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ABSTRACT
Background

The universal immunization programme is one of the most cost-effective public health
measures that has reduced under-five mortality across the globe. Timely vaccination helps in
maintaining the long-term and high population immunity achieved so far in communities.
Delaying vaccination can bring postponement of subsequent doses with the risk of waning of
immunity achieved. In a larger population, significant delays can bring the small
unvaccinated population (immunocompromised, preterm births etc) under more risk.
Prolonged disruptions due to events such as the pandemic, can add to the adverse
consequences faced not only by the individuals, but also by the community. This study aimed
to explore the barriers to timeliness of routine immunization during the pandemic situation in
2020-21.

Methodology

The study was a descriptive qualitative study. In-depth interviews of fourteen health system
workers including LSGIs, and thirteen caregivers of a rural and an urban panchayat of
Thiruvananthapuram district were done. Participants were selected purposively to delineate
the emerging themes. Ground theory approach identified the themes across rural and urban
areas which were then forced into framework analysis to identify the mis-matches between
the two groups of stakeholders.

Findings

COVID 19 and the related additional workload among health care workers has largely been
the barrier to timely routine immunization. Fear of covid and transportation limitations have
prevented caregivers from approaching the health system. But the health system did not
recognize that parents perceived the health system as a site of risk. The community support
that the health system received varied across rural and urban panchayats, has also influenced
the program.

Conclusions

The availability of limited immunization centers on re-starting the program had increased
crowding in existing health centers. This has resulted in parents perceiving the immunization
centers as risky sites and delaying vaccinations. Along with it, the health system’s interaction
with the caregivers was affected, remaining restricted for almost 2 years. This may have
weakened the caregiver’s awareness of importance of timely immunization. The covid related
workload burdened the health system which has affected their regular activities and the
routine reach to the community. The existing barriers in communities also has added to the
burden of covid related barriers.

xii



CHAPTER- 1

INTRODUCTION

1.1 Background

One of the most cost-effective interventions in public health is the universal
immunization program for children. Across the globe, it has reduced the under-five child
mortality rate and enabled better survivorship. The routine immunization with vaccines
protects the population from diseases that previously claimed millions of lives each year,
mostly children. Under the UN conventions, every child has the right to the best possible

health and a right to be vaccinated (Pollard and Bijker, 2021).

1.2 Immunization Programs in India

The Universal Immunization Program launched in India in 1985 is one of the largest
public health initiatives, against life-threatening diseases in the country (Intensified
Mission Indradhanush, 2018). The program in India serves around 26.7 million infants
(Gurnani et al., 2018; Intensified Mission Indradhanush, 2018; Summan et al., 2021).
Free of cost vaccines against Diphtheria, Pertussis, Tetanus, Polio, Measles, Rubella,
severe form of childhood TB, Hepatitis B, and Pneumonia caused by Haemophillus
Influenza type B diseases are provided to all children in the country. Other vaccines such
as against Rotavirus, Pneumococcal pneumonia and Japanese encephalitis are also in the
process of being included through the expansion of the Mission Indradhanush program

(Intensified Mission Indradhanush, 2018).

Since the launch of UIP in India, an estimate coverage rate of only 65% children has been

achieved by 2013. To reduce the unimmunized and partially immunized children,



“Mission Indradhanush” was launched in 2014, and subsequently, the Intensified Mission
Indradhanush (Gurnani et al., 2018; Intensified Mission Indradhanush, 2018; Summan et
al., 2021) in 2017. This was started with the aim to attain 90% full immunization
coverage in selected districts in India by providing more resources to reach the

underserved areas.

As compared to NFHS-4 data, NFHS-5 shows an increase in the immunization coverage
among children aged 12-23 months, who have received all basic vaccinations, with the
launch of the Intensified Mission Indradhanush program (NFHS-5(2019-21) Report,
2022). Also, according to WHO and UNICEF 2020 estimates, there is a general
downward trend in all routine immunization vaccine uptake in India

(WHO _India_Immunization, 2020), during the COVID pandemic period. With the effects
of the COVID pandemic, there were significant disruptions to vaccination services across
the globe, as reported by WHO. Nearly 3.7 million more children than in 2019 were
reported to have missed out on basic vaccines through routine immunization services in
2020, according to WHO data. Among the middle income countries, India has a larger

decline with DTP-3 coverage falling from 91% to 85% (WHO, 2021).

Prior to the pandemic, global vaccination rates against diphtheria, pertussis, tetanus,
measles, and polio were stalled at around 86%. The WHO recommended vaccination
coverage for measles is 95%, as it is the first disease to resurge when children are not
protected with vaccines. The barriers to getting immunized in various demographical
regions has been discussed, to improve the immunization coverage rates. The factors that
act as barriers to complete vaccination schedules, or to take them on time can be either

related to parental factors or due to health system related factors (Anderson, 2014). This



varies according to socio-economic region. The coverage rates in rural areas, sub-urban
areas with large slums in many countries were reduced further during the pandemic

(Chandir et al., 2020).

Table 1.1 Comparing state wise immunization coverage from NFHS data

Children age 12-23 months fully vaccinated based on information from either
vaccination card or mother's recall(%) of each State

States NFHS-4 NFHS-5
Arunachal Pradesh 38.2 64.9
Andhra Pradesh 65.3 73
Assam 47.1 66.4
Bihar 61.7 71
Chandigarh 79.5 80.9
Chhattisgarh 76.4 79.7
Goa 88.4 81.9
Gujarat 50.4 76.3
Haryana 62.2 76.9
Himachal Pradesh 69.5 89.3
Jharkhand 61.9 73.9
Karnataka 62.6 84.1
Kerala 82.1 77.8
Madhya Pradesh 53.6 77.1
Maharashtra 56.2 73.5
Manipur 65.8 68.8
Meghalaya 61.4 63.8
Mizoram 50.7 72.5
Nagaland 354 57.9
Odisha 78.6 90.5
Punjab 89.1 76.2
Rajasthan 54.8 80.4
Sikkim 83 80.6
Tamil Nadu 69.7 89.2
Tripura 54.5 69.5
Uttar Pradesh 51.1 69.6
Uttarakhand 57.6 80.8




Dadra & Nagar Haveli and Daman& Diu 50.5 94.9

Jammu & Kashmir 75 86.2
Ladakh 81.9 88.2
Lakshadweep 89 86.1
NCT Delhi 68.8 76
Puducherry 91.3 82

(NFHS-5 Phase II, Factsheet, 2022)

In India, the southernmost state Kerala, with its remarkable health achievements despite
low economic status (13th Five Year Plan, 2018; Varghese et al., 2014), has achieved
77.8% full immunization coverage among children aged 12-23 months according to
NFHS-5 (2019-21) (Table No.1). But this level falls below that achieved in 2015-16

where 82.1% of those aged 12-23 months had achieved full immunization coverage.

With the decentralization process launched in the state in 1996, the local self-
governments (LSG) have marked their role in the protection and promotion of public
health at local levels. Their role in maintaining healthcare institutions’ infrastructure, the
primary and secondary care institution equipments, helped in widening healthcare
delivery (GO. P189-95/LAD dated 18/9/95) (Economic Review 2021, 2022). This model
of decentralized planning makes Kerala stand out from other states of India. Their role
has helped the state during the unprecedented 2018 and 2019 floods and during the
COVID pandemic. They were further scaled up by the state government to meet the
emergency healthcare needs of the people, and to provide essential services during the
pandemic (Economic Review 2021, 2022). The constant support of the Kerala state
government for the health department has contributed to better access and coverage
(Kutty, 2000; Thomas and Rajesh, 2011). With almost every panchayat (Local Self-
government department) in a district having a PHC, and subcenters and a multi-level

private health care system, Kerala’s health care system stands strengthened (Kutty, 2000;



Prajitha et al., 2021). With the view of “people friendly” health delivery system, the state
of Kerala has transformed selected Primary Health Centers (PHCs) to Family Health
Centers (FHCs) with need based approaches by redefining the package of services and
improving their quality (Economic Review 2021, 2022; Vijayan et al., 2021). The routine
immunization services in every panchayat in the State are provided at the grass root levels

through FHCs and PHCs, by institutional, field and outreach-based services.

1.3 Rationale/Justification for the study

Despite a fair achievement in the health sector, the State had a reduced coverage rate in
NFHS-5 compared to NFHS-4 (Kutty, 2000; Prajitha et al., 2021). Understanding the
factors that influenced this reduction can guide the policy makers to develop better
strategies to mitigate against the impact of such crises and to manage the community’s
achieved health status at status quo. Identifying the characteristics and views of those who
had timely vaccinations and those who had delays and the reasons for the delay or
timeliness, would enable better targeting of those who are vulnerable to delay during
future disruptions. Identifying the factors from the health system and local self-
governments that can contribute to the delay in vaccinations, can also help in developing
plans for handling future disruptions. At the same time, the factors that helped the system
achieve optimal coverage without a letdown in the rates need to be recognized. This will
enable fostering those components that foster better coverage.

A qualitative approach offers an opportunity to understand the various perspectives of
stakeholders, such as beneficiaries, health care service providers and other stakeholders
such as LSGI persons. This will enable identification of the newly emerging perspectives

of the beneficiaries and the system and the contexts in which they functioned under



during the unprecedented pandemic. This study thus aims to explore and understand the
barriers to timely immunization during the period 2020-21 in the context of Kerala.

1.4 Research question

What were the barriers to timely routine immunization of under three children during the
pandemic in Kerala?

1.5 Objectives

1. To identify the physical and socio-economic contexts of beneficiaries and their
caregivers which contribute to delayed vaccinations during the pandemic period
among children aged 12-36 months.

2. To describe the perspectives of health system functionaries and other stakeholders
such as local self-governments on what could have contributed to delay in
vaccinations within the community.

1.6 Chapters

The first chapter gives a background and introduce to routine immunization in India and
how it got impacted by COVID. The second chapter includes a review of literature
relevant to delay in routine immunization. The third chapter consists of a description of
the methodology followed in the study. The fourth chapter details the results of the study,
and the last chapter discusses the gaps identified through the study and relevant public

health recommendations for appropriate interventions.



CHAPTER -2

REVIEW OF LITERATURE

This chapter provides a summary of the evidence on delay in immunisation and the
barriers that result in delay from a global and Indian context. The relevant literature was
identified using PubMed search, with the terms “delay in routine immunization”, “delay
in vaccination in children”, “barriers in routine immunization”, “barriers in vaccination in
India” and “delayed immunization”. The search was restricted to the period 2000 to

March 2022.

The literature review has been described in the following sections according to how delay
in immunization is relevant and the causes for it, and the barriers causing it from the

health system and the caregivers perspective.

2.1 Delay in immunization

Immunization with vaccines is scheduled at specified times of a child’s life. Each vaccine
is scheduled according to the time best possible when maternal antibodies wane, and the
time when each child can develop and sustain the immunity against each infection, to
have maximum protection for a longer time (Epidemiology and Prevention of Vaccine
Preventable Diseases, 2021). Timely vaccination is important for vaccine preventable
diseases, as failure to do so can reduce a community’s achieved long-term immunity

against these diseases (Guerra, 2007; Riise et al., 2015).

A vaccine is said to be delayed when it is received later than 1 month (Riise et al., 2015).

Delayed utilization of vaccinations has had effect in the form of outbreaks and increased



hospitalizations due to vaccine preventable diseases in developed countries, even those

with higher immunization coverage (Choudhary et al., 2019).

Despite increasing immunization coverage and reduced under-five mortality, India still
has a relatively high burden of measles, diphtheria, pertussis, diarrhea, and this accounted

for the highest number of under-five deaths globally in 2016 (Choudhary et al., 2019).

The delay in immunization can expose children to prolonged risk of disease and
transmission of diseases (Shrivastwa et al., 2016). Thus, it is important to assess the
quality and full benefits of the program, as coverage alone cannot give the herd immunity
and there is the risk of transmission of an infection (Shrivastwa et al. 2016, Rauniyar et
al.,2021). The delay in vaccinations can be due to the delay on the part of the

beneficiaries or the due to health system factors.

2.2 Global burden

In the Phillippines, prior to the COVID pandemic, an estimation of prevalence of timely
immunization found it to be 74.4% for BCG, 70.3% for Penta 1, and 39% for Penta 3
among infants aged less than 2 years in 2016 (Raguindin et al., 2021). This decline was
seen along with a downtrend in immunization coverage in Philippines.

Among 14,282 children in Brazil, delay in immunization was seen in about 9.4%, 23.8%,
36.8% and 39.9% children for first, second, third and the booster doses of Penta vaccine
respectively (Sartori et al., 2017).

The odds of delay in immunization increased (Odds ratio = 3.77, 95% CI: 2.86- 4.96) as
compared to the delay in immunization before COVID in children aged 0 — 2 years in

Ontario, Canada (Lee et al., 2022).



2.3 National burden
As per NFHS-5 (2019-21) of India, 77% of children of 12-23 months have received all
basic vaccinations, which was an improvement from the 62% according to NFHS-4
(2015-16), with the launch of the Intensified Mission Indradhanush program. More than
70 percent of children age 12-23 months are fully vaccinated in majority of districts of the
country. In only a few districts is this percentage lower than 50 percent, and most of these

districts are in the north eastern states (NFHS-5(2019-21) Report, 2022).

The literature review on timeliness of immunization in India and the factors related to it

are limited in availability. Yet, a study attempted to estimate the delay, as the prevalence
of delayed vaccination using NFHS-4(2015-16) indicated that 23.1%, 29.3% and 34.8%
of children aged 10 to 23 months had delayed immunization for BCG, DPT, and Measles

doses respectively in India (Choudhary et al., 2019; Masters et al., 2019).

In Kerala out of the 77.8% immunized, 98% were partially vaccinated and only 2% have
not received any vaccine at all before the time of the NFHS-5 survey (Kerala NFHS-5,

2021).

2.4 Barriers that caused delay in routine immunization prior to COVID
The barriers in timely immunization are seen in health system as well as in households
and for caregivers (Anderson, 2014). The description of the barriers identified in the
literature have been outlined in the following sections.

