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Abstract
This study examines vaccine hesitancy in wartime Ukraine, where institutional mistrust, displacement, and 
emotional trauma reshape parental decision-making. Drawing on in-depth interviews with mothers and pediatric 
professionals, we explore how caregivers navigate immunization choices amid disrupted health systems, contested 
information environments, and weakened trust in state and international actors. We frame hesitancy not as a 
static or irrational stance but as a dynamic process shaped by context, history, and emotion. Findings reveal 
that hesitancy stems from intersecting structural and interpersonal factors, including the erosion of institutional 
credibility, fear-based digital content, and generational memories of coercive medicine. Mothers often rely on 
social networks and peer narratives to fill gaps left by healthcare services, while providers struggle to communicate 
effectively under wartime pressures. Vaccine decision-making in this context is deeply relational, moral, and 
affective, extending beyond biomedical considerations. Addressing hesitancy in conflict-affected settings requires 
public health strategies that move beyond access and education, prioritizing empathetic communication, 
rebuilding trust, and acknowledging the emotional and symbolic dimensions of vaccination during crisis.
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Introduction
In conflict-affected settings, routine health services like 
vaccines often become inaccessible [9, 38]. Populations 
are exposed to multiple forms of vulnerability, including 
trauma, insecurity, and loss of institutional tools [35]. 
These disruptions fragment communication and service 
delivery, leading to misinformation, inconsistent narra-
tives, and systemic silence from health authorities [46]. 
This particularly affects vaccines, as informal networks 
and social media amplify and reinforce misinformation 
[22, 55], leading to delays in acceptance or refusal of vac-
cines altogether.

The war in Ukraine shows how accessing routine care 
can be risky, confusing, or altogether impossible [13]. 
Here, eroding institutional trust and capacity couples 
with concerns about safety or efficacy of treatments, 
leading to vaccine hesitancy [7, 28, 56]. The Russian inva-
sion in 2022, the vaccine program has faced layers of 
disruption expressed through large-scale displacement, 
infrastructural damage, and the redirection of healthcare 
resources may have reduced access to routine immuni-
zation services across the country [11]. In regions expe-
riencing active conflict or occupation, these disruptions 
were likely more severe, while in relatively safer areas, the 
psychological toll of ongoing threats and limited mobil-
ity may have discouraged care-seeking behaviors. At 
the same time, the growing role of digital platforms in 
health communication likely complicated efforts to pro-
mote vaccination. In such an environment, official health 
messaging may have struggled to compete with more 
emotionally engaging or misleading content circulating 
online [1, 21, 47].

Communication disruptions are further complicated 
by social and generational factors that shape how vac-
cine decisions are made [21]. For many younger parents, 
especially those raised in periods of institutional instabil-
ity, trust in formal health systems may be limited [43]. 
Instead, decisions around vaccination may be shaped 
more by peer groups, digital communities, and personal 
experience than by institutional guidance [37]. In this 
context, decisions about childhood immunization may 
reflect not only assessments of risk and benefit, but also 
deeper dynamics of trust, identity, and care.

Despite the severity and complexity of these dynam-
ics, existing literature on vaccine hesitancy in Ukraine 
remains limited. Scholarship has begun to document 
immunization coverage rates, cold chain reliability, and 
institutional response under wartime conditions [17, 
26, 45], and other studies have explored the emotional, 
social, and relational aspects of vaccine behavior from 
the perspective of caregivers and providers [3, 18, 25, 
44]. However, much of the European vaccine hesitancy 
literature continues to focus on high-income, politically 
stable countries, using frameworks that assume access, 

continuity, and institutional trust, assumptions that do 
not hold in fragile or conflict-affected states [4, 23]. The 
early conceptualizations of vaccine hesitancy provided 
an important foundation for understanding vaccination 
attitudes, the COVID-19 pandemic has generated a rap-
idly expanding body of research examining how trust, 
misinformation, political polarization, and institutional 
credibility shape vaccine decision-making. Recent stud-
ies have highlighted how pandemic conditions intensified 
public debates around scientific authority and individual 
autonomy, often reshaping perceptions of vaccine risk 
and institutional legitimacy. In addition, scholars have 
emphasized the importance of historical and regional 
contexts in shaping vaccination attitudes, particularly 
in post-Soviet and Eastern European societies where 
legacies of institutional distrust and health system trans-
formation continue to influence public perceptions of 
medical authority. These studies suggest that vaccine 
hesitancy cannot be understood solely as an individual-
level phenomenon but must be examined within broader 
social, historical, and political contexts that shape trust in 
public health institutions.

