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Abstract

Despite the availability of a safe and free vaccine, measles first and second-dose vaccination
coverage is still low in Ethiopia. Studies that examine caregivers' reasons for not receiving the measles
vaccination in Ethiopia are scarce. Hence, this qualitative study aimed to uncover drivers, reasons, and
experiences of default and missed measles vaccination from a caregiver perspective. A case study was
conducted from December 2023 to May 2024 in the east Gurage zone of central Ethiopia. Data were
collected through sixteen in-depth interviews with mothers who had measles vaccine-missed children
and six focus group discussions with women aged 15-49 with children under five years old and mothers
who were over 50. Caregivers were asked to answer open-ended questions regarding reasons for
missing the measles vaccination. Data were coded, categorized, and analyzed manually by using an
inductive thematic analysis approach. The four fundamental trustworthiness metrics for qualitative
research were considered. Finally, we presented the themes and sub-themes supporting them with
representative quotations. Geographic barriers, transportation costs, inconvenience of vaccination
dates, lack of information when to return, mistrust, rumours, poor attendance in pregnant women's
conferences, lack of autonomy to travel, workload, economic dependency, poor male involvement,
mother-in-laws’ influence, rounds of vaccination and administration routes, and adverse events
following immunization were identified as reasons for missing measles vaccination. These reasons were
found at each stage in the immunization journey. Hence, applying a human-centred design with tailored
intervention might be important to address barriers at each stage.
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Introduction potentially fatal illness after two doses. To
achieve measles elimination, countries must
achieve and sustain 95% immunization
coverage with two doses [3]. Zero-dose
children, or those who have not received any
vaccinations, accounted for 14.5 million
children worldwide in 2023. Coverage of the
first and second doses of the measles
vaccination was 83% and 74%, respectively

Measles is an extremely contagious, airborne
disease that can cause serious health problems
or even death [1]. Despite the availability of a
safe and affordable vaccine, a projected
136,000 measles deaths occurred worldwide in
2022, with children under the age of five who
were either unvaccinated or under-vaccinated
[2]. When administered on time, the measles
vaccine provides lasting protection against the 4]
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Measles cases and outbreaks are common in
Ethiopia. There were 16,814 laboratory-
confirmed cases of measles and 182 deaths
between August 12, 2021, and May 1, 2023,
with a 1.1% case fatality ratio (CFR). Only 36%
of the reported cases of measles had received
one dose or more of the measles-containing
vaccine (MCV) [5]. The 2019 Ethiopian
demographic health survey also reveals that
measles measles-containing vaccine first dose
(MCV1) and measles-containing vaccine
second dose (MCV2) coverage were 59% and
9%, respectively [6]. According to
WHO/UNICEF  Estimates of  National
Immunization Coverage (WUENIC), MCV1
and MCV2 coverage in 2023 was projected to
be 61% and 53%, respectively [7].

The factors influencing the measles
vaccination in Ethiopia are not well studied.
However, some studies revealed that traditional
beliefs, caretakers' behaviour, insufficient
awareness, low parental trust, family
characteristics, poor interpersonal
communication (IPC), and the immunization
service system are barriers to measles
vaccination [8 — 11]. Incomplete vaccination is
predicted by several factors, including not
receiving antenatal care, giving birth at home,
not seeing a health worker within a year, and
taking longer than an hour to get to the
vaccination site [12]. The majority of research
conducted in Ethiopia is quantitative, and they
did not examine caregivers' experiences or
reasons for not receiving the measles
vaccination [9,13 — 15].

The obstacles caregivers have while
attempting to vaccinate their children are
brought to light by the application of human-
centred design (HCD) and intersectional
approaches, which also emphasize how
vaccination and primary health care (PHC)
services are not designed with their needs in
mind [16]. The participation of caretakers in
qualitative research can strengthen the
legitimacy of their unadulterated viewpoints

[17]. This qualitative research incorporates
caregivers' intimate perspectives, intricate
assessments of many viewpoints, and particular
situations from various places that influence
caregiver  experiences  with measles
vaccinations. Hence, the purpose of this study
was to uncover drivers, reasons, and
experiences of default and missed measles
vaccination from a caregiver perspective.