2.4.1 Household barriers
Many studies have identified multiple household level barriers to routine immunisation.

a. Accessibility barrier with immunization centers situated far



The children of caregivers in inaccessible rural as well as residing in inner cities in urban
areas have had partial and delayed vaccination due to difficulty in accessing the
immunization centers (Yazdani et al., 2021). For urban caregivers of Yemen, distant
centers and mostly the lack of information made immunization difficult for them
(Ba’amer, 2010).

b. Immunization among migrant workers
Migrant workers who are constantly moving to places where the spoken language is not
familiar have less access to the service. Families on the move continuously will have
difficulty in identifying the center for immunisation. With less engagement, they also
have lesser awareness of and knowledge about immunization. This constant mobility is a
barrier for such families. Often nomadic families register themselves with multiple
names in different settings. The name changes that they attempt can further act as a
barrier for the health system to include them in their system (Larcher, 2001).

c. Hospital based immunization service
Providing the immunization services in hospital centers alone, can affect the accessibility
for those who are staying far away from these centers. With less outreach sessions, and
health centers in a community, this poses a limitation in availability and accessibility of
vaccines (Larcher, 2001). This has changed in many countries with the concept of
primary care. But it must be examined to determine its functioning during COVID
restrictions.

d. Changing mother’s residence
Social behaviour such as changing the mother’s residence continuously during their
postnatal period, from husband’s house to father’s house and vice versa in Gujarat,
reduces the opportunity for them to get reminded by the system. The health system

workers register the name of the daughters-in-law and not daughters, from the husband’s

10



residence. This registration helps the system to remind the mothers regarding timely full
immunization (Patel and Pandit, 2011).

e. Social interactions between mothers in urban and rural differences
Social interactions and engagements in rural areas motivate mothers and caregivers for
immunization when services are ensured. These social networks act as a facilitator in
rural areas. The barriers in rural areas include accessibility, local perceptions of health
such as vaccinating a baby for being weak, seeking alternate local healthcare for
protection of infants, as part of social shaping as in Gambia (Cassell, 2006).
Poverty, mother’s education, women with more children, and experience of less friendly
staff in the centers available to them were few of the experiences of the urban mothers
who had delayed or not immunized their children. The social interaction was more seen in
rural than in urban, during the immunization sessions. This played an important part in
motivating the rural mothers to complete the vaccine schedule (Cassell, 2006).

f. Parental knowledge of immunization
Mothers who were aged more than 30 years old, are more influenced by the vaccine
knowledge as they become familiar with them. This has helped them to ensure
vaccination and children of these mothers were more likely to be vaccinated. Children of
mothers with higher educational level had higher coverage levels. (Borras et al., 2009;
Luman et al., 2003).
[lliteracy along with distance more than one kilometer from the vaccination center,
influenced a mother’s forgetfulness/negligence for routine immunization of their children
(Patel and Pandit, 2011). Mothers who are not aware of the requirement of vaccines have
a higher chance of not vaccinating their children or delaying them (Ba’amer, 2010; Patel

and Pandit, 2011; Yazdani et al., 2021).
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g. Vaccine hesitancy/ Refusal
Vaccine hesitancy has been defined by WHO as “refusal of vaccines despite availability
of vaccine services”. It is also stated as “a motivational state of being conflicted about or
opposed to getting vaccinated” (He et al., 2021; Olusanya et al., 2021). It is a continuum
state between high vaccine demand and complete vaccine refusal. The knowledge of risks
and benefits of vaccines and immunization, viewing it as a part of the child’s right and as
their responsibility, is one of the key decision process in initiating for immunization
services according to 2014 WHO SAGE working report on vaccine hesitancy

(SAGE_Vaccine Hesitancy, 2014)

2.4.1 Health system barriers
The health system barriers found in the review include the attitude and practices of the
workers, their work, vaccine availability, effective communication.
a. Attitude of doctors
The physicians in the immunization center do not consider it as part of their work to
conduct immunization for children. They consider other health workers as responsible for
the immunization program. The doctors are less likely to vaccinate the children when the
health workers are available. They also consider that it is the lack of knowledge among
the caregivers that is the barrier for their children’s immunization (Gargano et al., 2012).
b. Communication with the community
Effective communication strategies considering the cultural aspects of a community helps
in higher coverage of immunization (Nasiru et al., 2012). The planned communication
with the community gate keepers of varied positions, motivated the community for higher

coverage of immunization.
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c. Health staff reminding parents
Timely reminders for vaccination by the health staff acts as a facilitator for vaccinations.
Its absence is a barrier to timely vaccination in a rural district in Gujarat (Patel and
Pandit, 2011).

d. Non availability of vaccines
Due to irregular stock and delivery, there were shortages of vaccines in primary health
center, district, and state levels. This acts as a barrier to partial or delayed immunization
(Patel and Pandit, 2011).

e. Underperformance of health staff
A deficiency in commitment to immunization related tasks, possibly due to lesser number
of trainings received and/or lack of accountability among the health workers can be
reflected in its impact on immunization rates. The caregivers can also get affected by
unfriendly staff, which leads to demotivated behaviour from the parents (Yazdani et al.,
2021).

f. Transportation in remote areas
Those isolated remote areas with access difficulties for immunization imply vaccine
inequality in the community. This will not help in achieving the required herd immunity
to keep the vaccine preventable diseases at bay (Metcalf et al., 2015).

g. Motivating female health workers
In a pilot study in Nigeria, recruiting female health workers increased the immunization
coverage along with the other mother and child programs (Uzondu et al., 2015). Even
without permanent employment, they were motivated to work in rural centers, when they
were given facilities to stay, to do house visits by providing them with transportation that

were “gender-sensitive” (two-wheelers that does not reveal women’s legs and abided by
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their society’s culture), and by appointing sufficient number of workers (Uzondu et al.,
2015).
2.5 Barriers that caused delay in immunization due to COVID pandemic
Social distancing and stay-at-home orders were the common barriers for vaccine
administration during the pandemic (He et al., 2021). New parental perspectives on
vaccines can come up due to the pandemic.
In many states in India, the immunization services were stopped during COVID for a
short period of time. The lower administration of vaccines can be due to lack of public
transportation, fear of getting COVID during hospital visits, containment zones
deployment etc. Vaccine supply to health centers may have been affected with the travel
restrictions due to COVID also (Vasavada et al., 2020).
2.6 Summary
The barriers identified through review of literature have been summarized as follows.
Household barriers identified prior to the pandemic-

* Accessibility barrier with immunization centers situated far

* Difficulties for immunization among migrant workers

* Availability of only hospital-based immunization service

* Changing mother’s residence interfering infants’ immunization

* Social interactions between mothers in urban and rural differences

* Maternal education influencing immunization

* Vaccine hesitancy/ refusal
Health system barriers prior to the pandemic-

» Shifting responsibility from doctors

* Unplanned communication with the community

* Health staff reminding parents nonuniformly.
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* Non availability of vaccines
* Underperformance of health staff
* Limited transportation in remote areas creating inequality in immunization

* Motivating female health workers influencing the program.

The barriers to immunization during COVID, that are identified, can further accentuate

the existing burden.

2.7 Timeline of events in immunization program in rural and urban panchayats in

a.

Thiruvananthapuram
The routine immunization program along with outreach sessions were decided to put
on hold when covid lockdown was announced on 24" March 2020 (COVID19 Kerala
Guidelines, 2020).
It was decided later to re-establish the program under the Universal Immunization
Program, as early as possible in health services on April 16™. The private hospitals
that used to conduct immunization sessions were also adviced to restart. Advisories
were also given along to conduct the sessions according to the covid situations and
following the covid protocols. This was started in FHCs in the initial months.
Outreach sessions could not be started immediately as it worked before (Advisory for
restarting immunization, 2020).
The program was started in few subcenters the same year, according to the covid
situations in each panchayat, as there were containment zones regulations also. It was
towards late in 2021 and early 2022, the outreach sessions started.
Catchup campaigns under Mission Indradhanush 4.0 was planned and conducted in

the state from March to May 2022 (IMI 4.0 Launch, 2022: 0).
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CHAPTER -3

METHODOLOGY

3.1 Study Design

The study is a descriptive qualitative study. Using a qualitative approach, I explore the
perspectives that emerge from caregivers of children and the health care providers
regarding the difficulties experienced for vaccinating children during the pandemic
period. In-depth interviews of caregivers of the beneficiaries and the health care workers
in the public health units using an in-depth interview guide was the main tool used in the

study.

3.2 Study setting

The study was in Thiruvananthapuram district of Kerala state. One urban and one rural
panchayat were selected purposively from Thiruvananthapuram district. The public health
units linked to the panchayats were included. The rural and urban panchayats each had
one Family Health Centre (FHC) , and four Subcenters. In the urban panchayat, under one
subcenter, there are three to four wards. In the rural panchayat, there are five to seven
wards under each subcenter. The beneficiaries were selected from the registers of ASHAs

of the panchayats.

3.3 Study participants and sample selection

From the health system, the Medical Officer, Junior Public Health Nurse (JPHN) and the
Accredited Social Health Activists (ASHAs) who consented were included in the study.
Within the panchayat, other workers whose activities impinge on health such as the
anganwadi worker and the Integrated Child Development Service (ICDS) Supervisor and

the local self-government’s functionaries linked to the selected panchayat and who
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consented to participate in the study were selected for the study. The caregivers of the
children 12-36 months of age were selected from the ASHA’s registers identifying those
who had delay in their immunizations. The possible delay was also confirmed using the
dates in their vaccination card.

The inclusion and exclusion criteria for selecting informants for this study are detailed in
the following paragraphs.

a. Inclusion Criteria:

1. Caregivers of 12-36 months children who reside in the district for past 2 years.

2. Medical officer in charge since past 2 years’ operating in the areas where
caregivers reside.

3. JPHN, ASHA workers and Anganwadi workers who were in duty during 2020-21
in the areas where the care-giver reside.

4. Other stakeholders such as Chairman of the Health standing committee of the
Panchayat, the various representatives of the community who have a stake in the
universal immunisation program’s functioning at the local level.

This was done to ensure that the selected informants had experience of the pandemic
conditions in that specific context.

b. Exclusion Criteria:

1. Caregivers of preterm children

2. Caregivers of children who has not taken any vaccines due to their religious
Views.

3. The health system workers who took charge in 2021.

The caregivers were initially approached by asking their availability, through their
ASHAs. Some of them were later approached without the presence of ASHAs, to

understand their perspectives on the health system in privacy.
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The exclusion criteria ensured that only those with experience in that specific panchayat
were included. Among caregivers, those whose children were pre-term might have
distress related to the growth and potential delays. To avoid additional distress for the
mothers/caregivers, these groups of caregivers of pre-term children and those who could
not vaccinate due to religious requirements were excluded.

3.4 Data Collection Techniques

Data collection was conducted for two months, starting from 14" of March till 21 of
May 2022. The investigator approached the participants, who consented to take part in the
study. They were given a brief introduction on the research purpose and provided with the
participant information sheet. After receiving their consent, they were interviewed at their
convenience in a place of their choice. The interviews were audio-recorded after consent,
ensuring their privacy and confidentiality. Those who did not provide consent to audio
record the interview, careful notes of the interview were written down. Handwritten notes
were taken for 2 participants of the health system.

The audio-recorded interviews were transcribed using Transcriptions Software. It was
coded using Student license of ATLAS.ti software version 22.0.2. A total of 14 health
system participants and 13 caregivers from both the panchayat were interviewed in this
manner. Initial five interviews of four health system workers and a caregiver, were
transcribed verbatim to Malayalam and translated to English. The interviews that
followed were directly transcribed verbatim to English, carefully looking for the
Malayalam words to retain them according to the initial Malayalam transcripts. The
transcription to English was typed in Transcription Software to note the time of the
interview along with the transcripts. The transcribed interviews were taken for coding in

ATLAS t1.
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3.5 Methods of Data Analysis

To identify the barriers and facilitators for timely vaccination, the interviews across
caregivers of the beneficiaries were inductively coded line by line. The emerging codes
were grouped in terms of their commonalities or the connections into axial codes. These
axial codes and their linkages were considered to develop the specific themes for this
analysis. The rural and urban perspectives sometimes were common, and some
perspectives were uniquely urban or rural. Therefore, the emerging themes across
caregivers of rural and urban were matched and grouped into those similar in rural and
urban areas, those applicable only for rural areas, and only for urban areas. These
matched themes were appropriately labelled to identify the reasons for delay or timely
vaccinations. This exercise was for the health system and the local self-government
participants transcripts to identify their perspectives across rural and urban panchayats.
The findings from both categories of informants are reported in the chapter on results.
To develop public health programmatic recommendations to overcome the barriers
identified, I used framework analysis to match the barriers across care givers and health
system functionaries. Framework analysis enabled a matching of the perspectives of care
givers and those of the health system professionals. Each of the themes were merged to
identify specific barriers common to both categories. By reading across both categories of
informants within each of the matched themes in the framework, we could identify the
gaps in perceptions which need bridging through public health initiatives. These merged
themes of both the panchayats were matched to identify the possible convergences and
divergences across caregivers and health system. This enables identifying the reasons for
delay in vaccination of under three children that were due to the system or nested in
conditions that prevail. This analysis forms part of the chapter on ‘Discussion’ in the

thesis.
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3.6 Positionality

As a female medical practitioner in allopathic medicine, my understandings of what the
field workers experience to conduct the system and make it progress was rather naive. |
started the study on how to identify the barriers that could have occurred during the
pandemic crisis, but in the process, the hurdles that the fieldworkers and the community
that they had to go through to run a system that keeps our children safe were also
explored.

As an individual from a middle-class background, experienced life in urban areas and
achieved medical training from a rural area, I stand with all the participants in my study
from various socio-economic backgrounds and attempted to take a glimpse into their
lives. The caregivers attitude towards their children’s health benefits were also seen
through the maternal eyes of the researcher, as well as a medical practitioner. As an
outsider to the field worker’s perspectives, [ was trying to explore how they were making
things happen. The participants of the rural areas may have responded more openly had I

was one among them, as they saw me from a professional lens alone.
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CHAPTER -4

RESULTS

4.1 Introduction

This chapter presents the results of the qualitative analysis of the interviews from the
caregivers and health system functionaries in both rural and urban panchayats. The
objectives of the study were to describe the physical and socio-economic contexts which
may contribute to delay in vaccinations for children aged 12-36 during the pandemic
period and in addition to describe the perspectives of health system functionaries on what
could have contributed to it. This has been done by undertaking in-depth interviews with
these key stakeholders and analysing the interviews using inductive coding to identify the
emerging themes which point to specific barriers. In part these perspectives across care
givers and health system functionaries varied by rural and urban areas. Therefore, the
results are presented in groups, categorized as common to rural and urban areas,
belonging only to rural areas and only to urban areas. This will enable an identification of
targeted program corrections.