Where studies have addressed low-resource set-
tings, they tend to prioritize structural constraints over 
the affective and cognitive dimensions of vaccine deci-
sion-making. There is an urgent need to fill this gap by 
incorporating qualitative evidence that centers the lived 
experience of vaccine decision-makers in war-affected 
contexts.

This study responds to that need by investigating vac-
cine hesitancy in Ukraine during wartime as a complex, 
contextually embedded phenomenon shaped by the 
convergence of health system fragility, trauma, social 
influence, and digital information disorder. Rather than 
framing hesitancy as a deviation from rational public 
health behavior, we approach it as a form of adaptive 
reasoning within a context of uncertainty and fear. Our 
goal is to develop a deeper understanding of how caregiv-
ers and healthcare professionals interpret risk, construct 
trust, and act or refrain from acting on behalf of chil-
dren’s health in environments where conventional health 
systems have faltered. In doing so, we seek to inform 
more context-sensitive approaches to immunization 
strategy, provider training, and communication design, 
not only in Ukraine but in other fragile settings facing 
overlapping health and governance crises.

Methodology
Conceptual framework
This study conceptualizes vaccine hesitancy among dis-
placed and war-affected populations as an emergent 
behavior shaped by structural disruptions, socio-cultural 
dynamics, and individual decision-making processes [4]. 
The Multilevel Framework of Vaccine Behavior (see Fig. 
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1) is useful for understanding how broader contextual 
forces like war, displacement, and health system collapse 
interact with interpersonal influences and individual per-
ceptions to shape vaccine-related choices and actions [4, 
23]. This framework enables a layered analysis of how 
trust, risk perception, prior trauma, and fragmented 
information systems converge to influence vaccine deci-
sion-making, ultimately leading to diverse behavioral 
outcomes such as delay, dropout, or commitment to 
vaccination.

In conflict-affected settings, the wider context is char-
acterized by war, displacement, health system collapse, 
the fragmentation of information through misinforma-
tion, and silence. These act as the backdrop in which 
vaccination decisions unfold [53, 56]. These structural 
conditions feed into a range of individual and social influ-
ences, including social media narratives, levels of pedia-
trician trust, health literacy, prior traumatic experiences, 
culturally embedded beliefs, and the perceived agency of 
mothers in making health decisions for their children [5, 
12, 48]. These factors interact dynamically in the vaccine 
decision-making process, which involves a progression 

through survival concerns, risk assessment, filtering of 
available information, evaluation of trust, and ultimately, 
the decision to act [23]. Scholarship on vaccine hesitancy 
has also emphasized the role of parental identity, respon-
sibility, and autonomy in shaping vaccination decisions. 
Research shows that some parents interpret vaccination 
choices as an expression of responsible and informed par-
enting, often framed through individualized risk assess-
ments and moral responsibility for children’s health. In 
these contexts, vaccine decisions are not simply medical 
choices but are embedded in broader cultural expecta-
tions of parental care and vigilance. Complementing this 
perspective, highlight in a mandatory environment how 
narratives of health empowerment and self-determina-
tion shape vaccination debates, with some parents fram-
ing vaccine refusal or delay as a form of autonomy and 
personal agency in health governance. The outcomes of 
this process manifest behaviorally, ranging along a spec-
trum that includes hesitation, delay, dropout, partial 
compliance, and continued commitment to vaccination. 
Importantly, these behavioral outcomes may in turn rein-
force or reshape the factors feeding into future decisions, 

Fig. 1  A multilevel framework of vaccine behavior
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creating a feedback loop that sustains or shifts patterns of 
vaccine behavior over time.

Building on the conceptual framework, this study 
examines how vaccine hesitancy emerges and is negoti-
ated within the complex social and institutional condi-
tions of wartime Ukraine. While much of the existing 
literature focuses on individual beliefs or misinformation, 
this study seeks to understand vaccine decision-making 
as a socially embedded process shaped by trust, institu-
tional disruption, and lived experiences of conflict. The 
primary research question guiding this study is: How do 
mothers and healthcare professionals in Ukraine inter-
pret and negotiate childhood vaccination decisions under 
wartime conditions?