Material and Methods
Study Design

The study employed a case study research
design to comprehensively investigate the
drivers, reasons, and experiences of default and
missed measles vaccinations.

Study Setting

The study was conducted in the east Gurage
zone of central Ethiopia from December 2023
to May 2024. Two districts (sodo and South
Sodo) and six kebeles were selected based on
the high number of unvaccinated children. East
Gurage Zone is located in the central part of the
country and 130 km away from Addis Ababa,
the capital city of Ethiopia. The zone had two
hospitals, 71 health centres, 103 health posts,
and 33 private clinics. Based on the 2007
census population projection, the zone had a
total population of 502,404 and 16,000
surviving infants [18].

Participants and Sampling

A total of 16 mothers/caregivers of children
aged 12 - 23 months who missed the first or
second dose of measles vaccination were
purposively selected in low-performing kebeles
for in-depth interviews. Moreover, 72 women
were selected for six focus group discussions in
those low-performing kebeles. Focus Group
Discussion (FGD) participants included women
aged 15 - 49 with children under five years old
and mothers who were over 50. Based on the
optimal saturation point of participants, the
study's sample size was established.
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Figure 1. Schematic Illustration of the Sampling Procedure of the Study Participants in Sodo and South Sodo
Districts, December 2023

Measurement

The measles-containing vaccine (MCV) is
given in two doses; the first dose is given at nine
months, and the second dose is given at 15
months of age [5]. Mothers or caregivers of
children who took the pentavalent vaccine at 6
or 14 weeks and missed the first dose of
measles vaccination at nine months or who took
the first dose of measles vaccine at nine months
but didn’t complete the second dose at 15
months were interviewed. Those selected
mothers/caregivers were asked to answer open-
ended questions through in-depth interviews
regarding the reasons why their children
defaulted or missed the measles vaccination.
Furthermore, they were also asked about their
experience during the previous vaccination and
drivers for completing the measles vaccination.
Whereas, women aged 15 - 49 who had children
under the age of five and women over 50 years
were asked about their experiences, perceived
drivers, and reasons for defaulting or missing
the measles vaccination through FGD.

Data Collection Methods

The English version of the in-depth
interview and FGD guide was developed by
reviewing different literature [19, 20],

translated into the local language (Amharic),
and checked by bilingual experts to ensure the
consistency and accuracy of the translation. The
guide was pretested among eligible women
who were residing in a similar setting outside
of the study area. Based on the input from the
pretest, questions and translations were
improved before data collection.

The data were collected by two public health
professionals who have experience in
qualitative data collection and are familiar with
the sociocultural conditions of the community.
A two-day training was provided with an
emphasis on the guide's content, data collection
methods, and the ethical conduct of human
research. The principal investigator closely
supervised the data collection processes and
checked the completeness daily. The
immunization history was confirmed by
checking the immunization card and the verbal
report of the mother/caregiver. The data were
collected using pretested interview guides
through face-to-face interviews with mothers at
their homes and FGD in their village. The
interview time ranged from 40 to 90 minutes
based on the saturation of the participants’
ideas. An interview guide, note-taking, and tape
recorder were employed to collect the data.



Data Analysis

An inductive thematic analysis approach
was employed to analyze the data. The
interviewed data were first transcribed in the
Amharic language, in which the interviews
were conducted. Next, the data were translated
and transcribed into English. We read and re-
read the audio-taped transcripts to capture an
overview of the data. Before the coding process
starting, two investigators, one with a PhD
degree and the other with a master’s level,
independently went over the transcripts to
pinpoint important themes and create a code
structure. Then, a final edition of the code was
developed, and the categories and themes were
constructed. We engaged in  further
categorization and data reduction to sub-
themes. Data were coded, categorized, and
analyzed manually by using an inductive
thematic analysis approach. Finally, the results
were presented using the major themes, sub-
themes, and supportive quotations.