SECTION I - The barriers among children and caregivers

This section includes the profile of the beneficiaries and their caregivers, and the
emerging themes to understand their physical and socio-economic contexts which
contribute to delayed vaccinations during the pandemic period among children aged 12-
36 months.

4.2 Profile of the caregivers and the children

The following five participants were taken from the health system from their list of

beneficiaries, with delay. Their delay was confirmed, from their date of birth and the due
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dates of vaccines, given in their vaccination card. The participants’ caregivers were

interviewed to understand the circumstances that lead to delayed vaccinations.

Table 4.1 The profile of caregivers and children participants, with delay in

immunization
Delay in
vaccination RURAL URBAN
C3 C1 C2 C3 C5
Age of the 25 23 28 28 30
caregiver
Religion Hindu Hindu Hindu Hindu Hindu
Caste General General OBC SC General
Marital status Married Married Married Married Married
Highest Graduate Diploma Graduate Post- Graduate
educational level Graduate
Employment Not Not Regular Not Not
status of employed, employed employed employed employed.
caregiver going for Worked as an
PSC accountant
coaching before 1%
class child, now
going for PSC
coaching
class
Occupation of None None Administerial None None
caregiver manager—
Govt
Occupation of Skilled — Skilled — Administerial Sales and Sales —
head of family Postman Carpenter ~ manager- Govt Services Medical
representative
Age of mother at 24 19 27 25 24
1% birth
Sex of the child Female Male Male Male Female
Birth order of the 1 2 1 2 2
child
Age of the child 2 2 1 2 2
(years)
Number of 8 7 6 6 4
household
members

All the caregivers in the study were mothers of the children. The mothers who had a delay

in their children’s immunization, belonged to general, OBC as well as SC caste, having at
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least education upto diploma following higher secondary school. One of the care givers
was a post graduate degree holder.
The caregiver’s physical and socioeconomic contexts were explored further also. The
themes merged from both rural and urban and from only rural have been described
further.
4.3 Factors affecting uptake of immunization services
4.3.1 Themes common to both rural and urban

a. Fear of COVID among caregivers
Care givers of both rural and urban panchayats, were afraid to take their children for
vaccination to the centres where it was being provided. For care givers, this included a
fear of contracting COVID when they took their children for vaccination and a fear that
their children would contract COVID. They mention the extra efforts they made to protect
their children from COVID. Those who carried their children to centres mentioned how
much effort they put into covering up their children from any exposure. They avoided
even sitting on the chairs provided while waiting for their turn. They attempted to put on
a mask to their infants, but this was very difficult with infants who kept nudging off their
masks.

“We had tension of course, like everyone. Because, it is not just me. We have
more number of household members here, so it is of course a tension.”
-36 year old caregiver Cl,mother of 2 and a half year old boy child, rural

panchayat.

“Yes, That was the concern alone then. I am already a tensed person. Since it was
there since my pregnancy days. SO since then, I am having those concerns and
tension. Keeping the sanitisers, mask, etc... When taking the baby along, we had
the tension of course. If by any chance the baby get COVID, such concerns were
there. We were scared. Even there were chairs, we don’t even sit there.”

-28 year old caregiver C2, mother of 1 year old boy child, urban panchayat.
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“That time, kid won’t wear mask and all, she takes it off. Now she wears them. We
tried to keep distance like everyone.”

-26 year old caregiver C6, mother of 2 year old girl child, urban panchayat

a. Cost barriers of immunization

The cost barriers for routine immunization included the cost of vaccines, the cost for
travel to and from the health centers at a time when no outreach sessions were conducted
and preference for distant center, and the cost of income reduction and time without
employment. It was a significant cost in terms of travel and vaccine cost for those who
lost their employment during the pandemic.

Parents after receiving childbirth services, continue immunization of their infants from
the private centres which they opted for delivery, without knowing the cost and the
burden of the vaccines that they later began to perceive as expensive. The caregivers from
rural areas are adviced to go to private centres for the mothers’ postnatal check-up on the
same day when the baby is due for the first Penta vaccine. With the difference in vaccines
available in private and government sectors, parents have no choice but to retreat from
private centres and go to govt centre for immunization by the time they perceive the
burden of the cost of vaccines. When they feel the burden of the costly vaccine and they
try to approach the govt health centre, they are adviced to complete the same vaccine
course taken from the private centre. The difference in the vaccines provided from certain
private and govt centres, makes the govt health workers advice to complete the course
taken from private centre. The govt health care providers recognise this burden, when the
parents bring their infants for the second dose of the vaccine, which may not always be

the same as of the public centres. This is an added cost burden for those who receive the
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essential service from centres that are preferable and convenient for them to approach, be
it a private centre providing vaccines or a govt health centre.

“Here in hospital Y, the cost of Penta vaccine is around 2000. One person took
vaccines from hospital Z. It is Rs 4000 for Penta 1st. We are giving 1st and 3rd
only. We don’t provide 2nd dose. 2nd dose is given by private hospitals. Since
they took the Ist Penta from private, they were like, since they have taken from
there, they wanted to get the rest of the vaccines from there.” - ASHAI of rural

panchayat

The immunization programs were not conducted in subcentres early during the COVID
period or in other outreach centres. It was not conducted in the usual anganwadi centres
either. This has forced the community who used to avail the services from centres closer
to their homes, to travel further with the limited transport available to the FHCs and
CHCs. At a time when they were afraid to go to the main health centres with the children,
they had to be motivated during this time regarding safe immunization sessions. At a time
when the poor in the rural areas could not work for their daily wages, it was difficult for
them to attend the immunization sessions that needed transportation to reach the centre.
The ASHAs intervened to provide them local transport from their income to those who
could not afford it.

“I alone get her to the centre. It is very far from here. If [ have to go by bus, I will
have to take two buses. Or if [ have to walk, I have to go to X and go so. Or by
auto, we can go directly. There was an auto chettan nearby here, so when he was
going from his house, I also join him.” ... “ASHA worker helped me during then.
She gave me money and also provided me auto for travelling. She called me
telling the dates, and she asked me if it is possible for me to go there for it. When |
told about my situation, she helped me so.”

PI— ““So how will be the charges for auto from here till FHC?”
“Some take Rs 110 - 100 from me.”

-42 year old mother C6, of 3 year old girl child, rural panchayat.
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In the urban panchayat, when mothers routinely manage pregnancy care from private
hospitals, their new-borns are given birth doses from these centres. Parents tend to follow
the same private facilities for their baby’s vaccines along with the mother’s postnatal
check-up. The private centres also advise them to take the immunizations including the
optional vaccines from them. The optional vaccines added along makes immunization
expensive when taken from private centres.

For caregivers who prefer govt centres distant to them for the difference in services
provided or attitude of health workers in the urban panchayat, there is a travel cost
attached. The travel cost and time that comes along for routine immunization of their
child also acts a barrier for timely immunization of their infants. It is also perceived for
those who take immunization from private centres.

“Here in the health centre, it is there only once in a month. The vaccine dates can
come on other days also, for that we go there. There is injection available on all
days there. So we have an assurance it will be there.”

“In the beginning, her initial vaccines for around 3 visits were taken from Y
hospital, where she was born. During then myself and husband took her for
immunization then in vehicle. We went by auto then. Yes it is very far from

)

here.”...”"The auto travel was taking around 45 minutes, so there would be a
charge for it. Then there were optional vaccines from there. It was separate from
the regular vaccines. It went around Rs 2000. It was for pneumococcal vaccine.”
“Husband does have to take leave for it too. He takes leave for afternoon work.

His work is usually afternoon.’

--25 year old mother C3, of 2 year old girl child, rural panchayat

Employed parents in the urban areas, need to plan to keep aside work to take their
children for immunization. An employed mother who has to take her infant for
immunization has to apply for leave for the day, after the govt approved maternity leave.

The accompanying father also has to do the same for their infant’s immunization. Adding
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to the vaccine costs, the loss of income for parents while taking a day leave from work for
immunization visit is something that comes along as essential services in rural
communities. This expense of time and cost involved when their salary is reduced for the
leave taken, also acts a cost barrier for routine immunization.

“When husband comes, he informs as ‘late’ in work place. Or sometimes ask for
half day or one hour late. They cut the salary for that time.... There will be a cut
from monthly salary.”

-28 year old mother, C3, of 2 year old boy, urban panchayat

b. Non-Availability of public transport

The restricted transportation during the COVID lockdowns, affected the mobility of the

community. The caregivers from both areas had different experiences with this limitation.

The caregivers in the rural panchayat, experienced difficulties in reaching the
immunization centres during COVID There were few locally available transport such as
autorickshaws available. The less privileged daily wage earners who did not have work
during the COVID lockdowns, could not afford the cost of these locally available
transport. The limited number of immunization centres made available during that period
were distant for many to reach. This was so for many caregivers in different areas of the
rural panchayat. The ASHAs, whenever it was possible, intervened for those caregivers
who were distant and could not afford the available transportation then. This helped some
of the caregivers to get their timely immunizations.

“I alone get her to the centre. It is very far from here. If [ have to go by bus, I will
have to take two buses. Or if I have to walk, I have to go to X and go so. Or by
auto, we can go directly.”

PI— “So how will be the charges for auto from here till FHC?”

“Some take Rs 110 - 100 from me.”

-42 year old mother C6, of 3 year old girl child, rural panchayat.
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Whereas in urban panchayat, a similar difficulty was not perceived by the caregivers.
Even though they were situated near and far from subcentre and FHC or other private
centres, they were able to commute with their own vehicles, or were mostly able to afford
the local transport when there were restrictions for transport. It was not felt as expensive
as felt by those in rural areas. In the rural panchayat, the distance to the available
immunization centres, the limited transportation was a burden to caregivers.

“All vaccines are free. A petrol charge is one cost that can come. But that is from
husband’s hand, I have not asked him about that. So I am not able to tell them. Even
to hospital X, husband takes there by bike.”

-28 year old mother, C3, of 2 year old boy, urban panchayat

¢. Limited interactions with the doctor during immunization

The limited interaction among caregivers and the health workers for routine work, may
have contributed to certain misconceptions among caregivers in the rural panchayat. The
instruction given regarding COVID vaccination for adults was mistaken as being related
to routine immunization for children. The advice was about COVID vaccination, to be
taken after three months in case, one had been COVID infected. Caregivers mistook it as
similar in case of immunizing their infants, 3 months after their COVID positive status.
This may have happened at a time when COVID vaccination was given more importance,
and was more focused.

At the same time, the communication from the doctors during the immunization sessions
were restricted during the this period so as to reduce direct contact as part of COVID
protocols. This may not have helped in sensitizing the caregivers of the rural panchayat
enough. Along with this, lax behaviour with respect to timely immunization of their

children was also noticed in the community. The caregivers thought that it wouldn’t be a
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problem for the child if immunization happens at a later time other than the due date, and
that it is not a matter to be concerned about.

“You can take the vaccine even after the date. We just have to go to them. Suppose if
we couldn’t take the vaccine on date, in the next month, we have to mention what the
reason for missing the vaccine on the due date and they can take the vaccine. If there
is fever for the child, vaccines is not taken. We have to go and consult the doctor.”

“No no, there won't be any problem for the child. We cannot take the vaccines if the

child is having diseases, so it is alright maybe.”
- 32 year old mother C4, of one and a half year old girl of 3" birth order, urban
panchayat.

In the urban panchayat, when immunization was restarted with limited centres, there was
a general crowding. All the health system workers together managed the crowding to
provide safe immunization sessions following COVID protocol. During this time, it was
difficult for the system to provide awareness sessions to the mothers regarding
immunization or to even talk to them. With limited centres and the crowding that
followed, caregivers worried about having to stay longer for the session. According to the
services managed in the centre, they were able to leave the centre as soon as they receive
their infants’ vaccines. Also, when immunization on restarting in the convenient
subcentres, once in a month as it was before, some of the caregivers had to depend on
tertiary centres and other FHCs which were distant for them. This had created a gap in the
doctor-patient interaction during immunization sessions, that have led to a lax behaviour
in taking timely immunization for children.

“They only give the vaccine, after asking the then health of the child, if the child is
comfortable.” “I have not asked them much also. Since all are taking, we are also
taking it. Anyway, they are asking us to take it because it is needed for us. So we
are taking it.”

-36 year old caregiver C1,mother of 2 and a half year old boy child, rural
panchayat.
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Along with this gap that happened while managing the immunization session, caregivers
were also concerned about the less attention that they received for their infants during
these sessions. It is a routine to check the weight of the baby, and a consultation with the
medical officers before giving vaccines, which could not be provided during these
sessions. This also influenced their decision to go for immunization to distant health
centres. These influences again add to the cost burden for routine immunizations. This
was more seen in urban panchayats than rural centres. Depending on tertiary centres for
immunization than the primary and the subcentres which are situated nearby is also a
factor that influenced routine immunization.

“The health centre people don’t talk much. They tell to give the medicines
correctly”.
-26 year old working mother C6, of two year old girl, urban panchayat

The migrant workers who reside in the urban areas, along with their families were
motivated by the health workers, the ASHAs in the community for immunization.
Migrant workers coming from different communities have different perceptions regarding
immunization. There are those who are not interested in immunizing their children among
them. One of the caregiver participant from the urban panchayat, shared that she waits for
her husband, to leave home for work, so that she can take her child for immunization. She
was eager to do as the health system adviced her. But it was not possible for her to make
the father of her child understand its importance. Neither was she able to understand the
details that was given in the vaccination book that was provided. The availability of
Vaccination books in the regional / local language that the migrants understand can
influence them as well as motivates them to take up the health services.

“No, they don’t tell anything about vaccinations, they give the child vaccine and
that’s all. I always ask them, if it will affect him and his health.”

-22 year old mother C7, of one and a half year old boy of migrant family, urban
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Certain wrong perceptions regarding immunization in the community exist among
ASHAs, and other elders, who are also the caregivers of children. An elderly caregiver
who was interviewed along with the mother of the child, mentioned that vaccines are
given to babies to prevent them from the diseases that come along with breast feeding,
from the mother. The caregivers who were mothers, were more aware on the diseases that
are controlled, and had been eliminated so far using vaccines. They acknowledge the
importance of the vaccines, but are not always concerned about managing to vaccinate
their children by the date when it was due.

