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Abstract
Childhood immunisation is among the most effective public health interventions, yet uptake has declined across the United Kingdom (UK). Understanding how parents and carers navigate vaccination decisions is therefore critical, particularly in local contexts where inequalities and structural barriers shape access. This study explored parents’ and carers’ perceptions of childhood immunisation and examined the barriers and facilitators influencing uptake in Bath and North East Somerset (B&NES), Swindon, and Wiltshire. Semi-structured interviews were conducted with parents and carers of children under 18, recruited through Healthwatch B&NES and local networks. Interviews were held online or in person and analysed using reflexive thematic analysis within a contextualist framework. Four interrelated themes were identified: trust and authority, which encompassed the role of healthcare professionals, confidence in institutions, and cultural expectations; parenting and morality, which reflected how vaccination was tied to parental identity, responsibility, and notions of good care; risk and uncertainty, which highlighted the influence of conflicting information, perceived side effects, and moral trade-offs; and structure of access, which emphasised barriers such as appointment availability, communication systems, and service organisation. Collectively, the findings demonstrate that vaccine decisions are not a simple binary of acceptance or refusal, but instead conditional, relational, and embedded in broader moral and structural contexts. This study contributes to the existing literature by demonstrating how vaccine hesitancy is often a response to systemic exclusion rather than an individual deficit. It concludes that locally informed strategies, which foster trust, mitigate uncertainty, and address structural inequities, are crucial to enhancing uptake.
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[bookmark: _Toc207241165]Introduction
[bookmark: _Toc207241166]1.1 Background and context: The public health significance of childhood vaccination 
Vaccination is widely regarded as one of the most effective and affordable public health measures, second only to clean drinking water (World Health Organization [WHO], 2023). Each year, it prevents millions of deaths and substantially reduces the global burden of infectious disease (Mallory et al., 2018). Childhood immunisation programmes play a central role in this impact, protecting children from illnesses such as measles, polio, and pertussis, while also providing indirect community protection through herd immunity (Sáfadi, 2023; NHS, 2023). In the UK, vaccines are offered from eight weeks of age through adolescence, covering conditions such as diphtheria, meningitis, human papillomavirus (HPV), and influenza (UK Health Security Agency [UKHSA], 2024), making the programme one of the most comprehensive against infectious diseases.
Despite this long-standing success, the uptake of several routine childhood vaccinations has declined in recent years (Maltezou et al., 2022). Coverage for the first dose of the measles, mumps, and rubella (MMR) vaccine at age three in England fell to 84.5% in 2023/24, the lowest since 2010/11 and well below the WHO’s 95% threshold for herd immunity (UKHSA, 2023). This decline is concerning for two reasons: it has contributed to recent measles outbreaks in the UK, and it reflects wider structural and social barriers that shape families’ access to vaccination (Jary et al., 2025; Tsimtsiou et al., 2021).
Vaccine uptake is also unevenly distributed across the population, with a consistent social gradient whereby children in socioeconomically deprived areas are less likely to be fully immunised than those in more affluent communities (Hungerford et al., 2016; Sacre et al., 2023).In disadvantaged settings, limited access to healthcare, low health literacy, and competing demands reduce the opportunities to attend appointments and erode trust in providers (Sacre et al., 2023). Hammershaimb et al. (2022) argue that these patterns are best understood as the result of contextual and structural barriers embedded in everyday life, rather than evidence of ideological opposition to vaccination.
Childhood vaccination, therefore, represents a particularly sensitive health behaviour. Unlike adult vaccination, which is primarily an individual choice, childhood immunisation requires parents and carers to act as proxy decision-makers (Brown et al., 2010; Forster et al., 2017). This responsibility carries moral and emotional weight, as parents must balance their children’s immediate well-being with wider social expectations (Böhm et al., 2016). Understanding how parents navigate these decisions is essential for developing interventions that are both effective and equitable.
[bookmark: _Toc207241167]1.2 Barriers and facilitators in the literature
Research consistently shows that parents’ and carers’ vaccination decisions are shaped by wider social and structural circumstances, rather than being made in isolation (Sacre et al., 2023; Obohwemu et al., 2022; Lafnitzegger & Gaviria-Agudelo, 2022). A complex interplay of structural, informational, and social factors, alongside levels of trust in health services, shapes these decisions (Crescitelli et al., 2020). Recent studies suggest that declining uptake is more often the result of contextual obstacles than deliberate refusal (Crawshaw et al.,2022; Hammershaimb et al., 2022). The following subsections outline four domains that the literature consistently highlights as shaping vaccine uptake.
[bookmark: _Toc207241168]1.2.1 Structural and practical barriers in literature 
Accessibility is consistently identified as one of the strongest predictors of childhood vaccine uptake (Crocker-Buque et al., 2017). In socioeconomically deprived areas, parents often encounter barriers such as inconvenient clinic hours, transport difficulties, and competing childcare or work demands (Paterson et al., 2016; Chiem et al., 2022). When these barriers intersect, families are disproportionately likely to have incomplete immunisation schedules (Sacre et al., 2023).
Lower uptake in disadvantaged contexts should not be equated with parental opposition. Crawshaw et al. (2022) show that missed appointments are often linked to rigid scheduling and service pressures. Similar findings from other studies highlight that systemic barriers, rather than outright refusal, frequently account for under-vaccination (Galagali et al., 2022; Richman et al., 2025). Service-level communication can compound these problems. Unclear appointment letters, limited reminder systems, and difficulties in rescheduling not only heighten inequalities but also shape parents’ perceptions of how responsive services are (Letley et al., 2018). Structural barriers are therefore both logistical and relational, influencing not only practical access but also the trust that parents place in providers (Cavit & Charania, 2023).
[bookmark: _Toc207241169]1.2.2 Informational challenges and trust in the literature 
The clarity, consistency, and perceived trustworthiness of information have a strong influence on parental vaccination decisions (Neely et al., 2022). Healthcare professionals, particularly GPs, nurses, and health visitors, remain the most trusted sources of information (Paterson et al., 2016). However, parents frequently report frustration when communication is inconsistent, overly technical, or dismissive of their concerns (Crescitelli et al., 2020).
These challenges intensified during the COVID-19 pandemic, when shifting guidance and extensive media coverage fueled confusion and long-lasting scepticism towards official messages (Zimmerman et al., 2023). Building trust requires not only factual accuracy but also clear and transparent communication, as well as evidence that healthcare services are responsive to parental concerns (Ozawa et al., 2016).
Beyond professional advice, the growing availability of online information has reshaped how parents approach vaccination decisions (Ashfield & Donelle, 2020). Parents are now increasingly arriving at consultations having researched vaccines in advance, at times perceiving themselves to be as informed as professionals (Leask et al., 2021). Although this access can be empowering, it also heightens exposure to misinformation. Enders et al. (2022) reported that beliefs in conspiracy theories and misinformation were closely associated with COVID-19 vaccine hesitancy. They further argue that such beliefs often stem from deeper psychological and political predispositions, rather than acting as direct causes of hesitancy. This indicates that increasing information alone is insufficient; strengthening credibility, authority, and relational trust is essential (Betsch et al., 2015).
[bookmark: _Toc207241170]1.2.3 Social and cultural influences in the literature
Parental vaccination decisions are also shaped by the social and cultural contexts in which parents are embedded (Dubé et al., 2018; Siu et al., 2019). Community norms are particularly influential, with peers, relatives, and broader networks shaping how parents perceive their responsibilities (Khalil et al., 2025). For some families, vaccination is treated as a routine duty aligned with cultural expectations. Brown et al. (2010), for example, found that resettled families often assumed immunisation was compulsory, reflecting experiences in countries with mandated programmes. However, social influence can also create barriers. Böhm et al. (2016) found that stigma and peer pressure discouraged open discussion, illustrating how norms can both enable and constrain decision-making. Cultural background plays a significant role in how information is received and perceived (Cho, 2014). Parents from minority ethnic groups, for instance, may encounter language barriers, culturally insensitive communication, or a legacy of mistrust toward institutions (Forster et al., 2017). Such barriers can erode confidence in vaccination services, even among parents who are otherwise motivated to vaccinate their children (Robinson et al., 2022).
[bookmark: _Toc207241171]1.2.4 Facilitators of uptake in the literature
Alongside barriers, research has also identified factors that facilitate vaccine uptake, with trust in healthcare professionals emerging as one of the strongest (Razai et al., 2024). Parents who feel listened to and respected by GPs, nurses, or health visitors report greater confidence in their vaccination decisions (Eller et al., 2019). While this highlights trust as a pivotal facilitator, it also exposes a major weakness in current approaches, as trust is fragile and easily undermined by interactions perceived as rushed, dismissive, or overly authoritative (Harrington et al.,2021). In such cases, trust functions less as a facilitator and more as a barrier, reinforcing hesitancy rather than reducing it. This shows that building vaccine confidence cannot be reduced to information provision alone; it requires sustained, respectful relationships where parents feel heard, valued, and reassured. Interventions that fail to recognise this relational dimension risk overlooking one of the most powerful determinants of vaccine uptake.
Furthermore, research also shows that culturally tailored communication is more effective than information alone, as interventions that recognise parents’ values, emotions, and cultural contexts foster trust and create conditions for sustained vaccine uptake (Crescitelli et al., 2020). In parallel, practical service adaptations, such as flexible appointment systems, reminder texts, and community outreach initiatives, have been shown to reduce missed appointments and improve uptake, particularly in areas of deprivation (Paterson et al., 2016; Albers et al., 2022). These measures highlight that under-vaccination often reflects logistical barriers and demonstrate how service design can play a crucial role in improving coverage.