Data collection
We conducted 68 in-depth interviews: 46 with moth-
ers of children and 22 with medical professionals across 
localities, or oblasts, in Ukraine, including both conflict-
affected and relatively stable regions. Recruiting partici-
pants during an ongoing war posed practical challenges. 
Although a flexible and adaptive sampling strategy was 
used to reach diverse participants, some perspectives 
may not have been captured. We employed a purposive 
sampling strategy, combining snowball, maximum varia-
tion, and criterion-based approaches. Snowball sampling 
was used to identify eligible participants, particularly 
given the challenges of recruitment during wartime 
conditions. To ensure a broad range of perspectives, we 
simultaneously applied maximum variation sampling, 
capturing diversity across geographic regions (urban/
rural), exposure to conflict (frontline vs. stable zones), 
professional roles (mothers vs. healthcare providers), 
and socioeconomic status. Eligibility criteria served as a 
form of criterion sampling: mothers were included if they 
had at least one child, resided in Ukraine during the war 
(2022–2024), and had made at least one vaccine-related 
decision during that period. Physicians were eligible 
if they provided pediatric care during the same time-
frame. Sampling continued until thematic saturation was 
reached. Interviews were conducted in Ukrainian by a 
Ukrainian interviewer (LI) via video conferences. A semi-
structured guide was developed based on prior studies 
and pilot interviews, covering themes such as vaccination 
behaviors, trust in healthcare, war-related disruptions, 
information sources, and institutional accountability.

Interviews ranged from 15 to 50 min and were audio-
recorded, transcribed verbatim, and translated into Eng-
lish for analysis. All identifying information was removed 
to ensure confidentiality.

Data analysis
This study employed a qualitative approach to explore 
perceptions and experiences related to childhood 

vaccination among mothers and healthcare profession-
als in Ukraine. The goal was to understand the underlying 
fears, motivations, and contextual influences that shape 
vaccine-related decisions, particularly during times of 
systemic stress and conflict.

Iterative thematic analysis was employed to analyze the 
qualitative data generated from interviews with moth-
ers and pediatric healthcare professionals. The analysis 
followed a structured yet flexible approach, allowing for 
both theory-informed and emergent insights. The pro-
cess began with multiple close readings of the translated 
and transcribed interviews to achieve immersion in the 
data. This familiarization phase allowed the research 
team to attune themselves to the emotional, contextual, 
and behavioral nuances in participant narratives, espe-
cially as they related to vaccination decisions in a post-
conflict setting (ST).

In the second step, open coding was conducted manu-
ally and iteratively. Initial codes were developed induc-
tively from the data, capturing distinct ideas, experiences, 
and expressions of concern or motivation. These included 
references to vaccine side effects, healthcare provider 
interactions, media influences, and disruptions caused 
by war. As the coding progressed, refinements were made 
to capture both individual variation and thematic consis-
tency across interviews (ST, ALR).

In the third stage, related codes were grouped into 
broader conceptual categories to organize the data into 
interpretable clusters. These categories reflected shared 
meanings across participants and captured intermedi-
ate-level constructs such as institutional trust, perceived 
vaccine harm, information-seeking behavior, and struc-
tural barriers to access (ST, ALR). At this stage, analytical 
memos were used to track evolving interpretations and 
linkages between categories.

The fourth step involved identifying overarching 
themes that synthesized the categories into coherent 
narratives. This stage incorporated a hybrid analytical 
lens by drawing selectively on the Theoretical Domains 
Framework (TDF) to structure and interpret patterns 
where appropriate. TDF domains such as knowledge, 
social influences, environmental context, and beliefs 
about consequences, offered a useful theoretical scaf-
fold for comparing perspectives between mothers and 
healthcare professionals. However, the analysis remained 
grounded in the data, with space for inductive insights 
and context-specific nuances to emerge organically. The 
framework served to enrich, rather than constrain, the 
thematic development (ST, ALR).

Finally, the fifth step involved writing up the themes in 
an integrated narrative format. Each theme was struc-
tured to reflect the lived realities of participants while 
highlighting the broader cognitive, social, and environ-
mental dynamics that shape vaccination behavior. The 
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final themes balanced both individual experiences and 
structural influences, offering a comprehensive picture 
of vaccine hesitancy and acceptance in wartime Ukraine. 
Thematic decisions were reviewed and cross-validated 
across research team members to ensure interpretive 
rigor and consistency (ST, ALR).

Ethics considerations
The study received ethical approval from three institu-
tions: the Bioethics Committee of Ivan Boberskyi Lviv 
State University of Physical Culture (protocol No. 24, 
dated December 20, 2024), Poltava Medical Univer-
sity in Ukraine (approval No. 227, dated May 23, 2024), 
and Rutgers University in the United States (protocol 
#Pro2024001126). All procedures adhered to the prin-
ciples of the Declaration of Helsinki. Written informed 
consent was obtained from all participants before any 
study procedures were initiated, and participants were 
informed that they could withdraw from the study at any 
time. Data collection was carried out in accordance with 
all relevant ethical guidelines and regulatory require-
ments in both Ukraine and the United States.

In addition to the formalities of ethical clearance, the 
authors have considered additional issues. Doing research 
in conflict-afflicted settings requires deep grounding in 
local culture and institutions. Our author team includes 
Ukrainian health authorities and Ukrainian research-
ers based in Ukraine. Our participants’ vulnerability and 
their benefit are of our utmost concern, and the authors 
share the results amply to inform local decision-making 
and policy. This study did not present itself as an oppor-
tunity for any financial gain and ensured anonymity while 
still raising the participants’ voices.