4.3.2 Themes emerging only from rural areas

a. Social interactions across mothers motivating others for immunisation
Communities have been witnessing the immunization system for years, and thus are
aware of the purpose of immunizing their children. They are aware and know that they
need to approach the health system itself at least by the next vaccines due date, on
occasions when they could not take them on time. This was more evident from the
participants who live near or around the health centres in the rural areas.
The rural caregivers engage with other mothers in the community, reminding each other
of their infants vaccine due dates. The mothers in the community exchanging day to day
life and related to health and food given to their child, also talk about their immunization
visits. These social interactions in the community facilitate the routine immunization of
children, along with their health.
In rural areas, mostly mothers and grandmothers take their infants for immunization. The
role of father in immunization gets minimized for those who can go to the health centre
easily, as they stay nearby the health centres. The mothers and the grandmothers when
they bring their infant, they arrange the local transportation that they keep contact within

the community. The caregivers who are distant from the health centre are sometimes
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accompanied by the fathers also. The involvement of both the parents for immunization
was seen less in rural communities than urban. Whereas the socially involved caregivers
and mothers were more evident in rural communities.

“There are children of same age too here and for friends. So when they talk about
taking vaccines for them, that reminds me about my daughter’s Rl also. That it is time
for her too. Interacting with them also reminds me so.”

- 25 year old mother C4, of one and a half year old girl, rural panchayat.

SECTION II - The perspectives of health system functionaries

The emerging themes across both the urban and rural communities for the objective to
describe the health system functionaries perspectives, on what could have contributed to
delay in vaccinations within the community, have been detailed here in this section.
These themes are described in the following paragraphs. The participants from the health
system for this study has been listed in Table No.3.

Table 4.2 The health system participants from rural and urban

Urban participants Years of  Frequency of Frequency of
work report meeting per month
experience submission per

month

Local self-govt representative 11 1 as per needed

Medical officer 5 as per needed as per needed

Grade-2 JPHN 13 1 >10

ASHA-1 14 1 twice

ASHA-2 10 1 twice

Anganwadi worker 19 1 twice

Rural participants

Local self-govt representative as per needed

Medical officer 6 as per needed once

ICDS supervisor 6 2 twice

Grade-2 JPHN 8 2 >10

Grade-1 JPHN D), 1, as per needed >10

ASHA-1 12 1 once

ASHA-2 16 1 once

Anganwadi worker 34 1 twice
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4.4 Changes in health system functioning due to the pandemic

4.4.1 Themes common to both rural and urban areas

a. Stopping of routine immunization during COVID
The increasing COVID cases in the initial months of 2020 all over the country, lockdown
restrictions were brought in across all states. According to the state government order
released with the lockdown regulations, the order No./31/F2/2020/ Health, dated 24™
March 2020, of the Health and Family Welfare Department, GOI, it was decided to stop
the essential services of routine immunization along with the outreach sessions across
Kerala. Children who had their immunization due dates during this period did not get
them. The stopping of the program thus has caused a general delay in immunization in all
panchayats of the state.

“When COVID started, during around March 13th or 14th, sometimes during
those days, we had the all over lockdown. When lockdown started, around those

days itself, we stopped all the vaccination programs. After that by May end, we

’

restarted the vaccination programs.’
-JPHN of urban panchayat
“The temporary hold was almost two months”

-JPHN of rural panchayat
The wards in a panchayat were classified as containment zones as per the government
regulations of COVID control management. When a ward was marked as a containment
zone for COVID, the essential services and community movement were restricted. Thus,
in containment zones, the community was also instructed not to come to health centers for

routine immunization of their children. This system was followed for some months within
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the district. This has also affected those who had to take their immunization on those
specific days.

“Then when there was containment zone, we were telling them not to come to the
FHC for routine immunization during then. They were told to come after the
containment zone was called off. Similarly, those who were in quarantine, and
those who got positive also were told not to come to the FHC. Those who turned
COVID positive or those whose other household members were positive were told
to come after that.”

-Medical Officer of urban panchayat

b. COVID work added to regular work exhausted health workers in the
community

During the pandemic, when the COVID regulations were released, all health workers
were alerted to prepare for its management. The decentralized system has allowed the
health system to keep more contact with the community. The field workers that helped in
achieving this were the ASHAs, anganwadi workers along with the JPHNSs of the
community. They had to work for the pandemic related activities, in addition to their
regular work. In both urban and rural areas, the ASHASs took note of the COVID positive
patients, did contact tracing, also focused on those who returned from Gulf and compiled
their travel details. The Gulf returnee’s households were visited by health teams to ensure
enforcement of quarantine measures. These activities to manage COVID cases and the
community occupied the health workers and had to be carried out in addition to their
other regular responsibilities from their parent departments.
In both communities, ASHAs and anganwadi workers provided ration and food from
community kitchens to the low socio-economic houses and those who needed it, at their
doorsteps. It was not easy for them to get the prescriptions from elderly’s houses or

doctors and provide them their NCD clinic drugs from the pharmacy. Majority of the
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ASHAs did not have a vehicle of their own. Even though it was difficult for them in such
a time and occupied them till nights, they worked for the cause with the support of the
community, and it made them proud and motivated to do more.

“We were told to call and check all the people who were aged 60 and above in
our panchayat. We had to call 50 of them provided in a list a day. That was a
situation where we could not rest thus. Even though we had COVID, we had to do

this work. It is a good work only. But we were keeping many of our things aside

’

and were doing it. Even during nights, we had to call and talk to them.’

- Anganwadi worker of rural panchayat
When the community feared the people who returned from abroad despite their being
quarantined in their own houses, ASHAs and JPHNS stepped up to advise them and
arranged separate quarantine centers. They worked along with other social groups to
manage COVID related requirements and provided services in the community in both
urban and rural panchayats. They attended patients even at night, to arrange ambulances
and to follow them up in COVID treatment centers.

“In my area itself, there is a colony like area, where there was a boy who came
from Gulf. The locals and the community will not allow the boy to have his
quarantine in his home within the community. So, like that they created problem.
His house didn’t have a wall around, so they had issues.” “So, we had to think

and get the boy to the quarantine center.”  — JPHN of rural panchayat.

In rural panchayats, the ASHAs that I have interviewed, were also involved in burying the
bodies of the patients who died due to COVID. Due to the general fear of the public to
bury their close one during the lockdown restrictions, such requirements were taken care
by ASHAs. The anganwadi workers in the rural areas, were calling and following up on
the elderly population in their communities continuously for any issues. The JPHNs later
got pre-occupied with COVID vaccination duties which extended to an entire day. The

health inspectors were also involved in COVID cell work. The COVID cell work was part
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of the facilities that started with ‘District COVID War room’. It was a system that was
started to closely monitor the COVID situation in each district and community. It was
also working to manage the queries of the people during lockdowns, and to guide and
provide the community with the services that they need. The existing health system
workers as well as other volunteers were appointed for this purpose and its related work
in each community. The JHI of the subcenter was thus called for its work. This burdened
the JPHN who was managing the subcenter, and the FHC along with the additional
COVID related work in the community.

“Then the JHI I had here was posted for the corona cell as deputation. So, I had
his work also to be done as extra work.” “The thing that troubled me was I had a
JHI who was very active. But during corona days, he was sent to COVID cell
duty, which put me in trouble. It was a time when I had my personal things at
home regarding son’s marriage. I had to do the work of the JHI also then. The
work related to the people who had to sit for quarantine, etc. It was stressful

then.” - JPHN of rural panchayat

The ASHAs in the urban panchayat provided food and medications to migrant workers in
their panchayats. In houses where ceremonies of wedding and death took place, the
ASHA workers provided sanitizers and adviced for COVID protocols. They, together
with the social groups and community workers and the other health system workers, took
up additional responsibilities, in addition to their regular duties. The work itself was
hectic and had drained them physically as well as mentally. Moreover, this additional
work interfered with their regular duties. The health workers were eager to talk about the
work that they did for the community far more than they were to talk about their regular
work in their parent departments. They were satisfied and proud of the work they did,
regardless of how they made it through during that period.

“When there were certain deaths at certain houses, there will be more number of

people. Then we ASHA workers go there and give them the necessary sanitizers. We
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also advice the houses where they had weddings during those times, were also able to

talk with them regarding the precautions.” — ASHAI of urban panchayat

4.4.2 Themes emerging only from rural areas

a. Existing infrastructural concerns for immunization during COVID
The theme regarding infrastructural factors came up as per the concerns from the
interview with the JPHN of the rural FHC. The immunization room given in the ground
floor of the new FHC building had space constraints as it did not have proper ventilation
for the Ice-Lined Refrigerators (ILR), as well as for those who came for vaccines. There
was insufficient lighting and no provision for a waiting room in the ground floor. It was
also noticed that the caregivers with their infants had to walk through the out-patient (OP)
waiting area to reach the immunization room. The out-patient waiting area had patients
coming for their fever due to infectious causes. The JPHN was concerned about the risk
of spread of air-borne infections from the OP area, that includes tuberculosis patients
from the community too. The frequent power failures affecting the ILR and the physical
space concerns, lead to the decision to shift the immunization program to the older
building next to the FHC, which was more spacious. This was advantageous during the
COVID period, to conduct safe immunization sessions for children. Since the event of
shifting the immunization centre to a more spacious area, happened right before the
pandemic got announced, the community was only getting to know regarding the shift,
and they were concerned about bringing their children to the space constrained older
centre for safe immunization. They have also been experiencing the constant relocation of
the immunization centre from the previous building to the ground building, and back to
the previous building itself. This has also raised concerns among them as per the queries

the JPHN received from the caregivers during then.
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“It is a place where current often goes off, and a narrow-spaced area. Even for us
it was difficult, as in we cannot use fan in the immunization room, not able to
stand. And the power supply in that area was problematic. The ILR was getting off
frequently, so we had to change it. When we go home after duty, power was going
off. Such power failures were happening. Even if the power comes back, the
reconnection was not happening. Then I was trying to change the ILR here and
there, then understood it was the problem of the building”— JPHN of rural
panchayat.

Out of the four subcentres in the large panchayat, the one which is near to the FHC also
had space constraints to conduct immunization sessions. The path to the subcentre
entrance was narrow and there was no waiting area for the caregivers to wait during the
queue for immunization. For these reasons, the conducting of immunization was stopped
in this subcentre a year before COVID. It was also observed that the subcentre is situated
beside the new national highway where heavy vehicles traverse long distances. The
entrance to the subcentre was not felt safe due to its location with respect to the highway.
Thus the caregivers had to come to the FHC for immunization.

Later, the immunization session was shifted to the upper floor of the new FHC building
when it got ready. But the JPHN of the centre was still worried for the mothers having to
climb two sets of stairs to reach the immunization room that was situated upstairs. It is
not easy for all mothers to climb them especially in the initial months post-pregnancy.
The mothers who have had caesarean sections and other complications, found it more
difficult to climb all the stairs. There was also the added risk of holding the baby in arms
while climbing the stairs. This had also lead to taking the infant for immunization by their
grandmothers, and not by the mothers. The JPHN was also concerned of the passage to
the stairs through the OP waiting area even in the new building. These developments
were some concerns as mentioned by the JPHN regarding the routine immunization when

I visited the centre in the rural panchayat.
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“...they come for prevention of other diseases. But they have to come through
people with other diseases in this hospital. In our hospital, there are people of
varied background. There are TB patients coming to our hospital, other than that
people with COVID or other cold always come here. It’s the patients that get
infected come to hospital. It would be good to have a separate section for the
immunization which doesn’t physically mingle with the regular hospital patients.”
“Some new mothers tell their mothers, that is grandmothers to get their babies for
immunization. Those who have underwent caesarean... When we tell them it
should be the mothers who should bring the children, this is the reason they give
us mostly. That they are not finding it easy to climb the steps, so they are sitting
downstairs.”  -JPHN of rural panchayat

b. Other government responsibilities of ASHA interfering with health work
In the rural panchayats, the ASHAs were closer to the community, and they get involved
in more social activities also. This theme emerged from the analysis of the interviews of
the ASHASs and anganwadi workers. Many of the ASHA workers and others are or had
been official community leaders in the panchayat. This was not a criterion that was
considered during participant selection. It was known during the interview with them, that
they had worked as panchayat presidents, and panchayat ward members. They stood as
candidates in elections in the community to win these positions. At the same time, they
were worried about not getting a fixed monthly income. They were worried about not
getting an income for the numerous assigned tasks they do for the health system. It was
also perceived that these ASHAs who are women trying to provide for their entire family,
aspired to do work other than of ASHAs for a pay. They themselves mentioned it is not
possible for them to go for those extra work that they needed to do with the increase in
workload from the health system.
ASHAs and anganwadi workers who are involved and in close contacts with the

community are empowered to take up leadership positions. A handful of them are
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respected and seen as powerful due to their political affiliations also. The political leaders
notice the ASHAs who work close to the community, and they are influenced to represent
their organizations in the community. These power positions gained with the trust of the
community, are useful to influence them for health services. It can also influence these
health workers to focus on works in the community, other than the regular work assigned
to them. This shift of focus from the regular health works, along with the burdened
COVID works may have brought disruptions in their regular follow-up and other health
related work.

“It was the ASHA workers that worked more during that time. Because of that
political people are also trying to control these ASHA workers. They do win at
times for elections. So, it is understandable of their involvement in their work. So
it is like if they are coming as independent candidates here, they will win. If they
are being together with others, they are also winning. So, the political parties try
to take advantage of the ASHA workers all, by being with them.”

- Rural Panchayat President
At the same time, they were distressed when given more work by the health system. They
work in the NCD clinics thrice a week and taking sputum from houses to TB center,
without giving them the incentives or a fixed income as is paid to other health workers
such as JPHNs, JHI and medical officers. The social groups that were formed for
community work during the COVID restrictions, were given funds to help them do their
work. But the ASHAs struggled for mobility while providing their services to the
community. This was a concern among the ASHAs even though all the social groups

were working together in the community.