Trustworthiness

The rigour of this research was ensured by
carefully considering multiple criteria. To
begin with, enough information from different
communities was acquired to enable the
production of noteworthy results. Secondly,
there was enough time spent in the field to
produce accurate results. Third, adhered to a
rigorous  procedure  when  conducting
interviews, making field notes, and analyzing
data.

Throughout data collection and analysis,
consideration was given to the four
fundamental qualitative research
trustworthiness measures [21]. The first is
credibility; to achieve this, data were collected
by experienced qualitative data collectors; data
saturation was taken into account; the principal
investigator supervised all the data collection
processes; and data were transcribed and
translated by senior experts. Furthermore,

detailed descriptions of drivers, reasons, and
experiences of default or missed measles
vaccination and supportive quotations were
provided. Aside from that, two data collection
techniques were employed to produce a more
intricate, diversified, and credible image of the
outcome. During data collection, translation,
and transcription, peer debriefing and audit
trials are conducted as part of the second
criterion,  dependability. The  third s
transferability, which results from the use of
numerous data triangulations and the fact that
the data were collected in an area with limited
resources. Conformability, the fourth criterion,
makes sure that the interpretation and analysis
of the data are only based on the data and not
the preferences or viewpoints of the researcher.

Ethical Considerations

Ethical approval was obtained from the
Institutional Review Board, Ethiopian Public
Health Institute (IRB-EPHI). A permission
letter was sought from Sodo and South Sodo
district health offices. Similarly, after
explaining the purpose of the study, written
informed consent was obtained from each study
participant. The study subjects’ right to refuse
was respected. Identification of study
participants by name was avoided to assure the
confidentiality of the information obtained.

Results

As indicated in Table 1, the age of the
respondent mothers ranged from 19 to 55 years,
whereas the age of their defaulter children was
12 to 23 months. Of the total 88 mothers who
participated, 81 (92%) were married, and 73
(83%) couldn’t read and write. All participant
mothers/caregivers ~ were  from rural
communities. All sixteen mothers with measles
vaccination defaulted or missed children were
not able to cover transportation costs for RI
sessions. A total of 72 mothers participated in
the focus group discussion.



Table 1. Scio-Demographic Characteristics of the Study Participants in Sodo and South Sodo Districts,

December 2023
Variables In-depth interviews FGD
(mothers/caregivers) | (mothers/caregivers)
# % # %
Age of children 12-23 months 16 100 NA NA
Age of mothers <20 0 0 2 3
20-29 4 25 6 8
30-39 9 56 52 72
40-49 3 19 9 13
>50 0 0 3 4
Total 16 100 72 100
Marital status Married 14 88 67 93
Divorced 2 3
Widow 3
Single 0 0 0
Total 16 100 72 100
Educational No formal 15 94 58 81
status education
Primary 1 6 13 18
Secondary 0 1 1
University 0
Total 16 100 72 100
Residence Urban 0 0 0 0
Rural 16 100 72 100
Total 16 100 72 100
Able to pay for Yes 0 0 NA NA
transportation No 16 100 NA NA
during RI Total 16 100 72 100
sessions

By conducting sixteen in-depth interviews
and six focus group discussions, we identified
four themes and sixteen sub-themes for drivers,
reasons, and experiences of default and missed
measles vaccination.

Theme: Lack of Knowledge
Information, Mistrust, and Rumors

and

This theme embraces a lack of knowledge
and awareness, a lack of information on when
to return, a lack of information on Adverse
Events Following Immunization (AEFI), a lack
of trust in vaccines and providers, rumours, and

poor attendance at women’s development team
meetings and pregnant women’s conferences.

Lack of Knowledge

In this study, lack of knowledge was found
to be one of the factors to affect measles
vaccination. Most mothers whose children were
not vaccinated or defaulted had no formal
education. Some of them perceived that
immunizations are not necessary for children to
grow or become healthy. A 55-year-old FGD
participant in a rural setting said:



“Immunization was not available when I was
a child, and I didn’t receive any vaccines.
However, still, I'm alive and healthy. Why do
we bother our children with several vaccines
with unknown outcomes?” Another FGD
participant said:

“God blessed me with my child and
protected him from disease and injury.”