Findings
Participants represented a range of perspectives on child-
hood vaccination, including parents who generally sup-
ported vaccination, those who expressed uncertainty or 
hesitation, and a smaller number who reported delaying 
or questioning certain vaccines. While many participants 
described continued trust in pediatric recommendations, 
some highlighted concerns related to safety, access, or 
institutional uncertainty during the war.

Social media makes me fear vaccines
Digital platforms played a significant role in shaping and 
amplifying vaccine fears, with many mothers describ-
ing how fear-driven narratives influenced them more 
because they are very visual and feeling emotional. Mis-
information, particularly surrounding anecdotes of vac-
cine injuries or links to autism, spread rapidly through 
viral videos and posts. These stories, often emotionally 
resonant, left a stronger impression than official health 
messaging. As our participants mentioned:

A single viral video can undo months of health 
education. Parents see one dramatic case online 
and suddenly question everything we’ve told them. 
It’s hard to fight fear with facts when emotions are 
involved. (Physician 5)
 
I’ve seen scary stories on Facebook about children 
harmed by vaccines. After watching those videos, 
even though I know some of them might not be true, 
I still can’t stop thinking about them. It really made 
me hesitate. (Mother, 28)

Participants expressed that social media is a space where 
people can style themselves experts to create a polariz-
ing environment in which constructive dialogue is rare. 
Online discussions about vaccines often devolved into 
arguments and opinion sharing, making it difficult to dis-
tinguish which sources were credible. This contributed 
to the confusion and mistrust parents felt while navigat-
ing vaccine decisions for the first time. Many mothers 
relied heavily on social media for health information, 
despite the expressed concerns about its quality. Plat-
forms like Facebook, Instagram, and Telegram were the 
main sources of information for understanding vaccine 
requirements, risks, and trends. Reportedly, peers and 
other community members that share fear-based content 
influences decision making processes more heavily, espe-
cially for first-time parents. Social media also has poten-
tial, according to our participants. It can be a space for 
positive engagement. This was especially true for moth-
ers with more education or with higher health literacy, 
who can more easily identify pro-vaccine groups and 
health campaigns. Although these are less visible, partici-
pants that accessed them described them as helpful.

Unfortunately, accounts sharing misinformation 
often have far more followers than official pages with 
accurate information. For example, a well-known 
influencer might share unverified claims about vac-
cines, and because they have a large audience, their 
misinformation spreads quickly. Despite efforts to 
collaborate with such individuals, they often don’t 
want to cooperate. (Physician 11)
 
Usually, I don’t trust social media, but I read infor-
mation on Facebook or YouTube from reputable doc-
tors with experience. If they recommend vaccination, 
I trust them. (Mother, 36)

Survival is a priority during war and displacement
For many families, the ongoing war in Ukraine adds 
urgency to vaccine practices. Mothers reported mak-
ing decisions in unstable and destabilizing environments 
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where the immediate demands of survival, includ-
ing securing shelter, food, and safety overtook routine 
healthcare. As a result, vaccination was often delayed or 
deprioritized in the face of relocation, displacement, or 
systemic breakdowns.

I think the availability of vaccines has decreased 
during the war. Also storage of vaccines due to power 
outages caused by the war, made me think if this 
vaccine is really safe?! And for my family staying 
alive was the first priority so we missed kids’ vac-
cines.“ (Mother, 40)

This was not uncommon, and a physician shared

Many children and families fled abroad or to west-
ern regions of Ukraine, disrupting the vaccination 
calendar… While some received vaccines abroad, 
others delayed them, waiting to return home… 
Overall, this led to a decrease in vaccination cover-
age initially, though rates are gradually recovering 
as people return and reengage with family doctors. 
(Physician;17)

Our participants pointed out that access to vaccines was 
inconsistent because of the war and its effect on infra-
structure and supply chains. In addition, clinics were 
downsizing, reducing capacity, or closing all together. 
Health staff were relocated or unavailable. Vaccine short-
ages became common, and both mothers and providers 
reported families could not follow through with vaccine 
schedules. When they were available, the uncertainty of 
travel alongside the possibility of air raids, especially in 
unsafe areas, affected their decision making. Health facil-
ities were avoided by families because they are perceived 
as targeted for attack. This was true even for families that 
were willing to follow scheduled vaccines, because they 
felt confronted with unsurmountable barriers. The war 
also led to record-keeping challenges. Many families lost 
access to vaccination cards or were unsure of which doses 
their children had received. This created logistical confu-
sion and made continuity of care difficult when moving 
between cities or into neighboring countries. For some, 
the lack of documentation resulted in starting the vaccine 
process over again.