4.4.3 Themes emerging only from urban areas
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The themes emerged from the urban panchayat, for the changes in the health system
functioning that have influenced routine immunization during the pandemic are detailed
in the following paragraphs.

a. Disruption of routine meetings and work
The regular work during the pandemic was further disrupted when the health workers got
COVID, and took time to return to their duties. When the number of COVID cases were
rising, the health workers were working and the COVID restrictions were announced. The
ASHAs were afraid to work during the pandemic because they were worried that they
would themselves contract the disease. Not only that, they were concerned about the
safety of their own household members when they return home after COVID work. They
were not using protective kits during their community work during this initial phase. Not
all of them had provisions of a separate room for quarantine within their house. One of
the ASHASs from the urban panchayat, got COVID during her work. Her son was also
affected. As they didn’t have a space for quarantine in their house, she had to stay away
from her house in a quarantine centre. This was traumatic for her, as it was not acceptable
for her to leave her daughter back at home. It was not only COVID that affected her, but
the mental trauma of separation and loneliness during the time in the quarantine centre.
She had not fully recovered from the post COVID difficulties of breathing difficulty on
physical work, sleeplessness and mental anxiety that she went through after she came
home, even after receiving medications and counselling for the same. It was difficult for
the ASHA to follow the routine and undertake COVID work in the community during this
period.

“I couldn’t sleep for 13 continuous days. I was full time standing in the windows
for all 10 days. I couldn’t even sleep in the day time. I was standing in the window
side and looking outside, there was an eagle flying and listening to its sound. That

was all I could do. Those days I didn’t have these big phones, I had the small one.
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Son also was there next to my room with his phone. I had my headaches and fever,
and calls were coming continuously asking how I am, if all are good. Not even for
one minute I couldn’t keep my phone down. I was not able to check my phone, it
was continuous calling. Then doctor told me you can either keep your phone in
silence or can switch off the phone. But I couldn’t sleep at all, if at all I fell asleep
in the morning for half an hour, I dream like someone is coming to capture me,
then I fall into a pit. And then I get awaken quickly. So then the headache was not
getting relieved. Next day morning the head ache will have shifted to the other
side of head. Even after getting home, it took me 3 days to sleep properly.

So I called Dr Z and told her that I can’t sleep. From 4th day onwards I was
simply sitting and crying for no reason. But I don’t know still why I cried like that
then, may be my mental troubles. I was crying, [ wanted to see people, wanted to
see the usual places around me, was also tensed all the time. Tensed about if my
daughter will get the disease. Daughter did come near me, so no idea if she will
also get it. We have only heard the word of mouths that if we sit near a COVID
person or if we kiss a person you will get COVID, It was my daughter who wiped
me clean during my fever, and kissed me a lot before [ went. So I believed that
definitely my daughter will also get the disease. So that tension was inside me all
the time. If my daughter also gets this disease, even she will be locked like this.
She is of right age, and no one else to look after if she gets so. All those were may
had been thoughts then, But she didn’t have anything then. On 7th day, my
daughter and her father were all checked, they didn’t have it. Even then when I
came to know that also, I was crying like anything. Then called the mental health
for help. They all called me and talked to me many things. But for me nothing was
entering me in my head. I was only able to sleep on 14th day. Those 13 days, I am
sure no one will believe that I couldn’t even blink my eyes. After that event, I have
forgetfulness, I still have it, I still forget things at times.” “I get my breathing
difficulty. I had shaking for 3 months after my COVID incident.” - ASHAZ2 of

urban panchayat.

The LSGI representatives of the urban panchayat noted the increase in COVID deaths

along with an increase in the number of people coming from other regions into the

community following the announcement of the pandemic and the newly imposed

restrictions. The focus on the pandemic had called a halt to the regular meetings. They
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used to conduct monthly subcentre meetings and meetings among all workers regularly to
manage the coordination within the community. With the increased work load during the
pandemic, these regular meetings could not be conducted for almost two years. The
health workers being involved in COVID work, reaching all parts of the large panchayat,
had less time for follow up on their regular responsibilities. This disruption in the routine
follow ups and meetings among workers for two years emerged as a theme from the
urban panchayat, as they were running them regularly before COVID.

“The egos that rise among JHI, JPHN, ASHA workers all are dealt by themselves

’

in this subcentre meetings.” - Urban Panchayat Health Chairperson

b. Casualties among health workers not replaced
Replacing positions of expired health workers may need to be taken care of immediately.
As they were doing regular work in a community, and this task of appointing persons in
place of those expired has to be done as soon as possible. Especially during COVID, the
area and the work allotted to an expired ASHA worker was split among two other
ASHAs. This was also an additional work for the remaining health workers, who may
also have been distressed by the death of a co-worker.

“One among us passed away. So currently we are two. A third person never came

’

vet. So, the area under that third person is also covered by us two.’

- ASHAI of urban panchayat
The immunization sessions conducted in FHCs is supervised by medical officers along
with lady health inspector (LHI). The LHI provides counselling sessions to the caregivers
regarding routine immunization, as part of educating them. The JPHNs providing the
vaccines can only convey messages related to the process. The caregivers may not
therefore realise the importance of immunization from centres where counselling is not

conducted. The LHIs were mostly located in FHCs with more number of JPHNs. This
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was not so in the urban panchayat, and they didn’t have a LHI for the FHC. This absence
of posting a health worker, can affect the awareness sessions that have to be conducted
for the caregivers, to uphold knowledge of the importance of vaccines and immunization
consistently in the community.

“In our PHC, there is no LHI currently. The charge has been given to the main
centers JPHN. It is not possible in such situations to give such talks.” ... “In the
other PHC there are 3 LHI, LHS post. So, they have sufficient staff there. They
have 11 subcenters there. They have sufficient JPHNs. So, in such places only we
can effectively have such counselling talks.” ... “It is difficult for us to tell them
things in between the vaccination process. We can only tell them about the next
date, what happens after vaccination, how to take care of the vaccine site etc.”

- JPHN from urban panchayat

¢. Crowd management with restricted outreach sessions
With COVID pandemic, in order to reduce the risk of exposure, the number of
immunization centres in the panchayat were reduced. It was conducted in the FHC alone,
when immunization was restarted after it was stopped in March 2020. Outreach
immunizations that are usually conducted in anganwadi centres and schools were
discontinued during the two years of the pandemic. The monthly once session in
subcentre was also discontinued. The reduced number of immunization centres along with
stopping the sessions due to COVID regulations, had increased the number of children in
a community who had to get their immunizations from available centres.

“We did not conduct outreach sessions, as when we were conducting it regularly,
as they had to be conducted in areas very much inside and small areas. Since
there was a chance of crowding in such events, we maximum avoided outreach

sessions and was conducting them in FHC.” - Medical Officer, urban panchayat

Crowding was thus expected in the main FHC, where immunization was planned. This

was managed with plans laid out by the govt orders, and as per community’s
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requirements. The urban FHC planned to split the weekly RI days into two days a week,
with specific timing given to the population from each ward. All the JPHNs from the
subcentres of the panchayat also joined in to facilitate the sessions in the FHC to manage
the crowd. All health workers and the hospital staff together managed the immunization
sessions, to avoid the risk of COVID spread.

This has helped the caregivers to come and receive their infant’s vaccine shots safely. The
initial crowding even though caused apprehensions among them, they slowly came with
the trust in the system. They could avail the vaccines and leave the centre, without taking
much time. The caregivers not very far from the centres, were able to get the vaccines on
time. When the immunization was started in the subcentres later, the community felt more
at ease to receive the immunizations in the urban panchayat. As part of COVID lockdown
restrictions, most employment did not need physical presence, and the skilled labourers
were not going for work. They could take their children for immunization without the
added responsibilities that come from their regular jobs. The lockdown restrictions thus
enabled the caregivers to take their infants for immunization on time, for those who did
not require to be physically present for their employment.

Along with reducing the outreach immunization, house visits could not be conducted
during this time. This was decided again to reduce the risk of exposure of COVID to both
caregivers and the health workers. The caregivers were contacted through phone, and the
information regarding immunization days were conveyed. There was a reduction in the
number of contacts with caregivers during the pandemic by reducing outreach sessions
and the routine house visits.

4.5 Factors that affected delivery of immunisation services

4.5.1 Themes emerging from both rural and urban areas

a. Religious sentiments coming in the way of immunization
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There are communities who are not interested to immunize their children, due to their
religious sentiments. In the urban area, the ASHASs know about certain Muslim
populations, who are not given to immunizing their children correctly. Their religious
leader takes initiative in keeping immunization sessions among them. The ASHA was of
the opinion that as these sessions are randomly conducted, and that the children in these
communities receive vaccines in the similar manner. They may not be receiving them in
correct schedule of immunization. However, the number of children affected by this
condition could not be discerned from my participants. Another incident mentioned by
the JPHN, along with the medical officer, had to convince and warn a caregiver mother
coming from a Christian community, to get her infant to come to the centre for
immunization. This happened during COVID, and was noticed when they went to houses
where caregivers have not received immunization for their infants. With the restrictions
during COVID, and the then existing reasons such as getting affected with COVID, they
were excusing themselves from the process, without an actual cause. They believe that
any consequences experienced by absence of immunization could be managed with
prayers.
“They were educated. But I think they were more orthodox in their religion, they
are Christians. They didn’t give much importance to vaccination, it could be that
they must have put COVID as an excuse to delay their vaccinations. They take so
that it is only the matter of being in prayers, that they will be protected from such

I T4

illness. Then there are people who doesn’t take also, especially the Muslims
who are in the Jama groups,” - JPHN from urban panchayat
In the rural panchayat, there are stories of religious communities, successfully getting the

immunizations on time, as well as of vaccine hesitancy among some. The area where one

of the anganwadi worker and an ASHA participant worked, was a Muslim majority
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community, where all were taking in correct times, and that they have tried to complete
the vaccine schedule for their children during COVID. But it was not so, years before.
The health system had to work on to bring them to get immunized over the years. At the
same time, there are other areas in the community, where they still need motivation to get
in the immunization process.

“When we came as ASHAs then there were many Muslim families who wouldn’t
let their children get vaccinated. Now that the system has developed and come up

so, there is none who has not taken vaccination.” - ASHA?2 from rural panchayat.

“... They are not interested in immunization. My daughter do not need the

’

immunisations is what they told us. They have also written it down to us.’

—JPHN from rural panchayat
4.5.2. Themes emerging from rural areas

a. Gender blind nature of the system’s functioning making it difficult for

women workers

Women being the majority among the health workers, are still a long way to meet their
personal needs during work. The ASHAS consist of women across ages from 30 to 60.
The ASHAs of the panchayats had to walk long distances in the community during their
work and especially during COVID, without proper facility to meet their toilet and
menstrual requirements. Women going on menopause and those in late 50s who still
attempt to do the work, also had physical exhaustion during long hours of work. They
were the ones who had to visit houses during COVID for needs of COVID and NCD
drugs, food, arranging ambulance for COVID patients.

“There was an ASHA chechi who was not well then. She got unwell when she was
walking, and got her periods. And then sir gave Rs1000 from his own pockets to
her... For me I was able to do things, as I was known to people, and was able to

reach for things. It may not be same for all.” — ASHA 2 of rural panchayat
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“It will take an hour or so then to get in the house after coming from work.
Washing all the clothes, the smaller clothes, bleaching them, and then bathing and
cleaning themselves. They have to keep clothes as nappy when we had to go for
longer hours of work outside, they have to be cleaned. Like that there are many
hardships, and I had many such difficulties myself”

- ASHA 1 of rural panchayat.

ASHAs and JPHNSs have had to come from a longer distance to reach their work centres
every day. It was not possible for them to leave or stay away from home, for their roles in
the family, regardless of whether or not the panchayat provides stay for the workers near
to work during COVID. Bedridden and cancer affected spouses and other family
members were also to be taken care by them after their work in the community. The fear
of getting COVID while working, at the same time, recognizing their need in the
community, along for an income for themselves drives these ASHAs to work.. However,
the system works in a gender blind way, overlooking these gendered responsibilities that
the women health workers also shoulder.

“There are many ASHAs who live with that income alone. In these situations,
there are ASHAs who have bedridden husbands with cancer in their house. It was
not easy to leave their houses for work, at the same time it was not easy for them
to go to other houses as part of work.” ... “During the COVID days, it was not
possible to take a leave or an off day. It was during those days, our people needed

us the most.” - ASHAI of rural panchayath.

The ASHAs and anganwadi workers are often scolded by men of families who are not
interested to vaccinate their children, when they visit their house as part of routine work.
These family members, are educated and are employed, according to them. As per the
ASHA and anganwadi worker who participated, this has distressed them many times.
This may be because the health workers being women seem weaker and are looked upon

down and easier to abuse by the men. The women of those families talking to the ASHAs
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are not being mentioned while they share this experience, even though they know that the
mothers are educated beyond school and are financially well off, clearly indicating the
gendered nature of the experience.

b. Perception of health workers about women’s reticence to cause pain to

the infants

This theme emerged from the rural panchayat, can add to the burden of partially
immunized children. It holds its relevance, as it is ongoing in different areas, however the
awareness and motivation are provided by the health systems. As the house visiting were
started by the anganwadi workers during COVID, the later immunizations of a child were
not taken as important as the initial vaccines.

“There are people who come from inside. Not one or two, more than that. There are
some people who have that mindset. Because, during that time some people do face
difficulties when they get their babies vaccinated. When they see it, they do get
demotivated.”

“There are people who do say “Oh, we have taken this much, now it may not be
needed”’, when we ask about the 3rd dose vaccines. There are people who says that,
we are not taking them. Recently, when [ went to a house, there the grandmother of
the child was like “I am not taking the rest of the vaccines, I have taken this many.
That would be enough, no more is required!”

- Anganwadi worker from rural panchayat

c. Existing caste based lack of acceptance of immunization exacerbated
during COVID
In the rural community, socially backward groups who do not immunize their children
exist. The health system workers label them as being from lower caste, and report that it
is difficult for them to approach such groups regarding health work. It will require more
involvement, and people from their communities who understands them, to get the health

messages and services available and accessible to them.
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“They themselves say that they are DHRM people. They do not take vaccines. One
person in that group has an elder daughter, who is from his first wife. He has not

given vaccines for that child. He then left her and married another, with a second

’

child, For that child also, he has not given immunizations.’
- JPHN from rural panchayat

4.6 Functioning of the immunisation program during pandemic
4.6.1 Themes emerging from both rural and urban areas

a. Health workers strengthened communication with caregivers during

COVID

The health workers were not able to conduct house visits due to COVID risk then.
However, they utilised the available communication channels and tried to keep active
communication with the caregivers. They had instructions to and were calling all the
beneficiaries to inform the immunization sessions. They were contacting the caregivers
through phone and also created groups in “WhatsApp” social medium, which is available
only in smart phones. Such groups were created with the purpose of reaching maximum
people in the community and informing them regarding events and information during a
crisis.

