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ABSTRACT 

Vaccine preventable childhood disca.scs are senous heallh problems in Nigeria. As a

result. programmes have been put in place to improve immunization coverage \vith a vie,\• 

to reducing their burden across the count!)' Ho,ve,er, a,'lilable evidence suggests that 

these diseases contribute significantly 10 childhood morbidity and mortality in spite of 

concerted efforts aimed at pre\'enting them through Routine Immunization (Rl). 

Furthermore, the status of immunization coverage and the factors \vhich militate against 

full R1 are yet to be fully explored The study was therefore conducted 10 assess the status 

of rouune immunizauon coverage and factors responsible for incomplete coverage in 

Odeda Local Government Arca, Ogun State Nigeria 

The cross-secuonal survey ,vas carried out among 510 ,vomen ,vi1h children aged 1 2 -23

months Respondents ,, ere selected using the \.\'l-10 cluster sampling technique A pre­

tested structured questionnaire ,vas used 10 obtain information on mothers· kno,vledge 

about immunization and immunization status of their children aged 12 - 23 months A 

child ,vas considered fully immunized if he has received a dose of Bacillus Calmeue -

Guerin (BCG), three doses of Oral Polio Vaccine (OPV), three doses of Diphtheria -

Penussis- Tetanus (DPT), three doses of Hepatitis B Vaccine (HBV), and a dose each of 

Measles and Yello,v Fever vaccines by 12 months of age ,vhile a partially immunized 

child \\Ould have missed one or more of these doses A composite kno,vledge score about 

immunization "'as con1putcd for each respondent on a 7 - item scale Respondents ,vith 

scores of ?5 and <5 points ,vere considered 10 have adequate and inadequate kno,vledge 

respectively. Descriptive, Chi-square and logistic regression statistics ,verc used for data 

analysis at p=O 05

�lean ogc of 1he respondents ,vas 28 8 ± 5.4 years, 68% had formal education and 57.J¾ 

,vere employed The mean age of children ,vos 17 9 ± 3 9 months and 49.2% of them 

,vere males Full immunization coverage ,vas 22 2% ,vhile 51.90/4 ,verc partially 

immunized and 25.90/4 ,vere not immunized at all. Full coverage in respect of each of the 

antigens ,vere BCG (57.5%). OPV (21.7%), DPT (23.8%), HBV (14.6%), measles 

(59 5%) and yello,v fever (60.5%) Majority (68.3%) had adcquale kno,vledge about 
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immunization Rcsponden:s ,, 11h 1nadequ:11e kno,, ledge ,vcrc 111icc more likely 10 ha,e 

their children full) 1mmun1.ccd than those 111th adequate l.no1vlcdge (OR-0 S, 95° • 

Cl 0.3-0 9) Thiny percent of respondents 1, ith secondnry educa1ion had their children 

fully immunized compared 10 17 3% of the non-educated ones Employed mothers , ... ere 

111ice more likel> 10 full� 1mmun1ze their children 1han unemployed mothers (OR"'2J, 

951/o Cl= I 4-3 8) lncon1en1en1 immunization scheduling (14 4• o), lack of social support 

( 12 2°10). lack of kno1, ledge about need for additional doses (9 4%) and lack of ,11ccine 

(8 l�o) ,vcre among the reasons for incomplc1e routine immuniza1ion coverage 

Full 1mmunizn1ion co, crage among children aged 12-23 months old in the study area 1\/lls

belo11 the national 111rgct of 01 least 80 00/o. Inadequate kno1vledge of mothers and logistic 

problems arc 1he rnnjor lim111111ons 10 1nadequa1e coverage Public enligh1enmen1, social 

support nnd read> a,a1lab1l11y of.,acc1nes are needed 10 address these challenges 

Key 1,ords Rouune 1mmuniu1ion, Co verage, Vaccine pre,cntablc diseases, �!other's 

kno1vledge. 
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CHAPTER I 

INTRODUCTION 

t.t Background 

Immunization ren1ains one of the most imponant public health interventions and a cost 

eO"ective strategy 10 reduce the morbidity and monality associated with infectious diseases 

(\VHO, 2009) Immunization is the process by which an indi, idua l's immune system 

becomes fonified against pathogenic agents (immunogens) that cause specific diseases 

(\VHO. 2009) Globally. immunization currently avcns more than 2 5 million deaths every 

year (\VI 10, 2008) In spite of this, vaccine preventable diseases (VPDs) remain the most 

con1mon cause of childhood monality with nn estimated three million deaths each year 

(\VHO, 2008) 

Vaccines are routinely administered 10 keep people from falling ill, this is far better than 

trcattng them ,vhen they fall ill SulTering. disability and death are also avoided by the use of 

vaccines In addition, this can reduce contagion, ease strain on health-care system and money 

that con be used for other health services can be saved Immunization is a proven tool for 

controlling ond even eradicating diseases for example, eradication of natural occurrence of 

smallpo'( as a result of campaigns carried out by \Vorld Health Organization (\VHO) from 

1967 - 1977 (\VHO, 2009) 

The founh tvlillcnnium Dc, clopment Goal (�IDG 4) targets the reduction of under - five 

mortality rate by two-thirds, with a time line bet,vcen 1990 and 2015 Indicators of this goal 

arc, under - fi,·e monality rate, infant monality rate and proponion of I-year-old children 

immunized against measles (UNICEF, 2009) Thus an increase in routine immunization 

coverage (including an increase in measles antigen coverage) ,viii promote the anainment of 

this goal \\•hich ,viii on the long run impnct positively on the health condition of children in 

the world at large 

Nigeria commenced immunization activities, focusing on the control or ycllo\v fc,·er ond 

smallpo�. about SO years ago (NPCHCDA, 2009), The E.,panded Programme on 

lmmUnilation (EPI) was launched in 1979 ,vith the aim of providing immunization services 

to children aged O -23 months 
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The EPI rou1ine immunization schedule includes a dose of Bacille Calmcne Guerin (BCG), 

three doses of oral polio vaccine (OPV), three doses of diph1hcria, pertussis and tetanus 

(DPT). three doses of Hepatitis B vaccine (HBV) and one dose each of measles and yellow 

fe, er vaccines The programme recorded initial successes with BCG coverage of 23% in 

198 l bu1 decline in up1ake of services were quickly observed when BCG coverage dropped 

progressively to 21%,19% and 16% in 1982,1983 and 1984 respectively (Babalola ct 

nl,200J ]. This trend necessitated a re-launch of 1he programme in I 984. EPI was also 

renamed National Programme on Immunization (NP!) in 1997 (NPCHCDA, 2009) 

As a result of concerted efforts of 1hc Federal Ministry of Health, S1a1e Agencies and 

international organizations (UNICEF and \\'HO) between 1984 and 1990, Nigeria attained 

universal childhood imn1unization (UCI) (Babatola ct al, 2003) \Vith BCG coverage of 80%, 

OPV3 • 55%, DPT1 - 59%, DPT1 - 56% and �1easles coverage of 54% and an overall 

immunization coverage of 81.5% for all an1igcns in 1990 (�IOH, 1997) The success 

ho\vever \vaS not sustained and by 1999, immunization coverage began 10 decline gradually. 

The decline ,vas evident for all the an1igens. For example, bcl\\CCn 1993 and 1999 the BCG 

coverage fell from 52% 10 43 %, while Oral polio vaccine fell from 28% to 19°/o. \Vi1hin 1he 

same period the DPT1 coverage declined from 54% to 41%, DPT3 fell from 29"/o 10 23%, and 

measles coverage declined from 40% 10 35%. (\VHO/UNICEF, 2004), this dccline ,vas 

confirmed by the survey da1a from the Na1ional Demographic Heahh Survey (NDHS) and 

lvluhiple Indicator Clus1er Survey (MlCS) Mosl striking of oil, the proportion of children 

wi1h complete immunization fell by almost half from 30% lo 17% bct\vcen 1990 and 1999 

(UNICEF, 2003) 

However follo\ving a campaign in 1997, coverage rates increased to an average of53% for all 

antigens A progressive increase has been recorded since then as illustrated by coverage rates 

bet\veen 2003 and 2007 ,vhen IlCG coverage increased from 55% to 69"/o, Oral polio vaccine 

co\erage increased from 45% to 61 %, while DPT I coverage increased from 53% 10 

72% \\'ithin the same time frame, an increase in DPTJ from 35% to 54% and measles 

co1,crage of 45% to 62% was experience (\VHO, 2009) However, these rcsuhs still connote 11 

far cry from the target of 90% immunization coverage that ought to have been achieved b) 

year 2000 as set al the 49"' \Vorld I lcalth Assembly in 1988 (\VHO, 2009) 

A mul11me1hod study carried out by Partnership for Transforming llcahh Systems (PATIIS) 

and sponsored by Department for ln1erna11onol Development (DflD) bct\vcen July and 
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December 2004. identified community and systemic factors that affect immunization 

co\erage The influence of\\ ider conte'<ts such as the political. economic. social and cultural 

en\'ironment, socio-demographic characteristics, the disease burden and the media are

mediated through a set of proximate determinants \vhich includes idcational (or 

psychosocial). community and systemic factors Other factors affecting imn1unization 

practices in iigeria include the supply and demand clements. On the demand side, there is a

lack oi community O\vnership of immunization programmes fostered by a poor understanding 

of immunization, suspicions, myths, and rumours On the supply side. immunization 

programmes arc fraught \\ith poor infrastructure, inadequacies in vaccine supply and 

d1s1ribu1ion, poor provider skills and inadcquntc funding (Babalola and Ade\vuyi, 200S). 

1.2 Problem S1n1cn1rnt 

Reasons for incomplete vaccination and non-uptake of immunization services are poorly 

understood (Abdulrahcem ct al, 2011) Nigcrin i s  a signatory 10 the Declaration on Survival, 

Protection and Dcvelopn1cnt of children. \\'hich ,vas made at the 49111 \Vorld Health Assembly 

in 1988 and reinforced by the \Vorld Summit for Children in 1990 This declaration called for 

eradication of the polio \'irus from the world by the year 2000 (Babalola et. al., 200S) Out of 

all 193 \VHO member states, Nigeria is one of the 4 countries (Pakistlln, Afghanistan, India 

and l:\igcria) that ,,ere still polio-endemic in 2007 (\VHO, 2009) and by February, 2012, 

\\THO removed India, from the list of countries considered to have never interrupted the 

transmission of wild poliovirus because, lndin has not had a case of polio since January, 2011 

and no recent environmental samples have detected ,vild poliovirus in India (Ogundipe, 

2012) 

In addiuon, in 2010, global figures indicated that about 19 3 million infan1s did not receive

the basic vaccine against diphthcria-tctanus-pcnussis nnd nearly seventy percent of these 

children li,e in ten countries Afghanistan, Democratic Republic of the Congo, Ethiopia. 

India. Indonesia, Iraq. "ligeria, Pakistan, South Africa and Uganda (\VHO, 2005) 

According 10 global polio surveillance data from Augus1 28, 2012, 128 polio cases ,vere 

rcponed, the bulk of,vh1ch (96 percent or 123 of the 128 cases) nrc from the three remnining 

endemic countries - Pakistan, Afghanistan nnd N1gcrin This figure is the lo,vcs1 number of 
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cases globally 10 ha\'e been recorded during a se\'cn-month period in the last 10 ynrs 

(F1\10H �O 12) Unfonunately, Nigeria remains one of the fe\v reservoirs of the wild polio 

\ irus around the world (Babalola and Ade\,11yi, 2005) and the most polio endemic country 

\Vith over 70 cases of new infec1ions by the end of August 2012. As at June, 2012. ,vild Polio 

Virus and one circulating vaccine-derived Polio Virus \Vere recorded in 10 States (\Veekly 

ep1d repon. 20 I 2) This suggests under utilization or inavailability of immunization ser.,.ices 

in the country (UNICEF, 2009) 

l\igeria has one of the lowest immunization co\'erage rates in the \\lest African subcontinent 

despite elYons by the government and other non go.,.crnmcntal organizations to increase

co, erage rates This is illustraicd by the following immunization coverage rates for year

2007, BCG coverage for Nigeria l\aS 53% ,vhilc Ghnnn had 99% and Mali had 86% OPV3 

CO\ erage of 54% I\ as obsef\-cd in 'igcria con,pared \Vilh 94% in the Ghana and 76% in �tali 

Nigcnn also hnd measles containing vaccine coverage of 41% ,vhile Ghana recorded 86% 

and :\ lah 66�0 DPT.3 co\erase of 42% ,vas recorded in Nigeria while Ghana had 94% and 

�lah 74% coverage This is really a problem that needs to be addressed (UNICEF, 2009) 

1.3 Justilicntion of the Study 

Inadequate levels of immunization against childhood diseases remain a significant public 

health problem in resource poor nations like Nigeria \VHO recommends that routine 

immunization coverage be assessed every five years to evaluate immunization service 

performance but the last recorded immunization coverage survey in Odcda LGA \\'&S

conducted in 2003 (Alagh, 2003) This survey revealed poor coverage rates which should 

have prompted a re-evaluation of coverage in the area in 2008. 

Alier 'igcria attained universal childhood immunization in I 990, immunization coverage hu

declined substantially Coverage ra1cs obtained for individual antigens were better in 2010

than in 2011 as ponrayed by a decline from 69"/o to 47% for DPTI and a decline from 7S% 

10 72% and 66% 10 50°/o for OP\13 and HB\'3 respectively (WHO, 2012) Researdl in other 

pans of the world has shown that individual, community and systemic factors which affect 

immunization coveraae are po1en1ially modifiable {UNICEF, 2000) This problell ot 

unaccep!ably low covcr11c or immunization in Nigeria can only be addraued If 
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1nforma1ion on the factors affecung the uptake of immunization services in different pans or 

the country is a,ailable (Babalola and Adewuyi. 2005) 

Resistance 10 immunization acth·ities in any pan of 1he country can put millions of children 

in 'igeria and neighbouring coun1rics at risk of monality and morbidity from vaccine 

preventable diseases, s1eps 10 increase immunization coverage ought to be embarked upon. 

This study therefore centers on collecting appropria1e information useful for identif)·ing 

factors that determine uptake of immunization in the s1udy area. The information so 

£Cncratcd ma) sen e 10 encourage con1inued suppon front donor - supported iniliativcs since 

available darn on Nigeria's performance on immunization coverage sho,v that overall 

progress has been poor 
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1.4 Research Questions 

I \Vhot 1s the routine immunization coverage rate of children 12-23 months old in 

Odcda LGA'> 

2 \\'hat level of knO\\ ledge does the respondent have about immunization and 

\'accine preventable diseases'> 

3 \\'hat are the factors aITccting immunization compliance in Odcda LGA? 

I.S Objecti\CS 

I.S.l Gcnernl Objecti\e

To detem1ine factors ao·ecting immunization coverage among children aged 12 - 23 months 

old in Odeda Local Government Arca. 

I.S.2 Specific Objectives

To detennine routine immunization coverage rate of vaccine preventable diseases 

among children aged 12 - 23 months in Odeda LGA. 

2. To assess kno\vledge levels about vaccine preventable diseases among mothers of

children 12-23 months old

3 To identify factors affecting routine immunization coverage among children aged 

12 - 23 months old 1n Odcda Local Government Arca. UNIV
ERSITY O
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2. I Introduction 

CH,-\PTER T\VO 

LITERATURE REV!£\\' 

Ed" ard Jenner is well kno,vn around the world for his inno,·etive contribution to 

1mn1unization and the ultimate eradication of smallpox (Lakhani, 1992) Jenner's ,vork is 

,, idel) regarded as the foundation of immunology-despite the fact that he ,1as neither the

first 10 suggest that infection with CO\\pox conferred specific immunit� 10 smallpox nor the 

tir)t tu aucn1pt co,, po, inoculauon for this purpose (Dasgupta, 2010) In I i96, Edward 

Jenner demonstrated that scrntching co" pox virus onto the skin produced immunity against 

smallpox ro110,v1ng this scientific den1onstration, the practice of ,·accination gradually 

bccan1c ,, ,despread during the 19th century, and began to be applied to other infections. 

\\'hen Ed,, ard Jenner first successfully 'vaccinated' against Small Pox, hardly could he 

imagine that his e,pcrimcnt ,,ould change the future of public health forever. Immunization 

pre\'ents deaths ond for last 3-4 decades it played a pivotal role in tackling infectious disease 

throughout the \\'Orld. lmmuniuuion is probably the most popular among all public health 

intef\cntions, as revealed by the fact that more than 100 million children are vaccinated 

annually ,vith more than 1000 n1illion doses of different vaccines (\\"HO, 2009). 

Immunization is a proven tool for controlling and eliminating life-threatening infectious 

diseases and is estimated to aven bet,veen 2 and 3 million deaths each year. It is one of the 

most cos1-ctTec1ive health investments, ,vith strategies that make it accessible 10 all 

populations h has clearly defined target groups nnd can be delivered cfTecti\'cly through 

outreach activities (\VHO, 2012). 

2.2 ln1muniution Activities in Nigeria 

In recogni11on of the risks associated ,vith Nigerian children, one of the imponant services 

covered by primary health care (PHC) in Nigeria is immunization (Obioha ct al., 2010) 

Nigeria commenced immunization activi1ies, focusing on 1hc control of yellow fever and 

smallpox, about 50 year, ago (1956) Motivated by the concern and response of the World 
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Health Organization (\\"HO) 10 the global increase in the monality of children under the age 

of 2 )ears. l\igeria launched the Expanded Programme on Immunization (EPI) in 1979. The 

programn1e was aimed at the provision of immunization services to children aged O - 23 

months EPI experienced some initial successes However, a fe,v years after the programme 

sianed, it ,vas clear that it was no longer achieving its stated objectives and had to be re· 

launched in 1984. As a result of concened elTons of the Federal �linistr)' of Health, State 

Agencies, and ln1cma11onal organ,zatlons. Nigena attained universal childhood immunization 

(L:CI) of 81 S percent coverage for all antigens in 1990. Out the success ,vas not to last long 

and by 1996, ilnmunization coverage has declined substantially 10 less than 30 percent for 

DPT3 and 21 percent for the three doses of ornl poliovirus vaccine (OPV) (Babalola and 

Olabisi, 2004) 

Ho,vcver, in vie,v of the critical need to enhance the effectiveness of immunization. ,vhich 

,,as fast dcclin,ng. nnd to meet the global challenges o f  immunization, the EPI was 

restructured in 1997 It ,,as renamed National Programme on Immunization (l\rpl) and 

established as a Parastntal of the Federal �linistry of Health by decree 12 of 1997 

Fnlln" inu the Federal Government Health Sector Reform. NPI wns mcn?ed ,vith the National 
-

Primary Health Care Development Agency Q-,rpHCDA) in �1ay 2007 (NPHCDI\ 2009). 

Nigeria is a signatory to the declaration on the survival, protection and development of 

children. ,vhich ,vas aniculated 111 the 49th \Vorld Health Assembly in 1988. This was funher 

reinforced by the \Vorld Summit for children held in New York in 1990 (NPHCDA, 2009) 

Nigeria in 1995 also adopted the \Vorld 1-lealth Assembly Resolution (\VHAR) and United 

Nations General Assembly Special Session (UNGASS) goals that by 2005, all countries must 

achieve. polio eradication, measles mortality reduction and maternal and neonatal tetanus 

elimination (�ll'-ITE). The l\,lillennium Development Goal (MDG) four that. T,vo-third 

reduction in under-five mortality rate be achieved bet,vcen 1990 and 2015 was also adopted. 

In addition 10 the above, the country similarly ratified the UNGASS goals, that by 2010: 

\,gcriJ )huuld n1n1 at ensuring full immunization of children under one year of age at 9()0/0 

coverage nationall)' ,vlth at least 80% coverage in every district or equi,'8lent administrative 

unit, and vitamin A deficiency elimination (Obioha et al 2010) 

Vaccine preventable diseases continue to account for approximately 22% of child deaths In 

the country, amounting to over 200,000 dciths per year Nigeria confirmed 48 polio cases ln 

2010 Two cases had been confirmed as of 181
" March 2011. Numerous partner IPftCI• 111
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implementing projects one after the other ,vith the Government of Nigeria aiming to 

strengthen routine immunization in the country, particularly across the northern states These 

include USAID's Community Participation for Action in the Social Sector Project 

(COXIPASS), \Vorld Health Organization, UNICEF, EU Prime, and DFID (Babalola and 

Ade\\U)'i, 2005) 

After a great deal of eObn 10 improve the EPI during the 1980s, an "In-Depth Revie\\'" in 

1989 reported that an estimated 100,000 lives per year ,\cere saved through EPI clTons alone 

A series of sur,e)s in 1991 sho\\ed that national coverage of fully immunized children up 10 

t 1vo years of age was almost 80¾ EPI programme progress ,vas most impressive 

(\VHO'U:--:ICEF, 2004) 

ln1mun1zation remains the primary strategy in both the control and prevention of common 

childhood diseases. pan1cularly in the developing world. Immunization and health care 

services \\ere commenced in a rural community in Nigeria in 1998, when vaccine coverage 

for all Expanded Programme on Immunization (EPI) diseases (tuberculosis, polio, diphtheria, 

pertussis, 11:tnnus, n1casles, and hepatitis 8) was considerably low ,vith only 43¾ of children 

fully immunized (Odusnnya et  al ,2003) 

Vaccine coverage has slowly improved since 2000 but remains belo1v mean regional levels

That year, \\1

110/lJNICEF estimated that DPTJ coverage among children 12-23 months ,vas 

23¾, polio third dose ,vas 26¾ and measles containing vaccine (MCV) ,vas 33%. By 2009, 

the estimates ,vere, respectively, 42% (DPT3), S4% (Pol)) and 41% �·ICV) (\VHO, 2009) . 

2.3 Immunization lcgislntion 

Decree 29 (1992) established the National Primary Health care Development Agency, locus 

of the National Immunization Programme Chapter 1, Pan 1, Article 17 of Nigeria's 1999 

Constitution states ''The State shall direct its policy to,vards ensuring that there are adequate 

medical and health facilities for all personsq The Fourth Schedule ("Functions of a Local 

Go,emment Council"), Part 3, Article 2 of Nigeria's 1999 Constitution states: " The 

functions of a local government council shall include participation of such council in the 

Go,·emment of a State as respects the follo,ving matters • ... (c) the provision and maintenance 

of heahh services" (NPHCDA,2009). 
..,.,,, .