Yet, despite the chaos, several mothers expressed 
strong commitment to vaccinating their children, even 
in unsafe or uncertain circumstances. Some traveled sig-
nificant distances or endured long wait times to access 
health services.

Even during the war, I didn’t stop vaccinating my 
children. I knew it was important. Sometimes we 
had to wait hours or travel far, but I kept going 

because I want to protect them. The trauma of war 
made me even more sure that I had to do everything 
I could to keep them safe. (Mother; 31)
 
At the beginning of the war, yes, there were vaccine 
shortages. It was hard to get appointments, and 
some clinics were closed or had no staff. But I still 
made sure all my child’s vaccinations were com-
pleted. We had to wait, and sometimes we didn’t 
know if the vaccines were available that day, but I 
kept going back. My only concern was about the 
quality of the vaccines during the war, whether they 
were stored properly or still safe. But I didn’t stop. I 
believe vaccination is still important, even in a war. 
People are still vaccinating their children just like 
before. (Mother; 40)

I am afraid of the effects of the vaccines
Many mothers expressed fear and concern over the nega-
tive consequences associated with vaccination. For some, 
there was a preference for natural immunity. Health was 
something best preserved through environmental con-
trol, clean homes, nutritious food, and exposure to nat-
ural elements, not biomedical interventions. Vaccines 
were perceived as artificial, unnecessary intrusions, espe-
cially for seemingly healthy children.

I believe if children eat healthy, stay active, and we 
keep the house clean, they won’t get sick. That’s how 
we were raised, and we didn’t need so many shots. I 
worry about what’s in the vaccines, chemicals, pre-
servatives, and how they affect small bodies. Some-
times I feel it’s safer to rely on the body’s natural 
strength. Why give a vaccine if the child is already 
healthy and strong? I’m not against medicine, but I 
don’t think it should be the first solution. (Mother; 
31)

Traumatic memories of being vaccinated, including expe-
riencing side effects like fainting or general malaise, as 
well as being forced into the vaccine, were part of what 
mothers reflected on when making decisions for their 
children.

When I was a child, I fainted after getting a vac-
cine at school. I remember feeling sick for days, and 
no one really explained what had happened. They 
just gave us the shots without asking or telling us 
why. That experience has stayed with me. Now, as a 
mother, I’m very careful. I don’t want my child to go 
through what I did. I ask a lot of questions because I 
don’t want to repeat the same mistakes. (Mother; 36)
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Mothers frequently mentioned anxiety about side effects 
and a lack of transparency regarding vaccine ingredients, 
including preservatives and additives. Experiences of 
younger children becoming sick after a vaccine, includ-
ing running a fever, but also fears of longer-term mobil-
ity or neurological issues. Many questioned if the health 
authorities were able to secure proper storage and fol-
low all handling protocols. This was especially true now, 
when health infrastructure is under strain and confidence 
in the capacity of the health authorities is low.

The perceived lack of proper communication from 
healthcare providers further exacerbated vaccine fears. 
Mothers often felt rushed during appointments, receiv-
ing little or no explanation about what the vaccine was 
for or its potential side effects. The absence of thorough 
pediatric assessments prior to vaccination, combined 
with limited dialogue, led many to feel alienated rather 
than reassured.

I feel pressured to vaccinate my child without 
proper explanations. Doctors are often in a hurry, 
and I don’t get the chance to ask questions. I want 
to understand what’s going into my child’s body, but 
there’s no time, no discussion. (Mother; 31)
 
Doctors don’t explain children’s vaccines clearly 
because they’re too rushed. Mothers are left con-
fused, and that’s where doubts begin. We need to 
slow down and talk to parents properly. (Physician 
7)

Building trust in vaccines through professionals and 
institutions
In a context where participants felt surrounded by fear 
and misinformation, many emphasized the importance 
of trusted healthcare providers and how they have helped 
in shaping their vaccine decisions. Personal relationships 
with pediatricians played was important for relieving 
concerns from mothers. When physicians took the time 
to explain, listen, and recommend vaccines, mothers felt 
more inclined to follow their guidance. Even in the pres-
ence of online misinformation or community-level skep-
ticism, a trusted pediatrician often served as the final 
authority in decision-making.

I rely more on my pediatrician than social media 
for vaccine advice. When I have doubts, I talk to our 
doctor, and she explains everything. That helps me 
feel more confident. Even if I see scary things online, 
I still go with what she says because she knows my 
child”. (Mother, 29)

Participants also recognized the protective value of vac-
cines, particularly in shielding children from serious 
diseases. Vaccination was widely acknowledged as a pre-
ventive tool, especially among those with prior experi-
ence of illness or awareness of local outbreaks. Mothers 
expressed a strong desire to protect their children from 
suffering, and despite underlying fears, this protective 
instinct motivated many to continue with immunization 
schedules.

