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Abstract
Objectives: This study aimed to examine pediatric subspecialists' experiences, perceptions,

and clinical decision-making processes regarding the vaccination of high-risk children using
a qualitative approach, thereby identifying the individual and systemic factors influencing
this process.

Materials and Methods: In this qualitative study, semi-structured in-depth interviews
were conducted with physicians from different pediatric subspecialties working at a tertiary
education and research hospital in Ankara, Tiirkiye. The interviews were audio-recorded,
transcribed, and the data were analyzed using thematic analysis methods.

Results: Seventeen pediatric subspecialists were included in this study. The analysis
identified seven main themes: (1) risk group vaccination perception and clinical framework,
(2) vaccine prioritization and clinical priorities, (3) clinical decision-making process and
uncertainties, (4) institutional structures and systemic functioning, (5) communication with
families and vaccine hesitancy, (6) access, reimbursement, and logistical issues, and (7)
training needs and development recommendations. Participants defined the risk group as a
dynamic and specialty-specific concept and emphasized influenza, pneumococcal, and
meningococcal vaccines as vital priorities. Differences between guidelines and patient-based
clinical variability create significant uncertainties in decision-making.

Conclusion: The results reveal that the vaccination of at-risk children should not be left to
individual physician initiative; rather, a structured healthcare system approach is necessary,
coordinated by units specializing in preventive healthcare services, such as social pediatrics,
and supported by standard algorithms, free access policies, and integrated electronic record
systems.

Keywords: High-risk children, vaccination, pediatric subspecialists, clinical decision-

making, health system barriers.
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Introduction

Vaccination is one of the most effective and cost-effective interventions in preventing
infectious diseases in children's health. However, children in risk groups are at a higher risk
of vaccine-preventable diseases than the general pediatric population and require additional
and specific vaccination strategies beyond standard vaccination schedules. Vaccination
decisions, particularly for children with chronic diseases and those receiving
immunosuppressive therapy, require a multidisciplinary and individualized approach owing
to factors such as vaccine timing, efficacy, and safety.! Immunization programs promoting
vaccination of these patient groups have been implemented worldwide because of the
increased risk of morbidity and mortality associated with vaccine-preventable diseases in
individuals with chronic conditions, such as cardiovascular, metabolic, and neoplastic
diseases.?* Immunization strategies, vaccination coverage, and the timely administration of
vaccines for these individuals must be monitored.> Although high national vaccination
coverage rates have been reported for healthy infants and children, definitive and up-to-date
data on vaccination rates among infants and children with chronic diseases are limited, both
in Turkey and worldwide.®” However, vaccination rates among these children are lower
than those in the general population.68 This situation poses an additional risk to this
vulnerable population, which is already more susceptible to infection. Therefore, it is
recommended that children in special risk groups receive not only the vaccines
recommended for healthy children, but also additional vaccines based on disease-specific
indications.” In this context, physicians' clinical experience, risk perceptions, and
opportunities offered by institutional structures play a decisive role in shaping vaccination
decisions.® While the literature contains quantitative studies focusing on vaccination rates
among children in risk groups, barriers to vaccine access, and parental attitudes®?,
qualitative studies that examine in depth how pediatric subspecialists experience this
process, the reasons behind their decisions, and the difficulties they encounter are limited.
However, pediatric subspecialists hold a key position in the vaccination process, both
clinically and ethically, as they are responsible for the long-term follow-up of this patient

group. To date, most studies in this field have focused on vaccination coverage, parental
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attitudes, vaccine hesitancy, or adherence to immunization recommendations. However,
little is known about how pediatric subspecialists make vaccination decisions in everyday
clinical practice, how they interpret uncertainty, and how institutional and health system
factors influence these decisions. Exploring these perspectives is particularly important in
the Turkish healthcare context, where the coordination of vaccination services for high-risk

children involves multiple clinical disciplines and levels of care.

This study aimed to examine pediatric subspecialists' experiences, risk perceptions, and
clinical decision-making processes regarding the vaccination of children in risk groups using
a qualitative approach, thereby revealing the individual and systemic determinants that
shape this process. This study aims to contribute to a better understanding of the clinical and
structural difficulties encountered in vaccinating high-risk groups and the development of

more effective, standardized, and accessible immunization policies.

Materials and Methods

This study was designed within an interpretive qualitative research paradigm to explore
how pediatric subspecialists construct meaning around vaccination decision-making in
children belonging to risk groups. A qualitative approach was chosen because the research
question focuses on understanding complex clinical decision-making processes, which are
shaped by contextual, experiential, and systemic factors that cannot be adequately captured

through quantitative methods.

The interpretive approach enables an in-depth exploration of physicians’ perceptions,
reasoning, and experiences, acknowledging that clinical decisions are not solely based on
objective guidelines but are influenced by individual judgment and contextual realities.
Semi-structured in-depth interviews were preferred as the data collection method to allow
flexibility in exploring participants’ perspectives while ensuring consistency across key

thematic domains.
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This qualitative study was conducted to thoroughly examine the experiences, perceptions,
and decision-making processes of pediatric subspecialists regarding the vaccination of
children in risk groups. The research was designed based on an interpretive paradigm, and
data were collected through semi-structured in-depth individual interviews. This study was
reported based on the Consolidated Criteria for Reporting Qualitative Research (COREQ) and
Standards for Reporting Qualitative Research (SRQR) guidelines.10-11

The study was conducted at a teaching and research hospital in Ankara, Tiirkiye, which
provides tertiary care services. All physicians participating in the study were actively
working in pediatric subspecialties and were directly involved in the follow-up and

treatment processes of children in the risk group.