1 
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implementing projects one after the other ,vith the Government or Nigeria aiming to 

strengthen routine immunization in the country, particularly across the northern states These 

include USAID's Community Participation ror Action in the Social Sector Project 

(CO:-.IPASS), \Vorld Health Organization, UNICEF, EU Prime, and DFID (Babalola and 

Ade\\U)'i, 2005) 

After a great deal of eflbrt 10 improve the EPI during the 1980s. an "In-Depth Rcvic,,·· in 

1989 reported that an estimated 100,000 lives per year were saved through EPI elTorts alone 

A series or surveys in 1991 sho\\ed 1ha1 national coverage or rully immunized children up 10 

11vo years of age was almost 80¾ EPI programme progress ,vas most impressive 

(\\'HO lfl\:ICEF, 2004) 

ln1muniza1ion remains the primary strategy in both the control and prevention of common 

childhood diseases. particularly in the developing world. Immunization and health care 

services 11cre commenced in a rural community in Nigeria in 1998. when vaccine coverage 

for all E,panded Programme on Immunization (EPl) diseases (tuberculosis, polio, diphtheria, 

p¢nussis, tetanus, n1casles, and hepatitis B) was considerably low ,vilh only 43¾ of children 

fully immunized (Odusanya Cl al ,2003) 

Vaccine coverage has slowly improved since 2000 but remains belo,v mean regional levels 

That year, \VJ IC/UNICEF estimated that DPTI coverage among children 12-23 months ,vas 

23%, polio third dose was 26% and measles containing vaccine {?,,ICV) ,vas 33% By 2009, 

the estimates ,vere, respectively, 42% (DPT3), 54% (Pol)) and 41¾ �ICV) (\VHO. 2009) 

2.3 Immunization legislation 

Decree 29 ( 1992) established the National Primary Health care Development Agency, locus 

or the National Immunization Programme Chapter I, Part I, Aniclc 17 of Nigeria's 1999 

Constitution states "The State shall direct its policy towards ensuring that there are adequate 

medical and heallh facilities for all persons" The Founh Schedule ("Functions or a Local 

Go,cmment Council''), Pan 3, Article 2 of Nigeria's 1999 Constitution states: " The 

functions of a local government council shall include panicipation of such council in the 

Government o f a  State as respects the following matters· .. (c) the provision and maintenance 

of health services" (NPHCDA,2009) 

.. .,., ... 
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2.4 Target Vaccine Prevenlllble Dist2Stj

In 2002, WHO estimated that 1.4 million (14% of global total mortality) of deaths among 

children under 5 years were due to  diseases that could have been prevented by routine 

vaccination (\VHO, 2005), ,vhile in 2008, an estimate of 1.5 million ( 17% of global total 

monality omong children under 5 years) deaths ,vas made (WHO, 2012). Also. global figures 

indicated that about 19 3 million infants did not receive the basic vaccine against diphtheria· 

tctanus-penussis in 2010 Nearly seventy percent of these children live in ten countries 

Afghanistan, Democratic Republic of the Congo, Ethiopia. India. Indonesia, Iraq, Nigeria, 

Pakistan, South Africa and Uganda These figures ponray a globally weak routine 

immunization programme (\VI-IQ/UNICEF, 2005) At least 90"/o of childhood morbidity ond 

n,onality ,n \1igena can be attributed to diseases such as diarrhoea. malaria, acute respiratory 

infection and ,accinc prc,cntablc diseases (WHO, 2010). 

Pertussis 
13% 

Hib' 
13% 

Measles 
So/, 

Tetanus 
4% 

Rolavirus· 
30-k 

.. ""'' ._,. u ••• e"'--' .,j.,., ,..... • ..,.,,_,..,.,....,.;1,••..,.utr, ":."C1 0,.,..., ...... ,.,. 
,...,..,,.. � 1...-• :,n.a,x. 1.-wr CM;"),av.., 11 

•l\'16 ,lbllll,nt,

Pneumoccocal 
diseases· 

32o/o 

FIGURE I: Distribution or estimated dulh, among children under 5 yan fro• 

vaccine preventable dlsea1es in 2008 . 
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Routine immunization acth•ities in Nigeria are geared to,vards protection or children against 

the follo" ing diseases. 

2.-1.1 Diphtheri:1 

Diphtheria is caused by bacteria called Cory111tbac1er111n1 diphtheria which produce toxin that 

can harm or destroy body tissues and organs The type of the disease common in the tropics 

causes �cers on the skin while another type a!Tects the pharynx and other parts of the throat 

Diphtheria alTects mostly non-immunized children under the age of I 5years h can also

a!Tect people of all ages (FG /NP!, 2004)

The 1� pc of d1ph1hena that causes ulcers on the skin is spread through contact ,vith skin 

ulcers The disease 1s oflen disseminated on clothing and other articles contaminated ,vith 

llu1d fron1 ulcers O\'crcrowding and poor living conditions favour disease spread Infection 

\\ uh diphtheria usually manifests within 2 - 4 days During outbreaks and epidemics infected 

people ma» spread the disease ,,ithout even showing any signs or S)•mptoms. In the type of 

the disease anec1ing the skin. the lesions mny be painful, reddened and s,vollen (\VHO, 2012,

FG:-1/NPI, 200-1) 

The diphtheria that afTects the throat can cause infection of the nasopharynx, which may lead 

to breathing difficulty and death. It is spread in droplets and secretions from the nose, throat 

and eyes Sore throat, loss of appetite, slight fever and fom1a1ion of a bluish-,vhitc or grey 

membrane in the throat al the early stages accompanies diphtheria a!Tccting throat and tonsils 

The pa1ien1 may recover at this stage of the throat disease or develop severe forms of the 

disease Patients ,vith severe disease or complications may die 

In 20 IO global figures indicated, 4, 187 reponed cases of diphtheria ,vhich increased to 4,887

cases in 2011 Year 2010 also indicated about 5,000 deaths and 85% estimated DPT 

coverage Countries that reached at least 800/o DPT3 coverage in all districts were 294/4 

globally (\Vl-10, 2012).

The most effective way of preventing diphtheria is to maintain a high level of immunization 

in the community Diphtheria toxoid is given in combination with penussis \'ICcine and 

1aanus to:<oid as DPT vaccine and is given intramuscularly in three doses starting 11 6wceks 

or age with an interval of 4wceks between doses (6,vecks, I O"·ecks and 14,veeks). 
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2A.2 Hcpntitis B 

Hepatitis B is a disease caused by the Hepatitis B virus (HBV) present in the blood, saliva. 

semen. -,,aginal Ouid and other bod>· fluids It is usually spread by contact \vith blood through 

injection, panurition (binh process). contact ,vith cuts, etc Syn1p1oms may last several ,vccks 

and include general ,vcakncss. fatigue, loss of appetite, jaundice, dark urine, pale stools, etc 

A laboratory blood test is required to distinguish a c.irrier from a person that has the disease

(FG NPI. 2004) 

Hepatill> B can remain infectious c,en in dried blood for several ,veeks (Alter, 2006) The 

screening of blood for transfusion and use of sterile medical and injecting equipment arc of 

pan,cular 1mponancc to the pre,cntion of hepatitis Das well as other infections in healthcare 

sc111ngs (Lavanchy, 2008) The maJorit>, at least 90%, of the morbidity and monality 

associated \\llh hcpa1111s Bare manifested in conditions, panicularly primary lhcr cancer and 

cirrhosis that de, elop slo\\'ly during chronic infection /llore than one in every fony deaths 

,, orld\\ ide 1s caused b> these two conditions, and the great majority of these result from 

hepa1111s B or C 1nfcc11on (Perz, 2006). Complications associated ,vith HBV include: chronic 

hepatitis, cirrhosis, li\'cr failure, li, er cancer and death 

/\lore than 2000 milhon people olive today hove been infected ,vith HBV 111 some time in 

their lives Of these, about 350 million remain infected chronically and become carriers of the 

virus Three quarters o f  the ,vorld's population live in areas where there arc high levels of 

infection Every year there are over 4 million acute clinical cases oft{BV, and about 25% of 

carriers, I million people a year, die from chronic active hepatitis, cirrhosis or primary liver 

cancer (\VHO/GAR, 2012) 

In 2002, there w11s an estimate of 600,000 deaths due to Hep B while 2010 experienced 75% 

Hep83 coverage About 92% of countries ,vorld,vide have successfully integrated Hep B in 

their routine immunization programme 

The most effective method of prevention for hepatitis B is vaccination using recombinant 

D;-.[A or plasma-derived hepatitis B vaccine, Three doses are given by the intramuscular route 

into upper thigh o f  infant starting at birth or as soon as possible after birth (At birth, 6,veeks 

and 14\\•eeks) The vaccine can also be delivered into deltoid muscle of adult in three dosts 

(\VHO, 2012} Vaccines for hepatitis n have been available for almost thiny yew. Although 
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2.-t2 llcpntitis 8

Hepatitis B is a disease caused by the Hepatitis 8 virus (HBV) present in the blood, saliva, 

semen, vaginal fluid and other body fluids It is usually spread by contact \vith blood through 

injection, panurition (binh process), contact with cuts, etc. Symptoms may last several \vceks 

and include general ,veakness, fatigue, loss of appetite, jaundice, dark urine, pale stools, etc 

A laboratol)' blood test is required to distinguish a carrier from a person that has the disease 

(FG\//NPI, 2004) 

Hepatitis B can remain infectious even in dried blood for several weeks (Alter, 2006) The 

screening of blood for transfusion and use of sterile medical and injecting equipment nre of 

panicular 1mponnncc to the pre\ention of hcpotitis 8 ns well ns other infections in healthcare 

scn1ngs (Lo vanch)', 2008) The maJorit), nt least 900/o, of the morbidity and monality 

associated "1th hepn1i11s 8 are manifested in conditions, panicularly primary li\er cancer and 

cirrhosis tha1 de\elop slowly during chrome infection ;\fore than one in every fony deaths 

,vorld\\ 1de 1s caused b) these two conditions, and the grea1 majority o f  these result from 

hepatius B or C infection (Per2, 2006) Complications associated with HBV include: chronic 

hepatitis, cirrhosis, liver failure, lh er cancer and death. 

;\lore than 2000 million people alive today have been infected ,vith HBV at some time in 

their lives Of these, about 350 million remain infected chronically and become carriers of the 

virus Three quaners of the world's population live in areas where there are high lc,•cls of 

infection Every year there are over 4 million acute clinical cases of HBV, and about 25% of 

carriers, I million people a year, die from chronic active hepatitis, cirrhosis or primary liver 

cancer (\VHO/GAR, 2012) 

In 2002, there \vas an estimate of 600,000 deaths due to Hep 8 while 20 IO experienced 75% 

HepBl coverage About 92% of countries world,vide have successfully integrated Hep 8 in 

their routine immunization programme. 

The most effective method o f  prevention for hepatitis 8 is vaccination using recombinant 

DXA or plasma-derived hepatitis B vaccine Three doses are given by the intramuscular route 

into upper thigh of infant stanins at binh or as soon as possible after binh (At binh, 6wec:ks 

and t4�eeks) The vaccine can also be delivered into deltoid muscle of adult in three doses 

(\VHO, 2012) Vaccines for hepatitis 8 have been available for almost thiny years. Although 
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2.-4.2 llcpntitis 0 

Hepatitis B is a disease caused by the Hepatitis B virus (HBV) present in the blood, saliva. 

semen. ,aginal nuid and other body nuids It is usually spread by contact ,vith blood through 

injection, panurition (binh process). contact \\ith cuts, e1c Symptoms may last several weeks 

and include general weakness. fatigue, loss of appetite, jaundice. dark urine, pale stools, etc. 

A laboratOI) blood test is required to distinguish a carrier from a person that has the disease 

(FG\:17\PI. 2004) 

Hep31111) B can remain infectious e\'en 1n dried blood for several weeks (Aher, 2006) The 

screening of blood for transfusion and use of sterile medical ond injecting equipment arc of 

pnn1culor 1mponancc 10 the pre,emion of hepa1itis Bas ,�ell as other infections in healthcare 

seuings (La,·anch}. 200S) The 1nDJOrit), at least 90%, of the morbidity and monality 

assocmted "ith hepa1111s B arc manifested in conditions, panicularly primary liver cancer and 

c1rrhosb that develop slo,, ly during chronic inrcc1ion l'-lore than one in every fony deaths 

world,, 1de i> causc:d by these t\\O conditions, and the great majority of these result from 

hepatttis B or C infection {Perz. 2006) Complications associated ,vith HBV include: chronic 

hepa1i11s, cirrhosis, liver failure, liver cancer and death. 

�'lore than 2000 million people alive today have been infected with HBV at some time in 

their lives Of these, about 350 million remain infected chronically and become carriers of the 

virus Three quaners of the ,vorld's population live in areas where there arc high levels of 

infection Every year there arc over 4 million acule clinical cases ofHBV, and about 25% of 

carriers, I million people a year, die from chronic active hepatitis, cirrhosis or primary liver 

cancer (\VHO/GAR, 2012) 

In 2002, there was an estimate of 600,000 deaths due to Hep B \Vhile 2010 experienced 75% 

Hep83 coverage. About 92% of countries worldwide ha,·c successfully integrated Hep B in 

their routine immunization programme. 

The most effective method of prevention for hepatitis B is vaccination using recombinant 

D�A or pluma-derived hepatitis B vaccine Three doses are given by the intramuscular route 

into upper thigh o f  infant staning at binh or a, soon as possible after birth (At birth. 6\\fflS 

and 14\\etks) The \'8Ccine can also be delivered Into deltoid muscle of adult in three doses 

(\\'tfO. 2012) Vaccines for hepatitis B have been available for almost thiny years Ahhouah 
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initially these \\Cre expensive and adoption ,vas slo", 10 date 88% of \VHO �1ember States

ha,e introduced the vaccine for some of their population (\\'HO, 2009). 

2.4.3 � I easies 

;\!easies is caused by the measles virus a member of the ,\,forbl/11 virus in the genus family 

JK1ro111;-xowrhkl(• and is highly infectious It kills more children than any other of the EP! 

target diseases It 1s one of the most readily 1rnnsn,iued communicable diseases and probably 

the best 1:no\\ n and n1ost deadly of childhood rash/fever illnesses The virus v,eal:ens the 

in,n,une system (\\'HO, 2009) 

:.. I easies virus is spread by droplets and direct contact ,vith nasal or throat secretions of 

infected persons ,vhen they sneeze or cough, less commonly by airborne spread or by articles 

freshly soiled "ith nose and throat secretions (FGN/NPI, 2004) 

Incubation period of the disease ranges from 7- ISdays The first sign of infection is a high 

fever lasting I - ?days which may be accompanied by running nose, cough, red and ,vatery 

eyes This is usually follo,ved by a slightly raised rash from the face and upper neck to the 

body, hands and feet over a period of 3 days The rash lasts for 5 - 6days and fades a,vay 

Complications occur in children less than Sycnrs and adults over 20years and include severe

diarrhoea. dehydration. inOammation of ear and respiratory tract, encephalitis and blindness. 

The other complication is pneumonia, which is the commonest cause of death associated ,vith 

measles (FGNn-.'PI, 2004). In 1990, measles ,vas the eighth leading cause of death In 1997, i t  

was the sixth leading cause This is analyzed 10 represents a greater loss of life than that 

caused by AJDS and almost as great a loss as that caused by malaria The majority of deaths 

occur among young children In developing countries, measles accounts for 10 percent of all 

deaths in children under age of  5 years. 

In 2008, there ,vas an estimate of 164,000 deaths due to measles ,vhile 2010 experienced 

299,20 I reported cases and an estimated t-.1CV coverage of SS¾ globally Also, 6S% of the 

countries in the \\Orld have reached at least 90¾ l\1CV coverage (\\'HO, 2012) 

Prc\ention or measles involves immunization \Vith life auenuatcd viral measles ,'ICCine u 1

single dose by the intramuscular or subcutaneous route at 9months or before the age of lyar 

(\\'HO, 2009) 
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2.4.4 Penussis 

Penussis also J..-:no,, n as ,vhooping cough is a disease of the respiratory tract caused by the 

bacteria Borcl111111/a J)l!rt11�11s ,, hich lives in the mouth, nose and throat This disease is most 

dangerous in children less than I year (FGN/N'Pl, 2004). 

Penussis is spread from person 10 person through droplets produced during coughing or 

sneezing The disease usually ha.s 3 stages Stage 1 sho,vs the child \\ith signs and 

symptoms of common cold with cough bouts of four to eight weeks In stage 2, cough 

,,orsens with numerous bouts of rapid coughing follo,ved by frequent vomiting and 

exhaustion usually at night Stage 3 is the recovery phase when coughing becomes less 

intense and stops in 1,vo to three ,veeks (FGNINPI, 2004) 

However. complications most probable in young infants may include convulsions and 

seizures, dehydration, etc The commonest complication and cause of most deaths is 

bacterial pneumonia 

World,vide, it is estimated that there arc 30-50 million pertussis cases and about 300,000 

deaths per year (CDC, 2006) In 2008, there ,vas an estimate of 195,000 deaths due to 

penussis ,vhile 2010 experienced 91,689 reported cases and an estimated DPT3 coverage of 

85¾ globally (WHO, 2009) 

Prevention involves immunizo1ion with pertussis (lnac1ivated whole cell ,vP or accllular aP) 

vaccine usually given by the intramuscular route in combination with diph1heria and tetanus 

toxoid as DPT It is given in 3 doses staning at 6 weeks ,vith 4 ,veeks bet,veen doses 

(6,veeks, 10,,eeks and 14wccks) A person infccied ,vith pertussis usually acquires lifelong 

immunity (FGN/NPI, 2004) 

2.4.S Polion1yclitis 

Poliomyelitis also kno,vn as polio is caused by poliomyelitis virus It is a crippling disease

that can occur in adults but is commoner in children. The disease can be caused by any one of

3 related viruses, polio virus types I, 2. or 3 The virus multiplies in the in1cstinc, enters the

blood stream and may invade certain types of nerve cells ,vhich it can damage or destroy

(FGN/NPI, 2004) 
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Infection \\ith the virus occurs through the mouth in food and drink contaminated by feaces 

mostly in area \,;th poor sanitation The ,rirus can also be spread through coughing or 

sneezing \,hen it occurs in nose and throat secretions Infected persons ,vithout symptoms 

can also spread the disease (FGNn-.'P� 200<!). 

People infected ,vith polio may not feel ill or have influenza-like symptoms such as fever, 

stomach ache, headache. etc. Paralytic polio begins ,vith the milder forms causing severe 

muscle p11in and fever Paralysis usually develops during the first ,vcek of illness The use of 

one or both legs or arms may be lost About I in 200 infected children become paralyi.cd and 

mostly permanently Death may occur if muscles used for breathing are paralyied and there 

is no access to a respirator (FGN/NPI, 2004) 

In Nigeria, polio incidence has dropped more than 99 percent since the launch of global polio 

eradication eITons in 1988 According to global polio surveill11nce data from August 28, 

2012, 128 polio cases ,vere reponcd from four countries, the bulk of which (96 percent or 123 

of the 128 cases) arc from the three remaining endemic countries • Pakistan, Afghanistan and 

Nigeria This figure is the lowest number of cases globally 10 have been recorded during a 

seven-month period in the last IO years Nigeria remains the most polio endemic country \vith 

over 70 cases of new infections by the end of August 2012. Although the country has reached 

an estimated 90 percent of all children at risk in the country ,vith polio vaccinations, 

difficulty nO\V is in reaching the final 5-8 percent of the missed children that are required to 

reach a herd immunity level sufficient to erodicnte the virus (Ogundipe, 2012) 

In 2004, there ,vas a global estimate of less than 1,000 death.s due to polio ,vhilc 2010 

experienced 1,348 deaths. Y car 2011 experienced 716 rcponed cases and an estimated OPV 

coverage of86% (\VHO, 2012) 

Polio prevention is obtained by immunization \Yith live oral polio vaccine (OPV) given in 

four doses staning at binh \vith an interval or at least 4,vceks between doses (0, 6,vecks, 

10\vecks and 14wccks) Polio con also be prevented ,vith Inactivated polio vaccine (JPV) 

given by injec1ion in t\VO - three doses depending on country schedule. Infected people \\•ho 

recover can develop natural immunity that protects them against the panicular polio strain

that infected them (FGNINPI, 2004) 
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2.4.6 Tetanus 

Tetanus or 'lock ja" • is caused by exposure 10 the spores of Clos1rid11n1 1e1a111 ,vhich are

uni, ersall) present in  the soil and found gro,,ing in damaged tissues The bacteria produce 

potent neurotoxins in dead tissue that poison nerves that control muscles thus causing 

stilYness This disease is panicularly common and serious in ne,vbom babies. ,vhen i t  is 

�no11n as neonatal tetanus Almost all babies ,vho contract tetanus die (FG , 1PI. 2004). 

Tetanus is a ,vorld,,�de disease ,vhose incidence is highest in developing countries In most 

\\lestem nations, ho,vever, the incidence is less than one case per milhon-population per year 

(\VHO, 1995). 

Infection ,vith tetanus may occur if soil or animal dung comes i n  contact ,vith a ,vound or cut 

and in deep wounds caused by diny nails, needles, thorns and animal bites A ne,v bom may 

be infected if diny knife or razor (contaminated with soil which is a reservoir of the 

organism) is used 10 cut 1he umbilical cord or skin ln new born babies, symptoms usually 

appear 4 - 14days afier infection and include muscular stiITncss, difficulty in s,vallo,ving, 

muscle spasms, s,vcating and fever Complications observed 11•ith tetanus include fractures, 

abnormal heanbeat, coma and eventual death in  the very young (FGN/N'PI, 2004). 

In 2008. there was a global estimate of 61,000 deaths due 10 tetanus in children less than 5

years of age while 2010 experienced 9,683 reponcd cases and an estimated DPT3 coverage 

of85% (\\IHO, 2009). 

Tetanus toxoid is administered by the intramuscular route to children for protection against 

tetanus in combination or single component products such as DPT, OT, TT or Td ,vhich is 

given in 3 doses staning at 6 ,,,.eeks of age with 4 ,veeks between doses (611,ccks, 1 O,vceks 

and 14,vccks) Persons who recover from tetanus still need vaccination to acquire immunity 

against the disease (FGN/NPI, 2004) 

2.4.7 ·rubcrculosis

Tuberculosis (TD) is caused by bacterium Mycobacterl11n1 t11berc11los1s The bacteria 1111ack 

the lungs and other parts of the body including the bones, joints and brain Tuberculosis 

aITects people of 1111 ages \Vith the highest risk in children under 3 years of age and very old

people (Wl 10, 2009) 
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I 

TB is spread through air \\ hen an affected person coughs or sneezes and the bacteria arc

released into air Inhaling air con1a1ning TB bacteria may cause a person 10 be infected and 

TB spreads rapidly where people live in crO\\'llcd conditions. have poor access 10 healthcare 

and arc malnourished In some areas, consumption of unpasteurized milk from infected canle 

may cause bovine TB. People\\ ho have weakened immune system (cg. people living \\'ith 

HlV/AIDS) are more likel} to develop the disease than those \vith normal immune system 

(FG-.;/NPI, 200-l) 

General symptoms of TB include ,veakness, weight loss, fever, night sweats, persistent 

cough. chest pain and coughing up of blood. However in children, the only sign of 

pulmonary tuberculosis may be failure to thrive and stunted growth People who fail to take 

their medication as prescribed or 10 complete their course of therapy may develop multi-drug­

resistant TB which can be spread 10 other people An infcc1ed person can infect 01hers for 

several "'eeks even after beginning trea1men1 Not everyone \vho is infected \vith TB bacteria 

develops the disease itself People \vho arc infected but do not develop the disease do not 

spread the infection 10 others (FGN/NPI, 2004) 

TB is second only 10 HJV/AJDS as the greatest killer ,vorld\vide due 10 a single infectious 

agent In 2010, 8 8 million people fell ill ,vith TB and 1 4 million died from TB Over 95% of 

TB deaths occur in low- and middle-income countries, nnd ii is among the top three causes of 

death for ,von1en aged IS 10 44 TB is a lending killer of people living ,vith HIV causing one 

quaner of all deaths Multi-drug resistant TB (MOR-TB) is present in virtually all countries 

surveyed TB death rate dropped by 40% between 1990 and 2010 (\VHO, 2012). The 

Incidence of tuberculosis (per 100,000 people) in Nigeria ,vas last rcponcd al 133 00 in 2010, 

130 oo in 2009 and 145 00 in 2008 according to a \Vorld Bank repon released in 2012 

The best protection available against TB meningitis and other severe forms of TB in children 

less than five years old is immunization of infants ,vith BCG vaccine. BCG vaccine is given 

as 8 single dose 01 binh or as soon as possible after binh BCG vaccine is not recommended 

after 12 months due 10 variable and less certain protection (\VHO, 2009) 
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2.4.8 \'cllo\l Fc,cr 

YellO\\ fe\er (YF) 1s caused by the ycllo\\ fever virus It is an acute disease of high 

monality In epidemics. up to 5 0% of infected people may die The virus is spread by 

mosquitoes of the ,lite/el a1tg)'ptl. The mosquitoes are vectors of the disease and acquire the 

\'irus by biting infected animals or humans then incubate 1he virus before transferring ii 10 

another human. The illness may be mild and undiagnosed and may be confused \vith malaria, 

hepa1i11s or other diseases. Signs and syn1p1oms include fever. chills. backache, stomach 

upse1. bleeding gum. jaundice, black vomilus Complications include convulsion. coma and 

death (FGN/l\"PI. 2004). 

