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Background: Child vaccinations are among the most effective public health interventions. However, wide gaps in
child vaccination remain among different groups with uptake in most minorities or ethnic communities in Europe
substantially lower compared to the general population. A systematic review was conducted to understand
health system barriers and enablers to measles, mumps and rubella (MMR) and human papilloma virus (HPV)
child vaccination among disadvantaged, minority populations in middle- and high-income countries. Methods:
We searched Medline, Cochrane, CINAHL, ProQuest and EMBASE for articles published from 2010 to 2021.
Following title and abstract screening, full texts were assessed for relevance. Study quality was appraised using
Critical Appraisal Skills Program checklists. Data extraction and analysis were performed. Health system barriers
and enablers to vaccination were mapped to the World Health Organization health system building blocks.
Results: A total of 1658 search results were identified from five databases and 24 from reference lists. After
removing duplicates, 1556 titles were screened and 496 were eligible. Eighty-six full texts were assessed for
eligibility, 28 articles met all inclusion criteria. Factors that affected MMR and HPV vaccination among disadvan-
taged populations included service delivery (limited time, geographic distance, lack of culturally appropriate
translated materials, difficulties navigating healthcare system), healthcare workforce (language and poor com-
munication skills), financial costs and feelings of discrimination. Conclusion: Policymakers must consider health
system barriers to vaccination faced by disadvantaged, minority populations while recognizing specific cultural
contexts of each population. To ensure maximum policy impact, approaches to encourage vaccinations should be
tailored to the unique population’s needs. A one-size-fits-all approach is not effective.
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Introduction

Vaccinations are among the most effective public health pro-
grammes available,1 All countries in the European Economic

Area (EEA) have national childhood immunization programmes,
but the numbers and types of vaccines included vary across coun-
tries.2 Within countries, wide disparities in childhood vaccine up-
take remain among different populations with minority ethnic and
religious groups, Traveller communities, and migrants and asylum
seekers often experiencing lower vaccine uptake than the general
population.3

The literature includes examples of lower vaccine uptake among
disadvantaged populations, including lower Meningitis B vaccine
uptake among Muslim and Jewish minorities in England,4 measles,
mumps and rubella (MMR) vaccine among refugees in Greece5 or
HPV vaccine among Turkish and Moroccan immigrants in the
Netherlands.6,7 This is of particular concern in the context of an
increase in recent years of number of refugees and other migrants
to Europe.8,9

The Immunisation Agenda 2030 (IA2030) was developed by the
World Health Organization (WHO) to set a global vision and strat-
egy for immunization for 2021–30.10 IA2030 emphasizes equity in
vaccination by placing it as one of the core strategic pillars.10

However, barriers to access and utilization of immunization services
exist, including considerable variations in policies across Europe.11

In the WHO European region, measles continues to be endemic
in several countries. Progress in measles control and elimination has
stalled; reported cases increased tenfold between 2016 and 2018.12 A
95% vaccine uptake rate is needed for the EU to be measles-free.13

As of 2018, only half of EU countries had reached this target.
Underserved minorities and certain religious groups are repeatedly
involved in measles outbreaks14 and more recently Polio
outbreaks.15

The human papilloma virus (HPV) vaccine is highly effective in
the primary prevention of cervical cancer and other HPV-associated
diseases.16 Across the EU, HPV vaccination has been gradually
introduced in national immunization programmes since 2007.
Today, all EU countries have HPV vaccine programmes; however,
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policies differ in terms of recommended vaccine age, dose number
and patient costs.17 Similar to MMR, HPV vaccine uptake is con-
siderably lower among minorities in countries where data are avail-
able, such as the United Kingdom, the Netherlands and Greece.6,18

In other countries, uptake data are lacking among minorities, such
as Roma in Slovakia and Ukrainian migrants in Poland.19,20

Extensive research exists on vaccination beliefs and attitudes
among disadvantaged groups.14 However, studies exploring health
system barriers and enablers specifically to MMR and HPV vaccin-
ation in children among underserved communities are limited.
Identifying these barriers and enablers is essential to improve uptake
among disadvantaged populations, hence reducing gaps in health
disparities. As part of an EU-funded project, RIVER-EU
(Reducing Inequalities in Vaccine uptake in the European re-
gion—Engaging Underserved communities), this systematic review
was conducted to answer the research question: What are the health
system barriers and enablers to MMR and HPV vaccination among
disadvantaged populations in middle-to-high-income countries?