Some parents come in with notes and want every 
vaccine available. They’ve read about the risks but 
still choose to vaccinate their kids. I think they trust 
the protection more than they fear the side effects. 
(Physician, 4)
 
I vaccinate because I want to protect my child from 
dangerous diseases. I’ve seen what can happen when 
children aren’t vaccinated. Even though I worry 
about side effects, I’d rather take that small risk than 
see my child suffer from something serious. (Mother, 
30)

Participants expressed support for educational and com-
munity-based strategies aimed at increasing vaccine con-
fidence. Clear and transparent information was highly 
valued. Parents wanted to know what vaccines contained, 
why they were necessary, and what risks were involved. 
When these explanations were omitted, doubt and resis-
tance grew. Inclusive messaging that balanced risks with 
benefits, acknowledged historical concerns, and used 
everyday language was seen as the most credible. Story-
books, cartoons, health fairs, and other outreach tools 
were seen as effective ways to demystify vaccines and 
engage parents in non-threatening, accessible formats. A 
physician mentioned:

Children’s storybooks about vaccines make a differ-
ence. We also use cartoons and visual materials to 
help explain things to adolescents. These tools really 
help parents understand without feeling attacked or 
judged. (Mother, 30)

Discussion
This study explored the ways mothers (46) and healthcare 
professionals (22) living and working in Ukraine perceive 
and respond to information fragmentation on childhood 
vaccination and health system limitations under the 
stressors of war. Four themes emerged: (1) social media 
makes me fear vaccines; (2) Survival is a priority first dur-
ing war and displacement. (3) I am afraid of the effects of 
the vaccines, and (4) building trust in vaccines through 
professionals and institutions. We look at the ways moth-
ers and healthcare professionals in Ukraine navigate 
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childhood vaccination decisions under the extreme and 
overlapping pressures of war, displacement, and infor-
mation disorder. Our findings reveal a deeply entangled 
network of factors, emotional, relational, institutional, 
and structural, that contribute to vaccine hesitancy and 
resilience alike. These challenge one-dimensional models 
of hesitancy by underscoring how trust, trauma, uncer-
tainty, and digital influence operate within a collapsing 
health infrastructure.

The central role of social media in shaping vaccine-
related perceptions among our participants was a strong 
theme in our findings. Many mothers described how 
their confidence in vaccination was diminished by emo-
tionally charged stories encountered online, especially 
videos that depicted children harmed by vaccines. These 
narratives often overpowered formal health messaging, 
which was seen as abstract, delayed, or emotionally dis-
connected. The centrality of social media in shaping vac-
cine-related perceptions among our participants reflects 
how interpersonal networks and digital environments 
fill the vacuum left by disrupted formal communication 
systems. According to the Multilevel Framework of Vac-
cine Behavior, such interpersonal influences, including 
peer narratives and viral content, play a heightened role 
when institutional channels are weakened, as is often the 
case in conflict-affected settings. In our findings, emo-
tionally charged stories encountered online, especially 
videos showing children allegedly harmed by vaccines, 
overpowered official health messaging. These informal 
digital sources became proxies for trusted information, 
particularly when formal communication was perceived 
as abstract, delayed, or emotionally disconnected. This 
finding aligns with scholarship showing how fear-based 
misinformation spreads faster than facts, particularly 
when delivered in compelling visual formats [54, 55].

The nature of social media, algorithmically tailored 
and participatory, creates echo chambers that reinforce 
pre-existing beliefs [55]. This dynamic amplifies risk per-
ceptions for less educated or digitally unprepared users 
[52]. As noted by Cinelli et al., [10], social platforms often 
reward content that evokes outrage or fear, making misin-
formation both virulent and persistent [10]. In our study, 
mothers with higher health literacy or access to verified 
medical professionals were better able to interpret online 
content critically. However, younger or first-time moth-
ers without these resources described themselves as 
overwhelmed and paralyzed. The relationship between 
health literacy, stress, and digital exposure thus becomes 
central in understanding how vaccine beliefs evolve 
under duress [29, 39]. The institutional silence that often 
accompanied this digital chaos created a vacuum of 
information that may have allowed more actors to dis-
seminate false or unverified information successfully. As 
participants explained, few official channels countered 