In 2002, 1hcre \VBS an es1ima1c of 30,000 dea1hs due 10 ycllo\v fever ,vhile 2010 experienced 

737 reponed cases and an esiimated YF coverage of50% in 1he 45 countries at risk In 2011, 

an incidence of2,597 cases and 68 dea1hs \\ere estima1ed (\VHO, 2012) 

The disease is preven1cd by immunization \vith live viral )•ello\v fever vaccine using 1he 

subcutaneous rou1e II is given as a single dose at 9 months of age Elimination of breeding 

space for 1he vec1ors is also an imponant fac1or in prevcniion of 1hc disease (FGN/l\'Pl, 

2004) 

2.5 ln1n1uniz:1tion Progrnn1mcs 

2.5.1 Expnndcd Progrnmme on ln1n1unlz:1tion (EPI) 

The Expanded Programme on Immunization (EPI) ,vas esiablished in 1 974 through a \Vorld 

Health Assembly resolu1ion (resolution \\IHA27.57) to build on the success of the global 

smallpox cradico1ion programme, and to ensure 1hat all children in all countries benefited 

from life-saving vaccines (\\IHO, 2010) 

The first diseases tnrge1ed by 1hc EPI were diphlheria, whooping cough, tetanus, measles,

poliomyelitis and tuberculosis Global policies for immuniution and establishmen1 of the

goal of providing universal immunization for all children by 1990 were established in 1977,

this goal \Vas considered an csscn1ial clcmcnl of 1hc \VHO strategy to achieve heohh for oil

by 2000 

\Vhcn the EPI was initiated in I 974, fewer 1han 5% of children in developing countries \Vere 

receiving 8 third dose of DPT and poliomyelitis vaccines in their first ycnr of life. These 
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coverage levels have no,v surpassed 50% in developing countries. and millions of cases of 

the target disease ha,e been prevented (Keja et al, 1988) 

In 2010, an estimated 85% of children less than one year of age globally had recei,,cd at least 

three doses of DPT vaccine (DPT3) Additional vaccines have now been added and most 

countries, including the majority of lo,v-income countries have added hepatitis B and 

Hacmophilus innuenzae type b (Hib) 10 their routine infant immunization schedules and an 

increasing number are in the process of adding pneumococcal conjugate vaccine and 

ro1av1rus ,accines to their schedules(\\r!0,2010) 

The Expanded Programme on Immunization remains commiued to its goal of universal 

access 10 all relevant vaccines for all at risk The programme aims to e.xpand the targeted 

i;roups 10 include older children, adolescents and adults and work in S)'llergy ,vith other 

public het1hh programmes in order 10 control disease and achieve beucr health for all 

populations, panicularly the underserved populations. (\VHO, 2011) 

The vision of EPI in Nigeria is 10 improve the health of Nigerian children by eradicating all 

the identified six killer diseases, which are polio, measles, diphtheria, ,vhooping cough, 

tuberculosis, and yello,v fever Bet,,een 198S and 1990, as contained in the National health 

plan for that period, the objectives of EPI were 10 strengthen immunization, accelerating 

disease control and introducing new ,·accines and relevant technologies, and tools (Obioha ct 

al, 2010). 

In 1998, Nigeria drc,v the core activities of her EPI policies which included the follo,ving· 

(i) �lonitoring of the performance, quality and safety of the immunization system;

(ii) Assessment of the current and "future" burden of vaccine preventable diseases in

terms of sickness, death and disability, ns ,vell as the economic burden,

(iii)Assessmcnt or the impact of vaccination strategics, through epidemiological 

surveillance and reliable laboratory conlirmation, 

(iv)�1onitoring of the National immunization policies, panicularly the ,·accincs used and 

the target population (lmmunizauon schedules), and 

(v) �1onitoring of the overall immunization coverage and ensuring that all districts of the

country are ,veil covered with vaccination (Obioha ct ol, 2010)
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EPI '''8.S renamed '-auonal Programme on Immunization (NPI) and established as a Parastatal 

of the Federal i\·linistry of Health in 1997 Follo"�ng the health sector Refonn. l\ "PI \li"IS

merged '' ith the :Xational Primary Health Care Development Agency (l\lJ>HCDA) in i\1ay 

2007 The NPHCOA is no" charged ,vlth the responsibility of effectively controlling 

vacc1ne-prevcn1able diseases through immunizauon and the pro,�sion of vaccines 

(l\PCHCDA, 2009) 

In �igeria, all three le,,els of government {Federal, State and Local) are imponant panners. 

commiued 10 the fonnula1ion of strategics ond suppon for the implementation of an effective 

immunization programme (NPCHCDA, 2009) 

Problems encountered by the Programme ha,·e included lack of public and governmental 

a,,areness of the scope and seriousness of the target diseases, ineffective programme 

management, inadequate equipment and skills for vaccine storage and handling, and 

insufficient means for monitoring programme impact as reflected by increasing immunization 

coverage levels and decreasing incidence of the target diseases (Babnlola and Adewuyi, 

2005) 

2.5.2 Globnl lmmuniz:uion Vision nnd Strntegy (G\llS) 

In 2005, \VHO and UNICEF ,vorkcd with panncrs 10 create II Global Immunization Vision 

and Strategy (GIVS) for 2006 - 2015 (\VHO, 200S) This strategy envisions a ,vorld in ,vhich 

every child, adolescent and adult has equal access 10 immunization services (RED Approach, 

\VHO, 2008) GIVS 11nicula1es the \VHO and UNICEF visions for global immunization in 

2015 and is composed of four strategic arens: 

(i) Protecting more persons in a changing world by improving routine

immunization coverage, ensuring at least four immunization contacts per child,

and expanding immunization programmes to all ages,

(ii) Introducing new vaccines and technologies,

(iii) Integrating immunization, other linked health interventions, and surveillance in

the health systems conte.'(t, and

(iv) Creating global pannerships 10 suppon and finance imn1uniza1ions (CDC,

2006)
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GIVS is the first ever strategic frame,\·ork for immunization designed 10 respond 10 the 

challenges of a rapidly changing and increasingly interdependent world II presents a \\ide 

range of initiatives which countries can choose from 10 address their o,vn specific needs 

u'"\ ICEF and the \VHO say the objectives outlined in 1he strategy must be addressed if the 

,,orld is to achieve the �1illennium Development Goal of a two thirds reduction in monality 

among children under five by 2015 GI\IS proposes 1ha1 between 2006 and 2015, all those 

,,orking on immunization and related product development should strive 10 prevent 

morbidity and monality by achieving the following goals and targets. 

By 20 IO or earlier 

• 

• Increase coverage Countries ,viii reach at least 900/o national vaccination coverage 

and at least 80% vaccination coverage in every district or equivalent 

administrative unit 

• Reduce measles monali1y Globally, monality due 10 measles ,viii have been

reduced by 9�/4 compared 10 the 2000 level.

By 2015 or earlier 

• Sustain coverage

• Reduce morbidity and monality

• Ensure ncccss 10 vaccines of assured quality

• 

• 

• 

• 

Introduce new vaccines

Ensure capacity for surveillance and monitoring

Strengthen systems

J\ssure sustainability (\VH0,2010)

2.5.3 Globnl Allinncc for Vnccincs nnd lmmunizntion (GA VT) 

• 

In 2000, the GA VI Alliance, a global health pnnncrship representing private and public 

stakeholders. ,vas established 10 improve vaccination services in poor countries and to 

improve coverage ,,•ith nC\\' and underutilized vaccines, By pulling the specialist skills of all 

the main players in immunization - \VHO, UNICEF, the \Vorld Bank, the Bill & Melinda 

Gates Foundation, donor governments, developing countries, international development and 
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finance organizations and the pharmaceutical industry - into one, decision-making body, 

GA\ 1 has brought a single-minded focus to the urgent task of closing three critical gaps in 

the provision of vaccines 

• bct\\een children for \\hom immunization is a given and the 19 million children

world\vide \vith no access to v-accines;

• bet\\een the introduction of a ne\V \•accine in rich countries and the average I 0-15

years required for the same vaccine 10 reach low-income countries;

• bet\veen the need for new vaccines in developing countries and the lack of

research and funds 10 provide them (GA Vl Alliance, 2012)

Since 2000, S2 2 billion has been disbursed to approximately 70 countries to support 

vaccination services, injection safety, ne\v vaccine introduction, and the strengthening of 

health service systems. Nonetheless. i f  the GIVS goal for global coverage i s  to be met, 

strategics known to be clTectivc must be prioritized and implemented in all countries (CDC. 

2009) 

Nigeria obtained conditional approval for GA VI support funds for immunization support 

services and new and under - utilized vaccines in 2002. In October of same year, 37 GA VI 

consultants \vere appointed 10 give technical support to all states and the federal capital 

territory of the country. These consultants \Vere expected to develop proposals for GA VI 

funding in the states and LGAs in line \Vith the country's S - Year Strategic Plan for 

strengthening immunization service delivery. By May, 2003, the GAVI Award Revie\v 

committee recommended IS states and 187 LGAs for GA V1 funding (\VHO, 200S). 

According 10 a recent report, Nigeria is highly strategic for GA VI which aims to reach the 

final 20% of the world's children \vho still do not have access to routine immunization 

Nigeria accounts for an estimated 1.7 million of the 19.3 million children \vho did not receive 

routine immunization in 2010 GA \'I Alliance, estimates that 72 GA VI-eligible countries \Viii 

be using pcntavalent vaccine by 2013 in their routine immunization systems (GA VI Alliance, 

2012) 

Pneumonia and diarrhoea account for nearly one-third of the deaths among children under 

five years of age globally - or more than 2 million lives each year Nearly 90% of deaths 

from pneumonia and diarrhoea occur in sub-Saharan Africa and South Asia The prevention 
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finance organiu11ons and the pharmaceuucal indusuy - into one, decision-making body, 

GA ,·1 has brought a single-minded focus to the urgenl task of closing three critical gaps in 

the pro,,sion of \'accines. 

• bet\\CCn children for \\ hom immunization is a gi\'en and the 19 million children

,vorld,vide wi1h no access 10 vaccines·
'

• bel\\een the in1roduc1ion of a ne,v \'accine in rich counuics and the average 10-15

years required for the same vaccine to reach low-income countries:

• bct,vcen 1he need for ne\v vaccines in developing coun1ries and the lack of

research and funds 10 provide them (GA V1 Alliance, 2012)

Since 2000, S2 2 billion has been disbursed to approximately 70 countries to suppon 

vaccination services, injection safety, nc,v vaccine introduction. and the strengthening of 

health service systems. Nonetheless, if the GIVS goal for global coverage is to be met, 

strategics known to be e!Tcctivc must be prioritized and implemented in all countries (CDC, 

2009). 

Nigeria obtained conditional approval for GA V1 support funds for immunization support 

services and ne\V and under - utilized vaccines in 2002, In October of same year, 37 GA V1 

consultants \\ere appointed 10 give technical support to all states and the federal capital 

territory of the country. These consultants ,vere expected 10 develop proposals for GA V1 

funding in the states and LGAs in line ,vith the country's S - Year Strategic Plan for 

strengthening immunization service delivery. By �1ay, 2003, the GA V1 Award Revic,v 

commiuee recommended 15 states and 187 LG As for GA V1 funding (\VHO, 2005). 

According 10 a recent report, Nigeria is highly strategic for GA V1 which aims to reach the 

final 20% of the \vorld's children ,vho still do no1 have access to routine immunization 

Nigeria accounts for an estimated I 7 million of the 19.3 million children who did not receive 

routine immunization in 2010 GA \'I Alliance, estimates that 72 GAVl-eligible countries \\ill 

be using pentavalent vaccine by 2013 in their routine immunization systems (GA V1 Alliance, 

2012) 

Pneumonia and diarrhoea account for nearly one-third of the deaths among children under 

five years of age globally - or more than 2 million lives each year Nearly 90% of deaths 

from pneumonia and diarrhoea occur in sub-Saharan Africa and South Asia The prevention 
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and treatments for both diseases often overlap, and include among others steps as increasing 
• 

,11cc1ne coverage, and disseminating oral rehydration salts 10 children ,,ith diarrhoea and

antibiotics to children \\ith bacterial pneumonia (GAVI Alliance, 2012) 

Appropriate care for children ,vith pneumonia symptoms is haphazard, ,vith less than one­

third of affected children receiving antibiotics. Oral rehydration salts. a traditional, lo,v-cost 

response for children ,vith diarrhoea, arc used by only one-third of sick children 1n 

developing countries - signaling a failure to deliver one of the tried and true child survival 

interventions Nc,v vaccines against the major causes of pneumonia and diarrhoea arc already 

available and lo\\·-income countries urgently need 10 introduce them into routine 

immunization programmes (GA VJ Alliance, 2012) 

In 2011 Nigeria received GAVI approval 10 introduce the Pen1avalen1 vaccine in a phased 

n1anncr, starting in tvlay 2012 This 'live vaccines - in - one' protects children bet,veen 6 

"'eeks and 11 months against live childhood killer diseases (Pertusis, Diphtheria, Tetanus, 

Hepatitis B, and Heamophilus Influczae B). \VHO has provided technical support in the 

successful submission of proposal 10 GA VI for Pcntavalent and Pncumococcal conjugate 

vaccine introduction in Nigeria (\VHO, 2012). 

\Vith n vie,v to improving child health, the Nigerian government introduced the first phase of 

pentavalent vaccine into her routine immunization schedule in June, 2012 (\VHO, 2012). The 

thirteen states nnd FCT ,vhich ,vere parts of the first phase of the introduction arc: Jiga,va. 

Kaduna, Adamn,va, Bnuchi, Kwnrn, Plateau, Enugu, Anambra, Rivers, Edo, Akwa-Ibom. 

Ekiti and Lagos States nnd FCT The remaining parts of the country should be covered in the 

next fe,v months (\VHO, 2012) 

In 2013, Nigeria is set to introduce pncumococcal vaccines, helping to protect against 

pneumonia, still the ,vorld's biggest killer of children under the age of five. \Vhcn the

pentavalcnt and pneumococcal vaccines are fully rolled out, Nigeria's child mortality rate is

e-<pcc1ed 10 drop by nn estimated 17%, preventing some 30,000 child deaths every year

(Ogundipe, 2012) 
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2.6 Immunization Dclivel') ActivitiH / Strattgies 

�o single strategy is likely 10 be appropriate for all circumstances and all diseases The 

choice of strategy should depend upon the epidemiology of  the disease. the characteristics of 

the vaccine. the facilities availnble. the accessibility of the population, their cullural anitudes 

and practices and 1he socio-economic level and health sys1cms context of 1he couniry (Cult, 

1998) 

There arc four basic clements common 10 any public health intcrvcnlion of ,vhich 

immunization is one These elements are· 

• 

• Sustainable financing: involves reliable and sustainable multi - year financing 

stra1cgics including costing, budgeting, mobiliza1ion and efficient use of 

resources 

• Streng1hening Human and Institutional Resources; is systematic national

institution and system strengthening �f staff.

• Management, involves management, monitoring and evaluation of immunization

services

• Operational components
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2.6 lmmuniu1ion Dcli\•try Ac1ivi1ies / S1ra1egie:s

l\o single strategy is likel>• 10 be appropriate for all circumstances and all diseases The 

choice of strategy should depend upon the epidemiology of the disease, 1he charac1eristics o f

the ,-accine, 1he facilities aYllilable, the accessibility of 1he population. their culiural anitudcs 

and practices and the socio-economic level and health systems context of the country (Cutt, 

1998) 

There arc four basic elements common 10 any public health intervention of which 

in,munization is one These elements are. 

• 

• Sustainable financing, involves reliable and sustainable multi - > ear financing 

strategics including costing, budgeting, mobilization and efficient use of 

resources 

• Strengthening Human and lnstituiional Resources; is systematic national

institution and system strengthening of sta.lT
• 

• Management; involves management, monitoring and ewluation of immunization 

SCMCCS 

• Operational components

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Basic Elements of lnle,venllon s,stems 

�
(JJ 

� 
�� Q

·�·� �Q :<.,(j {::-G,__...____, ___ ,� 
L. S {::-(j Five Components &� '<(� of Immunization � Services �<"

Strengthening 
Human and 

Institutional Resources 

FIGURE 2: Basic Elen1cn1s oflnten-ention Systems 

These elements are all linked one 10 the other ,vith operations occupying the center thus 

coordimuing all the elements as seen in Fig 2 above 
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The opcrauonal components of immunization services can funhcr be di\'idcd into five (Fig 

3), these include 

• Vaccine supply and Quality

• Logistics

• Service Delivery

• Surveillance

• Advocacy and Communication

(T cchnc1, 200 I) 

Five Components of Immunization Services 

Vaccine supply /,, , ....... Logistics 

Quality 
/;, '-'--

' 
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f/' � / 

Service Delivery I 

' , 
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, 
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Advocacy & 
Surveillance ./ Communication-

FIGURE 3: 5 Componcnu or lmn1unlze1ion Scrvicu 
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The opera1ional components of immunization services can funhcr be di,idcd into five (Fig 

3), these include. 

• Vaccine supply and Quality

• Logistics

• Service Delivery

• Surveillance

• Advocacy and Con1munication

(Tcchnet, 2001) 

Five Components of Immunization Services 
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FIGURE 3: 5 Components of llnmunltntion Scrvict.s 
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2.6.1 Routine ln1munizntion 

Routine imn1uniza1ion (RI) involves the provision and administration of potent vaccines 

against childhood killer diseases 10 young children and tetanus toxoid to women of 

childbearing age using an approved national immunization schedule {Babaloln and Aina, 

2009) In Nigeria, the schedule is designed 10 include all children 0-1 years ,vho shall receive 

one dose of BCG, 3 doses of DPT vaccine, 3 doses of Hep 8 vaccine, 4 doses of OPV and 

one dose each of 1' lcasles and Y cllow Fever vaccines (NPCHCDA, 2009) 

Routine in1muniza1ion gradually figured in the priority list of national public health 

programmes and \Vorld Health Organization endorsed the process ,vith advocacy for 

Expanded Programme on Immunization As the national commitments materialized into 

action. results ,, ere evident Globally, t-.ileaslcs Containing V11ccinc (�!CV) coverage rose 

from 16% in 1980 10 82% in 2007 (Ul\'lCEF, 2009) 

Routine immunizntion is often an entry point into primary health care Ho\vevcr, in four 

PRRINN-MNCH (Partnership for Reviving Routine Immunization in Northern Nigeria; 

�latemal Newborn and Child Health Initiative) states in the northern part of Nigeria, routine 

immunization coverage is lo,v, indicating a lack of access to PHC services. The programme is 

,vorking ,vith all stakeholders at all levels 10 ensure that routine immunization services are 

available and that vaccines arrive safely, on time and to the people that need them. 

In Ni_gcria. routine immunization is provided through the public and private healthcare 

centres, NGOs also provide RJ in some communities Public sector provides R1 through 

primary healthcare facilities run by LGA authorities This is headed by a Director of Primary 

Health centre ,vho is assisted by an Immunization officer and a Cold Chain officer 

(FGN/1', 'PI, 2004) 
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2.6.2 Rench (\'cry\\ ard (RE\\') 

The \Vorld Heahh Organization (\VHO) and panners designed the Reaching E,ery District 

(RED) approach in 2002 ns an innovative method 10 increase and sustain high levels of 
• • • 

rouune 1mmun1za11on (RI). panicularly in the Africa region This approach ha.s a number of

unique characteristics, including 

• targeting unimmunized children;

• prioritizing hmitcd resources by basing planning on ,veaker performing areas,

• decentralizing ,vith focus on the district or Local Government Arca (LGA) level

dov.-n,vard,

• ain1ing at flexibility ond adaptation to include integration and strengthening of

other priniary hcnhh care interventions.

The RED npproach, ,vhich suppons the Global Immunization Vision and Strategy 2006-

2015, ,vas developed b)1 \\IHO and UNICEF for selling a vision for equal access 10 

immunization services Specifically, RED calls for: "At least 90% national vaccination 

coverage and at leas! 80"/4 (average required for herd immunity against vaccine preventable 

diseases) ,1accina1ion coverage in every district by 2010 or sooner" (F�10H/NPl,2004). 

Nigeria adopted the RED approach in December 2004 lo its country context for "Reaching 

Every \Vord"{R.E\V) In Nigeria, a ward represents the lowest administrative and political 

lc,•el (US,\ID, 2009) The R.E\V Field Guide defines "Reaching Every \Vard approach as a 

strategy aimed at provision of regular. effective, quality and sustainable routine immunization 

activities in every ,vard, so as to improve immunization coverage. It focuses at improving the 

organiza11on of immunization services so as to guarantee equitable immunization for every

child 
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Based on most common barriers 10 achieving immunizaiion goals, the RE\\' approach has the 

follo,ving five operational components needed for planning to Reach Every \Vard· 

(i) Planning and managemen1 of resources - beuer management of human and

financial resources

(ii) lmpro,ing access 10 immunization services - establishing or re-establishing

fixed immunization sites as ,veil ns outreach or mobile immunization sites

(iii) Supponivc supervision - regular visi1s ,vith on-the-job training by supervisors.

feedback and follo,v-up with heahh staff, promotion of use of data

(i,·) l\lonitoring for ac1ion - using tools and providing feedback for c-0ntinuous self 

assessmen1 and improvement, including review meetings 10 promote use of da1a, 

chaning of doses, 11nd participatory mapping of the population in each health 

facility catchment 11Iea 

(v) Linking services ,vith communities community panicipation in health

services, planning and jointly identifying a role for the community: involving

village development commiuces (VDCs), ward development committees

and(\VDCs) traditional birth attendants (FGN/NPI, 2007).

In 2006, Nigeria developed and disseminated nationwide its RE\V guide and tools. 

Comprehensive training ,vas then provided 10 all States and LGA.s in 2007 In October 2006, 

l�IJ.\1UNIZATIONbasics Nigeria, a USAlD-funded project, embarked on a two - and - a half

year effort in t\vo States to pul RE\\' into action, and thereby strengthen routine 

immunizaiion services (USAlD. 2007) In April 2009, a project n:vie,v learn concluded that 

11\-1.1\ruNIZA TIONbasics (IMMbasics) had developed a practical and affordable ,vay to make 

RE\\I operational in the context of the ,vcak Primary Health Care (PHC) sys1em in Nigeria 

(USAlD. 2009). 