“They didn’t come on the vaccine date, that they were supposed to come. So I rang
them and asked. Then only I am coming to know that they don’t have money to give

for auto. They were able to get things for their survival then. They didn’t have to live

’

in hunger as there were food and provisions made available then.’

- ASHA?2 from rural panchayat

This communication was common in both urban and rural communities. This also helped
the ASHASs to conduct their work and maintain or even strengthen the community
contacts in spite of COVID related work. But it couldn’t be gathered, whether those who

do not have such services were left out completely, or were contacted otherwise.
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“We have created a group with all these children and beneficiaries here. So for

doubts of every one we answer there. Along with that when we visit their houses also,

)

they ask us doubts or anything needed and tell them.’

— Anganwadi workers from rural panchayat

The possibility of an entire population having a smartphone and the internet service, and
considering to use them, still needs to be looked upon, as it can vary with communities
with respect to demography and socio-economic backgrounds. It is also the responsibility
of the health system to try to uniformly keep contact and reach the people in their

communities regardless of their access to technologies, especially during such crisis.

b. Shortage and risk involved in vitamin A supply
Along with the shortage in Vitamin A, there was a concern about the risk involved in its
oral administration during COVID. As it is not a disposable mechanism of spoons or
means that is being currently used, the oral contact with the spoon/medicine cup, when
given to children concerned the health system. But this was later met by giving them
during house visits in the rural panchayat.

“We cannot give the syrup in a spoon to all the children especially during
COVID. It is us who gives the Vitamin. We cannot give the syrup in the same
spoon even if cleaned after one child during COVID. So for that there was an

increased demand and it took time for it.” - ASHA2 from rural panchayat.

Similar shortage was also mentioned in the urban panchayat, where I first interviewed.
But my urban participants did not mention the risk involved, in its delivery during

COVID. Thus the urban panchayat has not come under focus in this theme.

4.6.2 Themes emerging only from rural areas

a. Planned immunization sessions for selected communities
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On restarting immunization during COVID, there was an increased number of children
who came for their pending vaccines. This was foreseen and it was planned to provide
specific time for the population from each ward. As it was only restarted in one centre,
the FHC in the entire panchayat, it had to be done so to manage the crowd.

Conducting the regular outreach session was a risk for the health workers. At a time when
the crowd was reducing and outreach sessions were planned to start slowly in limited
centres. In the following year, the Muslim population’s Ramzan fasting was taken into
consideration in the area where they were majority. The ASHAs working in their
community know that they do not receive the vaccines during this month. Over the years,
the health workers were able to influence most of the Muslims in a particular ward, and
that they do not compel them during this month of fasting for immunization. So during
the Ramzan month during COVID, the immunization session was conducted in the ward
next to the Muslim’s community for other beneficiaries. The health workers have
managed to motivate the Muslim communities of certain wards to take routine
immunization for their children over years. This planned conducting of immunization
session can convey a message of confidence from the health system of the Muslim
communities for further cooperation from them.

“And also, it is Muslim’s fasting now, and it is mostly Muslim’s area, we were
considering to move it from there. We should also see in that sense also. So, since
it is fasting this month, people are not willing to take vaccination for this month.
In that centre, minimum 100 people used to come for NCD. Day before yesterday 1
had duty there, and only 10 of them came. So we planned to shift the centre thus
for RL.” - ASHA 2 from rural panchayat.

COVID vaccination was conducted almost all days in a week in the health centres. The
health system did consider avoiding COVID vaccinations on Wednesdays when routine

immunization is conducted. It was so planned to reduce the crowd and the risk of COVID
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infection. But the caregivers of rural areas had to take their infants, to the main centre
mostly, when the routine anganwadi and subcentre sessions were not conducted in the
same year. It was also a time, when the health workers also reduced house visits
regarding immunization.

“Then we kept a control, like gave a time for each ward. Then we dint keep
COVID vaccination on Wednesdays, so that rush was kept off”
- ASHA 2 from rural panchayat

b. Limited community support for ASHA/JPHN/Anganwadi worker
All the health workers tried to coordinate among themselves during work. It may not be
always noticed by all workers, but few of them try to conduct certain work which made it
easier for others. An ASHA and a JPHN mentioned the name of another JPHN who was
being helpful for other ASHAs. The JPHN taught the ASHAS in the community to
conduct NCD clinics, when the community was criticizing for not doing them. She also
helped the ASHAS in coordinating providing medicines through ASHAs as part of
COVID work. They also mentioned specifically as to how the JPHN travelled an hour
daily to health centre for work.
Among the ASHAs, those who have their own two-wheelers help those without, while
engaged in COVID related work. As public transportation was limited during initial lock
down times, ASHAs had difficulty in reaching places by walking all the time. The
panchayat being mentioned as the largest among the nearby panchayats, was not observed
to be of help for the women health workers. As compared to the urban panchayat, the
difficulties during work was not noticed by the authorities in the rural panchayat. But the
community supports them as leaders within the community are extremely supportive of
the health workers. However, this support was not available to the women health workers

during the pandemic works.
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“For me I have a vehicle, but there are ASHA workers who doesn’t have vehicles
to reach places like that. There are ASHAs who are old. 50 and 55 years of age
ASHA workers are there here. There are such ASHAs who are not so well health
wise. But they never showed any restraint in their works. However kilometres they
have to walk, they walked and collected the medicines to give it to the houses”

- ASHA 2 from rural panchayat

4.6.3 Themes emerging only from urban areas

a. Local self-government as a support mechanism for health system workers
The panchayat supports the health system in carrying forward their work in the
community. During COVID, they were not only supporting ASHAs mentally, when they
got distressed but tried to provide the system the help needed to carry out their work.

“When it came second time, and I had my mental issues, even Panchayat member
had to call me, for a happening.... I even went to the Panchayat member
regarding it, that only after his instructions I uploaded the name, phone number
and address details of the person who got COVID affected in the group. And he
also consoled me like that I don’t have to worry about it.”

— ASHA? from urban panchayat

The panchayat followed the system of keeping regular meetings in the health centers and
coordinating the different tasks of all the health workers before COVID. This has helped
in the health workers complete their tasks, by teaming them up in all wards of the
panchayat, even during the lockdown. This has also created a bond among all the health
workers. The panchayat thus has made themselves available to the health system. They
are approached directly by the health workers including the ASHAs and the Anganwadi
workers. Also, the ASHAs, JPHNs and JHIs share among themselves their concerns
during work, keeping everyone together. This is an important factor, that motivated them
to conduct the work for the benefit of the community

b. Local self-government support for arranging transport for JPHN
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With limited public transportation available during the restrictions, for the health workers
residing distant from the health centers, the urban panchayat arranged transportation for
the health workers to reach work. This helped the health workers to reach their work spots
without the added concern regarding their individual commute. The health workers such
as the JPHNSs and the medical officer were very satisfied with this support. It motivated
them as they were reaching work together in the given transportation and provided a
space for them to interact among those JPHNs of different subcenters. The health system
was also given support by arranging transportation for field visits during COVID. This act
of supporting the health workers, and the motivation building among them during a
distressed period is also an important factor enabling to work for the community.

“For those who were staying within the panchayat, we had vehicles arranged for
us to come and go. It was since there since the first days. Even for those who were
from far, they try to reach a point which is maximum possible, then our vehicle
will collect them from those points. And was able to drop us back after work also.
The Panchayat arranged the vehicle and the driver for it.”

- JPHN from urban panchayat.

4.7 Summary

The barriers thus identified from the analysis of the study, shows that there are factors
from both the caregivers and the health system along with local self-government that has
influenced the routine immunization program in both the communities during COVID.
When the pandemic started, the health system had actively taken action, trying to keep the
good guard for the community. Resolving the existing problems of the health system
could have further reduced the impact of COVID regulations on the essential service of

routine immunization. At the same time, the communities had also tried to take active

decisions to reach the health beneficiaries in their possible way.
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The perspectives developed during the pandemic added along with the existing systemic
burdens had acted as barriers for the program. It reminds us that we need to correct the
barriers that can tamper the work done so far to reduce the mortality of under five
children, and the incidence of vaccine preventable diseases. The study results also remind
us the importance of gender sensitization in health systems according to each cultural
contexts and the consequences without it. The study essentially reminds us that the
development of the health system programs has to be ensured along with constantly
reminding the community regarding its public health importance and value of

immunisation for the community as a whole.
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CHAPTER- 5

DISCUSSION AND CONCLUSION

5.1 Introduction
The themes identified from the study indicative of barriers to timely routine immunization
for children, were used to understand what measures can be taken to overcome it. In this
chapter, I have attempted to describe the interventions, by applying framework analysis to
the themes across caregivers and health system workers of both panchayats. After
identifying the convergences and divergences across the perceptions of caregivers and
health system workers of both panchayats, framework analysis enabled the identification
of mitigating steps can be possibly taken to overcome them.
5.2 Findings and implications from framework analysis
The themes that come as common for rural and urban, only for rural and only for urban
are briefly described here.
5.2.1 Gaps in maximizing reach
5.2.1.1 Themes common in rural and urban

a. Social and religious inhibitions for immunization
The religious and the social groups who are not interested in routine immunization, add to
the burden of unintentional delays.
5.2.1.2 Themes common only to rural areas

a. Misinformation and less sensitization during the pandemic
When a new vaccine was introduced for COVID using emergency protocols during the
on-going pandemic, there were many kinds of doubts for the caregivers. Since much
focus was given on the COVID vaccine, information regarding other vaccines and

COVID vaccines may have got mixed up among caregivers.
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The caregivers had delayed their infant’s immunization by collating information about
COVID vaccines with routine immunisation. The information that COVID vaccine only
be taken after 3 months in case one gets COVID positive, was taken into account while
receiving routine immunization for their children.

Along with the collating of information on COVID vaccination with routine
immunisation, there also exists a lack of urgency regarding the need for timely
immunization. This was noticed in the caregivers’ interviews. They feel they have to do it
for their children, as all others are following it. But without understanding the need and
its importance. This has created a knowledge gap among the caregivers of the rural
panchayat due to less sensitization.

b. Social interactions transforming immunization as a social norm among rural
communities near health centres and shortage of health workers to
counselling them

The mothers and grandmothers take their infants for immunization, discussing with others
of similar age groups in their neighbourhood. This contributes to facilitating the uptake of
routine immunization and also the maintenance of awareness levels.
But to keep it more uniform and ensured, they also need to be constantly provided with
complete information. It is required for new mothers who bring their children to health
centres. Provision of counselling sessions by LHIs were part of the health system’s mode
of delivery prior to the pandemic. This was not uniformly seen in the panchayats. The
FHC does not have an LHI post, for this purpose, and this affects in providing knowledge
regarding immunization to new parents. It is difficult for the existing JPHNs in the system
to provide such information when they are carrying out the immunization for the infants.
¢. Communication through social media groups among health workers and

beneficiaries in communities
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This theme emerged as part of the steps that the health system workers attempted to
communicate with their beneficiaries in the community. During the lockdown phases, the
health workers communicated utilising the existing technologies like WhatsApp available
in the hands of the majority.

d. Striving ASHAS in rural communities
As mentioned in 4.3.2. b, the ASHAs and the anganwadi workers struggled to bring
attention to their limited income and the selfless work in the community. They stood for
elections and consider other additional employment options. It is important to take note of
this, as this may affect their full attention towards the work given to them and in turn
affecting the quality of health programmes for various other interventions that are
dependent on them.

e. Gender blind health system and community workers physical distress
The hardship experienced by the women health workers during their work in communities
also comes up as a gap in maximizing work to increase reach. This may be consistently
seen across all communities. The quality of the various work they carry out for the
community could get better, by motivating them and meeting their basic needs for bodily
functions and menstrual needs.
5.2.1.3 Themes common only to urban areas

a. Limited information provided for migrant workers
Non-availability of vaccination book in the language understandable to the migrant
workers staying in the community, may have contributed to their lack of understanding of
the vaccination schedules.. In addition, the mothers need to plan for immunisation as they
may need the support of their spouses (who may be working) to ensure timely
immunisation.

5.2.2 Gaps in program management
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5.2.2.1 Themes common to rural and urban areas

a. Cost barriers of routine immunization
The different cost barriers related to routine immunization can influence its uptake,
especially during times of a crisis. Being an essential service, the cost barriers need to be
minimised for any caregiver. But during the pandemic, along with restrictions in
transportation, lack of employment also acted as a barrier. When transportation can be
expensive to reach immunization centres that are distant, cost becomes a barrier to
immunization, particularly for the poor to immunize their children.
5.2.2.2 Themes only in rural areas

a. Space constrained, inconvenient infrastructure for immunization centres.
Ensuring mother and child friendly immunization centres is one of the strategies to
facilitate routine immunization in a community. The space constraints in the health
centres of the panchayat and the constant change in the immunization centres have
concerned the caregivers in approaching the health centre during and before the
pandemic. The mothers find it difficult to climb the stairs with their babies/infants to
attend the immunization session kept upstairs the centre. This has already kept the
mothers aside from the immunization sessions, when the baby is taken by grandmother
for the same. These would have added to the existing burdens faced by the community.
5.2.2.3 Themes only in urban areas

a. Routine community health work and related follow up disrupted
The disrupted follow up of routine work through regular meetings had affected the chance
for the health workers to address their difficulties during work. As it took nearly 2 years
for regular work to resume as before, it was a long period for the health workers to

address such issues of the community and their work.
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b. Limited number of immunization centres and limited doctor-patient
interaction

The limited interaction between the caregiver and the doctor during the immunization
sessions, not only affected the its sensitization, but also the other programs attached along
with mother and child health. The limited number of centres that caused an increase in the
beneficiaries in the individual centre available, put the health workers to focus on
program management with care along with COVID safe protocols. This in turn
minimized the only interaction that the caregivers could get.
5.2.3 Gaps in mobilizing people
5.2.3.1 Themes common to rural and urban areas

a. Fear of COVID among both caregivers and health workers
The caregivers as well as the health workers were equally afraid of getting infected with
COVID in the health centre. It gets even more concerning, when healthy public
approaches the centre. This fear which was not recognized by the health system initially,
which may have failed in mobilizing people for timely immunizing their infants. The
health system was also afraid that a crowding had the possibility to pave the way to an
outbreak.

b. Limitations of mobilization during COVID
As mentioned in 4.2.1.c, mobilization restrictions affected the caregivers as well as the
health system workers. It was not easy for both, to approach to health centres for their
immunization, during such days.
5.2.3.2 Themes common only in rural areas

a. Accessibility issues for poor
The accessibility to immunization centres among the rural poor was made more difficult

during the pandemic with limited functional centres. The centres made available were
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also distant and costly for them to access, without routine public transportation. This has

affected children from such background to get their immunizations on time.