The study sample consisted of 17 physicians working in different pediatric subspecialties
(pediatric neurology, hematology, cardiology, nephrology, gastroenterology, endocrinology,
rheumatology, and allergy-immunology). Participants were selected using purposive
sampling, and experience in monitoring children in the risk group was the basic inclusion
criterion. Care was taken to ensure diversity in terms of clinical experience and academic
title. Interviews were terminated when data saturation was achieved. Participants were
assigned anonymous identifiers (P1-P17) to ensure confidentiality. These identifiers were
used solely for anonymization purposes and did not reflect participants’ professional rank
or academic position. The sample size (n=17) was considered adequate for achieving depth
and thematic richness, which are primary goals in qualitative research rather than statistical
generalizability. Participants were selected using purposive sampling to ensure inclusion of
information-rich cases with direct experience in managing children in risk groups. Maximum
variation was sought across pediatric subspecialties and levels of professional experience to
capture diverse perspectives. Participants were selected using purposive sampling to ensure
inclusion of information-rich cases with direct experience in managing children in risk
groups. Maximum variation sampling was employed across pediatric subspecialties and

levels of professional experience to capture diverse perspectives on vaccination practices.
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Data collection and analysis were conducted concurrently. After each interview, transcripts
were reviewed, and preliminary coding was performed. Emerging codes and themes were
continuously compared with data obtained from subsequent interviews. Data saturation was
considered achieved when no new codes, themes, or conceptual insights emerged and when
additional interviews yielded repetitive information without contributing further thematic
development. During the final three interviews, no novel concepts were identified, and
existing themes were consistently reinforced, indicating sufficient thematic depth and

information power.

Although the sample consisted of 17 pediatric subspecialists, qualitative research prioritizes
thematic richness and depth rather than statistical representativeness. Given the focused
research question, the specialized expertise of participants, the diversity of subspecialties
represented, and the achievement of data saturation, the sample size was considered
adequate to provide a comprehensive understanding of the phenomenon under

investigation.

All interviews were conducted face-to-face in a quiet and private room within the hospital
setting to ensure confidentiality and minimize external interruptions. Each interview lasted
approximately 25-40 minutes, depending on the depth of the discussion and participant
engagement. The interviews were conducted by a researcher experienced in qualitative
research methods and familiar with the clinical context of pediatric care. This facilitated
effective communication with participants and enabled in-depth exploration of their
perspectives. Field notes were taken during and immediately after the interviews to capture

contextual details and non-verbal cues.

Data were collected using a semi-structured interview form developed by researchers. The
interview questions covered topics such as risk group definition, vaccine prioritization,
clinical decision-making process, guideline use, institutional practices, communication with
families, access and reimbursement issues, and training needs. Interviews were conducted
face-to-face, audio recordings were made with the informed consent of the participants, data
were transcribed verbatim after the interviews were completed, and the audio recordings
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were securely destroyed within 24 h. The interviews were conducted by a family physician
and associate professor with previous experience in qualitative research and interview-
based studies. The interviewer was familiar with the clinical context of pediatric care but
had no supervisory, evaluative, or hierarchical relationship with the participants. No prior
researcher-participant relationship existed that could influence participants’ responses. To
enhance reflexivity and reduce potential researcher bias, field notes were maintained
throughout the study and analytical decisions were discussed regularly within the research
team. Data coding and theme development were conducted independently by two
researchers, and discrepancies were resolved through consensus. Investigator triangulation
and the use of verbatim quotations were employed to ensure that the findings remained

grounded in participants’ accounts.

Data analysis was conducted in accordance with Braun and Clarke's thematic analysis
approach.12 Two researchers independently reviewed the transcripts and generated initial
inductive codes from meaningful segments of text. A preliminary codebook was developed
and refined throughout the analysis. Conceptually related codes were grouped into
categories and subsequently organized into themes. Discrepancies in coding and theme
allocation were resolved through discussion and consensus. Data were managed manually
without the use of qualitative data analysis software because the dataset was of a

manageable size.

Data analysis began with the researchers thoroughly reviewing the interview recordings to
gain a deep understanding of the data collected. During this process, meaningful units of
expression were identified, and preliminary codes were developed based on these units. The
codes created were grouped according to their conceptual similarities to form thematic
structures, and these themes were re-evaluated in terms of their compatibility with the
dataset. In the final stage, the themes were defined in a clear and understandable manner,

and the findings were presented systematically and coherently.

The coding process was conducted independently by two researchers, and differences

between codes and themes were discussed until a consensus was reached. The final analysis
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identified seven main themes reflecting the participants' narratives, along with major and
minor themes related to them. To enhance reflexivity and minimize potential researcher
bias, coding and theme development were performed independently by two researchers.
Differences were discussed until consensus was achieved. Investigator triangulation, regular
analytical discussions, and the use of verbatim quotations were employed to ensure that

findings reflected participants’ perspectives rather than researchers’ assumptions.