A total of 53 countries h11vc implemented 1he reaching every district (RED) strategy, key 

strategy for iocreumg routine immunization coverage by \\IHO The RED strategy 

encourages supponive supervision, regular outreach services, community links ,vith service 

delivery, monitoring and use of data for action. and better planning and manlgcment of 

human and financial resources (\VHO, 2012) 
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2.6.3 Supplemen1ory lmmuniilltion Activilies 

Supplemen1ary 1mmun1u11ion ac1ivi1ics arc conduc1ed in nddhion 10 1hc provision of routine 

immuniza1ion sef\ices (\VHO. 2005) and are used 10 reach children who have not been 

vaccina1ed or ha,e no1 developed suffieienl immunily af'lcr previous vaccinations. h can be 

conduc1ed cilher nationally or sub-naiionally in selected areas II also aims al strengthening 

routine in1muniza1ion and 01her child survival intef\•cntions like deworming. vnamin A

supplcmcniation. IN dis1ribu1ion and anti - malarial drugs. 

2.6.3.1 Nntional ln1n1uni1.ntio11 Days (NIDs) 

Na1ional immunization days (NIDs) are mass campaigns during which supplemental doses of 

oral poliovirus vaccine (OPV) are given 10 all children in a country 10 interrupt 1he 

transmission of wild polioviruscs NIDs are one of 1he four critical stra1egies recommended 

by the \Vorld Hcahh Organiution (\VHO) for global poliomyelitis eradication and should be 

conducied in all countries where there is evidence that poliovirus is widespread or ,vhere 

acute flaccid paralysis (AFP) surveillance is unreliable. As of June 1996, 67 countries had 

conducted IDs and 30 were planning to. \VHO recommends that NIDs consist of lWO 

rounds. 4-6 ,veeks apan, during the season of low poliovirus transmission; that each round be 

conducted over as shon a time period as possible; and that OPV be adminis1ered to all 

children <5 years of age, regardless of immuniza1ion s1a1us. NlDs ,verc advoca1ed by 1he Pan 

American Hcahh Organiz.:nion (P AHO) and implcmcn1ed by countries in 1he Americas 

during 1he 1980s Eficc1ive implemen1a1ion of NIDs has led 10 the eradication of ,vild 

polioviruses in the Region of the Americas and progress 10,vard its eradication from several 

countries of other regions Although mosl countries in which polio is endemic have adopted 

ihe \VHO-rccommcnded approach 10 NIDs. some variations exist, largely a result of 

operational limi1a1ions or inadequate resources to procure sufficient vaccine (r-,taureen et al, 

1997) 

To achieve polio eradication, National Immunization Days (N!Ds) are recommended, in 

which all children in 1he 11rgct age, usually under S years, receive OPV during a shon period 

wilh ihe aim of displacing the wild virus from communiliC$ by the mass circulation of the

vaccine virus (Quadxos cl al, 1992) 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



National Immunization Days (NIDs) 1s a special programme of supplemental immunization 

that aims to improve the coverage of polio vaccine nation,vide and panicularly in States 

\\'here the wild poliovirus i s  prc\•alent Although the oral polio vaccine is also pro,·ided 

through RI. the main rationale for the continuing implementation of NIDs is the persistently 

lo\\' CO\lerage of OPV3 in the last few years In Nigeria, "National Immunization Days• 

(NIDs) \\'ere conducted in 1988 with the purpose of promoting public understanding of 

immunization and to increase level of coverage. Again in I 989, the EPI ,vas revised 

including immunization policy, strategies, and schedules "State Immunization Days" (SIDs) 

\\Cre instituted For the period 1990-92, the objective is 10 immunize children up 10 I\VO years 

of age, although the priority target is children below one year (NICS. 2003). 

2.6.3.2 !\'lop up C:1n1p:1ign 

Once polio transmission is reduced only 10 focal areas after rTOs, 'mopping up' operations, 

consisting of door 10 door vaccination are conducted in areas at risk. Focal areas include 

those ,vherc cases have been found over the previous three years, usually in areas with high 

population density and mobility, poor sanitation and low routine immunization. Every case of 

acute naccid paralysis (AFP) is investigated, nnd stool specimens are collected from cases 

and contacts for viral isolation (Quad."<os ct al. 1992) 

As a result of effons embarked on by the Nigerian Government 10 eliminate and cradic!tc 

particular vaccine preventable diseases ,vith panicular attention on achieving the global goal 

of stopping poliovirus transmission and control of deaths due to measles, by 2002, many 

states in the south of igeria ,vere largely polio free (FMOH,2004) The picture today 

however ponray that poliovirus is still present in Nigeria especially in the Nonhem part or 

the country ,vhere some resistance to the uptake of vaccines was recorded for a period of 

time 
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2.6.3.3 Cntch up C11n1pnign

In the measles eradication strategy, initial mass 'catch-up' campaigns. targeting the age group

"here most susceptibles have accumulated ( 1-15 years in the Americas), are used To prevent 

resurgence of measles, programmes must sustain high routine vaccination coverage of 

infants. and conduct periodic supplemental campaigns ,vhen susceptibles (comprising 

unvaccinated persons and vaccine failures) accumulate. Surveillance of suspected measles 

cases "ith laboratory confirmation of cases is another key element of this strategy (de 

Quadxos et al, 1996) 

In on attempt to reduce morbidity and monallty due to measles, Nigeria conducted a measles 

catch-up campaign in 1,vo phases· December 2005 (three zones) and July 2006 (three zones) 

The nonhcn1 zone ,vas selected for the first phase due to high disease burden and relatively 

lol\er measles vaccine coverage The campaign targeted children 9 months to 14 years with 

the objective of providing a second opponunity for children ,vho hod received as well as 

those ,vho missed routine vaccination (Ft-.10H, 2008). 

2.7 Immunization Coverage in Nigeria 

Inadequate levels of immunization against childhood diseases remain o significant public 

health problem in resource-poor areas of Nigeria {Abdulrahccm ct a.1.,2011 ). In 2004, the 

country included hepatitis B and yellow fever vaccines in its national schedule, 

recommending the receipt of three doses of hepatitis Bat binh, at six weeks ofoge, and at 14 

weeks of age ,vhile yello\v fever should be given at nine months of age, along ,vith measles 

vaccine (FGN/NPl, 2004). 

Nigeria like many countries in the African region is making effons 10 strengthen its health 

system in general and routine immunization services in panicular to reduce disease burden 

from vaccine preventable diseases (VPDs). This is against a backdrop of poor routine 

immuniZlltion coverage· 12 7% National Average (NICS, 2003} 

\Vith I population of approximately 140 million, Nigeria remains Africa's most populous 

nation and vaccine preventable diseases account for approximately 22% of child deaths in the 

<:OUntry, amounting to over 200,000 deaths per year The Expanded Programme on

lmmuniz.alion (EPI), rCJpons1ble for routinely delivering lmmuniutlon, started in the late
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1970s In 1990, reponed DPT3 coverage in Infants (<12 months ofoge) reached an estimated

56% During the years follo,ving the global Universal Childhood Immunization efforts 1ha1

culmina1ed in 1990, i1n1nuniza1ion coverage rates in Nigeria declined significan1ly 

Preliminary results of a 2006 national coverage survey reported 36% DPT3 coverage and 

onl)' IS¾ of children fully immunized (aged 12-23 months a1 survey 1ime) The survey 

rcsuhs reveal signific:an1 differences across zones ranging from 0%-40'¼ fully immunized 

children (FtvlOl-l, 2006). 

Despite obvious political ,viii, government efforts and the contribution of in1emational non­

govemmen1al organizations (NGOs) and donor agencies, 1he immunization coverage rates in 

Nigeria arc among 1he lo,vest in 1he world. The 2003 D emographic Health Survey (OHS) 

sho,ved 1hat only 13 perccn1 of children aged 12-23 months received full immunization. In 

addition, Nigeria is one of the last reservoirs of poliovirus and is no,v considered the greatest 

threat to the global eradication of polio (Baba Iola and Adcwuyi, 2005) 

ln\'lCEF estimates of coverage per antigen provide information on only four antigens in 

Nigeria, these are BCG (TB), DPT (Diphtheria, Pcnusis and Tetanus), Polio and tvleasles 

According to UNICEF data, bet,veen 1995 and 2005, BCG coverage in Nigeria ,vitnessed a 

decline from S00/o in 1990 10 42% in 1995 and from 1995 10 2003, lhc coverage oscillated

bet,vecn 43% in 1996 and 600/o in 2003 In 1997, BCG recorded 53% (UNlCEF, 2004). BCG 

coverage be1,vcen 2004 and 2011 experienced a Iii\ but not enough 10 meet the target of at 

least SO'l-� coverage as indicated in EPI policy in Nigeria ,vi1h 65%, 77% and 64% in 

2008,20 IO and 2011 respectively (\VHO, 2012) EPI policy in Nigeria stipulated that by 

2004 no community should have or report cases of Diphtheria in 1he country The resuhs 

shO\\ that the vision is not yet realized In 1990, DPT had 56% coverage, dropped to 31% in 

1995 and 26% in 1996. The peak between 1995 and 2005 ,vas 45% as recorded inl997.

DPT3 re<:orded a coverage range of40% - 69% between 2006 and 201 l\vith 69% in 2010 and

47% in 2011 (\\'HO. 2012) In 1990, Polio coverage ,vas 55%, which dropped to 31.5% in

1995 and bct\\ccn 1996 and 1999 it ridiculously dropped to bct,veen 26% and 19"/o In 2000,
' 

it packed up to 26% and continued to rise up to 45% in 2005 (UNICEF, 2007) OPV3

coverage was 54%, 75% and 73% in 2007, 2010 and 2011 respectively \\lith 1hese results, i t

shoY.S that the country's target of eradicating Polio in Nigeria by the year 200'I, through 95Ya

coverage vision wu not met Measles coverage recorded 54¾ in 1990 and dropped to 44% in

1995 wuh further drop 10 38% in 1996 The peak coverage ,11as 69"/o in 1997, ,vhich later

dropped to 40'/4 in J 998 and 10 35% in I 999 Since 1999, il has not changed over the )'Clf1
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C.l(CCpt in  2004 and 2005 \vhen the coverage further dropped to 32% in 2004 However, 1here

,vas an increase in CO\·eragc of �!CV from 4-1% (2006) 10 64% (2009) and a constant value of

713/o in 2010 and 2011 (\VHO, 2012) 

From the figures above there is a notable trend of a relative increase in coverage of mos1 of 

the considered antigens from 2003 10 2010 ,vhile in oll of the antigens except i\llCV which 

remained constant, a decline in coverage ,vas eKperienced in 2011. 

2.8 Locnl Vnccinntion Cultures 

Public opinions about vaccination include vnricd and deep-seated beliefs, a result of the 

tension be1,veen divergent cultural vie,vpoinis and value systems Several key cultural 

perspectives on vaccination stem from individual rights and public heahh stances toward 

vaccination, various religious standpoints and vaccine objections, and suspicion and mistrust 

of vaccines among different global cultures and communities (USAID, 2010). 

2.8.1 Knowledge nnd Perception about lmmuniz.otion 

It is an established fact that although, many parents have knowledge about the efficacy of 

immunizing their children, culture overrides such kno,vlcdge in some cases (Ojik-utu, 2012) 

A study commissioned by the National Programme on Immunization (NPI) looked 10

examine knowledge, attitude and perceptions regarding vaccination in 11 states in Northern 

igeria The parameters examined included a,vareness of the protective properties of 

vaccines, reasons for acceptance of poliomyelitis immunization, reasons for rejection of polio 

vaccines, and reasons for poor uptake or rejection of immunization in general Based on 

findings, investigators concluded that: the majority of respondents ,vere aware of common 

childhood illnesses and their preventa1ive measures; the attitude of most mothcrslcaregivers 

towards immunization services is positive and relies on the efficacy or the vaccine to protect 

againSt d1swe (Siddiqi, 2006) 
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A study in Pakistan also demonstrated that providing vaccine-related targe1cd education to 

mothers at home i s  an effective and practical strategy to improve childhood immunization

rates in lo,v literacy settings (Owais ct al , 20 I I) 

Kno" ledge about the nun1ber of times a child should receive vaccines for the vaccine­

preventable diseases i s  also a very important factor to consider \\•hen assessing immunization 

compliance Babalola nnd Adewuyi found 1h01 kno,vlcdgc about the number of times a child 

should receive vaccines is generally poor, even among the participants that ,vcrc most 

kno,vlcdgcable about immunization (Babalola and Lawan, 2009). Also, increased kno,vledge 

about imn1unization and belief in the efficacy of vaccines were associated with higher levels 

of imn1unization (Babalola and Olabisi, 2004) 

In general, increased knowledge about immunization and belief in the efficacy of vaccines 

,vere associated ,vith higher levels of immunization. It was also found out that kno,vledge of 

vaccine-preventable diseases is usually higher in 1he urban communities compared to the 

rural communities 

2.8.2 Sources of Information nod Advice 

The popular sources of information on immunization include the electronic media, 

ne,vspapers, health facilities and local sources - IO\VO criers, village heads, religious heads, 

and community exchanges Ho,vcvcr, the prevalence of these sources of information varies 

by community and type of place of residence (rural or urban) In urban communities, 

information on immunization is more often than not received through the electronic media 

and health facilities These nvo sources are considered credible and reliable since they are 

perceived to originate directly from the government in collaboration \vith the United Nations 

agencies (\VHO and UNICEF) believed to be genuinely interested in Lhe health of children 

Rural communities on the other hand make use of sources like: to,vn criers, village heads, 

rehg,ous heads, and community exchanges (Babalola and Aina, 2004) 
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2.8.J Sources of Immunization 

The main sources of immunization a,ailable are public and private health facilities, schools. 

faith clinics or mission houses. and home visitations during the NTDs The patronage of these 

immunization sources by mothers vary by rural and urban locations (Babalola and Olabisi. 

200-I) �!any respondents are discournged from immunizing children because of the lack of 

access 10 health facilities, the perceived (ond real) lack of availability of vaccines, the lack of 

respect and lack of skill from immunization service pro,•iders and long waiting times 

(Fernandez ct al , 2011) 

Nlobilc stratCS)' usually describe trips of more thon one day by district or regional health 

\\Orkers for the purpose of delivering services 10 people living in remote areas. Mobile teams 

may spend severnl days travelling 10 rcoch the people. In Nepal, it can take up to ten days of 

,valking from the district center to reach some villages In general, the cost per vaccination is 

higher ,vhen services arc provided through outreach and mobile strategies than through fixed 

services. because health \\'Orkers spend more time to reach each child and because there are

transportation costs involved However. some people cannot be reached in any other way 

(USAJD, 2003). 

2.8.4 Vnccin11tion Experiences 

Personal experiences ,vith past infection events, or perceived vaccine failures and 

complications, arc known to determine vaccine uptake Cena.in aspects of personal 

experience can significantly impact behaviour - incidence dynamics. For instance, longer 

term memory of past events had a strong stabilizing effect on vaccine coverage. Although it

could either increase or decrease average immunization coverage depending on whether it is 

the memory of past infections or past vaccine failures Public health interventions that focus 

on reminding individuals about their previous infections, as ,veil as communicating facts 

about vaccine efficacy, may be an effective ,vay 10 increase vaccine coverage and prevent 

unexpected drops in coverage (\Veils and Bauch, 2012) 

Both pos,uve and negative expencnccs ,vith children immunization, and especially reactions

10 the vaccines, were of concern when considering immunization Although negative 

e,cpencnccs appear rare, they tend to have serious and sometime., life lhrcatening health 
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implicauons ,vhen they occur Rcpons frorn both urban and rural communiues indicate that 

vaccines arc generally ,veil tolerated in children \Vhile side effects such as fever, tenderness 

and loss of appetite are common after immunization is administered, these usually subside 

"'ithin t\\ o to three days According to some service providers, these minor side effects arc 

actually positive indications that the child is reacting to the antigen os expected (CDC, 2006) 

2.9 Fnctors lnOucnring lmn,unizntion Uptnkc 

� !any studies have looked at factors that affect immunization completion rates. Lo,v parental, 

specifically maternal literacy and knowledge regarding vaccines and immunization schedule, 

poor socioeconomic status, and residence in rural areas arc associated with lo"" immunization 

co,•erage Health pro, ider factors that have been associated ,vith increased immunization 

drop-out rates include parental difficulty of access to healthcare services and inadequate 

supervision of healthcare staff at health faci lities. Retention of proof of immunization by the 

infants' families has been associated ,Yith improved immunization coverage and facilitates 

documentation of vaccination status (Owais et al., 20 I I). 

Partial immuniz.ation coverage against vaccine preventable diseases is a significant public 

health problem especially in rural nreas in Nigeria. Missed opponunities for immunization 

and partial immunization need to be avoided in order to enhance percentage of fully 

immunized children who reach the health facility, especially in rural areas where the 

immunization coverage is below the expected national coverage (minimum 80%). Babalola 

and Ade,vuyi designed a model to identify the determinants of immunization practices The 

innuence of ,vider contexts are mediated through a set of proximate determinants. These arc 

divided into three categories· 

• idcational (or psychosocial factors)

• community factors and

• systemic factors

The ideauonal factors include knowledge about vaccine preventable diseases, knowledge

about what ,·accine do, knowledge about the rclallonship between NIDs and routine 
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implications when they occur Rcpons fron1 both urban and rural communiucs indicate that 

,accincs arc generally ,veil tolerated in children \Vhile side effects such as fever, tenderness 

and loss of appetite are common after immunization is administered, these usually subside 

,vithin t,,o 10 three days According 10 some service providers, these minor side effects are 

actually positive indications that the child is reacting to the antigen as expected (CDC, 2006) 

2.9 Fnctors lnOuenring lmn1unlzntion Uptnke 

t-.lany studies have looked at factors that a!Tcct immunization completion rates. Lo,v parental, 

specifically maternal literacy and knowledge regarding vaccines and immunization schedule, 

poor socioeconomic status, and residence in ruml areas arc associated with lo,v immunization 

coverage Hcahh provider factors that have been associated ,vith increased immunization 

drop-out rates include parental difficulty of access 10 healthcare services and inadequate 

supervision of healthcare staff at health facilities Retention of proof of immunization by the 

infants' families has been associated ,vi1h improved immunization coverage and facilitates 

documentation of vaccination status (Owais et al., 2011 ). 

Panial immunization coverage against vaccine preventable diseases is a significant public 

health problem especially in rural areas in Nigeria Missed opponunities for immunization 

and partial immunization need 10 be avoided in order 10 enhance percentage of fully 

immunized children who reach the heahh facility, especially in rural areas ,vhere the 

immunization coverage is below the expected national coverage (minimum 80%). Babalola 

and Adc,vuyi designed a model to identify the determinants of immunization practices. The 

influence of ,vider contexts are mediated through a sci of proximate determinants These arc 

divided into three categories 

• ideational (or psychosocial factors)

• community factors and

• systemic factors

The idcauonal factors include knowledge about vaccine preventable diseases. knowledge

about what vaccine do, knowledge about the rclauonship between NIDs and routine 
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immunization. perceived vaccine efficacy, specific beliefs about vaccines, self-efficacy to

practice 1n1muniza1ion, discussion about immunization and personal advocacy 1n favour of

immunization 

Community factors include perceptions about the prevalence of immunization practices 

among couples in a community and perceptions about the prevalence of altitudes favourable 

10 immunization among men and ,vomen in the community 

Sys1cn11c factors include those that may influence the uptake of immunization, including use 

of health facilities, perceived accessibility 10 hcahh facilities, perceived availability of 

vaccines, and quality of service al immunization sites (Babalola and Adcwuyi, 2005).

2.9.1 Socio-dcmogrnphic Fnctors 

In general, people ,vho have been through the formal education system and with higher socio­

cconon1ic status had greater a,varcness of immunization activities and benefits and socio· 

economic status ,vas an imponanl predictor of use of immunization services Also, there ,vas 

limited media exposure and access 10 public heahh facilities among lo,ver income residents. 

\Vhen people were exposed 10 child health information through the media, this was associated 

,vith improved immunization practices (Babalola and Adewuyi, 2005) 

The t-.'DHS, 2003 revealed that immunization rate varied with location of residence, mother's 

educational level and household weahh It also revealed that one in four urban children were 

fully immunized compared to one in founeen rural children. About 40% of economicaHy 

advantaged household children were fully immunized as against only 4% of children from 

less advantaged households {NPC, 2004) 

Another study carried out in Turkey revealed that a higher socio-economic s1a1us ,vas 

associated 1vi1h a higher rate of  full vaccination and private vaccination for children under S 

years of age (T opuzoglu ct al , 2003) Brugha and Kcvony, from Ghana found that complete 

immunization status of child ,vas associated 1vi1h mother having given birth to less than live 

children (Brugha and Kevany. 1995) 

Resuh had shown that gender of parents does not significantly atTect 1hcir belief about 

immuniution and their willingness to present children for routine Immunization Ho\\ever,

mantal sta1us, educauon and rchg1on significantly influence such bellcr(Ojikutu, 2012) In 1
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immunization, perceived vaccine efficacy, specific bclicrs about vaccines, selr-efficacy to

practice inimunization, discussion about immunization and personal advocacy 1n favour or

immunization 

Community factors include perceptions about the prevalence of immunization practices 

among couples in a community and perceptions about 1hc prevalence of altitudes favourable 

10 immunization among men and ,vomcn 1n 1hc community 

Sys1cm1c factors include those that may influence the uptnkc or immunization, including use 

of health facilities, perceived accessibility 10 heahh facilities, perceived availability of 

vaccines, and quality or service a, immunization sites (Babalola and Adcwuyi, 2005).

2.9.1 Socio-dcn1ographic Fnctors 

In general. people ,vho have been through the fonnal education sys1en1 and with higher socio· 

economic s1111us had greater 11\vareness of immunization activities and benefits and socio• 

economic status ,vas an imponnnt predictor of use of immunization services Also, there was 

limited media e)(posure and access 10 public heahh facilities among lower income residents. 

\Vhen people were exposed 10 child health information through the media, this was associated 

,vith improved immunization practices (Babalola and Adewuyi, 2005).

The l\'DHS, 2003 revealed that immunization rate varied with location of residence, mother's 

educational level and household wealth It also revealed that one in four urban children were 

fully immunized compared to one in founeen rural children. About 40% or cc.onomically 

advantaged household children were fully immunized as against only 4% of children from 

less advantaged households (NPC, 2004) 

Another study carried out in Turkey revealed that a higher socio-economic status ,vu 

associated ,..-i1h a higher rate or full vaccination and private vaccination for children under S 

years of age (T opuzoglu et al , 2003) Brugha and Kevnny, from Ghana found that complete 

immunization status of child \Yas associated ,vith mother having given birth 10 less than live 

children (Brugha and Kevany, 1995) 

Resuh had shown that gender or parents does not significantly affect their belief about 

immuniuuon end their willingness 10 present children ror routine Immunization Ho\\evtr,
marual status, education end religion ,ignilicantly influence such bellcf(Ojikutu, 2012) In 1
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stud) on determinants of immunization coverage in children nged 12-23 months in urban

slums of LuckoO\\' district, lnd111, it ,vas reported 1hn1 unimmunized s1n1us of the children

,vere associated '' ith lo,v socio-economic status which constrained the poor parents 10 take

their children for repeated visits to complete immunization schedules (Nath ct 111 2007} 

2.9.2 Access to Hcnllh Services and lnfonnntion 

A study to assess the impact of dcccn1ralizn1ion of health services in Uganda revealed that 
. . . . routme 1n1mu01za11on coverage in infants belo,v one yenr for Polio, OPT, Measles and BCO 

,vas high follo,ving the decentralizntion The study found 1ha1 the community members hailed 

the dcccn1raliza1ion of services ns instrumental in improving accessibility 10 health services. 