5.3 Strengths and Limitations

5.3.1 Strengths

a. This study attempted through the use of qualitative methodology, using ground theory
approach to explore newer perspectives about routine immunization during the
pandemic situation. The framework analysis approach used in the discussion to
identify the gaps in understanding across caregivers and health care providers has led
identification of recommendations for each of the identified barriers.

b. Studying both the supply and the beneficiary side of the community has given an
overall picture of the barriers that the community experienced as well as the existing
barriers that could add to the burden of unimmunized and partially immunized
children.

c. The community and the participants were not familiar to the investigator before this

study, thus the bias for prioritizing any of the barrier has been minimum.

5.3.2 Limitations

a. Since there is no existing system of identifying the duration of the delay in
vaccination, the caregiver participants were identified from the staff, and later
confirmed using dates from their vaccination card. This may not have helped in
getting the caregiver participants with extreme experiences of barriers.

b. This study has attempted only few communities in the district to be included in the

study. With the demographical and socioeconomic variations in the systems in each
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community, there can be various other factors that can influence the immunization

program. Hence the identified barriers cannot be generalized to the entire district.

5.4 Conclusions

COVID 19 and the related work has largely been the barrier to timely routine

immunization. Fear of COVID and restrictions in public transportation have prevented

caregivers from approaching the health system. But the health system did not recognize
that the parents perceived the health system’s immunization centres as a place of risk. The
community support that the health system received varied across rural and urban
panchayats and this too has also influenced the program.

a. The availability of few immunization centers alone upon restarting had increased
crowding in the health centers. This caused fear among the caregivers to approach
them. In situations where they had to be stopped, implementing more number of
centers/facilities on restarting the program, along with catchup campaigns as soon as
possible could have helped to avoid partial immunization, delayed vaccination for the
children in the communities.

b. There was burdening of the health system due to COVID related work. This has
affected routine work and outreach to the community. Deploying existing health
workers for emergency situations, for work other than their regular work, can always
affect the routine system. Building enough capacity in the health system to manage
outbreaks that takes longer durations, will be a helpful measure to see through the
routine community health services are not affected.

c. The health system’s interaction with the caregivers were affected, continuing for
almost two years. This may have not only weakened the caregiver’s awareness of

importance of timely immunization, but other mother and child services. Utilization
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of currently available and in use, cheaper technological service as communication
channels, after standardization can strengthen the health system’s contact with
communities. This can be considered to get developed from systems in communities
itself, to get started with it, at the same time ensuring none in the community is left
out.

The existing barriers in communities has added to the burden of COVID related
barriers. Focusing on consistently educating and providing awareness of the
immunization importance will reflect on such populations that have their own views

about immunization.

5.5 Policy Implications

Through the gaps identified through framework analysis, the steps that can be taken to

mitigate them has been discussed under this session.

5.5.1 To maximize the reach of the program and to extend coverage

a. Strengthening education and awareness efforts on the importance of routine

immunization to community. The provision of educating the community on the
importance of immunizing children, is still valued and needs to be considered and
made available consistently across all health centres of a community. If the caregivers
being sensitized from the days of mother’s antenatal care they would also be
motivated regarding their baby’s care. Monthly counselling and educational
messages regarding immunizations can be focused on communities that resist
immunization. Constant awareness can slowly motivate them to take up the vaccines,
when it gets perceived as a social norm. This also prevents misinformation and
careless behaviour among people. Its importance also lies during a crisis such as the

COVID pandemic, that the people understand its need and a right for their children.
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b. Considering inclusion of languages understandable for migrant workers, while
providing vaccination books/card - Providing them vaccination cards from the
health centres in a language, that is understandable can guide them with the
information for their infant’s health even when they shift their place to another State
without the notice of the health system. This can be initiated when they register for
antenatal itself.

c. Strengthening and improving communication channels of ASHAs and
anganwadi workers with caregivers utilizing available technologies. Better
communication channels can help to keep the community in closer contact and to
provide them better services. This can bring the mothers and caregivers in the
community closer and making them closer to the health workers. With this measure,
the available means of communication can be made more regularized and to reach all
in a society. Also constant knowledge through such regulated media also prevents
misinformation among people. The community will also be able to contact and correct
their misgivings with the health workers during other focused interventions of
outbreaks. Training and educating ASHAs regarding the importance and the use of
immunizations, and on communication strategies, to pass it to the community can also
help with this.

d. Providing sessions of gender health education and its sensitization to the women
majority community health workers and the community leaders mostly the men, help
them to consider and address the need of different amenities required for the women
health workers in the community. This can help and motivate the ASHAs and
anganwadi workers in their services provided to the community. Through them, the

messages can reach the communities as well.
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5.5.2 In program management

a. Capacity building of existing workforce for counselling sessions. The counselling
for the new mothers, caregivers taking children for immunization in the health centres
were not available in the health centres in the communities. Adequate number of
health workers from the community along with their posting for the requirement of
counselling can be worked, for reaching to all social groups in a rural community.

b. Provision of mobile health vehicles to provide vaccine in limited accessibility
areas, with planning during mobility restricted events. The outreach sessions can
be utilized to provide vaccines to limited accessible areas, during events like the
pandemic. Incidents of restricting them can be met later by catchup campaigns.

c. Ensuring safe immunization centers separated from regular out-patient areas,
with disable friendly norms. Provision of safe immunization centres in community
hospitals/health centres, separated from the regular out-patient areas is a measure to
ensure immunization for all. An air-borne disease outbreak can render such centres
risky for the beneficiaries. Along with safety, disable-friendly norms can also be
ensured, as it may not be convenient for all post-pregnant mothers to climb stairs, or
even to carry their baby while climbing the stairs.

d. Provision of availability of govt vaccines in private facilities and providing
informed choices to expecting parents regarding vaccine availability options
from antenatal registration and care. Providing informed choices for expecting
parents during their antenatal period regarding vaccine costs and its availability in
private centres, and improving accessibility for the service also needs to be thought
off.

e. Provision for using vaccination card in caregiver’s workplaces to excuse from

work, to reconsider the policies of income reduction with leave. A day off in

66



workplaces of parents for their infant’s immunization using vaccination card, can act
as a motivating factor as well as for involvement of both parents in the cause. This
can also promote the value of immunization, and for better interaction time with the
doctors. As the provision of an assured time off from work, using vaccination cards,
can also ease parents for a better family time from work for the day.

f. Communication on routine immunization importance to the public can be given
out via mass communication strategies. Posters on its importance can be spread and
sensitized through newspapers, television, radio, and in pamphlets to houses where
such facilities are limited. Consistent communication on its importance evokes an
active attitude towards routine immunization during a crisis.

g. Ensuring a regular fixed income and benefits for ASHA, through a single payment
mode. The incentives for the work done for health system and panchayat can be given
through a combined single portal. This helps in motivating them for their choice to
work as community health workers. At the same time, they can also be provided with
the information and awareness of their professional aspects that already exists as

policies among ASHAs.

5.5.3 Community mobilization

a. Planning for more immunization providing facilities, during crisis events that
leads to stopping the program, along with catchup campaigns. Fear among
caregivers towards outbreaks, can be managed by arranging more centres that are
spread out in the panchayat on specified days in a week, with respect to ability of
parents to commute within the area and the number of infants who need
immunization. This can be done especially after events when it has led to stop in the

sessions. Providing proper information regarding centres and functioning time to the
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community via social groups that already exists for COVID work, may reduce the
general crowding and thus reduce the fear among all. Advising caregivers to bring
own cloth covers to wrap their infants, during immunization session can also help to
reduce fear. Providing ample protective measures for the health workers during the
session will give them confidence to manage the crowd.

Posting health workers, JPHNSs in the health centres, who reside in or near the rural
and urban communities can to an extent, help them work efficiently during a crisis. It
will be easier for the health workers to commute for work, and be more focused. It
also adds the advantage of a health worker, coming from the community and who
understands them. ASHAs and anganwadi workers are taken from the community
itself, but there are times when they have to change their stay/home, sometimes to
distant places. Along with this, a transportation can be arranged for the health workers
to reach the health centres, during the times with limited transportation.

Keeping mobile health vehicles to provide immunization to areas distant and with
accessible barriers can help those communities to overcome this issue. This also
incentivise them with the importance of immunization, also their confidence with the

system through including them.

5.6 Scope for further research

a.

Since there was no existing system to identify the duration of delay in vaccinations,
defining delay in vaccination at the system level will further guide in making
decisions regarding routine immunization in children during unprecedented situations.
The duration of delay and the overall immunity achieved in a community together can
guide a community if to consider the program as an emergency measure during a

pandemic like situation or not.
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b. There is also a scope of research to identify the delay in vaccination along with the
coverage of immunization in communities, to identify where the program has to be

more managed.
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ANNEXURE - 11

RESEARCH SUBJECT INFORMATION SHEET
CAREGIVERS OF UNDER-THREE CHILDREN

Namaskaram. I am Dr Alisha Khan, currently pursuing Master of Public Health course at
Achutha Menon Centre for Health Science Studies, Sree Chithra Tirunal Institute for Medical
Sciences & technology, Trivandrum. This is an information sheet to guide you to consent for
the study.

1. MPH Research

[ am doing a study on “Barriers to timeliness of routine immunization for children under
three years of age in Thiruvananthapuram district in 2020-21, during the conditions
associated with the pandemic situation”, as part of my course work. This sheet is a guidance
to know about your participation and help to decide your consent for the study.

2. Purpose and Nature of Study -

This study to understand the reasons for barriers in timely routine immunization of under-
three children of Thiruvananthapuram district during 2020-21. In this study, in-depth
interviews will be conducted with the caregivers of 12—36 month old children, of
Thiruvananthapuram district. The children are selected from the Reproductive and Child
Health registries in the PHCs selected for the study. I would like to understand the concerns
of parents and guardians during the experiences accessing timely immunization for your
children. This study is being conducted by myself as Principal Investigator (PI) under
supervision of Dr Mala Ramanathan, Professor at Achutha Menon Centre for Health Science
Studies, Sree Chithra Tirunal Institute for Medical Sciences & Technology, Trivandrum.

Participation involves answering some questions regarding your awareness related to timely
routine immunization and concerns and difficulties you faced during the time when the child
had to get their vaccine. If you are willing to participate in the study, then I will need to
interview you for about 20-30 minutes. For documentation purpose, I would like to audio-
record our interview. After the interview, you may be contacted again only if it is found that
the information documented is either incomplete or any further clarification is needed.

3. Foreseeable/risks and discomforts to participants due to the research

The interview information will not harm you. Questions are only to know your understanding
and the difficulties faced during your children’s immunization decisions. I will need 20-30
minutes of your time, according to your answers. At no point of the research, will your
identity be used for the purpose of the study.

4. Benefits from the study
The study will not directly benefit you. Participating in this study will not have any extra

benefit from the institute. However, the information shared by you will be beneficial for
future research and planning of the routine immunization program when a crisis is met.



5. Alternate procedures if consent not given

I will go to the next selected participant from the list of children asking for participation, if
consent not given to participate by you.

6. Confidentiality

The audio recordings and the information of the interview will be kept highly confidential
and will only be accessed by myself and my guide supervisor. All the information of the
interview will be used solely for research purpose only. Personal details will not be shared
with anyone at any time of the study. The data other than your personal details will be taken
for analysis. The results of the analysis will be published and presented in public forums.

7. Compensation for the study

There are no incentives or compensations for injury due to this study. No possible harms are
expected in this interview.

8.Contact

In case of any query or clarification of the study, now or in future you can contact me
anytime through phone directly (Phone Number — 9489956676). In case of need of more
clarification of the study, you can contact the member- secretary of the Institute Ethics
Committee of SCTIMST, as given below.

NAME: DR SRINIVAS G

ADDRESS: MEMBER SECRETARY, INSTITUTIONAL ETHICS COMMITTEE,
SCTIMST, TRIVANDRUM, 695011

CONTACT NUMBER: 0471-2524689(OFFICE)

EMAIL: iec.mem.sec@sctimst.ac.in

9.Withdrawal from the study

Your participation in this study is entirely voluntary. You are free to withdraw from the study
at any time of the interview, without any explanation or fear of harm. There is no penalty due
to the withdrawal or non-participation.



ANNEXURE - II1

RESEARCH SUBJECT INFORMATION SHEET
HEALTH SYSTEM FUNCTIONARIES AND LSGI STAKEHOLDERS

Namaskaram. I am Dr Alisha Khan, currently pursuing Master of Public Health course at
Achutha Menon Centre for Health Science Studies, Sree Chithra Tirunal Institute for Medical
Sciences & technology, Trivandrum. This is an information sheet to guide you to consent for
the study.

1. MPH Research

I am doing a study on “Barriers to timeliness of routine immunization of children under three
years of age in Thiruvananthapuram district in 2020-21, during the conditions associated with
the pandemic situation”, as part of my course work. This sheet is a guidance to know about
your participation and help to decide your consent for the study.

2. Purpose and Nature of Study -

This study is to understand the reasons for barriers in timely routine immunization of under-
three children, from the functionaries of LSGs, the medical officer in charge, junior public
health nurse of PHCs, and ASHA Workers and anganwadi workers related to timely routine
immunization in Thiruvananthapuram district during 2020-21. The PHCs are purposively
selected with respect to urban and rural blocks for the study. I would like to understand the
perspectives, and barriers for timely routine immunization in the system for children during
the pandemic period. This study is being conducted by myself as Principal Investigator (PI)
under supervision of Dr Mala Ramanathan, Professor at Achutha Menon Centre for Health
Science Studies, Sree Chithra Tirunal Institute for Medical Sciences & Technology,
Trivandrum.