Methods
We searched Medline, Cochrane, CINAHL, ProQuest and EMBASE
databases using a search strategy developed in consultation with a
medical librarian, which combined Medical Subject Headings
(MesH) terms and keywords. Search subject headings were based
on four key concepts: enablers/barriers, vaccination, health system
and underserved/disadvantaged populations. Supplementary mater-
ial SI details the search strategy.
This systematic review was registered with the International

Prospective Register of Systematic Reviews (PROSPERO)
(Registration number: CRD42021267886). The Preferred Reporting
Items for Systematic Reviews and Meta-Analysis (PRISMA) guide-
lines (Supplementary material SII) were followed.21 A study protocol
was developed in which search strategy and study eligibility criteria
were established prior to the review.
We included qualitative, quasi-experimental, ecological, observa-

tional cohort and mixed-methods studies conducted in middle- to
high-income countries. Inclusion criteria included studies with
parents of children (0–18 years) and adolescents (9–18 years) from
disadvantaged populations, as defined by the National Institute for
Health and Care Excellence (NICE) classification,3 and healthcare
providers (HCP) working with these disadvantaged groups; studies
focusing on health system barriers and enablers; published in
English since 2010. We excluded studies that focused on vaccina-
tions other than MMR and HPV, published before 2010, in lan-
guages other than English, conducted in low-income countries,
focused on adult populations and personal level barriers and ena-
blers. The search cut-off date was 12 December 2021.
Researcher, J.E.-H., conducted the literature search. All publica-

tions were retrieved and imported into Rayyan review manager, a
free web application to support the conduct of systematic reviews,22

for screening according to the eligibility criteria. Duplicates were
removed. Two reviewers (J.E.-H. and Y.G.) independently assessed
titles and abstracts; abstracts were included for full-text review if
they met eligibility criteria. Disagreements with regard to eligibility
were resolved by discussion with the principal investigator (M.E.).
Full-text publications of potentially relevant articles were retrieved
and assessed for relevance. Reference lists of selected studies were
reviewed; related systematic reviews were also examined for relevant
studies. Following the selection of included articles, data extraction
was undertaken by two authors (J.E.-H. and Y.G.) into a Microsoft
Excel spreadsheet. Key variables extracted included: author(s), year,
country, population, study aim, study design, population size, sam-
pling strategy, setting, outcomes and recommendations. Two
Critical Appraisal Skills Program (CASP) checklists23 were used to
assess the quality of included studies.
Using deductive content analysis, three researchers from the team

searched each paper for barriers and enablers that could be

conceptually linked to one of the six building blocks of the
WHO’s health systems framework: service delivery, health work-
force, health information systems, medical products, financing and
leadership and governance.24 In the second stage of the analysis, the
identified barriers and enablers were inductively grouped into
themes within each of the building blocks. When disagreements
arose with regard to which building block or theme specific barriers
belonged to, a discussion between the team took place until a con-
sensus was reached.

Results
A total of 1658 search results were identified from five databases and
24 from reference lists. After removing duplicates, 1556 titles were
screened and 496 abstracts were considered eligible. Eighty-six full-
text articles assessed for eligibility, 28 articles met all inclusion cri-
teria and 58 were excluded (figure 1).

Characteristics of included studies
Twenty-eight articles identified health system barriers and enablers
to HPV and MMR vaccination among disadvantaged populations in
eight countries, including the USA (n¼ 14), UK (n¼ 5), Canada
(n¼ 3), Netherlands (n¼ 2), Poland (n¼ 1), Sweden (n¼ 1),
Australia (n¼ 1) and Norway (n¼ 1), as seen in table 1. Of the 28
studies, 21 were qualitative, 4 were cross-sectional and 3 used mixed
methods. Even though there is a difference in healthcare systems,
almost all countries provide vaccination at no cost, except for
Poland which charged for HPV until June 2023. All studies received
a high CASP score, indicating high study quality. Supplementary
material SIII details characteristics and quality of the
included studies.