Hence the existence of decentralized health services could be important in explaining factors 

associated ,vilh immunization coverage in Ka,vempe division (Baluka, 2003). 

Easy access 10 health services is one factor that come out strongly from a study in Nigeria as 

fostering the uptake of immunization. This ,v1is a major reason given by some mothers of 

fully immunized children that facilitated their ability 10 obtain immunization for their 

children h ,vas nlso the regret proffered by some parents of partially immunized children 

who ,vere otherwise motivated to immuniie their children (Babalola and Ade,vuy� 2005). 

In another survey among children under five years of age in Khartoum State Sudan, ii \\'BS

found that children in urban and rural areas differed significantly in their reported vaccination 

coverage. In urban areas, accessibility 10 immunization centers is high compared 10 rural 

areas ,vhcrc amidst the few centers immunization is schedule based ( lbnouf et al., 2007). 

In a related study in a district of Istanbul, Turkey to investigate the reasons for non· 

vaccination and the crfccts of socio-demographic factors on vaccinations, ii ,vas revealed that 

distance from the health centre and internal migration from less developed parts 10 more 

developed pans of the country, \Vere signilicantly related to the level of immunization 

coverage The study also revealed that immunization coverage ,vas associated ,vi1h 

educational 1e,el of the father and the mother (Sebahat and Nadi, 2006) 

-

" 

-­

•• 
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2.9.3 Avnilnbilhy or Equipment nnd Amenities

In a study on health infrastructure and immunization coverage in rural Indio, it ,vas found that 

the a, ailabllity of health tnfras:'Ucturc significantly improved immunization coverage for non 

Polio ,·accincs The study funhcr revealed that larger and better equipped facilities such as 

hospitals and health centres had bigger elTects on immunization coverage The findings of 

this study sug_gest that the nature of health infrastructure: hospitals and health centres play an 

imponant role in  increasing immuniz.ntion coverage (Dauir ct nl.,2005) 

t\ study conducted in rural Nigeria indicated that most of the study communities nre served 

by health facilities characterized by inadequate infrastructural amenities Service providers in 

most of the study con1munities oncn ,,•ork under very challenging conditions, Interruption of 

po,ver supply i s  frequent and many health facilities do not have refrigerators 10 store 

vaccines. This. in tum, alTects the availability of vaccines and may discourage mothers that 

arc 01hen,1se ,villlng 10 immunize their children (Babalola and Adewuyi, 2005), 

2.9.4 Avnilnbility or Vnccinc.s 

Vaccines may not be readily available due 10· lack of supply, failure of the healthcare system, 

social barriers - hard-to-reach groups can result from cultural, language, ethnic, or 

geographic circumstances (\VHO. 2011) 

Prior 10 2003, there ,vas shortage of vaccines in Nigeria due to late or non - release of funds 

for procurement (Battersby, 2001) In 2003. UNICEF assumed the duty of international 

procurement 10 provide adequate vaccines in the country, in 2004 logistic and vaccine 

security officers were introduced into the system Despite these, vaccines ,vcre only available 

in Abuja while states and LGAs lack necessary supply due to cumbersome and impractical 

procedures (WHO, 2005) 

The availability of vaccines when needed is a factor that can help to sustain the interest of 

parents 10 obtaining immunization for their infants For routine immunization, in panicular, 

the consistency of availability of vaccine is of prime importance. Indeed, one imponant 

C'J(pectacion of parents regarding immunization is that the vaccines arc available ,vhen 

needed Vac.c:inat1on coverage problems largely rcncc1 interoctions bct,vccn supply and 
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demand l'\lothers are put oO'by \\'lllking long distances only to find no vaccines available, or 

by being berated by frontline ,vorkers for late or missed appointments (KJ1mara. 2005) 

2.9.5 PcrcciYed cfficncy or Vnccines 

If parents do not perceive vaccine-preventable diseases ns severe enough to ,varrant 

preventive action or if they do not perceive any panicular benefit 10 their child's health from 

vnccination, then the>· ,viii more likely not complete immunization/vaccinotion doses for their 

children or oppose any hl\v or policy that mandates such behavior �1ojoyinola nnd Olaleye, 

2012) 

�!others ,vho had negative auitude about health facility were 1,vo times more likely to have 

defaulter children than mothers '"ho had positive anitude Similar finding ,vas obtained from 

another study ,vhich showed 1h01 the barriers of completion of child immunization ,vere poor 

kno,vlcdgc, oui1ude and perception of health facility suppon (Coreil et al, 1989) 

This study sho,vcd that parental belief about immunization safety is the major reason for 

incomplete immunization among Nigerian children (Abdulrabeem et al., 2011). 

Public health literature abounds ,vith theoretical reflections and empirical evidence in suppon 

of the imponant role of the perceived efficacy of a prescribed behaviour in the adoption of 

the behaviour. People are more likely to adopt a practice if they believe that the practice is 

effective in preventing the relevant undesired outcomes In general data showed that the 

belief that immunization protects the child against diseases ,vas an important factor 1h11 made 

parents to practice immunization. Furthermore, the data revealed a difference in perceptions 

about the efficacy o f  vaccines between the parents of fully immunized children and those of 

panially and never-immunized children. For example in Bomo State Nige.ria, while parents of 

fully immunized children felt that the vaccines ,vere effective, the parents of partially or 

ne\·et immunized generally doubted its efficacy (Babalola and Adcwuy� 2005). 
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2.9.6 Pro\'hler Rllitudcs and conipctcncc

The \\·ay immunization providers relate 10 their clients may either encourage or discourage

the loner from patronizing the services The study revealed a lack of consensus on the pan of 

the panicipants about provider a11i1udes \Vhilc some believed that the providers generally 

demonsin11ed good interpersonal rclauons tO\v,irds their clients, others were of the opinion 

that provider a11i1udes leave a lot to be desired. Of note howe\•er, is the finding that many 

groups of parcms of paniall)' and nevcr-immunlz.ed children complained about the poor 

auiludcs of provider 

2.9. 7 Soci�I Support nnd Network 

Strong social demand for vaccination is manifested in group clinic auendance, social 

net\\Orking and singing Yet some poorer, immigrant mothers feel excluded (Kamara, 2005)

A study on Reasons for incomplete vaccination and factors for missed opponuni1ies among 

rural 'igeria.n children found that maternal reasons for missed opponunilies included 

sickness, social engagement. traveling. long distance \valking, and complications from 

previous injections (Abdulraheem cl al., 201 1 ). 

A study on auendance at National Immunization days and routine immunization involving 

mothers and fathers in Uganda revealed in terms of social influence that, \Yhilc it \Vas the 

\\•oman \Yho decides the issue of routine immunization, the man ,vas regarded as the one who 

makes the very impor1an1 decision nol to immunize in exceptional situation when 

immunization strengthens disease The authors recommend the involvement of men and 

Y,omen in health education/promotion activities for immunization (Nuwaha et al, 2001) 

There is a general reasoning that lack of suppon from the community and family members 

may constitute an obstacle 10 the uptake of child immunization. For example, male and 

female opinion leaders in Lagos State contended that where suppon for immunization is 

obvious. mothers enjoy and derive full satisfaction from panicipating in immunization 

activities In the absence of such suppon, ,vomen are likely to treat the issues of 

immun,z.auon with levity This altitude may favour high dropout rates. It is therefore

important for the entire community 10 play very active role in child Immunization 10 ensure 1

VCf) high coverage for 111 antigens 
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The data also suggest that support from the fan1ily level is equally crucial Extended family

members, grandniothers, heads of households arc quite influential on issues that affect the

health of children For this reason they need to be educated and informed on the main issues

surrounding childhood killer-diseases (Babalola and Ade,,'llyi, 2005). 

2.9.8 i:\lyths and Run1ours

Public tn1st is essential in pron1oting public health Such trust plays an imponnnt role in the 

public's compliance ,,•ith public hcnlth interventions, especially compliance ,vith vaccination 

programmes, ,vhich target mainly healthy people \Vhcrc public trust is eroded, rumours can 

spread and this can lead 10 rejection of health interventions In northern Nigeria in 2003, the 

political and religious lc11ders of Kano, Zamfnm, and Kaduna states brought the immunization 

can1paign to n halt by calling on parents not 10 allow their children 10 be immunized. These 

leaders argued that the vaccine could be contaminated ,vith anti-fcnility agents (cstradiol 

hormone), HIV, and cancerous agents (Jegede, 2007). 

Bablola and Aina in a Nigerian study found that Ignorance and suspicion (based primarily on 

rumours) arc factors found to hinder immunization, across the study states (although this 

appeared more pronounced in the northern states} 

There ,vas a poor anitude 10,vards polio immunization among respondents ,vho believe that it 

contains anti-fertility agents; decision-making on immunization of a child lies predominantly 

on the father: and, if polio vaccination ,vas rejected it ,vas because of rumours, frequency of 

rounds, non-payment of charges, and the priority accorded 10 it in preference to more severe 

diseases (Siddiqi, 2006) 

In urban Enugu State, a mother in the partially immunized group said she did not immunize 

her child because she was afraid the child could lose the use of his hand or leg if given 

complete immunization dosage. This ,vas a view she derived from casual conversation ,vith 

other women in the neighbourhood In many cases, negative rumours peddled around 
concerning immunization led 10 many parents making decisions to avoid the practice For 

example, there nre rumours that certain vaccines (especially the oral polio) could cause 

paralysis ,n children hence, many parents avoid them In Kono and Jigawa States, rural Lagos 

Stale (a predominantly Muslim community), and some parts of Maiduguri, rumour had it that

oral polio vaccine was intended 10 reduce fcnility among Muslim communitiCJ 1 lcncc, most
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:-.1uslim religious lenders and f; h . . • at crs are in the forefront of the battle against oral poho
vaccine for infants in these communi1ies (Babalola and Ln\,,an, 2009),

\\'ri11ng-off n1mours as ille 't · · 81 1matc m1sconccp11ons. or at 1cmp11ng 10 vanquish them through 
educa1ion \Viii be ineffect '1ve unlc th · · 

I d · · I d 
· ' ss cir roo1 causes 1n cul1uro an pohuca ynam1cs are 

understood and addressed (Kamara 200S) 

In addition to the factors mentioned above, s1akeholders and panner agencies ,,,orking in the 

field of imn1uniia1ion repon that 1he six mos1 imponont ncga1ive factors to rou1ine 

immuniia1ion services are 

• insufficient O\\'llCrship by states, LGAs nnd communities

• lack of commitment by all tiers of Govcrnmen1. panicularly the state and LGA

11u1hori1ics

• lack of year-round av11ilabili1y of all vaccines a, heahh racility level

• lack of monthly imprest account to suppon operational costs

• lack of planned supervision and feedback

• lack of da1a-driven monitoring

• lo,v staff mo1iva1ion, especially for conducting outreach service

(Ho,vever, an outreach is expensive and 1rying to do it wi1hou1 putting in place all the 

necessary immuniza1ion and Pl-IC service management and infra-s1ructurc ,viii be a waste of 

resources). 

In summary. much as the li1er111ure reveals several fac1ors affecting immuniu11ion coverage in 

children aged 1210 18 months, the main demographic and socio-economic factors associated 

"rith vaccine coverage arc distance from heahh cen1re facility, family migra1ions, place of 

deli"cry. the role of the mass media, availability of heahh infrastructure or facilities, mother's 

education, age, knowledge, attitudes, ,vcathcr conditions, decentralized health services and 

communny ,,varcncss (Dataringaya, 20 I 0)

.., . ··-

. . .. ,

• 
• ,...,, I •' �f\ 
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3. I Study Arcn 

CIIAPTER THREE 

�I ETI IOOOLOGY 

Odeda Local Government Area (LGA) is one of the 20 LGAs in Ogun s1111e. The LGA is 

bounded b)' Abeokuta South and Obafemi-Owodc Local Government Areas in the Sou1h, 

Oyo Siate in the onh nnd East and by Abcokuta North LGA in the \Vest Its headquaners, 

Odeda 10,vn lies to the Nonh of Abcokuto.. about 25 kilometers along Abeokuta - Ibadan 

road The LG,\ has an cxtcnsh·c landmass ,vith savannah vegetation mixed ,vith forest, There 

arc about 25 semi-urban settlements and 860 hamlets that arc divided into 3 geopolitical 

zones ofOdeda, llugun and Opcji The LGA is funhcr divided into 10 ,vards, namely, Odeda, 

Obantoko. llugun, Alabata, Olodo, ltesi, Obete, Opeji, Alagbagba and Osiclc 

The LGA has an estimated population of 120,646 in 2009 by extrapolation of2006 National 

population census data The people are predominantly Yorubas and mainly farmers People of 

other tribes such as the Hausas, lbos, Efiks, Jgcde (from Benue State) and a few Jgbos are 

found engaged in commercial and farmrng activities. The major religions of the people 

include Christianity, Islam and African traditional religion The LGA is a semi - urban area. 

Their major means of transport include cars, motorcycles, bicycles and foot. 

The LGA has 24 health facilities ,vhich comprise of I Secondary health facility located at the 

headquaners and 23 Primary health facili1ies (PHC) spread across the 10 wards. The PHC 

facilities arc being run by qualified mid-wives and community health ,vorkcrs (CHE\Vs and 

CHOs) '"ho arc aU supervised by a �ledical Officer of Health (MOH), There exist private 

clinics and maternity centers in the LGA Immunization services are provided in all the PHC 

facilities once a ,veek (usually every Tuesday) 

A typical immunization session starts at Sn.m. till around I :30p.m depending on the 

availabiluy of vaccines and tum ou1 of mothers with their children The session starts \\1th 

health talk followed by weighing or the children and food demonstration session where 

mothers arc taught how to prepare cheap and nourishing food for the proper gro\\1h and

development of their children All available vaccines arc then administered follo,ving the
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n31tonal schedule (Appendix I) and the date and name of such vaccines recorded 1n the

children's health card 

J.2 Study Dt.$ign

The study ,,•as a community based cross -sectional descriptive survey 

3.3 Unil of enquiry 

� lot her/care giver of children between 12 - 23 mon1hs old by commencement of survey. 

3.-1 Eligibility 

To be eligible for this survey, mother/care giver ,vere required to have a child between 1 2  -

23 months old by commencement of survey, give consent and live in Odeda LGA. In the 

presence of t\\'O eligible children to a caregiver, the younger child is chosen. 

3.5 Snmple site detern1inntion 

Using the sample size calculation method in the \VHO Immunization Coverage Cluster 

Survey Reference f\1anual (\VHO, 200S), it is taken th3t immunization coverage in Odeda 

LGA is 80% (800/4 coverage is the goal for every community in Nigeria to confer herd 

immunity for polio), the desired precision is ±5% \Yith 9S% confidence interval, and 30

clusters ,viii be surveyed UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



national Schcdule (Appcndi:\ I) and the da1e and name of such vaccines recorded 1n the

children's health card 

J.2 Study Dtsign

The study ,vas n community based cross - sectional descriptive survey 

3.3 Unit of enquiry 

� lot her/care giver of children between 12 -23 months old by commencement of survey 

3.-1 Eligibility 

To be eligible for this survey, mother/care giver ,vcre required to have a child bet,veen 12 -

23 months old by comn,enccmcnl of survey, give consent and ljve in Odeda LGA. Jn the 

presence of1,vo eligible children 10 a caregiver. the younger child is chosen. 

3.5 Snmplc size determinntion 

Using the sample size calculation method in the \VHO Immunization Coverage Cluster 

Survey Reference �1anulli (\VHO, 200S), i1 is taken that immunization coverage in Odcda 

LGA is 80% (80% coverage is the goal for every community in Nigeria 10 confer herd 

immunity for polio), the desired precision is :S% \\�th 95% confidence interval, and 30 

clusters ,viii be surveyed UNIV
ERSITY O
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!
Equation ror snn1plc siz, determination: 

- l>,1inimum total number or children to be sampled 

OE 

Cl 

Fora 

p 

"' design efTett = 2 

a Significance level• 5%. o 05 

"' 0.05, Z 1-ol2 • 1.96 

"' Expected coverage • 80% • o s 

Confidence lntervol is :l:5% (d •0.05) 

n,,.n 2 " ( I 96)i " 0.8 " (I -0.8) 

(0.05) 

n_ 1 229312 
0.0025 

nm1n -= 49 I. 7248::: 492 

492 is the minimum number of children to be surveyed 

• 

3.6 Snrnpling Technique 

DE>< Z1

1..n ><p><(l-p) 

d' 

Using the standardized WHO cluster sampling technique, 17 children aged 12-23 months old 
,,ere selected ln each of the 30 clusters to give a total of 510 children from the LGA 
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3.6.1 ldtntific:11ion of clusttn 

The identification and sclcc1ion of clus1ers involved iden1ifying 1hc natural <llustcrs of

commun111cs in the LGA The sampling frame consists of 1he ten ,vards in the LGA listed in

alphabetical order 1oge1her \\ilh their population sizes The cluster probability sampling 

technique ,vas employed in selec1ins 30 clusters from the 10 ,vards of the LGA follo,ving 1hc 
procedure in the \VHO reference manual for immuniza1ion co,•erage, The eslima1ed 101al 
populatton of the LGA \\'3$ 120,646.

• 

The follo,ving s1cps ,vcre 1akcn· 

I An alphabe1ical lis1 of all the wards in the LGA ,vi1h 1hc available popula1ion of each 
,vard ,vas made 

2 A cumula1ive frequency popula1ion size of each \\,ard ,vas calculated and recorded 

3 A sampling inlel'Vlll ,,ras calculated 10 obtain 4,022.

SA�lPLu'IC l1'1TERVAL = Tornl populn1ion or the 1,GA .. 120.646 • 4,021.53

Number or clusters 

Snn1pling inten•nl == 4,022

30 

4 A random number (3632) less than 1he sampling in1erval bu1 ,vilh same number of 

digits ,vas obtained using a table of random numbers 

S The firsl cluslcr (Cluster l) ,vas iden1ified by localing the random number in the 

cumula1ive popula1ion 
6 The sampling interval was 1hcn scquenlially added to 1he random number and the 

running total of the random number plus sampling in1erval to iden1ify subsequcn1 

clus1ers i.e. 

Cluster I populnrion .. random number 

Cluster 2 population= random number+ sampling in1crval 

Cluster 3 population a Clus1cr 2 popula1ion + sampling in1erval 

Cluster 4 populntion • Cluster 3 popula1ion + sampling interval, c1c 
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A list of selected clusters is shO\\TI in table 1 belO\\ 

Tnblr I: CLUSTER SELECTION TABLE 

I 
TOTAL 

CU�l�t ULATIVE 

\\ARDS TOT1\L 
POPULA TlON 

POPULATION 

ALA DATA I 0, 124 l 0, 124

AL\GBAGBA 12,105 22,229 

ILt:GUN 14,005 36,234 

ITESI 11,408 47,642 

OBANTOKO 16,005 63,647 

OBETE 7,336 70,983 

ODEDA 18.940 89,923 

OLODO 13,219 103,142 

OPEJI 7,721 110,863 

OSIELE 9.783 120,646 

TOTAL 120,646 

SAr-1 PLE INTER\/ AL • 120,646 = 4,021.53 :: 4,022

30 

Scltction or Rnndon1 N11n1bcr: 

Righi Direction 

(0- 9) Col. • 5 3,632 

(01 -25) Ro\V • 17

CLUSTER 

NU�lDERS 

I, 2 

3,4, 5 

6, 7, 8, 9 

10, 11 

12, 13, 14, IS 

16, 17 

18, 19,20,21,22 

23,24,25 

26,27 

28, 29, 30 
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• Informed LGA s1affs assisted ,�uh community 

I 

II) of the LGA \\'hich had dcuulcd infonnati 

/area idcn11fica11on using the map (Appendi, 

on about \\'3rd distinct boundaries A list of 

s study is presented in table 2 below \\ards. clusters and community/areas u�cd in 1h1 

Table 2: LIST OF \\'ARDS, CLUSTI RS A1'D TRE COi\l�IUNln'/AR£A 

\\ARDS CLUSTER COi\li\lUNtn• \VAROS CLUSTER CO:\L\IUNJn' 

NU:\IBER /AREA N�IBER /AREA 

,\L,\BATA I l Omitogun OBETE 16 Obetc 

') 
- Ogunmola 17 Onilete 

Al.,\CBACBA 3 Owu ODEDA 18 Bada ldera 

4 \Vasimi 19 Ode Egba 

5 Akinlolu 20 Odcda 

ILUGUN 
Olokemeji 6 

Bale 
21 

Ogunbayo 

1 llugun 22 AJ.."Uisi 

s Olofin OLODO 23 Adepegba 

9 Onirekc 24 Bagben 

ITESI 10 Aderupoko 25 Samda 

11 Tobi! OPEJI 26 Lamloko 

ODANTOKO 
Arokojc 12 

Bode 
27 

Olude 

13 Elewcran OSIBLE 28 ldera 

14 Obantoko 29 Osiclc 

IS La kiri 30 Apakila UNIV
ERSITY O
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J.6.2 Selection or households to be sun•cycd

Selecuon of household may vary depending on the nature of the d\\ellings, whether they are 

single or  mul1ifam1ly. scauercd or  clustered 

• Single Family Dwellings

Once in the identified community, the stlliting household \V8S selected by identifying 

a central location, choosing a random direction 10 follow, counting all the houses in 

that direction and selecting a random number be1,veen I and the total number or 

houses Second household to be visited \vas the one nearest 10 the first, this i s  defined 

as the household reachable 10 the shonest time on foot from the first household 

Subsequent households were then similarly located till 17 respondents \\'Ith eligible 

children were visited in the reference cluster 

• t-. lulti - family Dwellings

I lcrc, more than one family live in a single house, such as apartment blocks. After

randomly choosing a block, a floor ,vas chosen 01 random and the households on that

floor numbered. The first household wus then randomly selected. Second household

visited ,vas the door nearest to the first till all households on the floor ,vere visited. A

direction (up or do,vn) \VOS then randomly chosen to locate the next floor \Yhere all

the households ,viii be visited as ,vns done on the initial floor. After the ,vhole

building had been visited, the nearest building to the just completed one is chosen

next (\VHO. 2005)

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



l.7 Dntn collcc1ion instrun1cn1 

The Study instrument ,vas a semi structured qucstionnnire {Appendix Tll) Almost all 1hc 

questions '"ere closed ended "ith just a few open ended questions The questionnaire ,,-as

1ranslated to Yoruba and back translB.ted to English to ensure consistency in meaning The 

quesuonnaire ,vas divided into the following sections 

Section A Demography. ,vith information about sex and date of binh of child, educa1ional 

status and marital status of mother and so on 

Section B Kno,vledge about immunization, this had 10 do \\ith mother/caregivers level of 

kno,, ledge about immunization, source of information, observance of side clfect aficr 

immunization and so on 

Section C Immunization s1a1us of child, dealt ,vith status of child's routine immunization 

considering all 8 antigens (BCG, OPV, DPT, HBV, �!easies and Yello,v fever) with number 

of times each vaccine was given, age at which immunization was given, source of 

information {from card or recall by care giver) and source of immunization {the PHC facility, 

outreach or private hospital) 

Section D Reason for incomplete/no immunization, this sect.ion listed possible reasons for 

non-compliance ,vith in1munization schedule from which respondents ,verc to pick the most 

applicable options and had the space to indicate any other reason that was not listed. 
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J.8 \'nrinble definition 