Participation involves answering some questions regarding your awareness and views related
to timely routine immunization and concerns and difficulties that the system faced during the
time when the child had come to get their vaccine. If you are willing to participate in the
study, then I will need to interview you for about 20-30 minutes. For documentation purpose,
I would like to audio-record our interview. After the interview, you may be contacted again
only if it is found that the information documented is either incomplete or any further
clarification is needed.

3. Foreseeable/risks and discomforts to participants due to the research

Questions in the interview are only to know your understanding and the concerns faced
related to routine immunization system as part of effects of the COVID pandemic. I will need
20-30 minutes of your time, according to your answers. At no point of the research, will your

identity be used for the purpose of the study.

4. Benefits from the study



The study will not directly benefit you. Participating in this study will not have any extra
benefit from the Institution either. However, the information shared by you will be helpful for
future research and planning.

5. Alternate procedures if consent not given

I will go to the next participant in the PHC asking for participation, if consent not given to
participate by you.

6. Confidentiality

The audio recordings and the information of the interview will be kept highly confidential
and will only be accessed by myself and my guide supervisor. All the information of the
interview will be used solely for research purpose only. Personal details or details identifying
the health system will not be shared with anyone at any time of the study. The data other than
your personal details and the health system identity, will be taken for analysis. The results of
the analysis will be published and presented in public forums.

7. Compensation for the study

There are no provisions for incentives or compensations for injury due to this study. No
possible harms are expected in this interview.

8.Contact

In case of any query or clarification of the study, now or in future you can contact me
anytime through phone directly (Phone Number — 9489956676). In case of need of more
clarification of the study, you can contact the member- secretary of the Institute Ethics
Committee of SCTIMST, as given below.

NAME: DR SRINIVAS G

ADDRESS: MEMBER SECRETARY, INSTITUTIONAL ETHICS COMMITTEE,
SCTIMST, TRIVANDRUM, 695011

CONTACT NUMBER: 0471-2524689(OFFICE)

EMAIL: iec.mem.sec@sctimst.ac.in

9.Withdrawal from the study

Y our participation in this study is entirely voluntary. You are free to withdraw from the study
at any time of the interview, without any explanation or fear of harm. There is no penalty due
to the withdrawal or non-participation.



ANNEXURE - 1V

INFORMED CONSENT FORM
CAREGIVERS OF UNDER-THREE CHILDREN

1 R TP , have read/heard and understood all the information provided
in the ‘Research subject information sheet’ by Dr Alisha Khan and | have clarified all my
doubts. | agree that the interview will be conducted according to my convenience. By
signing/putting thumb impression | confirm my voluntary participation in this study.

2. | agree | have to participate for 20-30 minutes according to my answers.

3. | agree to be contacted again if any missing information or further clarification is needed.
| understand my right to withdraw from the interview anytime without any obligation. | also
understand that my identity will not be revealed in any published or released information

from this study. | have been informed who should be contacted for further clarifications.

4. | agree that the information other than my personal data is used for analysis and study
purposes. | have understood the purpose, benefits and foreseeable risks of the study.

| agree to take part in this study.

Signature of the respondent/witness to the respondent or
Thumb impression (if unable to sign):

| agree to audio-record the interview. (If cannot, the interview will be written down by the
PI1)

Signature of the respondent/witness to the respondent or
Thumb impression (if unable to sign):

Name and signature of the interviewer

Date:

Place:



ANNEXURE -V

INFORMED CONSENT FORM
HEALTH SYSTEM WORKERS AND LSGI STAKEHOLDERS

1 R TR , have read/heard and understood all the information provided
in the ‘Research subject information sheet’ by Dr Alisha Khan and | have clarified all my
doubts. | agree that the interview will be conducted according to my convenience of time
and place. By signing/putting thumb impression | confirm my voluntary participation in this
study.

2.l agree | have to participate for 20-30 minutes according to my answers.

3. | agree to be contacted again if any missing information or further clarification is needed.
| understand my right to withdraw from the interview anytime without any obligation. | also
understand that my identity or the health system identity will not be revealed in any
published or released information from this study. | have been informed who should be
contacted for further clarifications.

4. | agree that the information other than my personal data and the health system identity
is used for analysis and study purposes. | have understood the purpose, benefits and
foreseeable risks of the study.

| agree to take part in this study.

Signature of the respondent/witness of the respondent or

Thumb impression (if unable to sign):

| agree to audio-record the interview. (If cannot, the interview will be written down by the
PI1)

Signature of the respondent/witness of the respondent or
Thumb impression (if unable to sign):
Name and signature of the interviewer

Date and Place:



ANNEXURE - VI

INDEPTH INTERVIEW GUIDE
CAREGIVERS OF UNDER-THREE CHILDREN

Namaskaram. | am Dr Alisha Khan, currently pursuing Master of Public Health course at
Achutha Menon Centre for Health Science Studies, Sree Chithra Tirunal Institute for Medical
Sciences & technology, Trivandrum. | am doing a study on “Barriers to timeliness of routine
immunization of children under three years of age in Thiruvananthapuram district in 2020-
21, during the conditions associated with the pandemic situation”, as part of my course
work. With the consent given to participate in this study, we will start now. This interview
will take 20-30 minutes.

Code No. Variable Responses
R1 Household ID
R2 Date of Interview dd mm vy
R3 Start time hh mm am/pm
R4 End time hh mm am/pm
R5 Number of visits made to complete
the interview
R6 Type of health system used to access | 1.Public
RI 2.Private
R7 Location of residence 1.Urban
2.Semiurban
3.Rural
1. Background characteristics
Slno Question Responses Remarks
1 Age of the caregiver
2 Sex
3 Relationship with the child 1.Mother
2.Father
3.0thers
(Specify) .
4 Religion 1.Hindu
2.Muslim
3.Christian
4.0thers (Specify)




5 Caste 1.General
2.0BC
3.5C
4.5T
6 What is the marital status of the | 1.Married
child’s parents? 2.Single
3.Separated
4.No longer alive
7 Highest educational level 1. No formal education
2. Primary level
3. High School level
4. Higher Secondary level
5. Diploma level
6. Graduate level
7. Post Graduate and
above
8 Employment status 1. Regular employed
2. Self-employed
3. Not employed
9 Occupation (if regular and self- 1. Professional/Technical/
employed, in the previous Administerial/manager
question) 2. Clerical
3. Sales and Services
4. Skilled
10 Occupation of the head of the 1. Professional/Technical/
family Administerial/manager
2. Clerical
3. Sales and Services
4. Skilled
11 Age of mother at first birth?
12 Sex of the child 1. Male
2. Female
13 What is the birth order of the 1.1
child? 2.2-3
3.4-5
4., 6+
14 Age of the child
15 Number of household members
in the family?
16 Do you have a vaccination card 1. Yes
of the child? 2. No

2. Interview guide

1. There is a schedule that is pre-fixed by doctor for various vaccinations. Why do
you think this time period fixed for each of the vaccination?



10.

11.

What did your doctor advice you regarding the importance of routine
immunization?

What is one supposed to do if we miss the schedule that is fixed?

What will happen if the child does not get vaccinated at the due time of a
vaccination?

Where do you go to get your child’s vaccine? What steps do you take to not miss
the due date for vaccination?

Was there any advices or initiatives from the health system workers to help you
to get your child immunized during then?

What are the things you have to do to be able to go to the vaccine centre with
the child? By that | mean, do you seek help from others to accompany you? Do
you have to wait till there is a holiday for other working family members? Etc?

How far is the vaccine centre from where you reside? What was your mode of
transportation during the time of restrictions? Did you have to face any problems
while trying to visit the centre?

How did the restrictions due to COVID protocols affect this? Can you please
describe them?

How much money did you have to spend to get the vaccine for the child? Was it
the same as your prior visits before lockdowns? How did you get the money for
doing this?

When you visited the vaccine center, was it easy to get the child vaccinated
when you went to the center? How long did it take? How many people were
already there? What were your concerns regarding COVID infection in that
situation? What advice did you receive from the health workers regarding your
child’s routine immunization?

If I need any further clarifications, can | call you over phone (mobile) to seek
further clarifications?

Yes/No
If yes, note number to contact.

Thank you for your valuable time!



HEALTH SYSTEM FUNCTIONARIES AND LSGI STAKEHOLDERS

Namaskaram. | am Dr Alisha Khan, currently pursuing Master of Public Health course at
Achutha Menon Centre for Health Science Studies, Sree Chithra Tirunal Institute for Medical
Sciences & technology, Trivandrum. | am doing a study on “Barriers to timeliness of routine
immunization of children under three years of age in Thiruvananthapuram district in 2020-
21, during the conditions associated with the pandemic situation”, as part of my course
work. With the consent given to participate in this study, we will start now. This interview

ANNEXURE - VII

INDEPTH INTERVIEW GUIDE

will take 20-30 minutes.

Code No. Variable Responses
R1 Health System ID
R3 Health system worker ID
R2 Date of Interview dd mm vy
R3 Start time hh mm am/pm
R4 End time hh mm am/pm
R5 Number of visits made to complete
the interview

I. Background Characteristics

1. For how many years have you been working in your current position?

3. What is the type of your recruitment?
Permanent / Temporary
4. How often do you meet your supervisors for review?

Il. Interview Guide




1. What are your duties related to children’s routine immunization program? Why
is immunization of children an important public health program?

2. There was a temporary hold on the immunization system during March 2020,
when COVID lockdown was announced. How did that affect the program when it
resumed? Did all the children who were scheduled to get vaccination in the
lockdown period maintain the timing of the dosage?

3. Canyou describe if any steps were taken to manage routine immunization
program for children during those times? What, according to you could had
been the barriers that came up during that time to take immunization of children
on their due dates?

4. Was there a vaccine shortage problem at anytime? What were the problems you
faced with immunization program during this period?

5. What were the problems experienced by health care workers in continuing to
work providing immunization to children during that time? Could all persons come to
work? How did they manage to continue to work?

6. What additional precautions were taken to make sure all children got their
vaccinations?

If | need further clarifications, can | contact you over phone and obtain the clarifications?
Yes/no.

If yes, note the number to contact.

Thank you for your valuable time!
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SREE CHITRA TIRUNAL INSTITUTE FOR MEDICAL SCIENCES AND TECHNOLOGY, TRIVANDRUM
Thiruvananthapuram - 695 011, Kerala, India
(An Institute of National Importance under Govt. of India)

Grams : Chitramet, Phone : +91-471-2443152, Fax : +91-471-2550728 / 2446433, E-mail : sct@sctimst.ac.in, Website : www.sctimst.ac.in

Institutional Ethics Committee
(IEC Regn No. ECR/189/Inst/KL/2013/RR-21)

SCT/IEC/1811/JANUARY/2022 02.03.2022
Dr. Alisha Khan

MPH Student, AMCHSS

SCTIMST, Thiruvananthapuram

Dear Dr. Alisha Khan,

The Institutional Ethics Committee held on 5™ February, 2022, reviewed and discussed your application
to conduct the study titled “BARRIERS TO TIMELINESS OF ROUTINE IMMUNIZATION FOR CHILDREN
UNDER THREE YEARS OF AGE IN THIRUVANANTHAPURAM DISTRICT IN 2020-21, DURING THE
CONDITIONS ASSOCIATED WITH THE PANDEMIC SITUATION” (IEC/1811)".

The following members of the Ethics Committee were present at the meeting held on 5"
February, 2022.

[ SL. | Member Name Highest Degree Gender | Scientific /Non | Affiliation

' No. | Scientific - with

| i Institution(s) |
|1 g Smt. Sathi Nair MA (English Female | Lay Person No ‘
‘ | [ Literature) B
2. | Dr. Pradeep S MBBS, MD Male Basic Medical ‘ No

\ \ | Scientist ‘ ‘
' 3. | Adv. Priya Kaimal LLM, MBL Female | Legal Expert ; No

4. | Dr. Manikandan.S MBBS,MD,PDCC Male | Clinician | Yes

' 5. | Dr. Narayanan Namboodiri. KK | MBBS,MD,DM Male | Clinician Yes
6. | Dr. Biju Soman MBBS,MD, DPH, Male | Basic Medical ‘ Yes |
i | MSc, DLSHTM Scientist ; o
| 7. | Dr. Srinivas G PhD Male | Basic Medical * Yes ‘
r ; Scientist ; ‘
k | | (Member i i
L . 1 Secretary) | i
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The following documents were reviewed:

QOnginal submission

1. Checklist Form

2. Covenng letter addressed to the Chairperson, IEC, SCTIMST dated 11.01.2022

3. Responses/Amendments made based on the Reviewer's comments

4. IEC Application Form

5  Research Proposal

6. Questionnaire in English and Malayalam

7. Research Subject nformation Sheet and Informed Consent in English and Malayalam
8. Permission letter from Grama Panchayat, Thiruvananthapuram

9. Permission letter from (I Grama Panchayat, Thiruvananthapuram

10. Permission letter from I Grama Panchayat, Thiruvananthapuram

11. Letter addressed to the Panchayath President, IIIIIEEEM. Thiruvananthapuram dated 05.01.2022
12. CV of Pnincipal Investigator and Guide

13. Declaration Form

14 SRC Recommendation

Revised submission

1. Covering letter addressed to the Member Secretary, IEC, SCTIMST dated 25.02.2022
2. Checklist Form

3. Responses/Amendments made based on the Reviewer's comments

4. |EC Application Form

5. Research Proposal

6 Questionnaire in English and Malayalam

7. Research Subject nformation Sheet and Informed Consent in English and Malayalam
8  Permmission letter from BB Grama Panchayat, Thiruvananthapuram

9. Pemmission letter from G rama Panchayat, Thiruvananthapuram

10. Permission letter from IINIEEEEM Grama Panchayat, Thiruvananthapuram

11. Letter addressed to the Panchayath President, IINIIEEEEM Thiruvananthapuram dated 05.01.2022
12. CV of Pnincipal Investigator and Guide

13. Declaration Form

IEC Decision

The IEC approved the conduct of the study in the present form.

Remarks:

The Institutional Ethics Committee expects to be informed about the progress of the study, any SAE

occurring in the course of the study, any changes in the protocol and patient information/informed
consent and asks to be provided a copy of the final report.

There was no member of the study team / Guide who participated in voting / decision making
process. The ethics committee is organized and operated according to the requirements of Good
Clinical Practice and the requirements of the Indian Council of Medical Research (ICMR)

Sincerely,

L FOR MEp
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