Health system barriers and enablers to MMR and HPV
vaccination
Barriers and enablers were mapped to the six components of the
WHO health system building blocks framework (table 2).

Building block 1: service delivery
MMR and HPV vaccination barriers mostly involved service deliv-
ery. HCPs and parents cited limited time for vaccine discussion as a
hurdle.25–31 US Black, Latino and Brazilian minorities expressed
concerns about community-based delivery of HPV, due to privacy
issues, inappropriate setting to ask questions and discomfort engaging
with unknown HCPs.32 Minorities faced challenges navigating the
health system to receive vaccinations,25,27,30,33 with UK HCPs noting
language barriers as an additional obstacle.28 Minorities often misun-
derstood the process of registering newborns at their GP practice,
assuming it was automatic if the mother was already registered.25,28

Geographic distance to clinics and limited primary health care
access posed challenges for vaccine accessibility.26,28,33 US HCPs
serving minorities reported insufficient preventive care centres
offering HPV vaccines29 and restricted clinic hours.34 Other disad-
vantaged populations lacked awareness of where to access HPV
vaccines.35 Traveller communities faced barriers to accessing
school-based immunizations, such as HPV, particularly for home-
schooled or migratory girls.27

Undocumented migrants hesitated to vaccinate children due to
fears of questioning their legal status.36 Despite some groups report-
ing greater trust in the healthcare system in their new country of
residency, many still expressed a lack of trust in the healthcare sys-
tem as a barrier to vaccination.25,30,36–38

Minorities expressed the lack of culturally appropriate translated
educational materials available for both MMR and HPV vaccines,
resulting in a lack of awareness and knowledge regarding the vaccine
and ultimately parents’ decision to vaccinate.26,28,30,31,35,39–45 The
Somali minority in the Netherlands reported that their major
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information source on HPV vaccines was peers, rather than formal
leaflets or printed materials.38

Some populations indicated that a lack of trust in the system was a
barrier to vaccination. Others indicated high levels of trust in the
healthcare system of their residing country in comparison to their
country of origin, facilitating their decision to vaccinate since they
perceived vaccines were of better quality.27,30,46 Ukrainian migrants
in Poland expressed greater trust in mandatory vaccine delivery,
including MMR, in Polish healthcare, indicating it was a patient-
friendly process.30 Hispanic, Somali and Eritrean parents in the USA
reported high trust in physicians when seeking information and
recommendations regarding HPV vaccination, much higher than
from family and friends.45

Building block 2: health workforce
Language barriers hindered patient-provider communication,
impacting vaccination decisions.25–28,34,37,38,46,47 Lack of HCP

recommendation was a major reason for non-
vaccination.33,40,43,45,48 Studies in the USA with parents from low-
income minorities reported their decision to give the HPV vaccine
was highly reliant on the HCPs recommendations.40,45

Interpreters were sometimes reported as having limited
vaccine knowledge, which made answering questions and adequate
translation difficult.49 HCPs lacked training around vaccination
needs were not always familiar with immigrant service polices and
reported inadequate cultural understanding, making it difficult to
understand the population’s needs and offer practical recommenda-
tions.36–38,50 Often HCPs were uncomfortable bringing up HPV
vaccine due to the sensitivity and parents’ unwillingness to discuss
sex-related issues.29,44 They expressed concerns about offending
parents due to the link between HPV vaccine and sexual
transmission.29

Intrinsic HCPs characteristics, like trustworthiness32,46 and
good collaboration with interpreters working with minorities,49

were vaccine enablers.

Figure 1 PRISMA flow diagram for study inclusion

Table 1 Studies included in the review

Vaccine Countries represented Included studies Authors, Year

MMR UK, Sweden, Netherlands,
Canada, USA, Australia, Norway

Bell et al., 201925; Bell et al., 202028; Godoy-Ramirez et al., 201936; Harmsen et al.,
201526; Kowal et al., 201546; Madlon-Kay and Smith, 202049; Mahimbo et al.,
201750; Socha and Klein, 202047; Tomlinson and Redwood, 201339