[bookmark: _Toc207241172]1.3 Theoretical Perspectives on Vaccine Decision-Making
Several psychological theories have been applied to explain why parents choose to vaccinate or delay childhood immunisations (Rosenstock, 1974; Ajzen, 1991; Brewer et al., 2017). These models emphasise different dimensions of decision-making, including how parents weigh risks and benefits, and how social norms or structural barriers shape behaviour (Barattucci, 2022). In this study, these theories are not applied as coding frameworks but rather provide a conceptual backdrop for interpreting the influences on parental vaccination decisions.
The Health Belief Model (HBM) has been widely applied to vaccination, emphasising perceived susceptibility and severity of illness, perceived benefits, and barriers such as concerns about side effects or access difficulties (Rosenstock, 1974; Janz & Becker, 1984). Research indicates that while perceived benefits encourage uptake, practical or structural barriers can act as strong deterrents, particularly when combined with institutional mistrust (Brewer et al., 2017).
The Theory of Planned Behaviour (TPB) (Ajzen, 1991) extends this perspective, emphasising the influence of attitudes, subjective norms, and perceived behavioural control on intentions. In the context of vaccination, decisions often reflect both personal beliefs and the expectations of peers, family, and cultural groups. Moreover, confidence in navigating health systems influences whether intentions are successfully translated into action (Make & Lauver, 2022).
More recent contextual theories emphasise that vaccine decisions are embedded in social, cultural, and relational contexts, rather than being based solely on rational calculations (Betsch et al., 2015). These perspectives emphasise that emotional, historical, and systemic factors intersect with individual beliefs, making parental decision-making more dynamic than early models suggested. 
[bookmark: _Toc207241173]1.4 Rationale and Relevance
Declining childhood vaccination rates are well-documented at the national level (Kasstan-Dabush et al., 2025). However, the existing literature remains broad in scope and rarely explores how these patterns unfold locally (Sethi et al., 2021). Understanding uptake in specific areas is crucial, as local circumstances such as disparities in service accessibility and community characteristics can shape both barriers and facilitators.
B&NES, Swindon, and Wiltshire provide a particularly valuable context for such research, as they combine areas of relative affluence with pockets of deprivation, resulting in marked differences in health outcomes across communities (Bath and North East Somerset, Swindon and Wiltshire Integrated Care System, 2022). This diversity reflects broader national inequalities, making the region a valuable setting for examining how local factors influence parental decision-making. The study also aligns with NHS and Healthwatch priorities, which emphasise the importance of identifying barriers at the community level and developing targeted, evidence-based interventions (Healthwatch England, 2023; NHS England, 2023). By situating parental and carer experiences within this local landscape, the research aims to generate insights that are both regionally grounded and nationally relevant. This focus also aligns with the NHS Vaccination Strategy (NHS England, 2023), which prioritises reducing inequalities in routine immunisation, and with Healthwatch (Bath and North East Somerset, Swindon and Wiltshire (BSW))’s commitment to amplifying community voices to identify local barriers to vaccine uptake. 
[bookmark: _Toc207241174]1.5 Literature Gap
Parents and carers are the primary decision-makers for childhood vaccination, and their lived experiences ultimately determine whether a child is vaccinated. Despite this central role, much of the existing evidence on vaccine hesitancy relies on large-scale quantitative surveys, which can map broad trends but reveal little about the everyday reasoning processes that shape parents’ and carers’ decisions (Crescitelli et al., 2020). As a result, vaccination behaviour is often portrayed in simple terms of either “acceptance” or “refusal,” leaving little space to recognise the hesitant, uncertain, or conditional positions many families hold. Where qualitative research does exist, it has tended to focus on high-profile vaccines such as MMR or HPV (Brown et al., 2010; Paterson et al., 2016). Far less attention has been paid to the wider routine immunisation schedule or to the day-to-day ways in which parents and carers navigate conflicting advice, logistical barriers, and cultural expectations. A further limitation is the relative absence of carers’ perspectives in the literature, despite their critical role in many children’s health decisions. Finally, while national inequalities in uptake are well-documented, there is a lack of qualitative work examining how these disparities are experienced in specific local contexts. This study, therefore, focuses on parents and carers in B&NES, Swindon, and Wiltshire, a region that combines areas of relative affluence with pockets of deprivation, making it a valuable setting in which to explore how broader patterns of vaccine hesitancy are experienced at the local level.
[bookmark: _Toc207241175]1.6 Aims and research question
This study aims to explore the perspectives of parents and carers on childhood vaccination in B&NES, Swindon, and Wiltshire. Specifically, it examines how they understand and experience the structural, informational, and social influences that shape vaccine uptake, using reflexive thematic analysis within a contextualist framework.
[bookmark: _Toc207241176]1.6.1 Research Question
How do parents and carers in B&NES, Swindon, and Wiltshire perceive the influences that shape their decisions about routine childhood vaccination?
[bookmark: _Toc207241177]Methods
[bookmark: _Toc207241178]2.1. Study Design 
This study employed a qualitative design to investigate barriers and facilitators influencing vaccine uptake among parents and carers of children under 18 in B&NES, Swindon, and Wiltshire. A qualitative approach was chosen because it allows for detailed exploration of the social and cultural contexts that shape complex health behaviours, such as vaccination, which are often not captured in quantitative surveys (Green & Thorogood, 2018; Silverman, 2021). Semi-structured interviews were chosen as they balanced structure with flexibility, allowing exploration of parents’ and carers’ lived experiences in depth. 
[bookmark: _Toc207241179]2.2 Ontology and Epistemology
The study was guided by a critical realist ontology, which holds that reality exists independently of people but that our understanding of it is shaped by culture, language, and social context (Maxwell, 2022). From an epistemological perspective, a contextualist stance was adopted, which recognises that knowledge is situated and influenced by how people make sense of their experiences (Braun & Clarke, 2021). Bringing these positions together allowed the research to acknowledge that vaccination behaviours are influenced by structural conditions, while also valuing the subjective accounts through which parents and carers made sense of those conditions. This approach was well-suited to the study of vaccine decision-making, as it reflected both the personal accounts of parents and the broader structural and cultural factors that influenced their choices.