The reliability and validity of the study were ensured in accordance with the strategies
recommended in qualitative research. Data and researcher diversity, the use of direct
participant quotations, inter-researcher comparison in the coding process, and continuous
review of the consistency of themes with the data were applied. Participant characteristics

were presented in detail to increase the findings’ transferability.

Ethical Considerations

The study was approved by the Non-Interventional Clinical Research Ethics Committee of
the relevant university (Ethics Committee Meeting Date: 01/2026, Decision No: E-25-732).
Informed consent was obtained from all physicians participating in the study prior to their
interviews. Participant confidentiality was maintained, interviews were coded to ensure
anonymity, and the data were used solely for research purposes. The study was conducted
in accordance with the principles outlined in the ethics committee application and approval

documents.

Reflexivity was considered throughout the research process. The interviewer was a family
physician and academic researcher with experience in qualitative health research and an
interest in vaccination practices. Recognizing that professional experience could influence
data interpretation, reflexive field notes, independent coding by two researchers,
investigator triangulation, and regular analytical discussions were used to minimize

potential bias and ensure that themes remained grounded in participants’ perspectives.
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Results

This study examined pediatric subspecialists' experiences, decision-making approaches, and
challenges related to vaccinating children in high-risk groups multidimensionally. The
participants' narratives revealed that vaccinating high-risk groups is not only a practice
based on clinical knowledge; it is also a complex process shaped by uncertainty, institutional
structure, shared responsibility, interaction with families, and limitations related to the
healthcare system. Seventeen pediatric subspecialists from eight pediatric subspecialties
participated in the study. Participants represented a range of professional roles and levels of
clinical experience, including clinical fellows, specialists, and academic faculty members.
This heterogeneity enabled the inclusion of diverse perspectives regarding the vaccination
of high-risk children and strengthened the breadth of the findings. The demographic and
professional characteristics of the pediatric subspecialists participating in the study and
their general behavioral profiles regarding vaccination decisions in risky situations are

shown in Table 1.

Table 1. Demographic and professional characteristics of the participants and their

vaccination decision-making approaches in risky situations.

Participant No. (Position) Years Speciality* Primary Vaccination Approach
P-1 (Associate Professor) 13 Neurology Referral to social pediatrics

P-2 (Specialist Physician) 6 Neurology Cautious, patient-based

P-3 (Specialist Physician) 5 Nephrology Delegated responsibility

P-4 (Professor) 24 Hematology Guideline-driven

P-5 (Specialist Physician) 6 Cardiology Indication-focused

P-6 (Specialist Physician) 6 Nephrology Responsibility excluded

P-7 (Specialist Physician) 4 Rheumatology Safety-oriented

P-8 (Associate Professor) 13 Cardiology Routine vaccination advocate
P-9 (Associate Professor) 6 Rheumatology Treatment-prioritized

P-10 (Specialist Physician) 8 Gastroenterology Shared decision-making

P-11 (Specialist Physician) 7 Endocrinology Consultation-oriented

P-12 (Specialist Physician) 6 Neurology Accessibility-sensitive

P-13 (Specialist Physician) 7 Gastroenterology Ethical counselling

P-14 (Associate Professor) 6 Allergy and Immunology Risk-benefit assessment

P-15 (Associate Professor) 10 Cardiology Team-based decision-making
P-16 (Specialist Physician) 4 Endocrinology Context-sensitive routine practice
P-17 (Specialist Physician) 4 Allergy and Immunology Vaccine advocacy

P: Participant. *All participants were employed at the same type of institution, a tertiary care

training and research hospital, and were working in Ankara, Tiirkiye.
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Participants with varying clinical experiences and working in different departments showed

diversity in their approaches to the vaccination of high-risk children. The thematic analysis

of the interview data identified seven main themes explaining these individual approaches.

These themes were grouped under the following headings: perception of risk group

vaccination and clinical framework, vaccine prioritization and clinical priorities, clinical

decision-making process and uncertainties,

institutional structures and systemic

functioning, communication with families and vaccine hesitancy, access, reimbursement and

logistical issues, and training needs and development recommendations (Table 2).

Table 2. Theme Structure Related to Pediatric Subspecialty Physicians' Risk Group
Vaccination Practices

Main Theme

Major Theme

Minor Themes

Risk Group
Vaccination
Perception and
Clinical Framework

Definition of the risk group

Chronic diseases; Immunodeficiencies; Use of
immunosuppressive/biological agents; Organ
transplantation/asplenia; Prematurity

Specialty-specific risk
perception

Neurological; Cardiac; Hematological-oncological; Renal;
Metabolic/endocrine diseases

Vaccine
Prioritization and
Clinical Priorities

Vaccines universally
considered critical

Influenza; Pneumococcus; Meningococcus; Hepatitis A/B

Priority vaccines specific to
the branch

Palivizumab; Meningococcal (eculizumab/complement deficiency);
Completion of live vaccines prior to transplantation; HPV

Clinical Decision-
Making Process
and Uncertainties

Use of guidelines

National guidelines; International guidelines (WHO/CDC/ACIP); Lack
of guidelines; Difficulty accessing current information