HPV USA, Canada, Netherlands Aragones et al., 201648; Bastani et al., 201135; Bruno et al., 201429; Btoush et al.,
201943; Dailey and Krieger, 201744; Kepka et al., 201842; Kim et al., 201531;
Greenfield et al., 201545; Lechuga et al., 201663; Miller et al., 201441; Niccolai et
al., 201640; Ramanadhan et al., 202032; Rubens-Augustson, 201933; Salad et al.,
201538; Vamos et al., 202134; Wilson et al., 202151

MMR and HPV Poland, UK Ganczak et al., 202130; Jackson et al. 201727; Jackson et al., 201637
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Building block 3: health information systems
HCPs reported a lack of vaccination documentation for immigrants
and refugees as a barrier. At an institutional level, HCPs faced
challenges in determining which vaccines had been administered25

due to inadequate records on immunization history,37 and lack of a
central immunization register.36,47,50 This was noted in studies deal-
ing with minority, migrant and refugee populations in the UK,
Australia, Sweden, Norway and the USA.
Effective reminder and recall systems were a vaccine enabler to

MMR vaccination, as reported by English Gypsies, European Roma
and Irish Travellers in the UK.27 Face-to-face communication and
reminders from general practitioners were considered even more
effective to reaching communities and gaining their trust.28

Building block 4: medical products
Perceived safety and efficacy of vaccines greatly affect uptake and
acceptance levels. There were mixed findings in terms of parent’s
perceptions and attitudes towards vaccination. Undocumented im-
migrant parents and HCPs in Sweden reported that parents gladly
accepted routine child vaccinations.36 Immigrant parents in the
Netherlands held positive views on MMR vaccination safety, im-
portance and effectiveness.26 UK Gypsies, Travellers and Roma
parents emphasized the protective benefits of MMR immunization,
deeming minor side effects or brief discomfort insignificant.27

However, specifically among the Scottish Showpeople, a community

comprised travelling show, circus and fairground families, there
were great fears towards MMR vaccine safety.37

Some minorities perceived MMR vaccination as unnecessary and
ineffective.28 Polish and Romanian minorities in England, along
with Somali mothers in the UK, hesitated to vaccinate due to con-
cerns about a link between the MMR vaccine and autism.25,39

Similar fears and concerns surrounding HPV vaccine safety.29,41

Parents, particularly Somali and Hispanic immigrants in the USA,
expressed worries about the implication of HPV vaccine on their
child’s health and sexual behaviour, with concerns about the poten-
tial encouragement of promiscuity.43–45 Conservative minorities,
including Somali mothers in the Netherlands, who do not believe
multiple sexual partners or premarital sex socially or culturally ac-
ceptable, considered the HPV vaccine unnecessary, feeling they were
not susceptible to HPV.38

Building block 5: financing
Perceived costs, particularly for HPV vaccination, pose a significant
barrier.28–31,33,34,37,42,50,51 HCPs working with minorities in the USA
noted the high cost of HPV vaccine as a barrier to recommending
it.29 For populations facing daily socio-economic challenges, vaccin-
ation was not a priority amidst competing demands.28 Offering
MMR and HPV vaccinations for free or subsidized is reported as
a major enabler by both parents and providers.47

Table 2 Predominant barriers (−) and enablers (þ) to MMR and HPV vaccination mapped according to the WHO building block framework

Barriers (2)
�

MMR HPV

Service delivery 1.1 Limited time to discuss and educate about vaccines with parents
1.2 Limited access and clinic hours/lack of preventive care centres
1.3 Lack of available culturally translated education materials
1.4 Inappropriate organizational set-up or space—lack of privacy
1.5 Lack of healthcare service continuity
1.6 Lack of trust in healthcare system
1.7 Hardships and challenges in navigating the system (registering in health services)
1.8 Low attendance rates in schools when vaccine is offered
1.9 Community-based delivery of vaccine-reduced privacy
1.10 Fear of being questioned on legal status

Health workforce 2.1 Interpreters lack of knowledge on vaccines
2.2 Lack of training among GPs
2.3 Lack of communication with HCP
2.4 Language and communication barriers
2.5 Lack of HCP awareness on law of immigration services
2.6 Lack of cultural understanding among HCP

Health information system 3.1 Lack of central immunization register
3.2 Lack of vaccine documentation
3.3 Lack of reminder system