Lack of Information When to Return

Lack of information about the national
immunization schedule was also identified as
one of the factors. Among the main reasons for
defaulting on the service was a lack of
information about the next appointment. A 31-
year-old mother whose child missed the second
measles dose said:

“I believed my child had received all of the
recommended vaccinations. | was unaware that
my child needed to have a second dose of the
measles vaccination at 15 months, even though
my child had already had the first dose at 9
months.”

Our analysis also revealed that mothers who
don't have formal education to read the
appointment date on the immunization card
missed the measles vaccination. It seems
healthcare providers didn't explain when
mothers  should return for the next
immunization.

Lack of Information on AEFI

Children sometimes receive three injections
at a time, particularly at six and fourteen weeks.
Mothers consider the pain following those
injections to be a serious health problem. This
results in mothers whining. A 39-year-old
defaulter's mother said:

“During my last visit to the immunization
session, the HEW gave my child three injections
and two orally administered vaccines, which
caused my child to become ill at night.
Ultimately, my husband and | decided to skip
the subsequent round—the measles
vaccination—instead of returning.” A 43-year-
old woman at FGD said:

“I took my daughter to the health centre, and
they gave her the first vaccination in her upper
arm. However, my child's arm became flaccid
for some time. Then | made the decision not to
return for vaccinations after that experience.”

Also, some mothers miss their child's
vaccination when the child becomes ill during
the vaccination window; they usually choose
not to bring their child to the health post for
vaccination. They anticipate that the health
status of the child may worsen.

Lack of Trust in Vaccines and Providers

In this study, a lack of trust in vaccines and
providers was identified as a reason for missing
or dropping the measles vaccination. Some
mothers even assert that giving their children
too many vaccinations could have long-term
negative effects on their health. A 45-year-old
FGD participant said:

"The vaccine might be administered to harm
our children or render them infertile to reduce
the country's population.”

Rumours

There were negative rumours about routine
immunization that can cause serious problems
for the effective delivery of immunization
services. Surprisingly, a 39-year-old mother
with an unvaccinated child said:

"Children who receive vaccinations act
against our culture, treat their parents
disrespectfully and begin having sex at a young
age. Therefore, | refuse to vaccinate my
children.”

Poor Attendance in Women's Development
Team Meetings and Pregnant Women’s
Conferences

In this study, community structures like the
women's development team and pregnant
women's conferences were identified as a good
opportunity to  mobilize  mothers  for
immunization services. At least once a month,
each village holds a community conversation
session during which they discuss the
importance of immunization. Mothers who are



not engaged in the women’s development team
and those who don’t attend the bimonthly
community conversation meeting were not in
favour of vaccinating their children. Pregnant
women's conferences are held in each Kebele
every month. A variety of topics on pregnancy,
delivery, postnatal care, and the importance of
immunization are raised and discussed
monthly.

Theme: Decision-Making and Gender
Influences

This theme focuses on caregivers' decision-
making power and self-efficacy. Due to gender
norms, it is often women’s responsibility to
bring children for vaccination, yet women in
this study often faced gender-related barriers to
doing so, including lack of autonomy to travel
to the health facility, excessive workloads on
mothers, economic dependency on their
husbands, male involvement, and mother-in-
law influence. These sub-themes are described
as follows:

Lack of Autonomy to Travel to the Health
Facility

Our analysis shows that women's autonomy
to travel to health facilities is also a factor in
influencing child immunization services. A 40-
year-old FGD participant said:

“In our culture, a woman must obtain
permission from her hushand before travelling
to a health facility, market, or any other
gathering because he is the head of the family.
Otherwise, she will probably lose her
marriage.”