Guideline-based decision-

Patient-based decision; Approach based on clinical experience;

making Preference for the safest option
Dealing with conflicting Postponing vaccination; Prioritizing treatment; Consultation within
recommendations the specialty.
Institutional Protocols and flow charts Written protocol exists; No written protocol; Application based on
structures and association guidelines
systemic Area of responsibility Referral to social pediatrics; Healthy child clinic; Responsibility
functioning perceived as outside the specialty
Recording and monitoring No follow-up in the hospital information system; Follow-up via
systems Personal Health Record System; Manual registration
Communication General attitude of families High acceptance in chronic diseases; Rarely encounter vaccine refusal

with Families and
Vaccine Hesitancy

Communication strategies

Emphasis on risk; Negative examples; "If it were my child" approach;
Leaving the decision to the family

Written information and
consent

No written material; Pre-medication information forms; No standard
vaccine consent form

Access, Vaccine supply Lack of influenza vaccine; Seasonal supply issues
reimbursement, Reimbursement issues Non-reimbursed vaccines despite being in a risk group; Financial
and logistical constraints; Perception of unfairness

issues

Training Requirements for Clear algorithms; Up-to-date guideline summaries; Online training
Requirementsand  physicians

Development System-level Free vaccines for high-risk groups; National standard algorithm;
Recommendations  recommendations Electronic record integration

Public awareness

Media campaigns; Ministry of Health announcements; Accurate
information on social media
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1. Risk Group Vaccination Perception and Clinical Framework

Participants defined the concept of risk group as a dynamic framework that includes all
clinical and treatment-related factors that increase a child's vulnerability to infections,
rather than a narrow classification based on diagnosis. This approach reflects the
understanding that the risk group is not a fixed category; it can vary depending on the stage
of the disease, medications used, and accompanying conditions. Immunosuppressive
treatments, a history of organ transplantation, and prematurity were central to the

participants' risk definitions.

"When [ hear 'risk group,' immunosuppressed patients immediately come to mind. They

cannot be assessed using a standard schedule." (P-4)

“Whether they are premature, have a neurological condition, or are on long-term medication,

they are all more susceptible to infection.” (P-1)

“In children with chronic kidney disease, infections tend to be much more severe.” (P-3)

The fact that risk perception is shaped by specialty indicates that there is no common
definition of risk. Physicians assess risk based on the complications they frequently
encounter in their clinical practice, leading to heterogeneity across specialties in risk group

vaccination rates.

2. Vaccine Prioritization and Clinical Priorities

Participants' narratives revealed that not all vaccines are considered equally important for
children in the risk group, with some vaccines being positioned as vital and indispensable.
The influenza vaccine was the most emphasized vaccine because of its prevalence and
potential to cause severe infections. Pneumococcal and meningococcal vaccines are

generally associated with the risk of fatal complications.
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“We have seen very severe cases when the flu vaccine was not administered.” (P-12)

“When pneumococcal and meningococcal vaccines are not administered, irreversible

outcomes occur.” (P-15)

“For high-risk groups, influenza vaccination is truly lifesaving.” (P-8)

However, the importance of some vaccines varies depending on the specialty. In cardiology,
palivizumab administration stands out; in immunology and rheumatology, meningococcal
vaccines; and in patients undergoing transplantation, the timing of live vaccines is important.
This situation shows that vaccine prioritization is determined by clinical context rather than

universal principles.

3. Clinical Decision-Making Process and Uncertainties

While acknowledging the existence of national and international guidelines, participants
stated that these guidelines cannot always be directly applied to daily clinical practice
settings. Differences between guidelines, frequent updates, and patient-specific clinical
conditions create uncertainty in the decision-making process. This uncertainty leads

physicians to approach the guidelines critically and selectively.

“Guidelines exist, but there is no clear algorithm that fits every patient.” (P-7)
“The national guideline says one thing, the CDC says another.” (P-10)
“I often have to interpret the guidelines.” (P-11)

“When the patient's condition becomes more complicated, the guidelines are no longer

sufficient on their own. We often have to make decisions based on clinical judgment.” (P-14)

In uncertain situations, physicians often make patient- and experience-based decisions. The
"safest course" approach can lead to postponing vaccination, especially during periods of
intensive treatment. This situation shows that physicians constantly reevaluate the risk-

benefit balance.
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4. Institutional Structures and Systemic Functioning

Most participants stated that there was no standard protocol or flowchart for risk group
vaccination at their institutions. It was observed that practices were often based on
individual experiences and clinical habits. This makes it difficult to ensure consistency in

practice within the institution.

"We don't have a written vaccination protocol at our clinic." (P-6)

“Everyone proceeds based on their own experience.” (P-3)

“This task relies somewhat on personal effort.” (P-15)

“I usually refer these patients to social pediatrics because there is no clearly defined

responsibility within our clinic.” (P-2)

The uncertainty surrounding vaccination responsibilities often leads subspecialists to
perceive themselves as non-decision-makers. The vaccination process is frequently referred
to as social pediatrics or well-child units. However, a small number of participants (n=3)
positioned decisions regarding the vaccination of at-risk groups outside their own clinical

responsibilities and consciously referred this process to other units.

5. Communication with Families and Vaccine Hesitancy

Participants emphasized that vaccine acceptance was generally high among families of
children with chronic illnesses. The severity of illness and past negative experiences
positively influenced families' attitudes toward vaccination. While vaccine refusal is rare,

physicians typically use persuasive and experience-based communication strategies.