Full) immunized child: is a child under one year old v,ho had received a dose of BCG 

(wt1h1n the first t\\-O \\eeks of life). three doses each of OPV, DPT, HBV and one dose each

of measles and ycllo,\ fever vaccines verified by card and recall 

Pnnially immunized child: is a child ,vho received at least one of the recommended 

vaccines 1rrespecuvc of time taken but was not exposed 10 all antigens before one year of age 

• 

Non - in1n1unized child: is a child that did not receive any immunization at all 

Drop - out rate: is the rate difference between the first and the last dose or the rate 

difference bet,veen the initial vaccine and the last vaccine calculated as follo\vs· 

Drop- out rate between BCG�1easles is calculated as 

ffiCG -�!easies) coverngc X 100 

13CG coverage 

Drop - out rate bc1,veen OPT1/0PT3 is given as 

(OPTl - OPT)) coverage X 100 

OPT I coverage 
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3.9 Dn111 collection 

The process of data collection involved the principal· investigator and four trained research 

assistants 10 assist ,vith data collection There 1vere 11\'0 moles and two females trained for 

one day by the principal investigator on in1ponan1 nspects of the questionnaire such as the 

cluster number, date of interview, availability of card and very imponantly, calculation of 

acceptable binh range The earliest acceptable birth dnte is date obtained l-y subtracting 24

months from intervic1v date while subtracting 12 months from interview date gave the latest 

acceptable binh date They were also trained on the imponance of explaining the purpose of 
the study to the respondents to facilitate obtaining informed oral consent from them before 
they ,vcre interviewed 

3.10 Appro1•nl for Study 

Approval for the study 11'8s obtained from the officer-in-charge of the heahh facility and 
Director of the Local Government Primary Health Care Depanmcnt. Panicipation was 
voluntary and each respondent received detailed information on the purpose of the study 

• 

follo1ving 1vhich informed consent \\1BS obtained from panicipants before questionnaires were 
administered. They ,ve�e assured that their responses will be kept confidcotiaL Serial number 
1vas used and name was made optional Overall, confidentiality was maintained 

3.11 Dain mnnngcmcnt and nnnlysis 

The data was collected, cleaned and analyzed using s1atis1ical package for social sciences

(SPSS) version 15. frequencies and proportions 1vcre used to summarize variables of interest

Ch, squtre test was used to test for association at 5% Logistic regression analysis 1vas used

10 assess significant variables and the model filled to evaluate predictors of immunization

statu5 of child 

K I d • 7 pol.nt rating scale wns used to assess respondents' knowledge about
no\\ t ge score: 

- Q •11001 13 15 and 16 were used 10 assess knowledge about lmmun1utlon1mmun1za11on uc. , 
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3.9 Data collcclion 

The process of data collection involved the principal.investigator and four trained research

assiSlants to assist ,,ith data collcc1ion There ,vere 1wo males and 1wo females trained for 

one day by the principal investigator on imponant aspects of the queS1ionnaire such as the 

cluster number. date of interview, availability of card and very imponantly, calculation of 

acceptable binh range The earliest acceptable birth dote is date obtained l•y subtracting 24 

months from intervie\\• date while subtracting 12 months from intervie1, date gave the latest 
acceptable binh date They were also trained on the imponance of explaining the purpose of 
the study to the respondents 10 facilitate obtaining informed oral consent from them before 
they ,vcrc intcrvic,\'ed 

3.10 Approvnl for Study 

Approwl for the study 11-as obtained from the officer-in-charge of rhc health facility and 
Director of the Local Government Primary Health Care Dcpanmcnt. Participation ,vas 
voluntary and each respondent received detailed information on the purpose of the study 

-

follo,ving ,vhich informed consent ,vas obtained from panicipants before questionnaires ,verc 
administered. They 111ere assured that their responses ,viii be kept confidential. Serial number 
,vas used and name ,vas made optional Overall, confidentiality 1vas maintained 

3. I I Data mnnngen1cnl nnd  :innlysis

The data was collected, cleaned and analyzed using statistical package for social sciences

(SPSS) vctsion Is. frequencies and proponions ,vcrc used to summarize variables of interest

Chi square test was used 10 test for association at 5% Logistic regression analysis ,vas used

10 a.ssess significant variables and the model filled 10 evaluate predictors of immunization

slllus of child 

K I d 7 po·,nt rating scale ,vas used to assess respondents' knowledge aboutnow , · ge score: a 

- - Q t ·ions 13 I 5 and 16 ,vcrc u5cd to 11,,c,s knowledge about lmmun11alion1mmun11..111on ucs 
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Corrcc1 response 10 qucs11ons on defini1ion (qucs1ion J 3) and the reason for immunizn1ion

(ques1ion IS) auracted 2 marks each ,vhilc an incorrccl response a11rac1ed O Also, corrcd 

response 10 examples of diseases thn1 can be prevented by immunization (question 16)

aurnctcd a maximum of 3 ,vhilc an incorrcc1 response attracted O. This gave a maximum 

score of 7 The mcnn knowledge score was S I :.t 2 I Respondents with overall score of S or

more "ere classified as having adequate knowledge and those that scored less than S ns

having inadequate kno,\lledge about immunization 

Kno,, ledge of cxnrnplc of vnccinc prc,•cnlnblc disrnscs: n rcsponden1 that could 

spontaneously and corrcctly name 5 - 6 and 3 - 4 vaccine preventable diseases ,verc 

considered 10 have good and fair kno,vledge about immuniution respectively ,vhilc those 

that could name at n1os1 2 "ere considered ns having poor knowledge 

3.12 Limitations 

This study used the modified cluster sampling method which is an example of probability 

sampling, it is therefore faced ,vith the issue of exis1ence of a sampling error \\'here there is 

an assumption that clusters arc similnr to one another, and the variability across the t.otal 

popula1ion ,s reflected in the clusters This assumption is however not always true. 
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CHAPTER FOUR 

RESULTS 

�.I OE�IOGR,\PIIIC CIIARJ\Cl'EIUSTICS 

·I. I. I Dc:n1ogrn11hlc Chnrnctrrlstics or respondents

t\ tOtlll of 510 respondents were lntcrvic,vcd in this study lto,�ever, only 508 provided 

complete response giving ll response rote of 99.61/o All respondents were mothers, with a 

me11n a.so of28.8 ± S 4 yenrs 

�lost (S8 2°-•) of the mothers ,vcrc 1n11rned, whllo 6 7% were single and S.1% previously 

married (scp111111cd. divorced, or ,,idowcd) l\lorc thl\11 half (68%) of the mothers had formal 

cduc:•tion ,,•ilh 33 9'o and 25 4�o ha,•ing primary and secondary education respectively 

Ho,vcvcr, onl} S �� of the mothers obtained tcniary education Mother, that were working 

"�re more (57 J,..) than those that ,vere not \\'Orking (42 7o/o) More (S9.3%) of the mothers 

practiced Christianity ,vi1h 39.4% �1uslims and 1.3% practicing other religions Majority 

(76 6%) of the fathers ,,ere Yorubas, 10.4% ,vere lbos and 4.1% were Hausas, the remaining 

s 9'� came from other tribes such as lgede, Fulanis etc. Table 3 sho\l,'S the demographic 

characteristics of respondents 
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CIIAPTER FOUR 

RESULTS 

4.1 DEi\lOGRi\J>IIIC CIIARi\Cl'ElllSTICS 

4.1. I Dcn1ogrnphlc Cl111rnctcrlstks or rcs11ondcnu 

A tOtBI of SI O respondents ,,.,ere Interviewed In this study lfowcver, only 508 provided 

complete response gi\'lng n response r11te or 99 6% All respondents were n1others, ,vith a 

n,can 11ge of 28 8 ± S 4 years 

�1ost (88 2�o) of the mothers \\'ere married, while 6.1°/4 ,verc single and S 1% previously 

married (separnted, divorced, or ,,idowed) r-.·tore than half (68%) or the mothers had formal 

education \\ith 33 �. and 25 4% having primary and secondary education rcspcc11vely 

Ho\\C\'er, only 8 7�. of the mothers obtained tcniary education Mothers that were working 

\\'CTC more (57 3%) than those that ,vere not \\'Orking {42 7%) More (59.3%) of the mothers 

practiced Chnstianity ,vith 39.4% l'>luslims and 1.3% practicing other religions Majority 

(76.6��) of the fathers '"ere Yorubas, 10.4% ,vere lbos and 4 1% ,vere Hausas, the remaining 

8 9'o came from other tribes such as lgcde, Fulanis etc Table 3 shows the demographic 

characteristics of respondents 
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TAO LE 3: DE"IOGRAl'IIIC CIIAR,\CTERISTICS 01� RESl'ONOE1''TS 

Ch�rnctcrhtk, fn:qucnc) 1'1•�08 1'crccntat:t1 (%) 
\\\other\ ;l\�rhal StQtus 
NC\cr 111:imcd hm11lc) )4 (6 7) 
"tnrncd 448 (88 2) 
Pre, toush mnmcd 

26 (5 I) (di\ orccdlscp.1r.11ro!" idol\ cdl 

Ai:c or ;llothcr (�curi) 
< 19 ll (2 4) 

20-24 81 ( 1.5 9) 

2.S-29 170 ())) 

J0-34 127 (2S 0) 

)5 39 ss (10 8) 

40-44 32 (6 )) 

>4S JI (6.1) 

\\lothcr'i Educ11lonml wet 
not cdllC;ltC'd 16) (32 t) 

Pnnu� 172 ()).9) 

Scco� 129 (2S 3) 

posl ·SCCO� 44 (8 7) 

11\othcr's Emplo�men1 Status 
291 (S7.3) 

\\'orl.lns 
217 (42 7) 

Not \\Orlung 

Religion or rather 
294 (57 9) 

Christ=I� 
205 (40 4) 

lsbm 
9 (I 7) Tradlu01131 and olhcn 

Rdi,;on or mother 
JOI (59,3) 

CluUIWU� 200 ()9 4) 
ubm 

(I 3) 7 
Tr3dluoml and otllcn 

T ribt or rather 
389 (766) 

Yoruba SJ (10 4) 
Ibo 21 (4 \) 
Ham 

45 (8 9) 

01:bcn 
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T,\OLC 3: DEi\lOGRAl'IIIC CIIARACTERISTICS OF nESl'ONOE�TS 

Chun.,c1crh1k, 
.\lo1hcr'� :',\QrhQI Status 
NC\ er m.,mcd (smalc) 
i\lnrricd 
Ptc\ IOUSI� mnmcd 
(d1\ orccd scp,.1ro1cdf11 id011cdl 

Aile or :ll01hcr (�CQo)

< 1\1 

20-2�

2S-29 

)0 )4 

lS-39 

> 4S
-

i\lothcr'� Educ111lonal �·cl 
nOI cduc;itcd 
Pnmll'.) 
� 

posl-SCC'O� 
�\other's Emplo� mcnt Statu, 
\\'or\Jng 
11:ot 11or1Jng 
Rfliglon or r11bc.r 
ChnstUnll) 
hbm 
Tradluorw and others

Rdii;on or mother 
ChnstiJIU� 
IJbm 

T r311Juoml and Olhers 

T ribc of r iilll'r 
Yoruba 
Ibo 
Hmu 

Oe,:n 

Frequent) l'i•508 

12 

81 

170 

127 

ss 

)2 

31 

163 
172 

129 

�4 

291 

217 

29t 

20S 
9 

301 
200 

7 

389 
Sl 
21 

4S 

(6 7) 
(88 2) 

(S I) 

(2 4) 

(ll9) 

())) 

(lS 0) 

(10.8) 

(6 )) 

(6 I) 

(32 I) 
(33.9) 
(2Sl) 
(S.7) 

(S7.3) 
(42 7) 

(S7 9) 
(40 4) 

(I 7)

(S9.J) 
(39 4) 

(I l) 

(76.6) 
(10 �, 
(4 I) 

(8 9) 
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4.1.2 Oemogrnphir Chnrac1,ris1ics of Children

The mean age of children ,vas 17 9 ± 3 9 monihs There \\ere slightly more (SO 8%) females

than males (49 2%) Table 4 sho,vs the demographic characteristics of the children 

TABLE 4: DE�lOGRr\PIIIC CIIARACTERISTICS OF CIIILDREN 

Chnrncterisiics 

Age or child (n1onths) 
12 - IS 
19- 24

Sex 

�talc 

Female 

Frequency N • SOS rcrccntngc (%) 

272 (53 5) 

236 (465) 

250 (49.2) 

258 (50.8) 
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4.1.2 Drmogrnphic Chnract,ristkJ of Children

The mean age of children \\a$ 17 9:: 3 9 monihs There \\Crc slightly more (SO 8%) females

than n1alcs ( 49 2%). Table 4 sho,vs the demographic characteristics of the children 

TABLE 4: DE�lOGRAPIIIC CIIARACTERISTICS OF CHILDREN 

Chn rnctcrist ics 

Age of child (months) 
12 - 18 

19-24

Sex 
�late 
Female 

Frequency N • 508 Pcrccntngc (%) 

272 (53.5) 

236 (46 5) 

2S0 (49.2) 

258 {50.8) 
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4.2 ln1n1unizntion co,•crnge by antigen type for children under 12 n1on1hs old

Co\'crayc ra1es for rou1ine immunizn1ion in children less ihnn 12 mon1hs of age revealed

BCG coverage of 75 4%, DPT! (54 4%), DPT2 (47.1%) and DPT3 coverage of 45.2%.

DPTI DPTJ drop - ou1 rn1c obscr\'ed was 16 9% OP\13 nnd HB\13 had been received by

42.5% and 35 6% rcspec1ivcly �1easles coverage ,vos 65. 7% and Yello,v Fever vaccine had

been received by 63. 8% {Figure 4)

BCG !easies drop - out ra1c of24 1% ,vos observed while DPTI/DPTJ drop- out rote ,vas

16 9% BCG/DPTI recorded n drop - ou1 nuc of27.8% 
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Immunization Coverage by Antigen Type 

80 75.4 

10 67 .1 6S.7 63.8 

- - -
.. 60 54.4 - 52.2 

I
47,1 .. so 45.2 

I • 44.2

s 
• 42.S 

• • 
39,5 

., �o 
-

35.6 
... 

30 

lO 

10 

0 
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Immunization Coverage by Antigen Type 

so 75.4 

)0 67.l . . 6S.7 
63.8 

- -
.. 60 S4.4 - S2.2 .... 

I
� 

47.1 .. c;o 45.2 

1· - 44,2

8
. 42.5 

• • 
39.S

... �o
-

3S.6

30 

JO 

10 

0 

llCG OPTl OPTl OPT3 118V I ll8V2 IIBVJ OPVl OPVl OPVJ Me�.ies Yellow 

Fcvcr 

Typcof Antigen 

•Percentages(%)

Figure 4: lmmuni7.lllion Covernge by Antigen Type 
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,1.J ln1n1uni1.n1ion stntus or Children 12-23 111on1hs old 

Pan1ally immunized children constituted the majority {52°/4) while only 22% ,�ere fully 

immunized as recommended in the national schedule. About 26% had not received any

immun1zntion nt all Figure 5 shows immunization status of children 

61 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



figure S: 

Immunization Status of Children 

• Full lmmunuJhon • PJn1Jf lmmun1zJhon

S2'\. 

Lmniuni:ultion Status or Children 
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Respondent's Knowledge or exnmplts of vaccinr prc\•entnblc diseases 

he vaccine preventable diseases mostly mentioned by respondents "'ere t-.1easlcs (76 8%), 

Polio (69 1 %), Tuberculosis (67 9%) and Tetanus (61 4%) ,vhilc the least mentioned ones

include Hepatitis (43 7%). Pcnussis (SI 6%) and Diphtheria (55.1%). Table S shows result

of knowledge of vaccine preventable diseases 
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T.-\ OLI:: 5: Respondent's Knowledge of ex11mplcs or vaccine prc,•cntnblc 

dise11scs 

E�nn1plc.s of \'Recine 
prc\'cnt:iblc discnses 

Frequency Pcrcentngc (¾) 

Diphteria 280 55 I 

Hepatitis B 222 4J 7 

�I easies )90 76 8 

PertUSIS 262 51 6 

Polion1yelitis J51 69 I 

Tetanus 312 61.4 

Tuberculosis 345 67.9 

Ye!IO\V Fever 279 S4.9 

•multiple responses recorded 
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.-.5 Lt\'tl of Kno\\ lcdgc about lmn1uni211tion 

\lore than half (67.J�o) of the respondents were able 10 appropriately define immunization

while 67 9�o could correctly state the reason for immunization Respondents ,vith good 

kno,, ledge of vaccine preventable diseases ,verc 71 7% while 12 6% had poor kno,vlcdgc 

The mean kno,vlcdge score ,vas S I :1: 2 I out of 7 points Majority (68 3%) of the

respondents scored above S marks and ,vas considered 10 have adequate knowledge while 

31 7% hod inadequate knowledge about immunization Level of Knowledge about

tn1muniuuon is presented in Table 6. 
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TABLE 6: Lc\•cl of Kno\vlcdgc ,\bou1 l111munlzn1lon

Kno1\ ledge of ln11111111l2111ion 

Odin ii ion or h11111unlzntlo11 

Appropriate response 

lnappropriote response 

Rcnson for obtninlng ln11111111l1ntlo11 

Appropriate response 

Inappropriate response 

Kno\1 lcdgc of vncclnc prcvcnu1blc dlscnscs 

Good 

Fair 

Poor 

�I other's Immunization Knowledge score cntcgory 

Adequate knO\\llcdge � 5) 

lrodcquatc kno" ledge ( < 5) 

Frequency 

N •508 

341 

167 

34S 

163 

364 

80 

64 

347 

161 

l1crccn1nge 

('Yo) 

67 I 

32 9 

67,9 

32 I 

71 7 

I S.7 
12 6 

683 

31 7 
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.a.6 t\ssoci:11ion bct\\ttn Lt,d or Kno\\lcdgc and immuniia1ion sta1us or child

Table 7 belo\\ sho,,s 1ha1 24 9% of mothers ,,ith adequate knowledge and only 16.7 '}o of
those ,, ith inadequate knowledge fully immunized their children There exis1s a relauonship 

bct,,ccn immuniza1ion knowledge of respondent (p=0.039) and immunization status of

children 
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.a.6 Association btt\\ttn Lt\ cl or Kno\\ltdgc and imniunization status or child

Table 7 belo,, sho,vs that 24 �� of mothers with adequate knowledge and only 16 7 % of

those ,,ith inadequate kno,,lcdge full)• immunized their children There exists a relationship 

bet,,ccn immunization knowledge of respondent (p;:(),039) and immunization status of 

children 

67 
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Table 7: Association bet" een Le\·cl or Kno" ledge and immunization status or child

Jmmunizntion kno\\ ledge 

Adequate kno" ledge 

lnmdcquote knowledge 

Fully immunized 

N (%) 

86 (24 9) 

27 {16.7) 

•Significant variables ,\•i1h p<O.OS

Partially/ Nol 

immuniicd N (%) 

68 

260 (75 I) 

135 (83.3) 

p value 

4.278 0.039°

•
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4.7 Re11sons for incomplete or no immunization

Lack of information, motivation and social suppon as \\ell as health service factors all

contributed to reasons for incomplete or not taking child for immunization at all The most

prominent reason \\·as the health service factor \vhich contributed 32 8% and included 
unavailability of vaccines, Lnconvcnient scheduling and long waiting time This ,vas follo,vcd 

by lack of information (19.8%) on need for immunization, venue of immunization and type of 

conditions that can serve as contraindication No faith in immunization ,va.s the major lack of 
motivation factor and nobody to take child was the factor th�t bordered on social suppon 

issues. Table 8 sho,vs reasons for incomplete or no immunization 
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TABLE 8: Rtnsons ror Incomplete or riio lmmuniution 

Fnctors 

Lack or inrormntion 

una\\are of need for immunization 

una\vare or place/time of immunization 

\Wong idea about con1raindica1ions 

fear of side reactions 

Lack or motivation 

no faith in immuni2-a1ion 

Rumours • \viii affect fcnili1y of child 

Previous bad experiences 

Jlenlth service rnctors 

place of  immunization 100 far 

inconvenient day/1 ime and venue 

vaccine not available 

long ,vaiting time 

service provider not friendly 

Lnck of socinl support nnd others 

nobody 10 take child 10 centre 

father declined permission/absent 

unaffordable cost 

multiple responses recorded

Fr,qutnC) P,rcentage Total (%) 

N=508 

33 

22 

23 

23 

26 

5 

20 

44 

61 

JS 

24 

3 

54 

s 

I I 

70 

6.5 

4.3 

4.S

4.5 

5.1 

LO 

3.9 

8,6 

12 0 

69 

4.7 

06 

10 6 

10 

2.2 

19.8 

10.0 

32.8 

13.8 
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TABLE 8: Rrnsons for Incomplete or No Jmmuniution

Fnctors 
Frtqutnc) Pcrccntngt Total(%) 

N= 508 

Lack or inrormntion 

unaware or need ror immunization 33 6.5 

una,,-arc or place/time of immunization 22 4.3 19.8 

\\'fong idea about contraindications 23 4 S 

fear of side reactions 23 4.5 

Lack or motiv:ition 

no faith in immunization 26 5.1 

Rumours - ,viii affect fenility of child s 1.0 10.0 

Previous bad ex-periences 20 3.9 

lltnlth service rnctors 

place or immunization 100 rar 44 8.6 

inconvenient day/time and venue 61 12.0 

vaccine not available 35 69 32.8 

long ,vaiting time 24 4.7 

service provider not friendly 3 06 

Lnck of socinl support nod others 

nobody to take child to centre 54 10 6 

father declined permission/absent 5 1.0 13.8 

11 22 
unaffordable cost 

multiple responses recorded
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TABLE 8: Rtasons ror Incomplete or !'io lmmuniution

Fnctors Frcqucnc) Percentage Total (11/o) 

N-=508 

Lack or inrormntion 

una,\'are of need for immunization 33 6.5 

una,,'8re of place/time of immunization 22 4.3 19.8 

v.'l"ong idea about contraindications 23 4 S 

fear of side reactions 23 4.5 

Lack or motivation 

no faith in immunization 26 5.1 

Rumours· ,viii affect fcnility of child s 1.0 10.0 

Previous bad experiences 20 3.9 

fltnlth service rnctors 

place o f  immunization 100 far 44 86 

inconvenient day/time and venue 61 12.0 

vaccine not available 35 69 32.8 

long ,vaiting time 24 4.7 

service provider not friendly 3 06 

Lnck of socinl support nnd others 

nobody to take child to centre S4 10 6 

father declined permission/absent 5 1.0 13.8 

unaffordable cost 
11 2.2 

multiple responses recorded
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TABLE 8: Reasons for lncomple1e or No lmmuoiu11ion