Excessive Workloads on Mothers

Our analysis reveals mothers usually handle
a larger portion of the hands-on childcare
responsibilities and invest more time and
energy in considering the needs of their
families. As a result, mothers miss the
scheduled vaccination session. A 33-year-old
FGD participant said:

“As mothers, we have a lot on our plates,
including childcare, farming, marketing,

cooking, and other household chores. As a
result, occasionally we forget to get all the
necessary immunizations for our children.”

Wives Economic Dependency on their
Husbands

In this study, most mothers who missed the
measles vaccination have an economic
dependency on their husbands. A 37-year-old
defaulted mother said:

“I usually use a motorcycle as a mode of
transportation during the RI session. | need 75
birr for a round-trip every month. However, |
am a housewife and economically dependent on
my husband. Sometimes, | miss the vaccination
session if my husband can’t give me the
money.”’

Male Involvement

Poor male involvement in the immunization
program was identified as a determinate factor
in this study. It seems husbands don’t take child
immunization as their responsibility. A 29-
year-old mother with a measles-unimmunized
child said:

“My husband had never accompanied me to
the health facility for child immunization.
Sometimes he refuses to give me money for
transportation during RI sessions. | think he
didn’t expect that that was our shared
responsibility.”

Mother-in-Law Influence

The mother-in-law’s influence was also
identified as a reason for missing the measles
vaccination. One young mother with an
unimmunized child described her mother-in-
law's influence on vaccination as follows:

“My mother-in-law usually says, God will
protect him; don’t go anywhere. Sometimes
they tell us about how we grew up without
vaccination and are still healthy.” (a 20-year-
old FGD participant)



Theme: Logistics and Accessibility

In this study, distance or geographic barriers
and transportation costs were found to be
barriers to measles vaccination. These sub-
themes are described as follows:

Distance or Geographic Barriers

Some caregivers are missing immunization
services because of distance and bad terrain,
especially for villages surrounded by
mountains and those that live in areas with
inadequate transportation infrastructure. A 40-
year-old defaulter's mother said:

“Because of the distance, I occasionally miss
vaccination schedules. There is no transport
access, and it took me more than three hours to
make a round trip by foot. Moreover, these
three villagers are not visiting the health post
for immunization services in the rainy months
of June, July, and August due to floods and
overflowing rivers.”

Transportation Cost

Each trip to the health facility is associated
with transportation costs. In this study, some
dropout caregivers were not economically
capable of covering transportation costs during
RI sessions. A 38-year-old defaulter said:

“My child received vaccinations for three
rounds, and I'm aware that there is a remaining
schedule. However, I couldn’t get money for
transportation. It is expensive to use a bajaj or
motorcycle. We used to pay 80 birr for a round-
trip trip to visit the health post.”

Theme: Programmatic Factors

This theme mainly focuses on the perceived
appropriateness and experiences of services,
which embraces the inconvenience of
vaccination dates, vaccine administration
routes, and vaccination rounds.

Inconvenience of Vaccination Dates

Our analysis revealed that health posts are
not providing immunization services daily.
They operate only once a month, which is not

convenient for mothers due to several reasons.
A 28-year-old defaulter's mother said:

“We would prefer that the immunization
schedule falls on the weekends because we are
farmers. Surprisingly, the HEWSs are operating
the service on weekdays once a month, which is
inconvenient for us.” Another 37-year-old
defaulter's mother complained:

“I did not find the immunization session to
be convenient. My village observes a market
day on that particular date.”

Vaccine Administration Route

The wvaccine administration route was
identified as a barrier to measles vaccination.
Most of the vaccines are injectable. However,
compared to injections, mothers preferred oral
drops. A 28-year-old defaulter's mother said:

“My child received several injections until
he was 14 weeks old, which made him severely
ill. Then I refused to come back for the nine-
month schedule. 1 wish all vaccines were orally
administered.”

Vaccination Rounds

Our analysis revealed that some mothers
complain about the vaccination rounds and
number of vaccines given to their children. A
40-year-old FGD participant complained:

“Our children get vaccinated for five rounds
during the routine immunization and several
rounds of SIA campaigns. We prefer that the
number of rounds be minimized.”