[bookmark: _Toc207241180]2.3 Participants
Parents and carers were eligible if they spoke English, had at least one child under 18, and lived in B&NES, Swindon, or Wiltshire. Their perspectives were critical because, although they are the ultimate decision-makers, carers’ voices remain underrepresented in vaccine research, which often emphasises surveys or clinical perspectives (Tankwanchi et al., 2021). Including these accounts ensured that the study captured insights directly from those responsible for making vaccination decisions in everyday contexts. Non-English speakers were excluded, as interviews were conducted in English and no translation resources were available. 
The study aimed to recruit 8–12 participants, in line with recommendations for qualitative research where the focus is on depth and richness rather than statistical generalisability (Guest et al., 2006). A total of 10 parents and carers participated. The group included participants from resettled families, providing valuable insights from communities that are often underrepresented in vaccine research (Tankwanchi et al., 2021). The final sample was deemed sufficient based on information power, which emphasises the quality and relevance of data over absolute numbers (Malterud et al., 2016).
[bookmark: _Toc207241181]2.4 Recruitment
Recruitment was supported by Healthwatch B&NES, Swindon, and Wiltshire, who circulated a digital poster (see Appendix A) through their community networks. Parents and carers who wanted to take part contacted the researcher directly via the email address provided on the poster.
Convenience and snowball sampling were used to broaden the reach and include diverse perspectives. While this approach does not provide representativeness, it is widely used in exploratory qualitative research and was appropriate for the aims of this study (Naderifar & Ghalialie, 2017). 
[bookmark: _Toc207241182]2.5 Procedure
The research process was designed to be accessible and participant-friendly. After contacting the researcher, potential participants were sent an information sheet (see Appendix B) outlining the study’s aims, what participation would involve, and how their data would be used. Written informed consent was obtained electronically via QuestionPro (2024): participants received a secure link via email and confirmed their consent by entering their initials before proceeding.
Interviews were then conducted either in person or online via Microsoft Teams (Microsoft Corporation, 2024), depending on participant preference, and were arranged at a time that suited them. Each interview lasted between 40 and 60 minutes. To build rapport, interviews began with broad, open-ended questions before moving on to the main discussion topics. This approach gave participants the opportunity to introduce their own priorities while ensuring that key areas relevant to vaccine decision-making were addressed.
[bookmark: _Toc207241183]2.6 Data Collection
Semi-structured interviews ensured some consistency across interviews while still giving participants the freedom to emphasise what mattered most to them (Kallio et al., 2016). Interviews were audio-recorded with consent and transcribed verbatim, with identifying details removed to protect anonymity.
The interview guide (see Appendix C) was developed by the researcher and informed by existing literature on vaccine hesitancy and parental decision-making (Brown et al., 2010; Paterson et al., 2016; Olson et al., 2020). Questions covered access to vaccines, trust in healthcare providers, sources of external pressures, and both practical and emotional barriers. The guide was piloted with two colleagues to check for clarity and flow, leading to minor changes such as simplifying the wording of some questions and reordering them to build rapport before moving to more sensitive areas.
[bookmark: _Toc207241184]2.7 Data Analysis
Interview transcripts were analysed using Reflexive Thematic Analysis (RTA; Braun & Clarke, 2019). RTA was chosen over more structured approaches, such as framework or content analysis, because it acknowledges researcher subjectivity as an analytic resource rather than a bias to be eliminated. This made it particularly well-suited to exploring the relational and cultural meanings within parents’ accounts of vaccination, where interpretation and Reflexivity were central to generating insight.
Analysis followed Braun and Clarke’s six phases: familiarisation with the data, generating codes, identifying themes, reviewing themes, defining and naming them, and writing up (Braun & Clarke, 2006) (see Appendix D). NVivo 14 (QSR International, 2023) was used to organise and manage the data. However, all analytic decisions were made by the researcher, consistent with RTA’s emphasis on Reflexivity and the co-construction of themes (Braun & Clarke, 2021).
[bookmark: _Toc207241185]2.8 Ethics
Ethical approval was obtained from the University of Bath Psychology Research Ethics Committee (Ref: 10911-13161) (see Appendix E). Participation was voluntary, and participants could withdraw at any time before transcripts were anonymised. Once anonymisation was complete, withdrawal was no longer possible, as individual contributions could not be identified. Measures were in place to safeguard well-being. A distress protocol was followed if a participant became upset, allowing them to pause or withdraw from the activity. Debrief sheets were provided after the interviews, detailing NHS and local support services.
All data were managed in line with GDPR and the University of Bath data protection requirements. Transcripts were stored securely on an encrypted, password-protected server, accessible only to the researcher. Audio recordings were deleted once they had been transcribed and checked for accuracy.
[bookmark: _Toc207241186]2.9 Reflexivity
The researcher’s position inevitably influenced the way data were collected. Working with Healthwatch made it easier to reach parents and carers, helping to build trust. However, it also meant that families already engaged with community organisations were more likely to come forward. As a health psychology student, the researcher’s own interest in vaccine decision-making may have shaped how questions were asked and the way prompts were used in interviews. Reflexive notes were kept to acknowledge these dynamics and reflect on how assumptions or expectations might have influenced the flow of conversation and the type of information participants shared (Berger, 2015).
[bookmark: _Toc207241187]2.9.1 Reflexivity during coding and analysis
The researcher’s experiences and perspectives also played a role in the analysis. Personal views about the value of vaccination may have coloured early interpretations of the data. To address this, transcripts were revisited multiple times to ensure that themes were grounded in participants’ accounts rather than the researcher's assumptions. A reflexive journal was used to document these reflections; this helped maintain a critically aware approach and strengthened the transparency and trustworthiness of the findings (Finlay, 2002; Nowell et al., 2017).
[bookmark: _Toc207241188]Results
The analysis generated four interlinked themes that traced how parents and carers described their vaccination decision-making, with each theme reflecting a stage in this process. In keeping with reflexive thematic analysis, these themes are not presented as objective categories but as interpretive stories, co-constructed through participants’ accounts and the researcher’s analytic lens. They are presented in the order most often described in participants’ narratives: (1) Trust and authority, (2) Parenting and morality, (3) Risk and uncertainty, and (4) Structure of access (see Appendix F). 
[bookmark: _Toc207241189]3.1 Theme 1: Trust and authority 
A parent's decision on whether to vaccinate began with questions of trust. Some parents viewed healthcare professionals and institutions as anchors of stability. Others felt that the changing and sometimes conflicting advice eroded their trust, leading them to turn to peers, family networks, or their own lived experiences.
[bookmark: _Toc207241190]3.1.1 Subtheme: Confidence in professional and institutional advice
Several participants positioned healthcare professionals and the NHS vaccination schedule as their main guide. For these parents, vaccination felt straightforward, underpinned by trust in doctors and the wider healthcare system..
"If the doctor says a vaccine is needed, I do not question it" (Participant 3)
"I follow the NHS schedule and trust the recommendations from my GP" (Participant 10)
For some parents, this confidence was not only about trusting individual professionals but also reflected deep-rooted cultural expectations. Parents from resettled families described vaccination as compulsory in their countries of origin, which shaped how they approached it in the UK.
“Back home, it was always compulsory, so I never thought of it as a choice.” (Participant 3).
These accounts highlight how previous experiences of state-mandated vaccination created a sense of continuity and unquestioned trust, with vaccines seen less as a decision and more as an expectation.
[bookmark: _Toc207241191]3.1.2 Subtheme: Distrust, mixed messages, and alternative sources of knowledge
In contrast, other parents positioned authority as fragile. For some, the changing nature of governmental guidance during the COVID-19 pandemic made it challenging to know what to believe:
"They kept changing the advice, so how do I know what to believe?"(Participant 1)
"One week the vaccine was safe, the next week they said something else. It made me lose faith"(Participant 7)
For some, distrust extended beyond confusion to outright scepticism about the government’s motives. 
“If they can lie about COVID, how can we trust them on anything else?” (Participant 9)
“Especially after COVID, I feel like the government does not tell us the whole truth. They have their own agenda” (Participant 6)
Faced with this level of uncertainty, several parents turned to peers and lived experience as alternative sources of information. 
"I look at my own children, at how they react, and that tells me more than any NHS leaflet" (Participant 8)