Fnc1ors Frequtncy Percentage Total(¾) 
N =508 

Lack or inform111ion 

unaware of need for immunization 
33 6S 

una\\'aJe of placeltime of immunization 22 4.3 19.S 

\\Tong idea about contraindications 23 4.S 

fear of side reactions 23 4S 

Lack of mo1iv::1tion 

no faith in immunization 26 5.1 

Rumours - \viii affect fenility of child s 1.0 10.0 

Previous bad experiences 20 3.9 

llcnlth service fnctors 

place o f  immunization too faJ 44 86 

inconvenient day/time and venue 61 12 0 

vaccine not available JS 6.9 32.8 

long waiting time 24 4,7 

service provider not friendly 3 0.6 

Lnck of social sup1>ort nnd others 

nobody to talce child 10 centre 54 10.6 

father declined permission/absent 5 1.0 13.8 

I I 2.2 
unaffordable cost 

multiple responses recorded
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.a.8 Association bct\\ecn Child llnd , ,,lothtr's Demographic Cbnructeristics and

immunization stntus or the child

The bivariate association bet\vccn de h' h · · · • · 
r mograp 1c c aractensttcs and 1mmun1za11on Starus o 

child classified into fully immunized and pan·atl / · · ed · h · abl 9A d t y not tmmumz 1s s own 10 t . cs an 
98 below 

A similar proponion ,vas observed in the percentages of fully immunized and non - fully 

immunized children ,vith respect to age and sex. Only 19 9% and 25 0% or children ,verc 

fully immunized in the r,vo age groups ,vhile 20 8% and 23,6% full immunization coverage 

1vas observed bet,veen males and females respectively No significant association ,vas found 

bet\\CCn both age and sex of the children and their immunization starus 

Among ntother in the 21 - 25 and 26 - 30 years age groups, 22.1% and 29 1% respectively 

fully immunized their children while, 20 2% ,vas recorded in the 31 - 35 age group. t.lothers 

that were aged 36 years and above and the 16 - 20 years group recorded 87.0% and 91.4% 

non compliance ,vith routine immunization schedule respectively Single mothers recorded 

25 5 ¾ fully immunized children ,vhile married mothers had 78.1% non - fully immunized 

children tvlothers who had secondary education had 30 2% ,vhile non educated mother hod 

17.8% fully immunized children and mothers ,vith tertiary education recorded 22 7% 

compliance 1vi1h immunization. Only the age of mother was found 10 be significantly 

associated (p=O O 13) 1vi1h complete immunization status of the children (f ablc BA) 

Mothers who ,vere 1vorking had 28 2% fully immunized children while non working mothers 

did not comply with the immunization schedule of 85 7% or their children. Christian and 

t,.luslim mothers had 21.6% and 24% fully immunized children respecth•ely while mothers 

practicing traditional religion recorded 100% non immunization Religion of mother and that 

of fother did not have a significant association ,vith immunization status of child Only the 

employment status of mother ,vas found to be significantly associated (p=O 000) with 

complete immunization status of the children (Table 9B). 
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.&.8 Association bet" een Child �nd ,1 .. ., other's Demographic Ch11rac1eri_s1ic.s and 
in,munizarion srntus or the child

The bivariate association becwccn de h' h · · · · • fmograp 1c c arac1ens11cs and 1mmun1zauon starus o 
child classified into fully immunized and panially/nor immunized i s  shown in rabies 9A and
98 bclO\\' 

A similar proponion \Vas observed in the percentages of fully immunized and non - fully 

immunized children with respect 10 age and sex Only 19 90/o and 25.0% of children were 

fully immunized in the I\\O age groups ,vhile 20.8% and 23.6% full immunization coverage 

,vas observed bet,veen males and females respectively. No significant association ,vas found 

bet,�een both age and sex of the children and their immunization status 

Among mother in the 21 - 25 and 26 - 30 years age groups, 22 1% and 29 1% respectively 

fully immunized their children while, 20.2% was recorded in the 31 - 35 age group. t-1others 

that ,vere aged 36 years and above and rhe 16 - 20 years group recorded 87.0% and 91.4%

non compliance ,vith routine immunization schedule respectively Single mothers recorded 

25 5 % fully immunized children ,vhile married mothers had 78.1% non - fully immunized 

children �(others ,vho had secondary education had 30 2% while non educated mother had 

17 ,8% fully immunized children and mothers with rcniary education recorded 22 7%

compliance ,vith immunization. Only the age of mother was found to be significantly 

associated (p=0.013) ,vith complete immunization status of the children (Table SA) . 
• 

Mothers ,vho were ,vorking had 28 2% fully immunized children while non ,vorking mothers 

did 001 comply ,vith the immunization schedule of SS 7% or their children Christian and 

Muslim mothers had 21.6% and 24% fully immunized children respccti\lcly while mothers 

practicing 1radirional religion recorded I 00"/o non immunization Religion of mother and that 

or father did not have a significant association with immunization status of child Only the 

I 1 t S Of mother ,vas found 10 be significantly associated (p=0.000) withemp oymcnt s a u 

complete immunization status of the children (Table 9B).
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.&.8 Associa1ion bc1nccn Child and ,1 •• other's Dcmognaphic Chonac1cris1ics and
ln1muniz:ition stn1us or th, child

The bi\'aria1e associa1ion bel\veen d h. · · · · · f cmograp 1c charac1ens11cs and 1mmun1zauon starus o 
child classified into full)' immunized and pan·ially/ 0 • 

• _., · h 
· 

bl 9A and n t 1mmum2.u 1s s own in ta cs . 
98 bclO\\' 

A similar proponion \Vas observed in the percentages of fully immunized and non - fully

immunized children \\'ith respect to age and sex Only 19 90/4 and 25.0% of children were 

fully immunized in the t\\O age groups \vhile 20.8% and 23.6% full immunization coverage 

\\ as observed bet\Veen males and females respectively No significant association \\'8S found 

bct\\ten both age and sex of the children and their immunization status 

Among mother in the 21 -25 and 26 - 30 years age groups, 22 1% and 29 1% respectively 

fully immunized their children while, 20.2% \VIS recorded in the 31 - 35 age group. l\101hers 

that were aged 36 years and above and the 16 - 20 years group recorded 87.0% and 91.4% 

non compliance \vith routine immunization schedule respectively Single mothers recorded 

25 S % fully immunized children \Vhile married mothers had 78.1% non - fully immunized 

children �(others ,vho had secondary education had 30 2% while non educated mother had 

17.8% fully immunized children and mothers with teniary cduulion recorded 22 7% 

compliance ,vi1h immuniza1ion. Only the nge of mother ,vas found 10 be significantly 

associated (p=O.O I 3) ,vith complete immunization status of the children (Table SA). 

Mo1hers ,vho were ,vorking had 28 2% fully immunii:ed children while non ,vorking mothers 

did not comply ,vith the immunization schedule of 85.7% of their children Christian and 

l\1uslim mothers had 21.6% and 24% fully in1munized children respectively while mothers 

practicing traditional religion recorded 100% non immunization Religion of mother and that 

of father did not have 8 significant association with immunization status of child Only the 

I I t S Or mother was found 10 be significantly associated (p=0.000) ,vith
cmp oyment s a u 

complete immunization s1atus of the children (Table 9B).
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TABLE 9A: 

Characteristics 

Alsocintion bet\\ ChU 
Ch 

• . 
ccn d And �!other's Demographic 

arnctcns11a and 1 . . mmuniz1111on Status of the Child 

fully immunized Portially/ �ot 

N (%) 
immunized 

N (1/o) 

A&c of child (months) 

12- 18 54 (19 9) 218(80.1) 

19 - 2-1 59 (25 0) 177 (75.0) 

Sex or child 

\lat, 52 (20 8) 198 (79 2) 

Fem.ale 61 (23.6) 197 (76 4) 

A�c or mo1hcr (years) 

X
1 

1.935 

0.594 

16-20 3(8.6) 32(91.4) I 2. 712 

21- 25

26-30 

JI -JS 

36 and nbove 

i\lo1hcr's mnritnl stntus 

Nc"er mnrricd 

i\larricd 

Previously i\lnrricd 

i\lothcr's cduc111ional level 

No ,ducn1ion nnd others 

Primary cducntion 

S,condnry education 

Post sccondnry cducntion 

•significant variables ,vith p<O 05

23(22 1) 81(77.9) 

57(29 I) 139(70 9) 

21(20 2) 83(79.8) 

9(13.0) 60(87.0) 

9 (26.5) 25 (73 5)  0,397 

98 (21.9) 350 (78.1) 

6 (23.1) 20 (76.9) 

29 (17 8) 134 (82.2) 6,99 

35 (20.3) 137 (79 7) 

39 (30.2) 90 (69.8) 

IO (22 7) 34 (77 3) 

72 

p \':tlue 

0 .  164 

0.441 

0.013 • 

0.820 

0,72 
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• 

TABLE 9B: Association between Child and �!other's Otrnographic Chanacteriscics

and immuniucion S1a1us or che Child 

Charnctrristics 

Employment status or mother 

\\orking 

l'ot ,1orking 

Religion or i\lothcr 

Christianity 

Islam 

Trnditioaal and others 

T ribc of father 

Yoruba 

Ibo 

Hnll5a 

Others 

•significant variables with p<0.05

Fully 
immunized 

N (¾) 

82 (28,2) 

31 (14.3) 

65 (21.6) 

4 8  (24.0) 

0 ( 0  0) 

86 (22 1% 

15 (28 3) 

6 (28.6) 

6 (13.3) 

73 

Partially/Not 
im111unizcd 

N {¾) 

209 ( 71.8 ) 

186 (SS.7) 

236 (7 8 4) 

152 (76 0) 

7 (100.0) 

3 03 (77.9) 

3 8  (71 7) 

15 (71.4) 

3 9  (86.7) 

x
? p value 

13 .872 0.000· 

2 432 0.296 

3.681 0298 
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4.9 Association bthvttn �laternal dtmographic characteristics and level of 

knowledge, :about Immunization 

Table 10 belO\\ ' shows that 67.3% of mothers in the 21 _ 25 years age group had adequate 

knO\\'lcdgc about immunization ,vhilc 60.9% of mothers 36 years and above exhibited 

adequate kno,vledge. Only 30% of married ,vomen had adequate knowledge while 73.5% of

single mothers did not have adequate knowledge about immuniz.ation �larital status 

(p=0.003) and employment status (p=0.038) of mothers showed a significant association ,vith 
kno,vlcdgc level 
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Table 10: Association btt\\•cen i\latcrnal Dcmogrnphit Chorncicristics And
Level or Knowledge about ln1111unizatio11 

Ad equate lnndcquntc 
xi p vnlue Chnrncteristics Knowledge Knowledge 

N (%) I'\(%) 

Age or 11101hcr (yen rs) 

16- 20 21(60) 14(40) 4 909 0 297 

21- 25 70(67.3) 34(32.7) 

26-30 143(73) 53(27 0) 

JI -35 70(67.3) 34(32 7) 

J6 :and 3bovc 42(60 9) 27(39 I) 

i\lothcr's n1nritnl stntus 

Ne\•tr n1nrried 
9 (26.5) 25 (73.5) 11.336 0.003" 

i\lnrricd 
137 (30.6) 311 (69 4) 

Previously i\lnrricd 
16 (61.5) 10(38 5) 

i\lothcr's cducntionnl 
lc,•cl 

No formal cducntion 
57(35.0) l 06(65.0) 4.545 0.208 

Primn11• education 
55(32.0) 117(68.0) 

Sccondnl')' cducntion 
42(32 6 ) 87(67.4) 

Post sccondnry education 
8(18.2) 36(81.8) 

i\lothcr's En1ploymcnt 
Status 

82 (28.2) 209 (71.8) 4.319 0.038" 
\\ orking 

137 (63.1) 80 (36 9) 
�ot working 
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4.10 Signilicnnt predictors or immunizntion status on logistic regression 

The logistic regression model of predictors of immunization status is presented in table 7

belO\\ h shO\\ed employment status of mothers and mother's age group and mother's

kno11 ledge of immunization 1vere significant predictors of immunization status Employed

mothers 11cre 11vice more likely 10 fully immunize their children than uncrnployed mothers 

(OR=2.3, 95% Cl,. I 4-3.S) ,vhilc mothers in the 31 - 35 age group were over two times

more likely 10 ft1lly immunize their children than mothers in the other age groups (OR= 2,S 

,95% Cl•I I - S 3) Respondents 11•11h inadequate kno1vledgc \Vere t\vice more likely 10 have

their children fully in1munizcd 1hn11 those 1\ilh adequate knowledge (OR•O.S, 95% Cl•0.3-

0 9) 
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Table 11: Logistic regression of factors nssocinttd with imn111niiation slnlus

Odds R111io(OR) 95¾CI p value 

Employmtnt slntus of 1nothcr 

\\'orking 2.302 1 406-3.823 0.008" 

�ot working 

;\lolher's :1ge group (ycnrs) 

16- 20 I 00 0.079 

21 -25 0 776 0 193-3 121 0 721 

26- 30 1.894 0.809-4 435 0 141 

31 -35 2 466 1 137-5 350 0.022· 

36 and abo\'C 1.603 0.680-3 777 0280 

Knowledge or imn1unaation 

Adequate 0.5 0.323-0 961 0.036" 

Inadequate I 
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CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECO�ll\lENDATIONS

5.1 Discussion 

This study ,vas desiuned 10 assess th · · · · · "' e routtne 1mmumzauon coverage ,n children 12 - 23
months old and analyze the factors associated with coverage in Odeda LGA ofOgun state

Routine immunization which i s  receipt of vaccines nt recommended ages and intervals 

ensures that a child i s  adequately protected from target diseases at all times (Ayebo, 2009) 

Vaccination coverage is defined as the percentage of children ,vho hove received the requisite 

number of  vaccine doses irrespective of the age at receipt of the vaccine (Luman, 200S) 

�lonitoring immunization coverage allo1vs us identify areas ,vhere disease outbreaks are 

likely to occur. and possibly help keep immunization coverage high. One of the main aims of 

public health services throughout the ,vorld is therefore to obtain reliable data about the level 

ofin1muniz.ation ,vith a vie,v to supporting the implementation nnd monitoring of vaccination 

programmes (�lurray ct al., 2003), The factors that influence immunization coverage vary, 

these include prevalence of vaccine-preventable diseases, availability of vaccination centres, 

level of kno,vledge and information about vaccination, and different methods used 10 

measure immunization status (Angelilio et al., 1999). 

5.1.1 Immunization covernge rote 

The Routine immunization coverage estimated in this study for children 12 - 23 months in 

Odeda LGA ,vas 22 2% and about 2S.9% had not received any immunization at all ln all, 

· h 
· 

'd d ,,·ere BCG OPT OPV HBV, measles and yel101v fever Thise1g t anugens cons, ere , • • 
. 

- 1 mp••cd 10 the recommended target of 80% minimum coverage inesttmJted value 1s o,v co .., 

· 1 dm'inistrativc unit in the country for herd immunity In a studyCler)' LGA or  cqu,va ent a 

CEF · · •a• zone in Nigeria (made up of the south ,vestem states ofconducted by UNI in us 

d O nd Oyo) in 2003, Odcda LOA had a coverage rate of S 1!, ugos. Edo, Ek111, On o, gun a 

. 
· ens were considered at that ume In the UNICEr �tudy,for all antigens though six anus 

b f d scs of all the antigens but also reported the highe\t rt1tc\Odedi had the lowest num er O 0 
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of timeliness (Alagh, 2003) A h . not er study 1n II South \\'cstcm s1111c of Nigeria (Benin)
reponed 44 3% full immunizat' ion rate (Aycbo, 2009) while yet another study in Nonh
Central Nigeria (Nunrawa stat ) I · · · · e rcvet1 cd 37 2% rouune 1mmuniza11on covcra11e -

(Abdulrahcc,n ct al., 2011) 

Generally, in this Sludy, the coverage for individual antigen revealed much higher values than

the 2003 Sludy For 1ns111nce, BCG. DPT, OPV and measles coverage increased by 42 6%.

"6 5°' 47 1o/c II d ., 4o/. :, ·•, - 0 n :,_ ,o respcc11vel)1 These figures sho\�ed that there had been a marked 
. . . . . improvement 1n 1mmuniza11on coverage in Odedn LGA over the 2003 resuhs even though it 

is still belO\\ target This IO\\' coverage reponed in country is an indicntion of a general poor 

performance of igeria 's EPI in terms of nil the foe tors innucncing immunization coverage 

Drop - out rate \vhich is the rate difference bct\vccn the first nnd the Inst dose or bet\veen an 

initial vaccine and II Inter vaccine usually yield n value 10 indicate 11 decline in the proponion 

of those \vho received the latter antigen compared \vith the earlier antigen The result 

obtained from this study sho\vcd BCG/!Ylcasles drop - out rate of 24.1 % while DPT l/DPT3 

drop - out rate \VBS 16.9% BCG/DPTI recorded a drop - out rate of 27.8% ,vith drop-out 

being the highest bet\veen DPT3 and measles vaccine (45.3%). This finding of a higher 

OPTJ/measles drop-out rate had been previously documented (Ibagcre, 1997, Onyiriuka, 

2005 and Ayebo ct a� 2009). Probably, the longer interval be1,vccn DPT3 and measles 

vaccine (three and a half months) compared to that bet\veen the earlier vaccines in the 

schedule (four \veeks) could be responsible for this. It is also suggested that, as postpartum 

time increases, mothers begin 10 be engaged in other activities and may forget and/or may not 

have time 10 make scheduled visits for immunizations as seen ,vhen children do not return for 

measles vaccine (Odusanya et al , 2008, Ayebo ct 111, 2009) 
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5.1.l Level of Kno\\ ltdgt aboui lmn, • . un1z:111on 

�lost (60.211/o) of 1he responde nts were able 10 appropriate!>· define immuniza1ion and
correctl)' state the reason for im · · mun1-za11on Spec1fically, 40.2% of che respondents defined
immunization correctly as giving injcccion to prevent childhood killer diseases This can be
considered a s  much knO\\ledge compared \Vith a st d · N h c 1 N' · (N )u y 1n on entra 1gena I asara\va 
\\ here onl)' 20, 1 % of the study panicipancs defined immunlucion as o means of prevention
aga1nSt childhood killer diseases (Abdulrahcem el al, 201 1)

A nacionol study sponsored by PATHS in I igeri11 found 1ha1 che respondents were only
moderately a\\-are of vaccine-preventable diseases ond more chon half were able 10 correctly
name 111 least one \•accine-prcventable childhood disease \vhile less than half could name up
10 t\\'O The observed knO\\ ledge of vaccine - preventable diseases in this study showed
S7 -1% could name 111 least three diseases Thus, the respondents in this study had beuer

B\\>arcncss o f  vaccine prc,·cntablc childhood diseases than che PATH study panicipants. h

was discovered that knowledge \Vas a major predictor of immunization practices (OR • O.S) 

in chis study, respondents \vith inadequate knowledge \Vere cwice more likely 10 fully 

immunize their children than chose with adequate knowledge. A study in Jigawa slate 

supponed this finding when it \Vas revealed 1ha1 the erroneous belief chat immunization is an 

antidote for all childhood diseases \vas correlated \Vith increased immunization (Babalola and 

Adewuyi, 200S) 

The vaccine preventable diseases mostly mentioned by over t\\'O thirds of respondents \Vere

measles, polio, tuberculosis and tetanus \Yhile chc least men1ioned ones include hepatitis,

penussis and diphtheria This is in agreement with the PATH study chat found awareness to

be highest for polio and measles \Vh1le few respondents demonstrated awareness of d1ph1hcrin

(Babalola and Ade\vuyi, 2005) Another study found 1ha1 measles is 1he commonest and

flhe acute infections of childhood encountered (Familus1, 1981)
certainly the most severe o 

. . 
d b d a Joe of awareness about vaccine preventable diseases in

The findings of this stu y o serve 

h half of the respondents in this study were considered to
this study area O\erall, more t an 

bo I munization Despite this knowledge, a low level of
have adequate knowledge a ul m 

d b a study in India where II \vtu found that low maternal
CO\·mge was recorded as oppose Y • • 

d · nes and immum1.a11on schedule \Yas associated \\ 11h
htCflty and knowledge regar ing vaect 
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1n1mun1zat1on  coverage (Phuka n et al, 2009) Other studies also had identified that lo\v
emal kno\, ledge about immuni 

. 
zation ,,as one of the major reasons for defaulting and that

caung parents about vaccine b . pre,cnta le diseases. as well as the vaccines 1hcmselves,
) be one ,,ny 10 1mpnct the 101 ponancc of ,acc1nes to 1he health of their child (Ony1riuka,

_005. Abdulrahcem ct al 2011) Th Ii d' . • e in 1ngs of this s1udy sho\\ed tha1 1hcre ore o 101 of
other fac1ors assoc1a1ed \\ ilh compl' · h · , · iance "11 1mmumu11on schedule apan from knowledge
and 1hcse ocher factors should be 1d• 'Ii d d · �nu 1c an appropna1cly addressed 10 improve coverage

�. I.J Socio - Dcn1ogrnphic F11c1on 

The sc, of child ,vas found 10 have no impact on vaccine up1ake in this study This ,vas 

supponcd by another study in 'on hem 'igeria (Abdulrahccm ct 111 , 201 I) On the contrary, 

11 was found 1ha1 in some societies\\ 11h cultural discrimination against female children, boys 

tui,e a greater chance 10 be vaccinated (A.kesode, 1982) 

This study revealed that educational level of mother docs not have any effect on the 

completion of  routine immunization in ,anance ,vith the findings of other studies that 

discovered 1hat education of mother incrc11Scs the vaccination chance of a child (Salmon et 

a l ,  2005, Abdulrahecm, 2011, Eva, 2009), A study in Nigeria also revealed that education 

(primary or above) increased the odds of full immunization almost threefold (Babalola and 

Adc\vuyi, 2005) while on the contrary, a German study found that children of university·

educated parents had less probability of being vaccinated than children of parents with lo,,er

educational levels (Hak et al, 2005) However, it ,,11s observed in this study that children of

mothers \Vlth higher levels of educa1ion had higher coverage, the lo,v number of  respondents

included in chis group may e�plain why 1he differences were not staustically signilicant since

ihe stud) \\'IS conducted in I largely rural 11rca where formal education is nol well

established It ho,\cver seem difficult 10 improve ,accina1ion coverage ,,11hout laking 1n10

ed · b-•usc more cduca1ed mothers care more for I he wcl rare of their
accoun1 \\Omen's uca11on -.-

children 

) ere round 1o comply bc11cr (OR 2 5) ,vi1h immuniu11on
Older ,,omen (31 - 35 years \\ 

In agrccmcnl \\1th this was a study 1h11 revealed 1ha1
schedule than 1he )Oungcr \\omen

• tcd wuh older ma1emal age (Eva el al, 2009} Thi, ma)·
higher \'ICC1na1ion CO\erage IS asSOCII 
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be because older mothers ha,e more e 
. . 

xpenence and arc more likely 10 appreciate the benefits

0f,·acc 1na11on than younger mothers

a, c an assoc1a11on ,vlth 1mmuniZ411on status of cluldrenl\lantal status of the n101her did not h , · · . . · 

Y I at o served that factors such as mothers' age, mantal
This finding ,, as supponed b)' a stud h b 

status. schooling level and sender of the child showed no significant differences ,vhh respect

to vaccination con,pleteness in nonhem central Nigeria (Abdulrahcem c t al •. 2011) Contrary

10 this, another study in Uganda found that marital status had II significant relationship ,vith

parents taking their children for immunization stating in essence that married parents are in

position 10 con1ple1c immunization schedules than their unmarried counterparts (Bataringaya,

2010) 

Religion is a key factor in health service utillz.ation and religious leaders play a role in

encouraging or discouraging immunization As revealed in this study, religion was not related

10 immunization completion It ,vas however noticed that all respondents that practised

traditional religion did not immunize their children at nil. This could be explained by likely

increased belief in natural or alternative therapies by this group of people On the contrary, a

study in Bomo state (about SS¾ �1uslim community}, Nigeria revealed that Muslims ,vere

less likely 10 be fully immunized ,,•hen compared 10 Christians (Yahya, 2007} 

S. l.4 Factors inOuencing in1muni-i:1tion stntus

In this study, lack of inform31ion, lack of motivation, lack of social suppon and health service

factors ,vere the reasons for incomplete or not receiving immuniu1ion at all 

• r. e the most prominent and included inconvenient day/time and

Health service ,actors ,vcr 
• 

• • 100 far vaccine nol available and long ,vaiting time To suppon

venue, place of 1mmun1z.a11on , . . . 