Discussion

This study aimed to uncover drivers,
reasons, and experiences of default and missed
measles vaccination from a caregiver
perspective. Four main themes were identified,
which are lack of knowledge and information,
mistrust, and rumours; decision-making and
gender influences; logistics and accessibility;
and programmatic factors.

This study revealed that most mothers whose
children were not vaccinated or defaulted
attended no formal education. The finding is
consistent with studies done in Ethiopia [14,



22], Sudan [10], and Nigeria [23]. This is
because educated women are more aware of the
value of childhood vaccinations and have had
more exposure to their advantages than mothers
without formal education. In line with a
previous study done in Ethiopia [12], young
mothers better vaccinated their children
compared to older ones owing to two main
reasons: younger mothers have better
education, and older mothers lived back to
times when vaccination was not initiated, and
hence neither they were vaccinated nor their
firstborn children.

Our analysis identified a lack of information
about the next appointment as a factor in
defaulting or missing the measles vaccination.
Some defaulter mothers believed their children
had received all of the recommended
vaccinations. The finding is in line with studies
done in Ethiopia [9, 22]. This indicated that
healthcare providers didn’t explain when
mothers  should return for the next
immunization. Moreover, some participants
complained that upon their children's 14-week
visit to the health post for vaccinations, the
HEW administered three injections on their
baby’s thigh and two orally administered
vaccines, which caused their children to
become ill at night. This resulted in parents
whining. Ultimately, they decided to skip the
subsequent round—the measles vaccination at
nine months—instead of returning.
Furthermore, if the child becomes ill during the
vaccination window, mothers usually choose
not to bring their child to the health post for
vaccination. They expect that the health status
of the child may worsen. The finding is in
agreement with a study done in Ethiopia [13]
and Pakistan [24]. This might be due to health
workers failing to provide information about
possible AEFI and its management during
immunization sessions.

Our study also identified a lack of trust in
vaccines and providers and rumours about child
vaccinations as reasons for missing or dropping
the measles vaccination. In line with the

previous studies done in Ethiopia [22], Pakistan
[24], and Saudi Arabia (21), some mothers even
assert that the vaccines may have constituents
that can cause sterility, serious health effects,
and death to reduce the country's population.
Surprisingly, our analysis also uncovered that
there are parents who believe that children who
receive vaccinations behave against their
culture, treat their parents disrespectfully, and
begin having sex at a young age. Therefore,
they refused to vaccinate their children. The
finding is also supported by a study done in
Pakistan [24]. This might be the result of the
parents' inadequate knowledge and awareness
of the benefits of immunizing their child.
Hence, it's crucial to recognize that parental
knowledge and behaviour have a big impact on
missing or dropping the measles vaccination.

Our study revealed that mothers who don’t
participate in women’s development team
meetings are not in favour of vaccinating their
children. Furthermore, pregnant mothers who
attended a monthly pregnant women’s
conference found vaccinating their children
more consistent than those who didn’t
participate in the conference. The finding is
consistent with previous studies done in
Ethiopia [14, 26]. This might be due to those
mothers’ missing important information on the
importance of immunization. A variety of
topics, including the benefits of immunization,
are raised and discussed during the bimonthly
women’s development team meeting and the
monthly pregnant women’s conference. During
discussions, women also share their
experiences with their peers, learn from each
other, and create an informal community
network through which health information and
support are fostered.

In this study, lack of autonomy to travel to
the health facility, excessive workload, wives’
economic dependency on their husbands, male
involvement, and mother-in-law influence were
identified as factors for missing or dropping
measles  vaccination. Some participants
mentioned that a woman must obtain



permission from her hushand before travelling
to a health facility, market, or any other
gathering because he is the head of the family.
Otherwise, she will probably lose her marriage.
Furthermore, most of the participants were
housewives and economically dependent on
their husbands. Hence, they usually miss the
vaccination session if their husband can’t give
them money for transportation. The finding is
consistent with studies done in Ethiopia [9], and
Nigeria [27, 28]. This suggests that
empowering women through livelihood
empowerment initiatives can strengthen their
ability to make decisions and their commitment
to ensuring their children receive all
recommended vaccinations [29].