“These families are already open to vaccination because they have been through so much.”
(P-13)

“Vaccine refusal is very rare in our group.” (P-11)
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“Fear of illness convinces families.” (P-8)

“Families are often reassured when we explain what we would recommend for our own

patients or children.” (P-6)

Healthcare providers sharing their personal opinions and experiences has emerged as a key

factor in strengthening trust.

6. Access, Reimbursement, and Logistical Issues

Participants identified vaccine supply and reimbursement issues as significant barriers to
vaccinating at-risk groups. Difficulties in obtaining influenza vaccines and the fact that some

vaccines are not covered by reimbursement directly affect clinical decision-making.

“Asking for the flu vaccine when it's not available is just theoretical.” (P-12)
“Some vaccines are not covered by reimbursement despite being part of the risk group.” (P-
17)

“Even if the family wants it, they cannot afford it financially.” (P-9)

“Itis frustrating to recommend a vaccine that we know is necessary but that families cannot

access because of cost.” (P-7)

This situation creates a clear sense of injustice among physicians and highlights the need for

systemic reforms.

7. Education Requirements and Development Recommendations

Participants emphasized that systemic and structural reforms, rather than individual
knowledge, are needed to increase the effectiveness of group at-risk vaccination. Creating
clear, simple, and up-to-date algorithms, making risk group vaccines available free of charge,
and strengthening electronic record systems were among the most frequently mentioned

recommendations.

Ankara Med J, 2026;(3):358-380 // @ 10.5505/amj.2026.74271
370



ANKARA
MEDICAL

“If there were a clear national algorithm, everyone would feel at ease.” (P-4)
“We need short and up-to-date guideline summaries.” (P-11)

“Risk group vaccines should be free.” (P-15)

Discussion

This qualitative study revealed that pediatric subspecialists' decision-making processes
regarding the vaccination of children in risk groups are based not only on medical knowledge
but also on multidimensional factors such as uncertainty, institutional structure, perception
of responsibility, interaction with families, and health system constraints. The findings
indicate that risk group vaccination is not a mechanical process carried out according to
standard protocols but rather a context-sensitive clinical practice largely based on physician
initiative. By focusing on pediatric subspecialists working within a tertiary care setting in
Tirkiye, the study provides context-specific insights into the clinical and organizational
challenges that may not be captured through quantitative surveys or vaccination coverage

data alone.

Unlike previous studies that primarily focused on vaccination coverage rates, parental
attitudes, or guideline adherence, this study provides an in-depth exploration of how
pediatric subspecialists experience vaccination decision-making in high-risk children. The
findings demonstrate that vaccination practices are shaped not only by clinical evidence but
also by uncertainty management, institutional responsibility, reimbursement policies, and
interdisciplinary communication. This broader perspective contributes to understanding
why gaps between recommendations and clinical practice may persist despite the

availability of guidelines.

Theme 1: Perception of Risk Group Vaccination and Clinical Framework

This study found that physicians do not define the risk group as a fixed and homogeneous
category but as a dynamic framework that constantly changes based on the child's clinical

condition, treatment process, and functional status of the immune system. In the literature,
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children in the risk group are defined as individuals who show increased susceptibility to
vaccine-preventable diseases owing to underlying chronic diseases, immunodeficiencies, or
immunosuppressive treatments.113 Premature infants, organ transplant recipients, patients
with asplenia, those using biological agents, and children with chronic cardiac, pulmonary,
renal, neurological, hematological, and immune-compromising diseases are particularly
evaluated as "special risk groups” in many studies.>13 However, current reviews and field
studies emphasize that there is no single, universal definition of a risk group; the level of risk
can change over time depending on factors such as disease severity, treatments used, and
immune response.l* This approach demonstrates that the risk group is not a fixed clinical
category but a context-sensitive concept that requires regular reassessment, consistent with
our finding that participants' risk perception was shaped in a discipline-specific and variable
manner. The variation in risk perception among healthcare workers highlights the absence
of a common and standardized definition of risk, creating a significant area of heterogeneity
that could lead to different vaccination approaches for children with similar clinical

conditions.

Theme 2. Vaccine Prioritization and Clinical Priorities

The literature reports that not all vaccines have equal clinical importance in children at risk,
with influenza, pneumococcal, and meningococcal vaccines being considered priority and
critical vaccines for these groups. The CDC/ACIP guidelines define the influenza vaccine as a
basic protective intervention for children with chronic diseases or immunodeficiency.
Pneumococcal and meningococcal vaccines are classified as high-priority vaccines because
of the risk of invasive and life-threatening infections?>. Indeed, influenza infection has been
shown to significantly increase the need for hospitalization and intensive care in at-risk
children, while pneumococcal and meningococcal infections are associated with higher
mortality and risk of permanent sequelae in this populationl¢-17. However, vaccine
prioritization is not independent of the specific clinical context of the specialty; for example,

in cardiology practice, palivizumab stands out; in immunology and rheumatology,
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meningococcal vaccines are prominent; and in the transplantation process, the timing of live

vaccines is emphasized.

