
@R (a0 186, N0 (W@ (IO 1GEIW @O U a] al@lalds] Msa{laidaenymaolay
nouemeamd’ MleUW] MSalslee8s46am). af)m Mo, (LIS MM - MW Ad®
GEINEBRUD NG |0 EIRJOMY O16a|2dS ©21Qe ]G, OO eI, 5 L@ QM
0I0YWWBE MO 1AMAUAHNEE M08 (IR &0 glel. Gea 1My allmleal
ocugRAlgl  af)amoam?  EEIN(I1CEIWeOMENO1 288 M1EBEes &Y aln|dS
a)m26M?  GEIN(IDIEGEIW @O a]  aleb@]  Mmsa{lanenmoim)es
HI0MOODENO 2] mMledsd o)  ofloolen)m). EEINEEIM1CEIW  ENSOISTd
& 100646310 A 108S)H6EMUIUD mleasud eMm® 15 ocugR0lglew
a{)ODIOEOWIEM 2 MVIo(BA 1BE2AD AMlREAD MVIDWIMo 6218 MUIdWIMmeENsd?
mleesd 09 Wl 6) Allsrywmoeemmo@Imom e¢nv AlleweomeEn)0 1288
m168386S BRE (120 CHWHNHIND AMIM @R (N0 1BEM,). MEBRROS MAWODD 630
2em1ee006m  emOM  GodE1HNMO. @R 0NN af)eMald. mlearudes) enal
MoMI@eeeMmenmMaens®; 1@, 16eudes (e P®Ea]d¥)o MSOI0 CREL|E 1M &My
2em a0l GRM A lyBROM IWISHIM  GR(ND1EOMONE 1@, MBBDS GRM
@20 1e6 0. M16BBGE Oy caigomlage 8o Aflwdlaoemalopem mldomom
MO j2R6nE. M6BBWD A l0BSYENIM BB 166 M0e)E: 1@, G (aldsSla{leed0d
M16BBR B MO §2R6NE. afOOE a0 62106 (6BR0D O (SON6L® 1@, GROUMBO o]
Afldledlende.  mMerges &IFala D)8l  GREI(IDWEBBBo  CMEBBUDHE)
aflelea]s@oam, @@  a@IMIeee.  ofgp  MIMIf  aflnioemsg)o

@aOMOOAHAIW]T ISHHQM) )M ©OaREE . WIQ GRAUCRIDGMo 621 )
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Aflsaiho 0210® GWsdo GO WBIWIW] MudlaleOea]sio. 6B &
QD86 H @0 ML) H®0 6.21QY )&, 6D63MRUd BRE1R)EIOD 1@ ®)S6a3)ME 1M,
M GRO1ENIDES®YEE MEnMo M@dhy. M3,

afleim oomewes,

COE MBo COIAMY

@RO1GNIOS®YB8 Mo

60 @BRE1D)ELOD 1@ MO0 alerdg oMo MICAW®I @REMN. gD GRE 12O 1@ M 1m)o
o€l Al ealcdla] afoo@lape 60) Ol6a|dd51@ ofomm GrEln6lo
@101 20 oD H¥lwlogimio @9 alomom el alddgl af)m alalc ~gfajeo
©aOM MBI MRS 00 ]B 1860 af)Mo emIM AMEIAIDEMY. EMIMD Oy
0alMI@Q] Bs00 @RE e IO e M1Mo af)eafotd calemendslayo allmalallendo.
amlesy modslolges aflwdleceme apWlene®pe  am@lenea)sH®0
021 ®156m8. g @RE1ELOD @ ~108:S)HOI0D aMIM MICAWL®D MEAD 1H6)M). eND
MEDOOD 1100 B30 aldda] af)M1es) M@ 1@1g ene.

@RE12)eLOD MO0 Cald:

GRE 1O MO0 Gald:

@RE 126 Mo@IHEMOD MO0 3al:

@RE 126 MoEIHEMOD 1O 3al:

Information letter and consent form (Tamil Version)

Qunaper: uie) yuiafed LIBGCHD LISDSTT IeoLpLiL.