"My family and friends influence me more than politicians. If they say it worked for them, I believe it" (Participant 5). 
Taken together, these accounts demonstrate that trust was neither stable nor universal. While some parents anchored their decisions in the authority of medical professionals, others redirected their trust toward peers, family networks, or personal observations. Authority was therefore actively negotiated rather than taken for granted, underscoring the contested environment in which vaccine decisions were made.
[bookmark: _Toc207241192]3.2 Theme 2: Parenting and Morality
For many parents, vaccination decisions were filtered through both their caregiving role and a broader sense of moral citizenship. Choices about whether to vaccinate were described not only in medical terms but also as moral acts tied to being a ‘good parent’. This fear of judgment created tension, as both acceptance and refusal could be framed as protecting children and fulfilling parental responsibilities. 
[bookmark: _Toc207241193]3.2.1 Subtheme: Vaccination as a moral Duty
Some parents described vaccination as a way of safeguarding not only their child but also contributing to the broader cause of herd immunity. In these accounts, vaccinating was positioned as part of being a responsible parent and citizen. 
"It is about protecting not just my children but everyone else's too" (Participant 10)
"For me, it is common sense. If you can protect your child, you should do it" (Participant 2)
For these parents, vaccines were framed as an ethical obligation tied to community protection. The act of vaccinating was described as aligned with being caring, conscientious, and socially responsible.
These quotes highlight how vaccination was tied to ideas of responsibility, care, and community protection. One parent reflected: 
“I would feel guilty if my child gave something to another child who was more vulnerable.” (Participant 4)
This sense of moral duty was reinforced by the fear of being judged negatively if they did not vaccinate, with several parents acknowledging that non-vaccination might be seen as a failure of responsibility.
[bookmark: _Toc207241194]3.2.2 Subtheme: Refusal as protection from harm
Some parents framed their hesitancy or refusal in equally moral terms, positioning their choice as an act of protection and care.
"I see it as keeping my children safe from something I am not fully convinced about" (Participant 6)
Within this account, doubt about vaccine safety was framed not as neglect but as caution, with refusal positioned as a protective stance. This alternative moral framing was often reinforced by criticism from others; rather than undermining their choices, external judgment strengthened parents’ sense that they were acting in their child’s best interests. 
As one parent put it, “It is not about being careless. It is about being careful in a different way” (Participant 7). 
Another emphasised, “People call you irresponsible, but I think it is the opposite. I am doing what I think is best for my child” (Participant 9).
Taken together, these accounts demonstrate how both vaccination and refusal were portrayed as moral acts, with parents drawing on distinct notions of care and responsibility to define what it meant to be a ‘good parent’.
[bookmark: _Toc207241195]3.3 Theme 3: Risk and Uncertainty
Beyond trust and morality, parents described vaccination as a process of weighing risks in contexts where information felt conflicting or incomplete. Vaccine decisions were rarely framed as simple acceptance or refusal; instead, they were portrayed as ongoing negotiations, balancing the risks of vaccines against the risks of diseases and, for some, the distress caused by children with additional needs.
[bookmark: _Toc207241196]3.3.1 Subtheme: Negotiating risk in a Shifting Information Landscape
Many parents spoke about how changing guidance and competing voices made it difficult to know what to believe. Risk was described not as a fixed calculation but as something constantly reshaped by new reports, media coverage, and community conversations.
"Everyone in my WhatsApp group was saying different things. It made me doubt." (Participant 5)
For some, this uncertainty was most acute when faced with newer vaccines. 
"If it is new, I wait to see the results before I decide." (Participant 6)
Similarly, a few parents contrasted their confidence in older vaccines with their hesitation toward newer ones:
"I was more confident with the older ones. It is the new ones I worry about, because we do not know the long-term." (Participant 9)
These accounts demonstrate how novelty itself was perceived as a risk factor, with newer vaccines seen as uncertain in ways older, more established ones were not.
[bookmark: _Toc207241197]3.3.2 Subtheme: Risk Calculations Grounded in Personal Experience
Other parents grounded their decisions in their health histories or those of their children. Instead of relying only on statistics or public health messaging, they relied on lived experience to judge what felt safe.
"My first child had every vaccine, and then she was diagnosed autistic. That timing makes you think." (Participant 1)
A recurring thread was the temporal connection between vaccination and a child’s diagnosis, which shaped how future risks were interpreted. Parents frequently positioned observation over written materials:
"I see how my children react, and that tells me more than any leaflet." (Participant 8)
For others, past experiences with illness reinforced the importance of vaccination. 
For example: 
"I thought about measles. I had it when I was younger, and it was awful, so I wanted my kids protected." (Participant 4)
These accounts illustrate how risk was not a fixed calculation but an ongoing negotiation, sometimes reinforcing confidence in vaccination and at other times deepening doubt.
[bookmark: _Toc207241198]3.4 Theme 4: Structure of Access
For many parents, the decision to vaccinate was shaped not only by beliefs or moral reasoning but also by the practicalities of navigating healthcare systems. Barriers such as overstretched booking lines, inconvenient clinic hours, and environments unsuitable for children with special needs made access a central consideration in the decision-making process. In this way, hesitancy was not always a matter of choice but sometimes a reflection of structural exclusion.
[bookmark: _Toc207241199]3.4.1 Subtheme: Practical Barriers and System Frustrations
Several parents described logistical challenges that made vaccination unnecessarily difficult. Long phone queues, limited appointment availability, and inflexible clinic schedules were highlighted as key obstacles.
"The phone was always busy. Every day at eight o'clock I tried, and still no appointment." (Participant 6)
"It is not that I do not want the vaccine, it is just too complicated to get it." (Participant 1)
Others spoke about repeated attempts to book, which left them feeling defeated: 
“I rang and rang, and by the time I got through, the appointments were gone. After a while, you just give up.” (Participant 7)
In contrast, some parents reported easy access, describing an experience that was straightforward and problem-free.
“I just booked online, and it was all fine. We went in, no problems at all.” (Participant 10)
This contrast underscores how the same health system could feel seamless for some and exhausting for others. These accounts illustrate how access can feel seamless for some but burdensome for others, depending on individual circumstances, location, and the responsiveness of the system.
[bookmark: _Toc207241200]3.4.2 Subtheme: Exclusionary Environments and Unequal Access
For parents of children with additional needs, access was shaped as much by the clinical environment as by the booking process. Overstimulating waiting rooms, rigid protocols, and a lack of tailored provision created significant barriers.
"For autistic children, those clinics are a nightmare. The lights, the noise, the waiting. It just puts you off." (Participant 3)
"I wanted to go, but with my son's needs, the setup was not suitable. It felt like they did not think of families like ours." (Participant 7)
For others, the rigid protocols and lengthy wait times made vaccination a stressful experience. 
“We were waiting nearly an hour, with all these people crammed in. My child was already upset before we even got seen.”(Participant 2)
These accounts demonstrate that access barriers were not merely neutral inconveniences, but rather structural exclusions, placing disproportionate burdens on families with fewer resources or greater needs. Here, hesitancy was entangled with inequity; missed vaccinations often reflected the system’s limitations rather than parental unwillingness.
[bookmark: _Toc207241201]Discussion
This study explored how parents and carers in B&NES, Swindon, and Wiltshire experienced the barriers and facilitators shaping childhood vaccination uptake. Reflexive thematic analysis generated four interlinked themes: trust and authority, parenting and morality, risk and uncertainty, and the structure of access. Taken together, these themes suggest that vaccination decisions are not binary acts of acceptance or refusal but narrated as ongoing and contingent processes. Parents and carers described decision-making as shaped by institutional authority, moral identity, the negotiation of uncertainty, and the practical realities of accessing healthcare. In this way, vaccine decisions were experienced as conditional, relational, and structurally constrained, rather than reducible to simple categories of acceptance or refusal.
The discussion situates these findings within the context of health psychology research. It considers them alongside theoretical perspectives, such as the Health Belief Model (Rosenstock, 1974), the Theory of Planned Behaviour (Ajzen, 1991), and contextual approaches to vaccine decision-making (Betsch et al., 2015). Through this integration, the discussion shows how the study both supports and extends existing knowledge. It also identifies several original contributions, including the role of time in shaping confidence, the reframing of refusal as a moral act of care, and the significance of clinic design for equitable access.