misinformation with consistency or clarity. This absence 
of visible public health communication enabled false nar-
ratives to fill the vacuum, as echoed in studies on pan-
demic response and vaccine uptake [27]. Loomba et al., 
[27]. A study by Loomba et al., [27] conducted in the 
United Kingdom (UK) and the United States of America 
(USA) showed that exposure to COVID-19 vaccine mis-
information reduced the intent to vaccinate by over 6% 
points in both countries. Moreover, in the US, partisan 
polarization and erosion of institutional trust exacer-
bated the reach and impact of misinformation [20]. This 
comparative perspective underscores that institutional 
silence or inconsistency, whether caused by war or politi-
cal fragmentation, functions as a critical enabler of mis-
information. In Ukraine, these challenges are further 
amplified by trauma, displacement, and the collapse of 
health infrastructure, creating a uniquely high-risk set-
ting where even motivated caregivers struggle to find 
credible and reassuring sources.

Vaccine hesitancy in the communities that were part of 
our sample was not a product of ignorance, but of lived 
trauma. Participants’ narratives of past vaccination inju-
ries, childhood fainting episodes, and forced medical 
procedures resurfaced as powerful emotional residues 
influencing current decisions. These findings resonate 
with research linking adverse childhood healthcare expe-
riences with later mistrust in medical systems [30]. The 
emotional residue of trauma intensified under the pres-
sure of caregiving in war, where medical decisions carry 
existential weight [37]. Mothers did not distrust vac-
cines in isolation; they distrusted a crumbling system. 
The erosion of infrastructure, disruptions to cold chains, 
and staff shortages contributed to doubts about vaccine 
safety and handling. Many participants explicitly ques-
tioned whether wartime vaccines were adequately stored, 
expired, or administered correctly. These perceptions 
mirrored findings from post-Ebola West Africa, where 
systemic breakdowns damaged vaccine trust long after 
the outbreak [53]. Importantly, this trust gap was not uni-
versal. Many mothers continued to trust their personal 
pediatricians, even while losing faith in the broader sys-
tem. This highlights a relational–institutional trust divide 
that has been documented in other fragile settings [5, 41]. 
However, this relational trust was also fragile, susceptible 
to relocation, provider turnover, or inconsistent care. 
When mothers lost access to a known doctor, restarting 
the vaccine decision-making process felt emotionally and 
logistically overwhelming. This underscores how person-
alized, relational trust can serve as a temporary buffer 
against systemic failure, but it is not a substitute for sus-
tained institutional reliability.

Communication emerged as a central buffer against 
fear, but only when it was meaningful and bi-directional. 
Rushed consultations, limited time for questions, and 
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one-size-fits-all advice left parents feeling alienated from 
the health system and from providers. This phenom-
enon is widely reported in vaccine literature, with studies 
emphasizing that perceived provider empathy and clear 
explanations are crucial in building confidence [12, 24]. 
Participants who felt heard, respected, and informed by 
providers were more likely to follow through with vacci-
nation, even when doubts persisted. Similar findings have 
been reported in Nigeria and the Philippines, where pro-
vider communication style, especially listening and emo-
tional validation, directly influenced parental willingness 
to vaccinate [6, 8].

The war in Ukraine created a landscape of chronic 
instability that directly undermined vaccine access and 
confidence. Participants described skipping or delaying 
vaccines due to safety risks, logistical breakdowns, and 
fear of attending clinics that might be targeted. These dis-
ruptions are consistent with global evidence that armed 
conflict reduces vaccination coverage by damaging infra-
structure, displacing communities, and straining cold 
chains [15]. Similar patterns have been observed in Syria, 
where the collapse of health infrastructure led to sharp 
declines in measles and polio immunization [50], and in 
Venezuela, where political and economic turmoil dis-
rupted cold chains and led to the resurgence of vaccine-
preventable diseases like diphtheria and measles [42]. In 
South Sudan, recurrent conflict and displacement were 
linked to significant drops in immunization coverage, 
with humanitarian access constraints compounding the 
problem [16]. These cases show that in conflict-affected 
settings, even when demand exists, structural break-
downs and perceived danger create formidable barri-
ers to vaccination. In such environments, parents often 
make difficult trade-offs. Choosing not to vaccinate was 
frequently a form of rational prioritization rather than 
ideological opposition. Families focused first on secur-
ing food, shelter, and physical safety. This reframing is 
important: describing these mothers as “non-compliant” 
ignores the moral logic of their decisions. Scholars have 
advocated for crisis-responsive public health models 
that interpret delays not as resistance but as adaptive 
responses to trauma [12].

Even when mothers wished to vaccinate, displace-
ment created barriers. Many lost vaccination records or 
moved across borders, leading to confusion about dose 
schedules. Some had to restart vaccinations from scratch, 
while others lacked trust in host-country systems. These 
record-keeping challenges mirror findings from refugee 
studies in Syria, Afghanistan, and South Sudan [2, 14, 31, 
36].