o &iyerer QupGmi,

prer @adGer P s0Fapad LDSWESLSSPar Ll Csaper sullaigad (HIOA) LcdsmaowsspssEer
FiauGgF wrabdL [ LoTeTeus. eTelr ImuIEH B L Hwsner CrisTenieas @ 2 Blsmar e pss ail(bLoLEHCmner.
@5 @iPureies Gpri @Biys serewewul UPPug. en i @@Uus, Ot i
Oauppliu@®w Cpruigs®Ly B (peapsamert uppPyd QupGprisaierr Gu o ater o ewieysar LpBluLd
Osfpg Osmerar BLLLUPCnear. QrPuraley Cpmuiss®Lys S L gms CewdL®Ss Lw LwpHsET
Gupesrarerliu@eamer. @GLUAeIb, $OULF-FP0FuwTes Crruiser @aTaripd BIL 1460 LG eITH L6TeTeT.
@sar aloweareuns, @Qouy HRsH Gowey Wesajb GopEs STeTLuL_aleeme. aTerTed eTaiar Faumen?
Crruigs®Uy upp 2 mseT $hsa eaien’! CpruissBLULS S L $wg CFUDLIGSH 0SS SBSGLD L LiLIenL
SIIGIBIS6TL LDMP BrIS6T eretiar BlenersSBdiser. s® UL ®BES HallesisGsaled svpg0sTesnt_Gung bmiser

PSS Faunvsar wiemeu? CrTuigsdLL $1655m5 apLIBSIHILD TS STFFTT WG| LbF O\FO6TS S 2 aTang)?
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BrEIG6T QBS Sempuiled @b BT LPMILD BT @)BS seveLienis LPD 2 Eiser Bhsemd CsL s ailpLoL & Cmer.
@spa1s s o msear Cprses @ weallGprw Casl HCper, g Ceupd wWHLITESTET. Briser e GrpuLd
Gue af@otermed, BrigeT eTLIGUTIPGILD CFTL_Fevmd Sjedevg @@ el CBISHn@Ger (Ligss ailsLdermeD,
Ywss Firafsseid. 61 Blevevulayd @@ afaTssLd @eeToed BEIS6T BniSserLd. Brisar sebg Osmarer
Apouailewme aaipie), g Caallu®ss prisear &spSuwns @Qbhss Gae®. asmug Cseralser
Ozefleuns @edenev eTainTeD, 9y& e LBeTBLd aTSHLILIL L. 2 BIS6T HHSHSHET LODMILD H(5SHI556T
GTBIG@5% & LB LILLOGEF, G FSSLILIBLD. 6TedT STLILIL L $HUDG@FLD @)IHPWLDTS DeUshsLILIL (haTaTesT
aaTuBed FEGHHL 2 aTeng). Suemeu m ey CFuig uGUUTey OFuslier, @& Fllurs SyPEEIUGLD.
swaClstig) ps susims UWSS 4IRS Osmetaraw, Gulyyl ar CSTLEGMUSHS Wi APES
@U@ O5falssayLd. D),

BBI% QT 2_GRTGHLD UL AT,

Caggav By LndL i

PalssLiu L (1p1g ey

@55 Crismaedled e1er LimI@ FreiisGo o ararg). @55 Crisreamaladppgy OLDLILL L $HauameLl LWETUGSS
e1p50unp yBFmsuiayd COuuwi 'L auj eraienet e wreTiL®SS AL L 1F IS BIGT LjfB)
Qasrer@Coeir, Qs yuwialed LEGsPUTTITS 6leig TsPWSMS LTHSTLULTE »ausP HLCLG. 61550)6um
sewr_enarubleiy e1LiGLrg GeuestRoneneyd Cpismeniedled @)(Brg @NVFTLD. 6T6THE@ QILPEIGLILIL L
Mengasgeans prar  wrfsg  LABsGstarfCper. @QBs Crismewelley umnGsps prar  FrernsGeu
RLILSCSTTHCn 6. QBS RLILISED LI USTGT BHD 6TeT5EG aULpBIGLILIL HTaTS).

Gpismenfluier G)Liwg:

Grismenfluilar 6 Liw:

Grismenflul & & CwmLib:

Cui g wrerflar enagQuimliih:

Information letter and consent form (Kannada Version)

ABD: FoTpeRTo WG HIBY LS 8H9,S.