Medical products 4.1 Concerns about vaccine safety
4.2 Belief that vaccine is ineffective

Financing 5.1 Cost (perceived cost) of vaccination
Leadership and governance 6.1 Lack of national policy regarding refugee vaccination

6.2 Unclear guidelines regarding vaccination
6.3 Feelings of discrimination
6.4 Negligence of authorities and HCP in home country
6.5 Unclear responsibilities regarding vaccine catch-up with general health services

Enablers (1) MMR HPV
Service delivery 1.1 Vaccine delivery is patient-friendly process

1.2 High trust in the healthcare system in destination country
Health workforce 2.1 Trustworthiness of HCP

2.2 Good collaboration between HCP and interpreters
2.3 Recommendation from HCP

Health information system 3.1 Effective reminders to vaccinate
3.2 Awareness of eligibility to vaccinate

Medical products 4.1 Acceptance of vaccine
4.2 Vaccine perceived as valuable

Financing 5.1 Vaccine offered at no cost or subsidized
Leadership and governance 6.1 Enforcement of child immunization by authorities

6.2 Vaccination encouraged by religion and social norms

�: Shading indicates barrier applicable to specific vaccine.
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Building block 6: leadership and governance
Lack of national policy and guidelines for refugees, particularly
regarding catch-up vaccines, hinders child vaccination.50 Migrant
populations in Poland felt neglected by authorities and HCPs in
their home country regarding vaccinations.30 HCPs expressed a
lack of clarity regarding who is responsible for ensuring the com-
pletion of catch-up immunization for newly arrived refugees.
Inadequate referral pathways for refugees to health services upon
resettlement further exasperated the confusion on whose responsi-
bility it is to provide catch-up vaccines.50

Minority, migrant and Traveller communities reported feelings of
discrimination from workers in the health system due to their status.
Polish, Romanian and Traveller communities reported experiences
of discrimination from receptionists in general practitioners’ offices
when trying to register for services or make appointments.25,27

Including child vaccinations, like MMR, for migrant children in
the national vaccination schedule can boost uptake, as seen in
Norway where clear guidelines facilitated vaccination.47

Cultural and religious support plays an important role in encour-
aging vaccination. In the Netherlands religiously framed messages
(in this instance Islam) positively influenced Turkish and Moroccan
parents’ decision to vaccinate, viewing it as beneficial for the child’s
health.26 Similarly, Somali mothers in the Netherlands believed that
Islam supported preventive care but felt HPV vaccine was unneces-
sary due to perceived low susceptibility based on religious norms
prohibiting premarital sex.38

Discussion
This review explores health system barriers and enablers to child-
hood MMR and HPV vaccines among disadvantaged, minority or
underserved populations. Twenty-eight studies were identified that
examined MMR and HPV vaccination among children in middle- to
high-income countries. Previous systematic reviews have investi-
gated parental factors impacting childhood vaccination among gen-
eral population groups.52,53 Another review examined vaccine
coverage levels, accessibility and underlying factors affecting disad-
vantaged populations but did not include HPV.9 To the best of our
knowledge, this is the first review concentrating on barriers and
enablers to MMR and HPV vaccinations in disadvantaged, minority
or underserved children (age 0–18 years).
The WHO health system building blocks framework provides a

comprehensive approach to assessing health system barriers and
enablers to MMR and HPV vaccinations in disadvantaged commun-
ities. These blocks, influenced by numerous factors, are strongly
interlinked. At the health system level, some barriers and enablers
affecting MMR and HPV uptake rates among disadvantaged popu-
lation groups are universal, regardless of the specific vulnerable
population. These include service delivery barriers (limited time
for HCP to offer and discuss vaccine,25,27–31 geographic dis-
tance,26,28,33 lack of translated culturally appropriate materials, dif-
ficulties navigating healthcare system26,28,30,31,35,39–41,43–45,54) and
healthcare workforce barriers (language barriers and poor commu-
nication skills,25–28,34,37,38,46,47 financial costs28–31,33,34,37,42,50,51 and
feelings of discrimination.25,27) While barriers, such as lack of time
and geographic distance, are also likely to affect general populations,
disadvantaged groups are disproportionately affected.55,56 Health
policymakers should recognize that minimizing these barriers could
positively impact vaccination programmes across contexts, irre-
spective of the specific vaccine or population group. Barriers related
to ease and access to service, translated services and materials,
healthcare workforce characteristics and financial costs are not
unique to vaccine services and are observed across health services
when treating underserved populations, such as diabetes or general
healthcare57,58 Minimizing these barriers at the system level should
be a priority for policymakers, yielding benefits beyond a sin-
gle programme.