A recurring insight was that some mothers viewed vac-
cines as curative rather than preventive. This perception 
often stemmed from witnessing the visible consequences 
of illness or experiencing post-vaccination health 

changes. When vaccines did not produce immediate or 
visible benefits, some questioned their efficacy. This mis-
alignment between public health logic and lay expecta-
tions reflects a common challenge in preventive medicine 
[34]. Public health communication often assumes that 
people understand vaccines as anticipatory tools. Yet in 
contexts where disease absence is taken for granted, and 
risk is abstract, this assumption falters. Effective messag-
ing may need to make the preventive logic of vaccines 
more concrete, linking immunization to stories of pro-
tection, survival, and resilience. Visual materials, health 
fairs, and community-based storytelling, described posi-
tively by participants, are promising tools in this regard. 
Studies in Sierra Leone and Lebanon suggest these 
approaches are especially effective when they center lived 
experience and involve trusted community actors [19, 49, 
51].

At the heart of these decisions lies maternal agency, 
the capacity to act, interpret, and protect within con-
strained environments [21, 33]. Despite overwhelm-
ing barriers, many mothers persevered in vaccinating 
their children, sometimes walking miles, waiting hours, 
or persisting through shortages. This underscores the 
importance of designing health interventions that sup-
port, rather than circumvent, maternal decision-making. 
The literature supports approaches that empower care-
givers through education, peer networks, and access to 
clear, empathetic information [27, 40] Still, agency is not 
evenly distributed. Mothers with lower education, higher 
stress, or fewer social supports were more vulnerable to 
fear-driven narratives and less able to critically assess 
conflicting information. This inequity reinforces calls for 
equity-informed vaccine promotion, which tailors strate-
gies to account for digital, psychological, and structural 
disadvantage [23, 32]. Equally, the state bears responsibil-
ity. Trust cannot be restored solely through interpersonal 
relationships. Institutional accountability, timely messag-
ing, visible investment, and respectful engagement are 
essential. In the absence of such efforts, vaccine confi-
dence may remain vulnerable to the next disruption, war, 
or wave of misinformation.

The findings also highlight an important epistemic ten-
sion between institutional health messaging and parents’ 
everyday experiences of risk decision-making. Public 
health institutions typically communicate vaccination 
through standardized scientific evidence and population 
level risk assessments. However, parents often interpret 
vaccination decisions through lived experiences, per-
sonal networks, and contextual uncertainties. As Eyal 
(2019) argues, contemporary health controversies fre-
quently involve a “crisis of expertise,” where individuals 
navigate competing sources of knowledge and attempt 
to reconcile institutional authority with personal judg-
ment. Similarly, shows that some parents frame vaccine 
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decision-making as a form of responsible and attentive 
parenting, grounded in individualized risk evaluation 
rather than passive acceptance of institutional guidance. 
Our findings reflect similar dynamics. mothers often did 
not reject vaccines outright but described navigating 
uncertainty by weighing institutional recommendations 
against everyday experiences, social relationships, and 
wartime disruptions. In this context, vaccine hesitancy 
can be understood less as a simple rejection of science 
and more as an attempt to manage risk in a complex and 
unstable environment.

Conclusion
This study set out to answer that question in the context 
of wartime Ukraine, where the overlapping pressures of 
displacement, trauma, digital misinformation, and insti-
tutional disruption converge on the most intimate site of 
health decision-making: the care of children. Our find-
ings show that vaccine hesitancy in such settings is not 
simply a matter of lacking information or harboring irra-
tional fears. Instead, it emerges as a deeply contextual, 
emotionally driven response to lived experiences of inse-
curity, abandonment, and fractured trust. Mothers weigh 
not only the clinical risks and benefits of vaccines, but 
also their symbolic and moral meanings, what they rep-
resent in a time of instability. In this environment, vac-
cine decisions are shaped as much by survival priorities, 
memory, and social influence as by provider recommen-
dations. Fear circulates rapidly through digital channels, 
while trust is built slowly, often hinging on personal 
interactions with healthcare workers who take time to lis-
ten and explain. Hesitancy, in this context, can be seen 
not as a fixed position but as a fluid state, negotiated and 
re-negotiated through relationships, experiences, and 
institutional encounters.

Addressing vaccine hesitancy in conflict-affected set-
tings like Ukraine requires more than supply chains and 
schedules. It demands communication strategies that 
recognize emotional reasoning, interventions that rebuild 
institutional trust, and policies that support, not over-
ride, maternal agency. Only by grounding public health 
efforts in the lived realities of those making these deci-
sions can we foster vaccine confidence amidst a crisis.
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