83 g0d) FpeRB,

Db dxipe DI BB WhABIELS Fofees B7f 0T, TR (Flo) oB ©o3T0d ead BRGIE
Qo RFANGES. IF Sodeerdve deeaSrt JoBBESTYN AD,M), BTYITW Tod WDHDIES. |
70339 B3R MHIeod ITBOWDMBE. ITYBFAPADZIBO0T, Tod BDTOIB F3S0ZH
VIYRNW D) FpeRBTY P DOBD ISTAYRY, SPaben wobDBES. 20330 TeerAdeess

Fo0EZIT WDEYNE,N B TY) T3 LVBTEDNYRY, SHDBER RN, ST. sweriey, VIT-BpleedW doerinwd
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oRR, Be3rY SCHIING. 23T BO@eTN D T Freesy 3BSIING. BT LoOT Teeen OF?
Grenddeedddad il A, wDTDTeD? TrendTeesds oo BDTINE, wBVoLDTTIWS
Bweeeied BBty wrf e od adeeddded. deentddeedd 3BOR el eBmen ey 2O
Seeuried aredd? deenddeeds3abl Brrdba drece Te07, 33 ©FT FoFd Tradrobe? S
Be3BY ey BOSBTNDHYTBO0T 2B B IROHT 27} D, DT 0HBRY, Bewed Tord wohRDBe. VBN
TR A, FHohT 2,0t Noed BeDIeS, AD BeTO WO, AP B0l STSTBLW WADATT, ed)
arezerian Svomadaben FBo8oNhEd eFme dey TRy 2.0 Rotdobd) SATL HATT, e
VB, AFFOTVRD. ey arede BoBBY DR ISTH WS AOT FBoB0NDBT. ey TarsTarien
WODIDZS, ey OBR) [IBB[w  LBBDNG.  WRYwerde BFNYRY JFDNVOFT, VT
DToISSFTVBMR TR ISOTRDD. A, DD 90HNH DB EYLRW ID efeTP DS DB) VB
MPOIRTHYD. oug B;0038 SebdNYR) MPEEeN OTUHBE 20t YOS @8 .Beedvsy, B03eDIT
DB) AFeAIT 0BT, WD FOWN TBDHBT. BADED, BT, Ve LrHEReD D) wBrareBBR0BHED
DB FoBBERTY @9,BoImerdd Spten Bobded, SRBVBNY, Teh, 30D, Aed. FF@3,
Q08 A, SoDB,
FeRT® ToDIF P’
3VIYB0dnY, wd
8 RFouBFIBY I WenSHDAIZ FohoedBmNG. FoBBEBD B ToBBEIDoT BAET Sed3ob)
WPIBROT) ciRYe SCONYY I VTR, HDHSDPDY DB B VTALITY WrS_LDSSTN I PSS
DTZBTeN VLANBT 0D Tod FrRTeBRR0BTFeS. Wredte JoBedBodhe Wreyde JoBBerIV0T
T LoZDriw@. SIf BN ISCBALRY, Tod LOFES D) WBrRTBBR0BTES. B FoBBEITY
S TR &,030083,e3HA0T 2.3 Bes. Bt T, 30h TRBE B3R IR Qederends.
TorBBEBT BIA:
TorBBEBT BIA:
ToBBE3T Sbo:

TVoBBeBT Ko
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11.3 Interview guide — main study
Self -introduction in brief:
Dear parent(name),

Researcher: I am Thejes Thankam Thomas, doing my higher education in Oslo. I came here as
a part of my project. I hope you went through the letter which you got on my last visit which

informs you that I come to you to conduct an interview. Hope you have gone through the letter.
Parent: Yes/No
(If “yes” then continuing) If not,

Researcher: I have a copy of the letter with me. Kindly go through it and let me know your

interest. [ assure you that all the information collected during this interview will be confidential.
Thank you for accepting your participation in this interview.

Your information is very valuable to me. Therefore, I don’t want to miss a single information
that you tell me. Can I use this tape recorder to record our conversation? Don’t worry, the tapes
will be safe hands and I would lock it rather and will be destroyed after the report from the

project is finished. If you don’t agree with using a tape, feel free to tell, I can take notes instead.
Researcher: Shall I read the consent form again?

Parent: Yes/No

Can I have your signature please on the consent form to make sure that are willing to participate

in this interview?

Questions
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Introduction: Can you present your family? (how many members in the family, nuclear/

extended family? If extended family- the members, breadwinner of the family, living with

husband or single mother or husband working abroad)

How many children and how old are they? (Boys and/or girls?)

Focusing questions:

1.

10.

Have you heard about vaccination? If yes, can you start by telling what you think first
about the childhood vaccination programme? /If No, the researcher gives certain hints
regarding vaccination)

Have you heard about any awareness programs regarding vaccination? If yes, have you
participated? Was it beneficial? /If not, Why (reasons)

Do you use television or smart phones where you have access to internet facilities? If
yes then, are you aware of the information shared by them? Was it useful?