[bookmark: _Toc207241202]4.1. Trust and authority: Fragile, negotiated, and redirected
Parents in this study often began their vaccine decision-making process with questions about trust. For some, clinicians and the NHS vaccination schedule provided reliable anchors, creating a sense of unquestioned confidence and rendering vaccination straightforward and almost automatic. For them, professional recommendations acted as anchors, making vaccination feel straightforward and almost automatic. This is consistent with evidence that clinicians remain parents’ most credible sources of vaccination guidance (Paterson et al., 2016; Neely et al., 2022). In these cases, trust in professional authority functioned as a facilitator, making vaccination appear straightforward and unproblematic (Forster et al., 2017).
However, other parents described trust as fragile, pointing to the mixed and shifting messages that circulated during the COVID-19 pandemic. Changes in official advice were experienced as inconsistent, which in turn eroded confidence in government guidance (Rafkin et al.,2021). For some, this instability translated into a broader sense of doubt, reinforcing the idea that trust can be easily undermined when institutions fail to communicate clearly and consistently (Cairney & Wellstead, 2021). These findings illustrate not only confusion but also a deeper erosion of confidence, supporting research that pandemic communication failures contributed to long-lasting scepticism (Kempe et al., 2020; Zimmerman et al., 2023). Importantly, participants described scepticism not as ignorance but as a proportionate response to inconsistency, supporting Hammershaimb et al.’s (2022) argument that declines in trust reflect contextual responses to institutional shortcomings.
When trust in official sources was undermined, parents often redirected authority toward peers and their own lived experiences. Some described paying closer attention to how their children responded to vaccines, treating embodied reactions as more trustworthy than official information. Others placed greater weight on the experiences of family and friends, suggesting that personal networks carried more credibility than political or institutional voices. These accounts build on Crescitelli et al. (2020), who identified mistrust in official channels, by showing how parents did not simply disengage but actively reallocated credibility. Rather than being passive recipients of misinformation, they selectively judged which sources felt authoritative and experientially reliable.
Resettled families highlighted how cultural background shaped their orientations to authority. Some described coming from contexts where vaccination was compulsory, which meant they had never considered it as a matter of personal choice. This finding supports Brown et al. (2010), who noted that migrant families often assume vaccination is mandatory, indicating that trust is not uniform but rather situated within prior cultural and policy contexts. For these families, compliance was the default expectation, standing in contrast to others in the study who approached vaccination with greater scepticism or withdrawal of trust.
Theoretically, these findings expose the limits of static health psychology models. The Health Belief Model (Rosenstock, 1974; Janz & Becker, 1984) assumes that professional cues are stable drivers of behaviour, yet the present study shows authority is fluid and continually renegotiated. Similarly, the Theory of Planned Behaviour (Ajzen, 1991) incorporates subjective norms but underestimates how parents actively shift authority away from institutions toward peer or embodied knowledge. Contextualist perspectives (Betsch et al., 2015), which view decision-making as relational, align more closely, but still under-theorise the dynamic reallocation of authority revealed here. The contribution of the current study lies in demonstrating that authority operates not as a fixed cue but as a resource that is actively redistributed, shaped by trust, culture, and institutional consistency.
[bookmark: _Toc207241203]4.2. Parenting and morality: competing claims to responsibility 
Beyond trust, vaccination decisions were consistently framed through a moral lens. Many parents described vaccination as an ethical obligation and a contribution to communal care, emphasising both the protection of their own child and the responsibility to safeguard more vulnerable members of society (Nihlén Fahlquist, 2023). In this sense, vaccination was positioned as a duty of care that extended beyond the family unit, echoing public health framings of herd protection (Sáfadi, 2023; NHS, 2023). 
These accounts align with research showing that parental proxy decision-making carries both moral and emotional weight, as parents negotiate personal responsibility alongside wider social expectations (Forster et al., 2017; Böhm et al., 2016). At the same time, refusal or delay was often framed not as neglect but as a different form of vigilance. Parents described their choices as careful and protective, emphasising that hesitancy could represent an alternative pathway to being a “good parent.” This echoes Böhm et al. (2016), who argue that hesitancy is frequently rooted in responsibility rather than carelessness. In reclaiming moral authority, parents resisted dominant narratives that equate refusal with irresponsibility. This directly challenges deficit-based discourses, which often interpret non-vaccination as a result of ignorance or negligence (Hobson-West, 2007). Instead, refusal was positioned as a parallel form of protection, justified within parents’ own frameworks of care and responsibility.
Ajzen’s (1991) Theory of Planned Behaviour provides a partial explanation for these dynamics, as parents clearly experienced pressure from subjective norms and fear of peer judgement. However, participants also situated themselves within communities, such as online forums and WhatsApp groups, where refusal was normalised and framed as care. This suggests that subjective norms convey not only social pressure but also moral legitimacy, allowing parents to claim “good parent” status even when their choices diverge from mainstream expectations.
Critically, this theme demonstrates that moralisation cuts both ways. Just as vaccination can be framed as responsible care, so too can refusal. This dual framing complicates public health narratives and exposes limitations in traditional models such as HBM and TPB, which do not fully account for how the same behaviour can be justified as moral in opposing directions. Therefore, public health campaigns that seek to moralise vaccination risk reinforcing scepticism by further entrenching parents’ sense of moral responsibility for refusal. Instead, interventions need to acknowledge and respect parents’ moral frames of care, engaging with their values rather than dismissing them as misinformed.
[bookmark: _Toc207241204]4.3. Risk and uncertainty: privileging lived experience
Alongside moral reasoning, parents also described vaccination as a process of negotiating risk. This supports Crescitelli et al. (2020), who emphasise uncertainty as integral to vaccine decision-making, and echoes Leask et al. (2021), who note that parents increasingly see themselves as informed agents rather than passive recipients of advice.
A key contribution of this study is showing how parents prioritised experiential over statistical evidence. Many placed greater weight on observing their own children’s responses to vaccination than on official information (Paul et al., 2022). In contrast, others interpreted the timing of health events in conjunction with immunisation as significant, even in the absence of biomedical evidence. These accounts illustrate how temporal associations structured parental reasoning and gave meaning to perceived risks. This helps explain why factual correction alone often fails: risk perceptions are not solely about informational accuracy but are profoundly shaped by embodied experiences and personal histories (Enders et al., 2022).
Parents also differentiated between long-established vaccines and newer ones with uncertain long-term effects. Confidence was often expressed more strongly in relation to vaccines that had been used for many years, with familiarity equated to safety, while newer vaccines were associated with uncertainty and hesitation (Wong et al.,2025). This suggests that credibility was tied not only to the content of information provided but also to the perceived history of the vaccine itself. In this way, novelty was interpreted as a potential risk, whereas longevity signalled reassurance. This nuance extends the work of Kempe et al. (2020) by showing how perceptions of time and accumulated evidence shaped parents’ evaluations of both credibility and risk.
Theoretically, these findings expose the limitations of traditional models. The Health Belief Model (Rosenstock, 1974; Janz & Becker, 1984) captures perceived susceptibility and barriers; however, it frames risk as a rational calculation and does not account for how lived experiences and temporal judgments influence those perceptions. Similarly, Ajzen’s (1991) Theory of Planned Behaviour highlights attitudes and norms but underplays affective, embodied, and historical reasoning. The accounts presented here instead align more closely with contextualist perspectives (Betsch et al., 2015), which recognise that decisions are embedded in social, cultural, and temporal contexts. This study contributes to the understanding that risk is not simply weighed, but narrated through lived experience and time, requiring theoretical models that account for emotion, embodiment, and history in parental decision-making.
[bookmark: _Toc207241205]4.4. Structure of access: exclusionary design and inequity
Beyond risk perceptions, practical access also emerged as a key factor shaping parents’ and carers’ vaccination decisions. Many described difficulties such as long booking queues, restricted clinic hours, and broader service pressures that made attendance challenging. These barriers reinforced evidence that missed vaccinations often stem from systemic constraints rather than deliberate opposition (Crawshaw et al., 2022; Hammershaimb et al., 2022). Significantly, repeated failed attempts to secure appointments eroded parents’ motivation over time, with disengagement reflecting accumulated frustration with services rather than an active rejection of vaccination (Seiter, 2023).
This study contributes further nuance by showing how the design of vaccination environments acted as an exclusionary barrier. For families with children who had additional needs, noisy and crowded clinics were described as particularly unsuitable, with sensory overload and long waiting times making attendance difficult. These findings complement Letley et al. (2018), who highlighted the role of communication barriers, by demonstrating that the physical environment can be equally decisive in shaping uptake. In this context, hesitancy was not simply an individual choice, but a response to systems that failed to accommodate the diverse needs of families.
Viewed through the COM-B model (Michie et al., 2011), these barriers constrained “opportunity.” However, the experiences described here show that opportunity should be reconceptualised not only as availability but also as inclusivity and usability. A clinic that is technically accessible but practically intolerable for a child with sensory sensitivities does not constitute a genuine opportunity. This refines applications of COM-B by emphasising that equity in vaccination requires attention to design, inclusivity, and the broader usability of services for diverse families.
[bookmark: _Toc207241206]4.5. Implications for practice and policy
The findings of this study suggest several key implications for practice and policy, particularly in relation to trust, communication, service design, inclusivity, and equity. First, rebuilding relational trust requires consistent communication from trusted messengers and transparent acknowledgement of uncertainty (Paterson et al., 2016; Zimmerman et al., 2023). Second, public health communication should avoid deficit-based messaging that portrays hesitant parents as misinformed or irresponsible. Instead, values-based dialogue that acknowledges parents’ moral commitments and their desire to protect their children (Böhm et al., 2016). Changes to service delivery are also needed. Expanding booking systems, extending clinic hours, and strengthening reminder and rescheduling pathways would reduce the frustrations that many parents described (Crawshaw et al., 2022; Letley et al., 2018). In addition, creating sensory-considerate clinics and embedding reasonable adjustments for children with additional needs would directly address the frustrations described by parents in this study (Chiem et al., 2022). Finally, an explicit equity focus is required: monitoring uptake and access metrics disaggregated by deprivation and ethnicity would help identify and address persistent inequalities in coverage (Hungerford et al., 2016; Sacre et al., 2023).
[bookmark: _Toc207241207]4.6. Strengths and limitations
A strength of this study is its qualitative depth, which enables rich, situated accounts that move beyond binary framings of acceptance and refusal, capturing the nuances of parental ambivalence (Crescitelli et al., 2020). Reflexive thematic analysis was particularly well-suited to this aim because it acknowledges the active role of the researcher in constructing meaning, rather than assuming that themes are discovered. (Braun & Clarke, 2019). The partnership with Healthwatch also strengthened the study by embedding recruitment within trusted community networks, which supported access to a more diverse group of participants and reflected recommendations that community-based engagement enhances the relevance and inclusivity of vaccine research (Dubé et al., 2018).
Several limitations must also be recognised. Restricting the sample to English-speaking parents excluded the perspectives of linguistic minorities, who often face distinct informational and structural barriers to vaccination (Anderson & Creanza, 2022). Recruitment through Healthwatch networks, while valuable, may also have introduced self-selection bias, as families already engaged with community organisations were more likely to participate. In addition, the regional focus on B&NES, Swindon, and Wiltshire means findings are shaped by local service contexts, and transferability beyond similar settings may be limited (Lafnitzegger & Gaviria-Agudelo, 2022). Finally, the researcher’s positionality and partnership with Healthwatch may have influenced both the dynamics of data collection and the interpretation of accounts, underlining the importance of reflexivity in qualitative research
[bookmark: _Toc207241208]4.7. Future research
Future research should include families facing language barriers, using interpreters to capture perspectives that are under-represented in the evidence base (Anderson & Creanza, 2022). Given that carers also play a crucial role in childhood health decisions, yet are frequently absent from research, future studies should explore their distinct perspectives (Forster et al., 2017). Building on this study’s finding that clinic environments and booking systems influence uptake, further work should evaluate service design interventions, such as sensory-considerate clinics or flexible scheduling, to establish their impact on equity and engagement (Crawshaw et al.,2022). Finally, longitudinal research would be valuable in examining how parental trust, moral reasoning, and perceptions of risk evolve, particularly in the aftermath of the COVID-19 pandemic when institutional credibility has been contested (Zimmerman et al., 2023).