Theme 3: Clinical Decision-Making Process and Uncertainties

In the literature, the clinical decision-making process is defined as a dynamic process that
inevitably involves uncertainty, particularly in situations involving complex and multiple
risk factors. Clinical uncertainty is considered a fundamental factor that makes it difficult for
physicians to make decisions based on a single, definitive truth owing to insufficient
evidence, inconsistencies between guidelines, and variable clinical conditions on a patient-
by-patient basis.18-1° Indeed, the fact that vaccine guidelines are presented with different
content and priorities by different institutions (e.g., national authorities, WHO, and
CDC/ACIP) makes it difficult to develop clear algorithms that can be directly translated into
clinical practice, especially for children in risk groups. In this context, physicians adopting
the "safest course" approach by interpreting guidelines based on their own clinical
experience and the patient's specific risk profile, rather than applying them verbatim, is
consistent with experience-based and risk-averse clinical decision models defined in the
literature.2? This situation provides a theoretical framework for explaining participants'
tendencies to delay vaccination, prioritize treatment, or make individualized decisions in our
study, and shows that decision-making processes in risk group vaccination depend not only

on guidelines but also on professional judgment based on uncertainty management.

Theme 4: Institutional Structures and Systemic Functioning

The literature indicates that the effective delivery of preventive health services depends not
only on clinical knowledge but also on institutional structures with clearly defined areas of
responsibility. The World Health Organization defines the coordination of immunization
services, carried out in a comprehensive manner through monitoring and registration
processes and organized by centralized and specialized units, as a fundamental component
of health system effectiveness?21. In this context, it is recommended in many countries that

the vaccination of children in special risk groups be coordinated by units focused on the
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preventive aspect of child health, with clinical subspecialties contributing to this process in
an advisory and guiding role.22-23 [n our study, the fact that most participants directed
vaccination responsibility to social pediatrics or well-child units indicates that central
planning by a specialized unit, such as social pediatrics, may be a more functional and
sustainable model than conducting risk group vaccination under the individual
responsibility of subspecialty clinics. This approach could reduce the clinical burden and
strengthen consistency in practice by ensuring that the immunization processes of children
in risk groups are carried out in a standardized, traceable, and coordinated manner. An
important finding of this study is that responsibility for vaccination of high-risk children is
often fragmented across subspecialty services. This highlights the potential coordinating
role of primary care and family medicine, which are uniquely positioned to provide
continuity of care, monitor vaccination status, and facilitate communication between tertiary
care services and families. Strengthening collaboration between subspecialists and primary
care providers may help reduce missed vaccination opportunities and improve the

consistency of vaccination practices across healthcare settings.

Theme 5: Communication with Families and Vaccine Hesitancy

The literature indicates that attitudes toward vaccination among parents of children with
chronic diseases are heterogeneous, with some studies reporting that vaccine hesitancy may
be higher in this group than in the general population. In a study conducted by Napolitano et
al. with parents of children with chronic diseases in Italy, hesitancy toward vaccines was
found in a significant proportion of parents, and concerns about the possible side effects of
vaccines were shown to be a determining factor.2# Similarly, a recent study conducted in
Turkey reported that vaccine hesitancy rates among parents of children with chronic
diseases were higher than those among parents of healthy children; this trend was more
pronounced in certain disease groups, such as type 1 diabetes and autism spectrum
disorder.2> These findings suggest that chronic illness alone is not a factor that increases
vaccine acceptance; on the contrary, uncertainty and risk perception in some clinical groups

may reinforce vaccine hesitancy. In our study, the fact that participants rarely encountered
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vaccine refusal can be explained by the physicians interviewed working primarily with
patient groups at high risk for congenital, immunological, and infectious diseases and
families having long-term contact with the healthcare system. This situation reveals that
vaccine hesitancy is shaped not so much by the presence of chronic disease as by the type of

disease, families' sources of information, and the trust established with physicians.

Theme 6. Access, Reimbursement, and Logistical Issues

In the literature, access to vaccines and financial barriers are among the most important
systemic factors limiting immunization rates in at-risk populations. The World Health
Organization emphasizes that the availability and free provision of vaccines, especially for
vulnerable groups, are critical determinants of the effectiveness of immunization programs,
noting that disruptions in vaccine access deepen health inequities2. Similarly, the non-
reimbursement of vaccines or the existence of additional costs that families must cover is
identified as a significant barrier that directly affects vaccination decisions for children in
risk groups.?6 Indeed, multicenter studies have shown that supply problems and cost
barriers in the provision of seasonal vaccines, such as influenza vaccines, render physicians'
clinical recommendations impractical and significantly reduce vaccination rates.2” In this
context, the fact that physicians in our study identified vaccine shortages and
reimbursement issues as key barriers highlights that vaccinating at-risk groups is not only a
clinical issue but also a structural problem directly related to the health system's dimensions

of equity, financing, and resource management.

Theme 7. Training Needs and Development Recommendations

Literature emphasizes that structured and sustainable mechanisms at the system level,
rather than individual physician knowledge, are decisive in increasing the effectiveness of
vaccination programs for high-risk children. The World Health Organization defines clear
clinical algorithms, standard guidelines, and the integration of electronic record systems as
fundamental health system components for improving the quality of immunization

services2l. Similarly, clinical decision support systems and up-to-date guideline summaries
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have been shown to reduce physicians' decision burden and strengthen the consistency of
practice, particularly in complex patient groups.28 The integration of electronic health
records with immunization systems increases continuity in patient follow-up and
contributes to reducing missed vaccination opportunities.?? In this context, the
recommendations of the participants in our study regarding national standard algorithms,
free vaccinations for risk groups, and strengthening electronic record systems reveal that
the vaccination of risk groups should be transformed from an individual effort-based clinical

practice into a structured and traceable healthcare service model.