If No, how do you know about vaccination and its updates?

What do you know about vaccine preventable diseases?

There are discussions regarding vaccine safety. What do you think?

Did you have your children vaccinated? If no, what are the reasons for not choosing
vaccination? (The researcher plans the next question as per the response from the
participant to understand the factors that hinders the vaccination process- by asking the
parent to elaborate the reason)

Do you have an idea about when the immunization is usually administered to the
children, at what age? (According to the response of the parent) If yes, how old was
your child when you started vaccinating. How do you think it is done?

Have you been vaccinated yourselves? Is yes, continue with next question.

If not, then the reasons are asked and is compared with the reason they told for no
vaccinating their children. (opinion about their parents, spouse and friends regarding
immunization)

Have you experienced a situation, when you went to a clinic for vaccination but was
sent home due to lack of vaccine or some other reasons (accessibility, waiting time, and
lack of availability of vaccines)? If yes? Can you elaborate the situation?

Would you like to let your child get vaccinated within a school -based immunization

programme? If yes, can you share your experience? If no, why?
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11.

12.

13.

Did the health care-center professionals inform you in prior regarding the vaccination
clinics? Do you get any notification or message alerts on your phone as a reminder to
attend the vaccination clinic?

Whom do you trust the most — the public health services or private health services, with
regard to provision of vaccination? Kindly elaborate why you trust ______ the most.
What are your suggestions for improving the immunization system? (the researcher
explains the question to the participant to make it clear, if not understood) Can you
please list the problems you usually face when attending the immunization clinics? Can
you please elaborate that situation? (This question is optional-asked according to the

response of the participants regarding vaccination)

st st sfe sfe sfe s sfe s sfe sk sk sk sk sk stk sk ste st st sfe sk sfe sk sk s sk sk sk sk sk sk stk sk st ste st st sk sk sk sk sk sk sk sk sk sk sk stk st st st st sk sk sk sk skoskoskokoskoskokok

Thank you for spending your valuable time for this interview. Once again, I assure you

that all the information collected will be confidential.

Interview guide — main study (Malayalam Version)

@RE 160 HONW - (aIWIM aloMo

M1 o-BRELo 21)0)EO O @

lnd 1@ 22020 1IN UD (Cal®)

NEQUADHM: 60IM ... BIEMWIWI@ f)Ma0 M@ 18§06 dMo. af)MOO alrLE I@es

@AW emM enniles M. «fMOO GRAIMVIM TVMBAWMOD LI &BOD @YEEIM

medsud ald S 8@y GREIDEI0 MSOmIM 6mO0d M1e@regIs AIMY GRO W lean)mMmmoIw]

M 168B0d H@@M,. MEBRUD BOD UY] Gald®W ] af)M) (wI@]eflaeym),.

aldEM: GRO® / e

(@RENM)" MSBMo MSO)E-®I0EME: @3) el 1@,

NEQUAD: o)D) B0) HOTINOO aldhda] M. BANW] GrOlayes

HSMYGaIDNRHWYo M16BBE0S MIATalDd o af)omM GROIWIENH™o ©21Q . eND
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Interview guide — main study (Tamil Version)
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Interview guide — main study (Kannada Version)

TVoTBER SorieBE - Bway BFOLI

RogdaeN &,odbo B030db:

e3¢0l BpeRdBD) (BID),

RBoTeeRS: TR ..., LRI I VR 3 BZHT, BT 3TeR. I deeasad yereen Ferb @t woddes.
SR BeSad 2Feedabe) Jed) 3T BZT w8 ey BeeNQed 20D TR D BewBes, BoBBERI0T,
JBJe TR A, Ot WDBES. ey BT Swewd BeNRED D0 oD,

DeRB: BT / A

(‘0D S033 BoDSOTI)

DBoZeers: S3R,00r 533 F3ohRY TP BeodFeS. Babew, ¥BT Bweed Eeed D) A, BTG, STt
893 85 BoBBEITBY For})BAT Srod3ady MPBENDBE 20T TR AR VST e Be.