However, certain barriers are specific to particular vaccines and
populations, influenced by cultural and social norms, directly affect-
ing the vaccine’s acceptability. For example, conservative minorities
may view the HPV vaccine as unnecessary if a single lifetime sexual
partner is the widespread norm. Other groups feared that giving
HPV vaccine would encourage sexual activity and promiscuity.38

HCPs serving these populations need training to address these
beliefs and provide culturally appropriate information.
Policymakers should recognize the specificity of these vaccines
and have an in-depth understanding of the social and cultural cir-
cumstances of the populations in their jurisdiction. Tailoring
approaches to encourage vaccination based on the unique needs
of each population is crucial, as a one-size-fits-all approach is inef-
fective in these circumstances. This approach has been used effect-
ively in different countries, where the HPV vaccine was promoted as
protecting against cancer, rather than associating it with a sexually
transmissible infection.59,60

In a world of increasing migration, the lack of inter-operable
guidelines and data contributes to a lack of clarity when providing
catch-up immunization or monitoring vaccine programmes. This
may result in administering unnecessary vaccine doses or missed
opportunities for immunization for migrants and refugees. While
some countries have guidance for HCP on dealing with unknown or
incomplete immunizations for individuals lacking records,61 it is
crucial to extend and standardize such guidance. In cases where
populations, such as refugees, are immunized by dedicated services
outside of the national immunization programmes, coordination
between the two is essential to maintain updated records and ensure
vaccines are not missed. A coordinated programme across countries
is especially fundamental in the EU where citizens move across
borders, and refugees continuously arrive from diverse countries
and continents.62

Based on the reviews’ findings, our recommendations to promote
MMR and HPV vaccination among disadvantaged, minority popu-
lations include ensuring educational materials and health services
are provided in the minority population’s native language and in a
culturally appropriate manner, by health professionals who have
received adequate cultural competence training. Health systems
need to develop simple, clear guidelines to help new immigrant
and minority groups access the new healthcare system.
Vaccinations need to be made widely available, easily accessible
and at no cost (or highly subsidized) to the community.
Furthermore, we recommend health systems set up automatic
reminders and recall systems to facilitate vaccination processes.
Table 3 further details and maps the recommendations to the
WHO building blocks.

Study strengths and limitations
One key strength of the review is its inclusion of perspectives from
multiple key stakeholders (parents, HCPs and policymakers), and
not just one group. This provides a comprehensive understanding of
barriers and enablers to vaccination, and picture and not just one
piece of the puzzle. Focusing on MMR and HPV vaccines, rather
than vaccination in general, has allowed for the identification of
vaccine and context-specific factors, as well as more generic and
universal ones. This dual perspective is crucial for developing inter-
ventions and strategies that effectively address the diverse needs of
the target population.

A limitation is the inclusion of only English-language publica-
tions. Many studies included were conducted in the USA, where
the healthcare system is organized differently than in Europe and
where disadvantaged minority populations are unique and differ
greatly in terms of culture, ethnic and religious background from
disadvantaged populations in Europe. Barriers and enablers of these
populations might not necessarily be representative of other disad-
vantaged minorities in other parts of the world. However, we did not
want to limit our search to only studies in Europe because some of
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the enablers and barriers relevant to disadvantaged populations in
other parts of the world could be relevant to European disadvan-
taged groups as well. While similar themes emerged, it is important
to recognize that a one-size-fits-all approach might not be successful
in such diverse population groups where other aspects and charac-
teristics need to be considered. Health professionals and policy-
makers need to consider the specific cultural context of the target
populations they are working with when implementing vac-
cine programmes.
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Governance/leadership Develop clear standardized national and international guidelines on MMR and HPV vaccinations for refugee and migrant

populations.