One of the most important strengths of this study is that it examines the experiences of
physicians working in different pediatric subspecialties in depth, revealing the decision-
making processes regarding the vaccination of children in risk groups from a qualitative
perspective. The participants’ diverse clinical backgrounds ensured that the findings were

multidimensional and rich in content.

This study has several limitations that should be considered when interpreting the findings.
First, the study was conducted in a single tertiary care center, which may limit the
transferability of the findings to other healthcare settings with different institutional
structures and patient populations. Second, although the sample size (n=17) is appropriate
for qualitative research aiming at depth and thematic richness, it may still be considered
limited in terms of capturing the full spectrum of perspectives across all pediatric
subspecialties. Third, the study focused exclusively on pediatric subspecialists and did not
include other key stakeholders involved in the vaccination process, such as families, primary
care physicians, or public health professionals. The absence of these perspectives may limit
a comprehensive understanding of the multi-level dynamics influencing vaccination
practices in risk groups. However, despite these limitations, the study provides in-depth
insights into the clinical decision-making processes of pediatric subspecialists, a group that
plays a central and often underexplored role in the management of high-risk pediatric
populations. Qualitative design enabled a detailed exploration of contextual and experiential

factors that are not easily captured through quantitative approaches.

Ankara Med J, 2026;(3):358-380 // @ 10.5505/amj.2026.74271
376



ANKARA
MEDICAL

The findings of this study have direct clinical implications. Variability in decision-making
across subspecialties indicates the need for clear and standardized vaccination algorithms
for high-risk children. Implementing institutional protocols and integrating vaccination
pathways into hospital systems may improve coordination and consistency. Strengthening
clinical decision support and interdisciplinary consultation can reduce uncertainty and
prevent unnecessary delays in vaccination. In addition, ensuring vaccine availability and
reimbursement for high-risk groups is essential to translate recommendations into practice.
Targeted training and concise guideline tools may further support physicians in managing
complex vaccination decisions. From a Family Medicine perspective, the findings highlight
the central role of primary care in coordinating vaccination processes for children in risk
groups. Family physicians are uniquely positioned to ensure continuity of care, monitor
vaccination status, and bridge communication between subspecialists and families.
Strengthening collaboration between tertiary care and primary care, along with integrating
vaccination follow-up into primary care systems, may improve coverage, timeliness, and

consistency of vaccination practices in high-risk pediatric populations.

Conclusion

This qualitative study suggests that pediatric subspecialists’ decision-making regarding the
vaccination of high-risk children is influenced not only by clinical considerations but also by
institutional structures, guideline-related uncertainties, and health system factors. The
findings highlight potential areas for improvement in the organization and coordination of
vaccination services for high-risk children, including clearer clinical guidance, enhanced
interdisciplinary collaboration, and strengthened support systems. Given the single-center
qualitative design, further studies involving different healthcare settings and stakeholder

groups are needed to explore the transferability of these findings.

Ethical Considerations: The study was approved by the Non-Interventional Clinical
Research Ethics Committee of the Ankara Training and Research Hospital (Ethics Committee

Meeting Date: 01/2026, Decision No: E-25-732).

Conflict of Interest: The authors declare no conflict of interest.

Ankara Med J, 2026;(3):358-380 // @ 10.5505/amj.2026.74271
377



ANKARA
MEDICAL

References

1. Crawford NW, Bines JE, Royle ], Buttery JP. Optimizing immunization in pediatric
special risk groups. Expert Rev Vaccines. 2011;10(2):175-86.

2. World Health Organization. Global Vaccine Action Plan 2011-2020. Geneva: World
Health Organization; 2013. Available from:
https://www.who.int/publications/i/item/global-vaccine-action-plan-2011-2020
(accessed on 24 Jan 2026).

3. Centers for Disease Control and Prevention. Vaccines & Immunizations. Special

Situations. Available online: https://www.cdc.gov/vaccines/hcp /imz-best-

practices/special-situations.html (accessed on 24 Jan 2026).

4. European Centre for Disease Prevention and Control. Guidance on priority risk
groups for influenza vaccination. Stockholm: ECDC; 2008. Available from:

https://www.ecdc.europa.eu/sites /default/files/media/en/publications/Publicatio

ns/0808 GUI Priority Risk Groups for Influenza Vaccination.pdf. (accessed on 24
Jan 2026)

5. CaselliD, Arico M, Fiasca F, Tafuri S. Policy of vaccination of “fragile children”: Results
of a survey of 14 Italian children’s hospitals. Hum Vaccin Immunother.
2023;19(2):2245701.

6. Diallo D, Santal C, Lagrée M, Martinot A, Dubos F. Vaccination coverage of children
with chronic diseases is inadequate, especially for specifically recommended
vaccines. Acta Paediatr. 2020;109(12):2677-84.

7. Sheikh S, Biundo E, Courcier S, Damm O, Launay O, Maes E, et al. A report of the status
of vaccination in Europe. Vaccine. 2018;36(33):4979-92.