8 FoBBFITY D, WS RDIBDRY, ,e803559,N B es8rw.

A, Frodd It @oere Twee)EeNE. BEOT, ey IR Bews wotse Brobd b, B ABRYRITD. I,
VoDIBI, Tz B Tod B edex’ TBaRET* ©FY WYTWDMTL? WodTeIeB, edegdd DHTOZI
3,MveNDBS DE) Tord TR s’ e D) cdeesSdbor SOB Peearrieod 0BT TeBDrHST.
Qe e WY WA FRYHFT, Beven S3eaNd, 23OR Tod 838 B3NV, SrTHBPY BT

VoTReBB: oD DB, wATTODY, Lrwase?
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11.4 Interview guide -pilot study
Self -introduction in brief:
Dear parent(name),

Researcher: [ am ..., doing my higher education in Oslo. I came here as a part of my project. |
hope you went through the letter which you got on my last visit which informs you that I come

to you to conduct an interview. Hope you have gone through the letter.
Parent : Yes/Nol
(If “yes” then continuing) If not,

Researcher: I have a copy of the letter with me. Kindly go through it and let me know your

interest. [ assure you that all the information collected during this interview will be confidential.
Thank you for accepting your participation in this interview.

Your information is very valuable to me. Therefore, I don’t want to miss a single information
that you tell me. Can I use this tape recorder to record our conversation? Don’t worry, the tapes
will be safe hands and I would lock it rather and will be destroyed after the report from the

project is finished. If you don’t agree with using a tape, feel free to tell, I can take notes instead.
Researcher: Shall I read the consent form again?
Parent : Yes/No

Can I have your signature please on the consent form to make sure that are willing to participate

in this interview?

Questions

Introduction: Can you present your family? (how many members in the family, nuclear/
extended family? If extended family- the members, breadwinner of the family, living with

husband or single mother or husband working abroad)
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How many children and how old are they? (Boys and/or girls?)

Focusing questions:

1.

10.

11.

12.

13.

14.

Have you heard about vaccination? If yes, can you start by telling what you think first
about the childhood vaccination programme? /If No, the researcher gives certain hints
regarding vaccination)

Have you heard about any awareness programmes regarding vaccination? If yes, have
you participated? Was it beneficial? /If not , Why (reasons)

Do you use television or smart phones where you have access to internet facilities to
access more information about the vaccination?

What do you know about vaccine preventable diseases?

There are discussions regarding vaccine safety. What do you think?

Did you have your children vaccinated? If no, what are the reasons for not choosing
3ewsvaccination? If yes, how old was your child when you started vaccinating. How do
you think it is done?

Does it vary with gender? For example, may be one of the gender is prioritized for
getting vaccinated?

Have you been vaccinated yourselves? Is yes, continue with next question.

If not, Why?

Do your parents and friends support the immunization programme?

Is there any religious or cultural reason for you may deny vaccination? If yes, what is
the reason?

Would you like to let your child get vaccinated within a school -based immunization
programme? If yes, can you share your experience? If no, why?

Does the health care-center professionals inform you in prior regarding the vaccination
clinics?

Whom do you trust the most — the public health services or private health services, with
regard to provision of vaccination? Kindly elaborate why you trust ______ the most.
Have you ever experienced a situation where your trust in the government’s vaccination

program diminished? If yes, can you describe the situation?
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15. Have you experienced a situation, when you went to a clinic for vaccination but was
sent home due to lack of vaccine or some other reasons (accessibility, waiting time, lack

of availability of vaccines)? If yes? Can you elaborate the situation?

s sfe sk st sfe she e sfe sfe sk st sfe sk e sfe she sk sfe sfe sk sie sfe she sk sfe sfe sk sfe sfe sfe e sfe sfe sk st sfe sk ke sfe she sk sfe sfe sk sie s she sk sfe sfe sk sfe sfe s sk sfe sfeoske st sfeoskesie sfe sk st seskok

Thank you for spending your valuable time for this interview. Once again I assure you

that all the information collected will be confidential.
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11.6 NSD Approval Form

OSLO METROPOLITAN UNIVERSITY
STORBYUNIVERSITETET

98



Einar @verbye
Pilestredet 35
0130 OSLO

Var dato: 21.02.2018 Var ref: 58528 /3 /STM Deres dato: Deres ref:

Tilrddning fra NSD Personvernombudet for forskning § 7-27

Personvernombudet for forskning viser til meldeskjema mottatt 19.01.2018 for prosjektet:

58528 Perception of the Indian mothers regarding immunization and their
implementation, identifying the factors that hinder the immunization
programme, measures that should be undertaken to improve the
implementation of the programme.