[bookmark: _Toc207241209]4.8. Conclusion
This study demonstrates that parental vaccine decisions in B&NES, Swindon, and Wiltshire can be understood as narrative journeys shaped by authority, morality, experiential reasoning, and access to services. The findings contribute to existing literature by showing that authority is redistributed when institutional trust falters, that both vaccination and refusal can be framed as moral acts of care, that risk is narrated through lived experience and temporality, and that service environments can act as exclusionary barriers, highlighting that under-vaccination often reflects systemic exclusions rather than deliberate opposition (Hammershaimb et al., 2022). Collectively, these insights highlight the limitations of static behavioural models such as the Health Belief Model and Theory of Planned Behaviour, and instead support contextual perspectives that view vaccine decision-making as relational and dynamic (Betsch et al., 2015). Ultimately, the findings from this study, together with prior research, suggest that addressing vaccine hesitancy requires rebuilding trust, engaging with parents’ moral frameworks, and redesigning services to promote equity.
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Research Project Title – Facilitators and Barriers to Vaccine Uptake: A Qualitative Study of Resettled Families, Military Families, and Carers in Southwest England
Name of Researcher: Thrisha Krishnakumar
Contact details of Researcher: tk921@bath.ac.uk				
Name of Supervisor / Co-investigator: Rhiannon Edwards		
Contact details of Supervisor / Co-investigator: rte22@bath.ac.uk
This information sheet forms part of the process of informed consent. It should tell you what the research is about and what taking part will involve. Please read this information sheet carefully and ask one of the researchers named above if you have any questions.
1. What is the purpose of the project? 
This research is being carried out as part of a postgraduate placement with Healthwatch and The Care Forum, organisations that work with the communities included in this study. This placement provides an opportunity to explore key public health issues relevant to vaccine uptake in real-world community contexts.
2. Why have I been invited to take part? [or Who can take part in this project?]
Individuals can take part if they are aged 18 or over and belong to one of the following groups:
· Resettled families (including refugees and asylum seekers)
· Military families
· Parents or carers of young children
Participants must live in or around Wiltshire, Swindon, or Bath. They should be able to take part in an interview conducted in English.
3. Do I have to take part? 
No, taking part is completely voluntary. You should read the information sheet carefully and ask any questions you may have before deciding. If you choose to take part, you will be asked to initial an online consent form. You can withdraw from the project at any time without giving a reason.
4. What would taking part involve?
If you agree to take part, you will be invited to take part in a one-to-one interview that will last around 30 to 60 minutes. 
Interviews can take place:
· In person at a mutually convenient and private location,
· Online via Microsoft Teams
You will be asked questions about your thoughts, experiences, and decisions around vaccinations. There are no right or wrong answers. With your permission, the interview will be audio recorded so that it can be accurately written up later.
You will only need to take part in one interview. After the interview, your data will be anonymised and included in the final analysis. You will also receive a debrief sheet at the end of the study.
Before the interview, you will be asked to provide your consent to participate. This may be given by completing a digital consent form at the beginning of an online interview. Verbal consent will be audio recorded.
5. What are the exclusion criteria? (or - are there reasons why I should not take part?)
You should not take part if you:
· Are under the age of 18
· Do not belong to one of the target groups (resettled families, military families, or parents/carers)
· Do not live in or around Wiltshire, Swindon, or Bath
· Are unable to take part in an interview conducted in English
6. What are the possible benefits of taking part?
There are no direct benefits to you for taking part. However, the information you share will help us better understand what supports or prevents vaccine uptake in different communities. This could contribute to improving public health strategies and making vaccine services more inclusive and accessible.
7. What are the possible disadvantages and risks of taking part?
We do not expect you to feel any discomfort or distress during the interview. However, some questions may touch on personal experiences or challenges related to healthcare or family life. If at any point you feel uncomfortable, you are free to pause or stop the interview.
Anything you share will be treated with the utmost confidentiality. Your name and any identifying details will be removed from the transcripts (a written version of the interview) and not included in any reports. If you become upset during the interview, the researcher can pause or stop the discussion and may offer information about appropriate support services.
8. Who will have access to the information that I provide?
Only the research team and, where necessary, university governance staff will have access to the information you provide. All data will be treated as confidential and securely stored. Your name and any identifying information will be removed before the data is analysed or included in any reports.
9. What will happen to the data collected and results of the project?
All information you provide will be treated as confidential and stored securely on the University of Bath’s secure servers. Any recordings, transcripts, or notes from the interview will be anonymised by removing names and other identifying details.
Data will be stored in accordance with UK GDPR and the Data Protection Act 2018, and kept in the University’s secure archives for a minimum of 10 years. Only the research team and authorised university staff will have access to this data. The results of the project may be published or presented, but no individuals will be identified.
10. Who has reviewed the project?
This project has been given a favourable ethics opinion by the University of Bath. 
11. How can I withdraw from the project?
You can withdraw from the project at any time, without giving a reason and without any penalty. If you wish to stop participating, you can inform the researcher during the interview or contact them afterwards by email. Your email address will also be deleted once the project is complete and after any requested follow-up communication has been provided.
If you would like your data to be removed from the study, please contact the researcher within two weeks of your interview. After this time, it may not be possible to withdraw your data, as it may have been anonymised or included in the analysis. Your individual responses will never be identified in any reports or publications.
12. University of Bath privacy notice
The University of Bath privacy notice can be found here: https://www.bath.ac.uk/corporate-information/university-of-bath-privacy-notice-for-research-participants/.
13. What happens if there is a problem?