8. Pandolfi E, Graziani MC, leraci R, Cavagni G, Tozzi AE. A comparison of populations
vaccinated in a public service and in a private hospital setting in the same area. BMC
Public Health. 2008;8:278.

9. Napolitano F, Della Polla G, Capano MS, Augimeri M, Angelillo IF. Vaccinations and
chronic diseases: Knowledge, attitudes, and self-reported adherence among patients

in Italy. Vaccines (Basel). 2020;8(4):560.

Ankara Med J, 2026;(3):358-380 // @ 10.5505/amj.2026.74271
378


https://www.cdc.gov/vaccines/index.html
https://www.cdc.gov/vaccines/hcp/imz-best-practices/special-situations.html
https://www.cdc.gov/vaccines/hcp/imz-best-practices/special-situations.html
https://www.ecdc.europa.eu/sites/default/files/media/en/publications/Publications/0808_GUI_Priority_Risk_Groups_for_Influenza_Vaccination.pdf
https://www.ecdc.europa.eu/sites/default/files/media/en/publications/Publications/0808_GUI_Priority_Risk_Groups_for_Influenza_Vaccination.pdf

ANKARA
MEDICAL

10. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research
(COREQ): A 32-item checklist for interviews and focus groups. Int ] Qual Health Care.
2007;19(6):349-357. d0i:10.1093 /intghc/mzm042.

11. EQUATOR Network. Enhancing the QUAlity and Transparency Of Health Research.
Oxford: EQUATOR Network; 2025. Available from: https://www.equator-
network.org/ (accessed on 24 Jan 2026).

12. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77-101.

13. Doherty M, Schmidt-Ott R, Santos ]I, Stanberry LR, Hofstetter AM, Rosenthal SL,
Cunningham AL. Vaccination of special populations: Protecting the vulnerable.
Vaccine. 2016;34(48 Suppl 5):S106-13.

14. Wang C, Zhang L, Xu B, Fu X, Fu L, Li B, et al. Vaccination recommendation patterns
and associated factors among children with special health care needs. Vaccines.
2025;13(11):1145.

15. Kroger A, Bahta L, Hunter P. General best practice guidelines for immunization: Best
practices guidance of the Advisory Committee on Immunization Practices (ACIP).
MMWR Recomm Rep. 2022;71(4):1-95.

16. World Health Organization. Influenza vaccines: WHO position paper - March 2022.
Weekly Epidemiological Record. 2022;97(19):185-208.

17. Esposito S, Principi N. Vaccination of children with chronic diseases. Hum Vaccin
Immunother. 2015;11(10):2566-73.

18. Han PK], Klein WMP, Arora NK. Varieties of uncertainty in health care: A conceptual
taxonomy. Medical Decision Making. 2011;31(6):828-38.

19. Greenhalgh T, Howick ], Maskrey N; Evidence Based Medicine Renaissance Group.
Evidence based medicine: a movement in crisis? BM]. 2014 Jun 13;348:g3725.

20. Djulbegovic B, Elgayam S, Dale W. Rational decision making in medicine: Implications
for overuse and underuse. | Eval Clin Pract. 2018;24(3):655-65.

21. World Health Organization. Everybody’s business: Strengthening health systems to

improve health outcomes. Geneva: World Health Organization; 2007.

Ankara Med J, 2026;(3):358-380 // @ 10.5505/amj.2026.74271
379



ANKARA
MEDICAL

22.Starfield B, Shi L, Macinko ]. Contribution of primary care to health systems and
health. Milbank Q. 2005;83(3):457-502.

23. Kringos DS, Boerma WGW, Hutchinson A, Saltman RB, editors. Building primary care
in a changing Europe [Internet]. Copenhagen (Denmark): European Observatory on
Health Systems and Policies; 2015.

24. Napolitano F, Miraglia del Giudice G, Angelillo S, Fattore I, Licata F, Pelullo CP, Di
Giuseppe G. Hesitancy towards childhood vaccinations among parents of children
with underlying chronic medical conditions in Italy. Vaccines (Basel).
2022;10(8):1254.

25.Komirlioglu A, Celik N, Cicek AU, Yalgin SS. Vaccine hesitancy among parents of
children with chronic diseases of different pathophysiology: a cross-sectional study
in Sivas, Tiirkiye. BMC Public Health. 2025;25(1):1683.

26.0zawa S, Clark S, Portnoy A, Grewal S, Brenzel L, Walker DG. Return On Investment
From Childhood Immunization In Low- And Middle-Income Countries, 2011-20.
Health Aff (Millwood). 2016;35(2):199-207.

27.Luyten ], Beutels P. The Social Value Of Vaccination Programs: Beyond Cost-
Effectiveness. Health Aff (Millwood). 2016;35(2):212-8.

28. Kawamoto K, Houlihan CA, Balas EA, Lobach DF. Improving clinical practice using
clinical decision support systems: a systematic review of trials to identify features
critical to success. BM]. 2005;330(7494):765.

29.Groom H, Hopkins DP, Pabst L], Murphy Morgan ], Patel M, Calonge N, et al;
Community Preventive Services Task Force. Immunization information systems to
increase vaccination rates: a community guide systematic review. ] Public Health

Manag Pract. 2015;21(3):227-48.

Ankara Med J, 2026;(3):358-380 // @ 10.5505/amj.2026.74271
380