Behandlingsansvarlig Hagskolen i Oslo og Akershus, ved institusjonens gverste leder

Daglig ansvarlig Einar @Dverbye
Student Thejes Thankam Thomas
Vurdering

Etter gjennomgang av opplysningene i meldeskjemaet og gvrig dokumentasjon finner vi at prosjektet er
unntatt konsesjonsplikt og at personopplysningene som blir samlet inn i dette prosjektet er regulert av §
7-27 i personopplysningsforskriften. Pa den neste siden er var vurdering av prosjektopplegget slik det er
meldt til oss. Du kan na ga i gang med & behandle personopplysninger.

Vilkar for var anbefaling

Var anbefaling forutsetter at du gjennomfarer prosjektet i trad med:
=opplysningene gitt i meldeskjemaet og gvrig dokumentasjon

evar prosjektvurdering, se side 2

=eventuell korrespondanse med 0ss

Meld fra hvis du gjer vesentlige endringer i prosjektet
Dersom prosjektet endrer seg, kan det vaere ngdvendig & sende inn endringsmelding. Pa vare nettsider
finner du svar pa hvilke endringer du ma melde, samt endringsskjema.

Opplysninger om prosjektet blir lagt ut pa vare nettsider og i Meldingsarkivet
Vi har lagt ut opplysninger om prosjektet pa nettsidene vare. Alle vare institusjoner har ogsa tilgang til
egne prosjekter i Meldingsarkivet.

Vi tar kontakt om status for behandling av personopplysninger ved prosjektslutt
Ved prosjektslutt 01.01.2019 vil vi ta kontakt for a avklare status for behandlingen av
personopplysninger.

Dokumentet er elektronisk produsert og godkjent ved NSDs rutiner for elektronisk godkjenning.

NSD — Norsk senter for forskningsdata AS ~ Harald Harfagres gate 29 Tel: 997-55 58 21 17 nsd@nsd.no Org.nr. 985 321 884
NSD — Norwegian Centre for Research Data NO-5007 Bergen, NORWAY  Faks: +47-55 58 96 50 www.nsd.no


http://www.nsd.uib.no/personvernombud/meld_prosjekt/meld_endringer.html
http://www.nsd.uib.no/personvernombud/ledelse_administrasjon/index.html

Se vare nettsider eller ta kontakt dersom du har spgrsmal. Vi gnsker lykke til med prosjektet!

Vennlig hilsen

Dag Kiberg
Siri Tenden Myklebust

Kontaktperson: Siri Tenden Myklebust tIf: 55 58 22 68 / Siri.Myklebust@nsd.no

Vedlegg: Prosjektvurdering
Kopi: Thejes Thankam Thomas, thejesbibul2@gmail.com

100


mailto:Siri.Myklebust@nsd.no
mailto:thejesbibu12@gmail.com

Per sonver nombudet for forskning (ﬁ)

Progektvurdering - Kommentar

Progjektnr: 58528

PURPOSE/RESEARCH QUESTIONS

*How is the implementation of immunization programme perceived by the Indian woman, by selecting a
particular state in India, Kerala?

*What is the present full immunization coverage in Kerala, India?

el dentify the factors that hinder the immunization process?

*What are the methods to be adopted to improve the vaccination coverage?

SAMPLE AND RECRUITMENT

The sample consists of parents of children of age less than 5 years. The community health centre in the area will
assist in recruiting participants. The Data Protection Official presupposes that the recruitment processisdonein
away that fulfils the requirement of voluntarily participation and confidentiality.

INFORMATION AND CONSENT

According to your notification form the sample will receive written and oral information and will give their
consent to participate. The information letter we have received is well formulated, but you must also include
your supervisors contact information.

SENSITIVE INFORMATION
It isindicated that you intend to process sensitive persona data about ethnic origin or
political/philosophical/religious beliefs and health.

INFORMATION SECURITY
The Data Protection Official presupposes that you will process all data according to the Hagskoleni Oslo og
Akershus internal guidelines/routines for information security.

END OF PROJECT

The estimated end date of the project is 01.01.2019. According to your notification form and information letter
you intend to anonymise the collected data by this date. Making the data anonymous entails processing it in
such away that no individuals can be identified. Thisis done by:

- deleting all direct personal data (such as names/lists of reference numbers)

- deleting/rewriting indirectly identifiable personal data (i.e. an identifying combination of background
variables, such as residence/work place, age and gender)

- deleting digital audio files
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