Mothers have a lot on their plates, including
childcare, farming, marketing, cooking, and
other household chores. As a result,
occasionally they forget to get all the necessary
immunizations for their children. This finding
is in line with previous studies done in Ethiopia
[9, 30], Malawi [31], and Pakistan [24]. It is not
surprising that mothers usually handle a larger
portion of the hands-on  childcare
responsibilities and invest more time and
energy in considering the needs of their
families. Some participants mentioned their
husbands had never accompanied them to the
health facility for child immunization. Each trip
to the health facility is associated with
transportation  costs.  However, dropout
caregivers were not economically capable of
covering transportation costs during RI
sessions. This is similar to findings from studies
carried out in Ethiopia [32] and Nigeria [23,
33]. Hence, it might be necessary to develop
and implement community-based intervention
programs specifically for men, taking into
account their traditional and cultural
responsibilities.

Moreover, a mother-in-law's influence was
also a reason for children missing the measles
vaccination. Some participants mentioned that
a mother-in-law usually says, God will protect
our children; there is no need to go for

immunization. Sometimes even they tell them
about how they grew up without vaccination
and are still healthy. The result is consistent
with a study done in Kenya [34]. This might
indicate that individuals outside of primary
caregivers have a significant impact on
caregivers' attitudes about vaccines, which in
turn affects the community's acceptability and
uptake of vaccines.

Distance or geographic barriers and
transportation costs were identified as factors
for missing or dropping the measles
vaccination. Some mothers/caregivers do not
visiting health posts for immunization services
in the rainy months of June, July, and August
due to floods and overflowing rivers. This
finding is consistent with a study done in
Uganda [35]. In addition, some mothers also
occasionally miss vaccination schedules due to
the distance of the health post. They reported
that there was no transportation service to
access the health service, and it took them more
than three hours to make a round trip by
foot. This finding is in line with studies done in
Ethiopia [9, 12] and Nigeria [28]. Enhancing
outreach services might be a feasible solution to
address the barriers.

Health posts operate immunization services
only once a month, which is not convenient for
mothers due to several reasons. Mothers would
prefer that the immunization schedule falls on
the weekends because they are farmers.
Surprisingly, the HEWSs are operating the
service on weekdays once a month.
Furthermore, some participants also reported
that their village observes a market day on the
scheduled vaccination date. Our finding is in
agreement with a systematic review conducted
in sub-Saharan countries [36]. Therefore, the
participation of community members in
scheduling immunization sessions might help
improve measles vaccination uptake.

Some mothers complain about the fact that
their children are receiving too many
vaccines. Which is five rounds in the routine
immunization schedule and several rounds of



SIA campaigns. Hence, the frequency of the
vaccination caused mothers to whine. The other
point was the route of vaccine administration.
Children at the age of 14 weeks usually receive
three injections (PVT3, PCV3, and IPV1) at a
time. As a result, there will be injection site pain
following immunization, which will make the
mother not return at nine months for the
measles vaccination. As a consequence,
compared to injections, mothers preferred oral
drops. Our finding is in line with a previous
study done in Zambia [37]. This might be
because people don’t like injections because
they just know that injections are painful.

Strengths and Limitations of the Study

Because of its qualitative nature, this study
has the advantage of better understanding and
examining reasons for default or missed
measles vaccination from a caregiver
perspective that prior quantitative findings were
unable to address. It also revealed how
caregivers feel and experience before, during,
and after points of service and identified their
pain points. This study has its limitations of a
qualitative nature. Even though the study
samples were determined by the idea saturation
of the study participants, they might not be
representative of the general and diverse
population, and the results cannot be
generalized to other settings. In addition, the
study encountered limitations, such as limited
gualitative literature on vaccination to use in the
discussion section for a comparison of the
findings with other articles. Instead, some
mixed studies were used due to a limited
number of qualitative articles on child
vaccination.
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