If you have any questions or concerns about the project, please speak to the researcher, who will do their best to help. If you are not satisfied or would like to make a complaint, you can contact the Research Governance and Compliance Team at the University of Bath by emailing research-ethics@bath.ac.uk.
14. Who should I contact for more information? 
Thank you for your interest in this project. Please do not hesitate to contact the researchers Thrisha Krishnakumar, if you would like more information.    


Name of Researcher: Thrisha Krishnakumar
Contact details of Researcher: tk921@bath.ac.uk
					
Name of Supervisor / Co-investigator: Rhiannon Edwards 		
Contact details of Supervisor / Co-investigator: rte22@bath.ac.uk











CONSENT FORM 
Facilitators and Barriers to Vaccine Uptake: A Qualitative Study of Resettled Families, Military Families, and Carers in Southwest England
	                 
Name and contact details of Researcher and Supervisor: 
Thrisha Krishnakumar: tk921@bath.ac.uk; Rhiannon Edwards: rte22@bath.ac.uk

Please initial box if you agree with the statement
	
1. I have been provided with information explaining what participation in this project involves.
	

	
2. I have had an opportunity to ask questions and discuss this project. 
	

	
3. I have received satisfactory answers to all questions I have asked.
	


	
4. I have received enough information about the project to make a decision about my participation.
	


	
5. I understand that I am free to withdraw my consent to participate in the project at any time without having to give a reason for withdrawing.
	


	
6. I understand that I am free to withdraw my data within two weeks of my participation.
	


	
7. I understand the nature and purpose of the procedures involved in this project. These have been communicated to me on the information sheet accompanying this form.

8. I understand the interview will be conducted online (e.g., via Microsoft Teams)/In person, and may be audio-recorded with my permission.
	


	
9. I understand and acknowledge that the investigation is designed to promote scientific knowledge and that the University of Bath will use the data I provide only for the purpose(s) set out in the information sheet. 
	


	
10. I understand the data I provide will be treated as confidential, and that on completion of the project my name or other identifying information will not be disclosed in any presentation or publication of the research.
	

	
11. I understand that my consent to use the data I provide is conditional upon the University complying with its duties and obligations under current data protection legislation.
	


	
12. I consent to my data being shared 
	


	
13. I hereby fully and freely consent to my participation in this project.

By typing my name below and submitting this form electronically, I give my consent to participate in the study.
	




Pseudonym in BLOCK Letters: ____________________________________
Date: _______________

Researcher’s name in BLOCK Letters: ____________________________________

Date: _______________

If you have any concerns or complaints related to your participation in this project, please direct them to the Research Governance and Compliance Team at research-ethics@bath.ac.uk
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Semi-structured interview schedule
General Health Beliefs and Vaccine Attitudes
Theoretical Link: Health Belief Model (perceived susceptibility/severity, perceived benefits/barriers)
Research: Larson et al. (2014), MacDonald (2015)
What are your general views on vaccines?
· How confident are you in their safety and effectiveness?
1. Have you ever had a strong reason to delay or avoid a vaccine?
. If so, can you walk me through that decision?
2. How do you decide whether or not to get vaccinated?
. Follow-up: What factors are most important to you?
Social and Cultural Influences
Theoretical Link: Social Norms, COM-B (Social Opportunity), Theory of Planned Behavior
Research: Dubé et al. (2013), Bish et al. (2011), Betsch et al. (2015)
1. Do people around you influence your views on vaccines?
. E.g., family, friends, colleagues, religious/community leaders?
2. Have you had any recent conversations about vaccines?
. What kinds of views were shared?
3. Do you feel any pressure, whether positive or negative, when it comes to getting vaccinated?
. Where does that pressure come from?
Trust, Information, and Misinformation
Theoretical Link: Perceived barriers & cues to action (HBM), COM-B (Psychological Capability)
Research: WHO (2021), Loomba et al. (2021), Jennings et al. (2021)
1. How do you usually get information about vaccines?
. E.g., NHS, GPs, social media, WhatsApp, news outlets?
2. Do you trust the information you receive? Why or why not?
3. Have you ever encountered conflicting information about vaccines?
. How did you deal with it?
Practical & Structural Barriers
Theoretical Link: COM-B (Physical Opportunity)
Research Support: Razai et al. (2021)
1. Have you ever faced any challenges when trying to access a vaccine?
· E.g., transport, location, booking system, work, childcare?
2. Is the process of getting vaccinated easy for everyone?
· Why or why not?
Reflective and Forward-Thinking
Theoretical Link: Health Belief Model – Cues to Action, Self-Efficacy
Research: Brewer et al. (2017), Opel et al. (2015)
1. Looking back, is there anything that would have made your experience with vaccines better or easier to manage?
2. Is there anything else you would like to share about your experience or opinion on vaccines?
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Thematic Map of Codes, Subthemes, and Themes
	Theme
	Subthemes
	Codes (examples from interviews)

	Trust and Authority
	Trust in doctors
	Reliance on medical advice; Deference to expertise

	
	Distrust in government / pharma
	Mistrust of government; COVID mismanagement; Suspicion of hidden agendas

	
	Reliance on science
	Confidence in research; Belief in long-term evidence

	Parenting and Morality
	Protecting children’s health
	Safety first; Protecting autistic children; Parental responsibility

	
	Feeling judged / stigma
	Pressure from doctors; Judgement from peers/family; Perceived stigma of non-vaccination