Key points

• Identifying health system barriers and enablers to childhood
vaccination is essential to improve uptake rates among
disadvantaged populations, hence reducing gaps in health
disparities.

• At the health system level, some barriers and enablers affecting
MMR and HPV uptake rates among disadvantaged population
groups are universal, regardless of a specific vulnerable
population, including service delivery barriers (limited time
for HCP to offer and discuss vaccine, geographic distance, lack
of translated culturally appropriate materials, difficulties
navigating health care system, healthcare workforce barriers
(language barriers and poor communication skills, financial
costs and feelings of discrimination).

• Some barriers are specific to certain vaccines and populations
and are highly affected by cultural and social norms, which
can have a direct impact on the populations’ acceptability of
the specific vaccine.

• To ensure maximum policy impact the approaches to
encourage vaccination should be tailored to the unique needs
of the population at hand. A one-size-fits-all approach in these
circumstances is not effective.
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30 Ganczak M, Bielecki K, Drozd-Dąbrowska M, et al. Vaccination concerns, beliefs

and practices among Ukrainian migrants in Poland: a qualitative study. BMC Public

Health. 2021;21:93.

31 Kim K, Kim B, Choi E, et al. Knowledge, perceptions, and decision making about

human papillomavirus vaccination among Korean American women: a focus group

study. Womens Health Issues 2015;25:112–9.

32 Ramanadhan S, Fontanet C, Teixeira M, et al. Exploring attitudes of adolescents and

caregivers towards community-based delivery of the HPV vaccine: a qualitative

study. BMC Public Health. 2020;20:1531.

33 Rubens-Augustson T, Wilson LA, Murphy MS, et al. Healthcare provider per-

spectives on the uptake of the human papillomavirus vaccine among newcomers to

Canada: a qualitative study. Hum Vaccin Immunother 2019;15:1697–707.

34 Vamos CA, Kline N, V�azquez-Otero C, et al. Stakeholders’ perspectives on system-

level barriers to and facilitators of HPV vaccination among Hispanic migrant

farmworkers. Ethn Health 2022;27:1442–64.

35 Bastani R, Glenn BA, Tsui J, et al. Understanding suboptimal human papilloma-

virus vaccine uptake among ethnic minority girls. Cancer Epidemiol Biomarkers

Prev 2011;20:1463–72.

36 Godoy-Ramirez K, Appelqvist E, Lindstrand A, et al. Exploring childhood im-

munization among undocumented migrants in Sweden—following qualitative study

and the World Health Organizations Guide to Tailoring Immunization

Programmes (TIP). Public Health 2019;171:97–105.

37 Jackson C, Dyson L, Bedford H, et al. UNderstanding uptake of Immunisations in

TravellIng aNd Gypsy communities (UNITING): a qualitative interview study.

Health Technol Assess 2016;20:1–176.

38 Salad J, Verdonk P, de Boer F, Abma TA. “A Somali girl is Muslim and does not

have premarital sex. Is vaccination really necessary?” A qualitative study into the

perceptions of Somali women in the Netherlands about the prevention of cervical

cancer. Int J Equity Health 2015;14:68.

39 Tomlinson N, Redwood S. Health beliefs about preschool immunisations: an ex-

ploration of the views of Somali women resident in the UK. Divers Equal Health

Care. 2013;10:101–13. Available at: https://www.proquest.com/scholarly-journals/

health-beliefs-about-preschool-immunisations/docview/2670184921/se-2.

40 References 40–63 are available in the Supplementary File IV.

374 European Journal of Public Health

https://www.iom.intkey-migration-terms
https://www.iom.intkey-migration-terms
https://www.who.int/emergencies/disease-outbreak-news/item/2022-DON408
https://www.who.int/emergencies/disease-outbreak-news/item/2022-DON408
https://casp-uk.net/casp-tools-checklists/
https://www.proquest.com/scholarly-journals/health-beliefs-about-preschool-immunisations/docview/2670184921/se-2
https://www.proquest.com/scholarly-journals/health-beliefs-about-preschool-immunisations/docview/2670184921/se-2

	Active Content List
	Introduction
	Methods
	Results
	Discussion
	Supplementary data
	Author contributions
	Funding
	Ethics statement
	Data availability
	References