	
	Moral obligation to vaccinate
	Vaccination as duty; Collective responsibility

	Risk and Uncertainty
	Safety concerns
	Fears of side effects; Lack of confidence in safety

	
	Autism worries
	Concerns about regression; Perceived vaccine–autism link

	
	Confidence in long-term safety
	Trust in established vaccines; Benefits outweigh risks

	Structure of Access
	Booking & logistics
	Difficult booking systems; Long waiting times

	
	Autism/SEN challenges
	Overwhelming clinics; Lack of adjustments; Sensory sensitivities

	
	Accessibility & location
	Travel distances; Appointment availability
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Example of a transcribed interview
1. What are your general views on vaccines?
I've got three kids. My first kid, vaccinated for every single thing and more1. And turns out she's autistic, and it just made me, obviously know that vaccines are not the cause, but it did kind of like the times that she had a job would fall into like a regression that she had from learning things.  So it made me very suspicious2. And also COVID was around the same time.3 There weren't enough studies4 to give out those vaccines.  My symptoms were worse than the actual COVID5. Oh my God So I just became very suspicious6, and I am at a point that I'm super suspicious of vaccines. And I wasn't before, like7, always been, like, keep me all the drugs, give me everything you can, you know, the time I just thought it's a question more.
2. How confident are you in their safety and effectiveness?
Zero, zero. Zero confidence8. Mm hmm. So, I said I was going to be unorthodox
3. Have you ever had a strong reason to delay or avoid a vaccine?
Okay. I chose not to because she was born in the first thing I saw, and she had the same sign of being autistic9. And again, I still think she is.. But because autism can be connected to, like, being a very sensitive brain, I don't want to make it even more sensitive or like worsen her symptoms.10 Like Obviously the people who vaccinate their kids they do judge and it’s like some obsession, like do they think im stupid. It was really about protecting her from anything that could potentially worsen her condition11. I didn’t feel comfortable taking that risk
4. How do you decide whether or not to get vaccinated?
I decide by educating myself and doing my own research12. I always ask what’s in these vaccines, what they’re made of, and everything about them13. But it just seems so unclear, like it’s all hidden. I’m left thinking, what are they really putting in these vaccines?
5. Follow-up: What factors are most important to you?
The most important thing to me is my child’s health and safety14. I am always thinking about what is going into their bodies and what the long-term effects could be15. I do not just take something because I am told to.16 I need to know exactly what is in it, how it has been tested, and if it is actually necessary17. Trust is a big thing for me and right now I just do not feel I can fully trust what is being put in these vaccines or the people making them
6. Do people around you influence your views on vaccines?
· E.g., family, friends, colleagues, religious/community leaders?
Not really. I mean, people around me have their opinions, but my decisions are my own18. I listen to what others say, but at the end of the day I go and do my own research19. My brother actually judges me for not vaccinating and I can feel it in the way he treats my children because they are not vaccinated. Sometimes other parents do the same and it just makes me even more sure that I have to trust my own instincts and what I feel is right for my children20.
7. Have you had any recent conversations about vaccines?
· What kinds of views were shared?
Yes, I have. It comes up quite a lot, especially with other parents. Sometimes it turns into a bit of a debate because people feel so strongly about it21. I had one recently with my brother and it was uncomfortable. He made it clear he does not agree with my choice and he treated me like I was being irresponsible.22 I have also spoken to a couple of mums at school who were curious about why I do not vaccinate, and I just told them my reasons. Some listened, some judged.23
8. Do you feel any pressure, whether positive or negative, when it comes to getting vaccinated?
Yes, definitely. There is a lot of pressure, mostly negative24. People make you feel like you are a bad parent if you do not vaccinate, and that can be really hard.25 Even in the doctor’s office, you feel like they are pushing you to just go along with it without really answering your questions.26 It is like if you question it, you are immediately seen as difficult or uneducated. That kind of pressure just makes me pull back even more and stick to what I believe is right for my children.27
· Where does that pressure come from?
9. How do you usually get information about vaccines?
· E.g., NHS, GPs, social media, WhatsApp, news outlets?
I usually just go and look it up myself. I will read articles, watch videos, and try to see what both sides are saying.28 I am always asking what is in the vaccines and how they are made29. I do not just take the first thing I hear and believe it. I like to compare things and see if they make sense to me. A lot of the time it feels like they are hiding stuff or not explaining it properly,30 so I keep digging until I feel like I really understand it
10. Do you trust the information you receive? Why or why not?
No, I do not. The way the government behaved during COVID really made me lose my trust in them and in the information they give.31 Things kept changing, one minute it was this rule, the next it was something else, and it just felt like they were not being honest with us. It made me think, if they can’t be straight with us about that, why should I trust what they are saying about vaccines? Now I take anything they say with a pinch of salt and go and check for myself.
11. Have you ever encountered conflicting information about vaccines?
· How did you deal with it?
Yes, all the time. You hear one thing from one place and then something completely different from somewhere else.32 Even the doctors do not always agree. At first it is confusing, but I have learned to just look at where the information is coming from and whether I trust that source. I try to piece it together and use my own judgement. If something does not sit right with me, I will keep looking until I feel sure about my decision.
12. Have you ever faced any challenges when trying to access a vaccine?
· E.g., transport, location, booking system, work, childcare?
Yes, I have. It has been especially difficult because my children are autistic.33 Taking them to appointments can be really stressful. The waiting, the noise, the people, it can all be too much for them. Even just getting there can be a challenge if I do not have someone to help me. It is not as simple as just booking and going. I have to think about how they will cope and whether it is worth putting them through all that.
13. Is the process of getting vaccinated easy for everyone?
· Why or why not?
No, I do not think it is easy for everyone. Some people have health issues, some have children with additional needs like mine, and that makes the whole process harder.34 Not everyone can just take time off work or get transport easily. And for some, the information is not clear or available in a way they can understand,35 so they might not even know how to book or where to go. There are a lot of things that can make it more difficult.
14. Looking back, is there anything that would have made your experience with vaccines better or easier to manage?
Yes, definitely. If there had been clearer information and honest answers to my questions,36 that would have made a big difference. I wish someone had actually listened to my concerns instead of just trying to convince me to go ahead. More understanding about my children’s needs would have helped too, like quieter appointment times or support for parents in my situation. Feeling judged made it worse, so a bit more respect for different choices would have made the experience easier.37
15. Is there anything else you would like to share about your experience or opinion on vaccines?
No, not really. 
Annotations
1 did have trust in vaccine
2 Suspicions about vaccines, which may have risen from misinformation spread online
3 COVID causing mistrust in vaccines
4 New vaccine so a lack of reserach
5 Symptoms from vaccine were seemingly worse than the actual disease
6 COVID vaccine, post covid suspicions
7 They were confident in vaccines before this bad experience but now that has changed
8 Confidence levels dropped significantly
9 chose not to vaccinate second child as second child showed signs of autism as well and vaccinating the first child led to worsening of symtoms
10 Thinks vaccines affect autism
11 
12 Does their own research
13 Concerns about transparency
14 Parent prioritizes child's safety
15 long-term effects
16 high levels of mistrust
17 emphasis on what goes in these vaccines
18 opinions are independent
19 does their own research
20 feels isloated but still sticks to their original decision
21 thinks people have strong views about vaccines
22 there is a lot of judgment about vaccine as a behavior
23 people tend to be curious but some end up being judgemental
24 feels pressure against their decision of not wanting to vaccinate their children
25 demonized for not vaccinating their child
26 maybe answering their questions may make them more likely to vaccinate their child?
27 they feel the pressure but they stick to their opinion
28 very proactive in their decision making process
29 emphasis on what is in these vaccines
30 mistrust in the government
31 Mistrust in government since COVID-19
32 Inconsistency in information
33 challenging for parents with specially abled children
34 thinks the process of vaccination is hard for parents especially parents of specially abled children
35 emphasis on the lack of good information trustworthy sources
36 maybe if they were informed properly they would have vaccinated their child
37 judgement from society and other sources made them feel isolated
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