• . d led that non availability of vaccines resulung ,n need for

this finding. another stu Y revea . . . 

. . for incomplete immuniiauon of children (Abdulrahecm

repeated visits 1s a significant reason . 

• 1 d I the dampening of the enthusiasm of parents from

et al , 2011) This could often ca 0 

. d" 10 incomplete immuniution of children in the

immunizing their children lea ,ng 

. 
55 10 a primary health centers Inconvenient day, umc and

commun111cs that have no easy acce . , 

. , a ointments coincided ,v,th another oppomtmcnt the

,cnuc suggested that immuniuuon pp 

. c:ial time that could impact ncgauvely on her busmcs, 

mother docs not want to m,ss or I cru 
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be because older mothers ha, c more c 
· 

. . 
xpenence and arc more likely 10 apprcciaie the benefits

of '"acc1na11on than younger mothers

vc an nssoc1011on \\Ith immunization status of children�lariial status of the n,01her did not ha · · · · · 

YI at o served that factors such os mothers' oge. mantol
This finding ,,ns supponed by a stud h b 

s1a1us, schooling level and gender of the child showed no significant differences ,vith respect

10 vacc1nauon con,ple1cness in nonhem central Nigeria (Abdulrahccm ct al,. 2011). Contrary

10 this, t1no1her stud)' in Uganda found that maritol status had a significant relationship ,vith

parents taking their children for immunization si.ning in essence 1ha1 married parents arc in

posllion 10 con,plcte immunization schedules than their unmarried countcrpnns (Ba1aringay11,

2010) 

Religion is o key factor in health service utilization and religious leaders play a role in

encouraging or  discouraging im1nuniza1ion As revealed in this study, religion was not related

10 immunization completion h ,vas however noticed thBI all respondents that practised

unditional rel igion did not immunize their children at oil . This could be explained by likely

increased belief in natural or 11ltema1\ve therapies by this group of people On the contrary, a

study in Somo state (about SS¾ �1uslim community). Nigeria revealed that Muslims were

less likely 10 be fully immunized ,vhen compared 10 Christians (Yahya, 2007). 

5.1.4 Factors influencing imn1uniU1lion s1n1us

In this study, Jack of information, lack of motivation, lack of social suppon and health service

factors ,vere ,he reasons for incomplete or not receiving immunization at all 

h · r: e the most prominent and included inconvenient day/time and

Heall service ,actors wer 
· • • 100 far vaccine not available and long ,vaiting time To suppon

\enue, place of immumz.auon , . . . 

d led that non availability of vaccines rcsulung 1n need for

this finding. another stu y revea . . . 

. . . for incomplete immun1za11on of children (Abdulrahccm

repeated \'isi1s 1s a significant reason 

. ft I d 10 ihc dampening of the enthusiasm of parents from

ct al , 2011) This could O en ea 

. . • d' 10 incomplete immunization of children in the

1mmuniz1ng their children lea ,ng

a primary health centers lnc:onventcn1 day. umc and

communiues that have no easy access '0 . . . 

. . ointments coincided w11h another nppom1mcn1 the

\'enue su es1ed 1h11 irnmun1za11on app . . 
gg · I t me that could 1mpac1 ncgauvely on her buuncss

mother doe, not want to miss or • cruc1a • 
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As such 1he 1mmun1u1ion appoinimeni m •
• 

I 
1) be postponed or neglected ahoge1her leading 10

1ncomp etc 1mmun1za11on

Laci. of informa1ion \\"IS anoihcr 1 mponant fac1or re\ ea led 1n 1h1s s1udy and included
una\\&rc of need for 1mmuniza11on · • misconccp11ons abou1 con1raind1ca1ion and fear of side
rcac1ions �lisconcep1ions about cont d' rain 1ca11on address the fac1 tha1 some mo1hers prevent
1hc1r children from being 1mmuniz d d c ue to a \Cl)' mild ill hcahh ,, hich is ac1unlly not a
con1ra1nd1cation 10 immuniza11on and b h · ) 1 c lime the child gets ,�ell, 1he mo1her ,vould then
1al.c the child laie for lhe e,pcc1cd nn11gen Fear of side reac11on 1s ano1her factor in 1his
caicgol) ,vhcn mothers e,erc1se reluctance ond actual denial in immunizing 1heir children
because of possible side effects These side effec1s arc usually mild and 1ransien1 and C4n be
easil) tre:ued \\'hen proper!) informed. such mo1hers \\Ould confidcn1ly presen1 1heir
children for immuniZll1ion 

Someone 1ha1 offers suppon to another person as a friend, family member or spouse is called 

a s1gnilican1 other Lack of social suppon ,vas discovered by this study as a hindrance 10 

comple1ion of immuniza1ion schedule. This included nobody 10 1ake child 10 ccnire and faiher 

declining permission. Significani 01hers around mo1hcrs ,vhen available should help take 

child for immunization or 1ake care of 01hcr cngagcmems on behalf of the mother while she 

anends 10 immunizauon needs of the child This could help ensure compliance wi1h full 

immunization of child (OduSilnya, 2008)

ucl. of mo1iva1ion ,,as another fac1or iden1ified II included having no fai1h in immuniza1ion,

believing 1n rumors that vae<:incs can affect fenility of child or cause autism and d,\·elling on

prt\ious bad e.,pcrienccs In another study which agreed with this study, various rca5ons

,,ere adduced b y  the mothers for incomplc1e vaccination of their children Disagreement or

concern about immunization safety and complications from previous injcc:ttons ,vas one of

such reasons (Abdulraheem et al, 2011) Believing in rumors was e,hibitcd when religious

.... I 1 1 d f om• of the sta1es 1n Nonhern Nigeria stopped the Global Poho
&UU po UICI ea ers O S '" 

. . 
. • . . 2003 The people ,\ere urged not to receive Poho , 11cc:incs due 10 1he

Erid1ca11on l n111a11, e 1n 

d I• b h'nd 1mmunrza1ion effons, child immunization campaigns
belief 1hat a hidden 1gen a 1es e 1 

• 
15 and that the polio vaccine can cause infen1lit) These

are iponsorcd b)' cncm) foreign igcn 

-d bl more c:ommon in the nonhern slates (Kano, J1gaw1 and
beliefs �etc found to be consi era Y 

(La s and r:nugu) of the country (Olufo,,otc. 2011) 8)'
Yobe) than the sou1hcrn s1atcJ go 
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2009, the stoppage had resulted in an epidemic in Nigerians \\•ell as polio importations in 20

pre\1ously poho-free countries In fact, Nigeria \\'Cnt from being one of the seven countries

"ith endemic polio to reponing the highes1 number of polio cases in 1hc \VOrld (\VHO, 2003)

lndus1rializcd countries c,pcrienced pressure from organized groups who oppose 1he practice 

of ,accination and spread alarmist and inaccurate information For cxamplc, 1hcrc is

absolutely no scientilic C\idencc 1ha1 link vaccines (onii-nicaslcs) 10 1he increase in autism as 

is presently being spread (Vcrs1rnctcn cl, al 2003) The factors discussed above can cause 

lack of motivation 10 panakc of in1munization 

For control or clin1inn1ion of ,·accinc prevcn1nble diseases, h is mandatory 10 increase 1hc 

number of ,·accinated people in  1he community h is believed 1ha1 most of 1hcse reasons for 
non-v11cc1nn1ion can be overcome by informing the general public about 1he ,mponance of 
vaccination through 1hc media, improving accessibility 10 functional PHC, spontaneous 
dismissal of rumours and misconceptions. 

5.2 Conclusion 

This study was aimed 10 determine factors affecting immunization coverage among children

h Id · Odeda LGA, Qnun state Nigeria. All respondents were mothers ,vho
12 -23 mont so 1n " , . 

· d •t c than half (67.9%) of 1hc mothers had fonnal educauon

"ere mostly (88.2%) marne •• or 
. . o,) b had adequate kno,vledge of immunization About half

and a shgh1ly higher (68 l ,o num er 

(573%) of the mothers were ,vorking.

. ed LGA ,vas low only 22¾ or children eligible for
Immunization coverage in Od a ' . . 

h 'ning 78% were panially or nol immunized at
immunization were fully immunized I e rema, · · 

. in the coverage over 5.7% that ,vas obtained 1n
all This situation shows an improvement

h gh .1 is siill lower than the nauonal coverage or
"003 h LGA (Alagh et al. 2003), I ou I 

- tn I e . HS 2008) Varying degrees of compliance \VU

N' ·a 1n 2008 (ND • 
23% rcponed for 1 ,gen 

f 75 4o/o DPTJcovcrage \\DS 45.21
,

. \\ith BCG coverage o · , 
rKorded for the di lfercnt anugens 

was 16.9% 
�hile DPT1/ OPTJ drop-out rate
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The mos1 prominen1 fac1ors identified fi 
• . 1 

or non compliance ,vere inconvenicn1 scheduling, lack
ot socta suppon, poor acccssibilit I • • • . . . . 

Y O 1mmumu11on cemcr and una,varc of need for
1dd111onal doses. S1gn1ftcan1 predicior f 

. . 
. 0 immunization s1a1us was employment status, of

mother, age of mother and level of kno\\l d b . . . c ge a ou1 1mmumza11on.

Despite 1he improvements noticed 1 0�cr 1he years in Odcda LGA the full immuniza1ion
. . ' 

co,crage 1s S\111 lo,v and 1hcre is n d ec 10 c.xplorc ways of improving the coverage to 1he
national target This ,viii improve h I h ca t s1a1us of our coumry and 1hc world as a \vholc, \VC

must remember tlu11 95% immuni · zauon covcrago 1s necessary for the sus1ained control of
,accine preventable diseases and m b h. · · us1 e nc te\•cd and maintained 10 prevcn1 ou1break of
,accine preven1ablc diseases (Glenda c1 al., 2004).

5.3 Recommendalions 

• Appropria1c campaign which should be one tha1 focusel on educaung the public

on 1he advnn1agcs of immunization, clarifies the diseases that 11te voccinc­

prcventable, explains appropriate immunization schedule and possible side effects

should be intensified Care should be taken 10 avoid general messages thll

reinforce the false belief that vaccination proteC1s against all serious illnesses

• Governmenl should ensure 1hat vaccines are available in sufficicnl quantities and

under appropriate storage condition at all times during NTDs and for routine

immunization. To do this effectively, it is important for government to partner

,vi1h international agencies, community-ba.scd organizations and the private

sector

• Government should provide hcnhh care facilities at close proximity 10  the

· · f th people by resuscitating existing non-functional faciliucs,
maJonty o c 
- · h h of operation of functional clinics and cons1rut1ing. staffing
1ncrcas1ng t e ours

· dd' · al health facilities. Also, government should explore
and equ1pp1ng a 1110n 

• . • 11 equipped vehicles thal facilitate the transportation of
investing 1n spec1a Y 

. h I aintain the cold chain for vaccines for use in locations
providers and c ps to m 

I congregate in large numbers c.g markcl places and
and on days where pcop c 

rural market days
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The most prominent factors identified fi 
• 

1 

1 or non compliance ,vere inconvenient scheduling lack
ot soc1a support, poor accessibilit t . . . . . . • Y O 1mmun1zat1on center nnd una"·are of need for 
add1uonal doses. S1gn11icant predictor f . . . 0 immumz.auon status ,vns employment status, of 
mother, age of mother and level of kno led " ge about immunization

Despite the improvements noticed v 0 er the ycnrs in Odcda LGA, the full immunization
co, crage is still lo,v and there is d nee to c.xplore ,vnys of improving the coverage to the
national target This ,viii improve h I h ea t status of our countrY and the world as a ,vholc. ,vc
must remember thnt 95% im,nun· · 1za11on coverage ts ncecssarY for the sustained control of
,accine preventable diseases and must b h' d 

· · e ac 1evc and maintained to prevent outbreak of
,-accine preventable diseases (Glenda ct al,, 2004).

5.3 Rccomn1end:itions 

• Appropriate campaign ,vhich should be one that focuses on educating the public

on the advantages of immunization, clarifies the diseases that arc vaccine­

preventable, explains appropriate immunization schedule and possible side c!Tccts

should be intensified. Care should be taken 10 avoid general messages that

reinforce the false belief that ,•accination protects against all serious illnesses

• Government should ensure that vaccines are available in sufficient quantities and

under appropriate storage condition at all times during NIDs and for routine

immunization To do this e!Tectivcly, it is imponant for government to panner

,vith international agencies, community-based orgonizntions and the private

sector

• Government should provide health care facilities at close prox1muy 10 the

majority of the people by resuscitating existing non-functional faciliues,

· · h h rs of operation of functional clinics and constructing, staffing
1ncreas1ng l e ou 

. · dd' ·0 al health facilities Also, government should C.'(plore
and equ1pp1ng a 111 n 

• • • • 11 ,.,,uipped vehicles that facilitate the transponation of
,nvesung 1n spcc1a Y -. 

'ntain the cold chain for vaccines for use in locauons
providers and helps to mat 

I congregate in large numbers cg market places and

and on days where pcop e 

rural market days
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• It is imponant to put in place 8 system for ensuring adequate training and
retraining specific to immunization for immunization providers especially in  the

area or vaccine dispensing 10 reduce unpleasani experience of abscess formation

and similar side effects afier vaccination
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APPE�DlX I: NATIONAL t 1 i\1i\lUNIZATIO� SCHEDULE

l,ltmn1um 
cuntJct I Mt;�l :\?,t< 1 YP� 0' VatC1ne Oo1Jge Rout of 

511e Of Chld adm1n1itra11011 

I J. 41 lmth 
SCG 003ml int rd dtrn-JI RL Upp�r A11r 
·orvo 2 drop1 01JI Mouth 
PtnlJ,.,1,�nll ( OP(. 0.5ml 1nt1J mu1cu1,, Antero- ldltr;I 

l \l
bw��l�ol IIBV Jnd 111b) 01prtt ol lh,y1 

Jjlt' OPVl 2 drop1 OrJI Mouth 

10 w�ek) o1
Peni.1va1�nl2 ( OPI, 0.5ml intra mumilar Anlero-lJl�rJI 

·J IIOV ar.d lltb) JIPl'CI of lhlzh 
d!l� OPV2 2 drops Oral Mouth 

Pt:nlavatenll ( OPI, 0.5ml lnua-rnu1cular Anlero-laler JI 

�\' 
14 w�eks o! 

lfOV and ll1b) ,speCl ol  th1&h
df!e 

OPVJ 2 drops Oral Mouth 

Mealles 0.5ml Subcutaneous left upper arm 
S" 9months 

YeOowfever 0.5ml Subcutaneous Leh upper arm 
..
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APP[NDL\'.1: NATION \LI I I i\li\lUNIZATION SCHEDULE

�.hmm1,m 

(11rt,lll l,111;�1 At, t v� or V3ccm� Do,Jge Rout of 
01 Chhl 1dm1n1111att0n

l
ll i\t lmth 

9C<i 005ml 1ntr1 dtur JI 
·orvo 2 drup1 Oral 
P�nlJvJlenll ( OPI. O.Sn1I 1ntrd JnU\CUl4! 

l<d 
6W�€�) OI llllV dod l11bl

dl:c OPVl 2 drop1 Or JI

lOv/��k, o1
Penla't'Jlent2 ( OPT. 0.5ml intri muscular 

f
1 

tlOV aml lltbJ 
ag,.. 

OPV2 2 drop1 Oral 

P€ntavatenll ( OPT, 0.5ml lnl/a· musrular 

4'' 
14 \•letks of 

IIBV and ll1b)
Ji:� 

OPVJ 2 drop1 Oral 

Measles 0.5ml Subcutaneou1 
S" 9n1onth1 

Yellow Fever 0.5ml Subc1J1aneous 
" 

'Ol'Wmllfl I!(-q,...,. b,:/,J11• 111< oqrof rwo wttU. ,\fano.,,IMr IO('(W,( 

• 

Sile 

Kl Upp�, Arrr 

Mouth 

Antero, l4lt1JI 

dlPtCI ol tkl11.h 

Mouth 

Antero-laterJI 

aspect of 1h1th 

Mouth 

Antero-lJterJI 
a1pect of 1h1gh 

Mouth 

Leh upper Jtm

Leh upper arm 

I 
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APPE�DIX Ill: QUESTIONNAIRE L'i ENGLISH AND YORUBA

QUESTION�AIRE ON ROUTINE ll\l;\IUNlZATION COVERAGE ANDASSOCIA TEOFACTORS Al\lONG CHILDREN AGED 12-23 l\lONTHS IN ODEDA LOCAL
GOVER.'\�IENT AREA, OGUN STATE, NIGERL\

l�'TRODUCTION:
• 

D�r �!01hcr/ C:irtgl\er, 

This research is being conducted in your environment to enable us know how well our
children are immunized against deadly diseases \\le ,vont to know whether they arc nblc 10
complete the immunization schedule or not \Vhere they arc unable 10 complete the schedule,
\IC would like to kno,v what reasons were respon.sible. The purpose of1his research is no110

apponion blame on anybody: no information given will be used against anyone as well Your

sincere responses will help us understand how we can improve on our immunization services 

10 promote 1he he:ilth of our children Thank you 

Scriil No , . . . .. 03tC of 1•isit 

Cluld's number in !he Ouster . ,

Address (w;ud / community & s11tct) ...

SECTION A: (Oemograph)') 

.. " , . ... Cluster Number . .. ......... 

�btlonship or rapondcn1 10 chlld ..... ............. 

. . .. . . . . .. . . . . .. . . . '. ' .....
. .. . . . . .. . .. . . 

. . . . . .. . . .. 

I Ki111lc of cluld (Opuoo:il) .. .. ............. " ................ .. .. . . .. . . . . . ..... '.... . ....

2 lh.tc of birth of child (dd/mm/)')') · " ........................ .. 

3 Sn of child 
4 Age of mother at Iii.It b1rthd.1}

s \!others f,fanw Sl.lWS 

•• ••• •••••• •••

I oO o O 0 ,t •• ' 

2 r,bmcd 
I Single (Nc,cr f,brricd) 
3 D1, orccd / Separated 

6 \umber of other cluldrcn b> tJ,c SJJIIC moel1cr
ht lltl,WlC'd b} mol r

7 \la'Wllllm le1 cl of cdua11on 
sccond:lr) •3.

Soc cduC.l!Cd .. I, Pnrnv>·" 2, 

Olhm • s 

• •• • • • ••

I U!!plo)mcnl Suitutoft,fothtr 
2 Nae 110fkinl

I Wotkin1 102 

• • 

D 

D 

•
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9 lf\\orkmg. \\hat 1s \Our mon1hl\ • . income., � ............. 
. ...... .. . .... 10 Rchg1on of Father 

I Chnsu:u,it\ 
2 Islam • 

) Tr.id1uon:il 4 Others Pis . Sl)l<tifr • . . . . . . . . . . ' ...II Rehg1on of� I other 

Chnsu:u,ity 
2 lsl:im 

J T r.idi11om1I 
4. Others Pis, Specif} ..

D 
1 O I •' O IO I I o Io o 

12 T nbc of Father 
Yoruba= I, Ibo• 2 Hous:i • J, Others• 4 (Specif) ) " . ' ... ' .

SECTION 8: (Awareness nbo111 in1munizn1ionl 

13. \Vlut is immunizntion .... . ...... . ........ .................................................

. . " . . . . . . . . . . . . '. . ... ............... , ... . ......................... .. ...
14 How did you hc:ir about 1mmunim11on?

R:id10 2. Tele\ is1on 3 Fricnds/Frunil� 4. Books 5. ln1cmct D
6 Haith 1\orkcr 7 Nc,cr he:ird 

15 \\'ll� do we give children immunization? 
. . . . . ... . 

8 Olhers (Pis specify) ..... '. .. .. . ....

.. . ........... , .......... .. .. ........................ ..

.. . .. .. . . .. . ' . ' .. " ............................ ' ............... .
. . . . . . . . 

16 Please nJmc 6 childhood d1seucs )OU know 11rc prt\'t.ntoble by ,mmunizalion 

. . . . . . . . .. 

. .
. 
. . . . . . 

...

.. 

' o o o I o • o O O + 0 • 

. ' 
.. '. ..

17 \\'h� \\ill you take )our child for immumm!lon? 

.
. .. .. .. . . ..... 

•• ••••• ••••••••••••••• • 01 O 

.. .. ... .. . .. 0 ,, uf HO•••'•••••'•• 100 •••'"••I ti O It••• •I O •• ••• 
'. . . . . . . . . .. " .. . .

. . . . . '. ' 
. .

.
.. 

·
····· ······

·
····

········
·
·
·
···

·
··

··· 
·
·
··
·

... ... . . .. . .. ... . . . ' ' . 

lg ch'ld , · mmunl.Zlltion?
\\lb} \\1II you not toke }our 1 ,or 1 · 

.. .. . ... . . ., .... ............. . . . ..
. . 

.. ... .. .. . . 
.. .. 

19 
" 

(, 11 ns afltr t,«n gi\cn 1mmun1zauon? Plc::ise tick the
Did )OUr chdd (:'(pcricnce 1111yofth' 0 01\ 1 

coma option 
·Faer I Ye, 

I Yes 
2. No I 

.1rri13b1ht> 

' .5wclhng at 111Jccuon s11c(s) I Yes
2 No 
2 No 

·P&u1 I Yd 2 No the fist 12 months? 
th someone dunng 

2(J Did )OU dualu 1mmumouon \\1 
D 

I Y cs 2 No , rnvnun&0lkln GJMI the 1.u1 u mcnhJ7 
2 _.., _,,or;,:/ plll1-lkeo I Did )OU uJCOUrtp! wn,tOIIC 10 .--· D 

I Yn 2, No 

JOl 
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sECTIO'.\ C: (Immunization sratus or child)

!l H:i.s 1h1s child rcce1\ed an\ rouunc immun , • iz.,uon ,rom Qn)' hc:ihh facilil\'"
I Yes 2 No 

13 Is rhcrc an� 1mmuniza1ion card or documenr for this child?
I Yes 2 'o 

24 Ir Yes. ma� I sec n please" 

D 

I Yes cord seen 2 Card seen \I 11h no cnlr) 3 No urd not seen D

'" The follo11 ing antigens arc covered in routine i111111uniz11ion. DCC (one dose), OPT (J 

doses), OPV (4 doses), HEPATITIS D (3 doses) and one dose each of meaJlcs and yellow fever. 

For ench or the antigens, we wont lo know, whether lhc child received rhc 1•occinc and 01 whol 

1:e he received it and where. 

"' For the following immunization. If the card is available, use ii 10 ctlculale 1hc age of  1he

child 11 11 hich he/she received it and mcnrion yes for the correspondint: qucs1ion. Do con Ii rm

the o:e 11ith the  mo1her I primary corc1okcr of 1he child. Pleuc nolC 11111 even 1he card en1rie&

need to be reconfirmed 11ith the mo1her/prim1ry care11kcr .

... Source or immunization should b e  recorded u: Hospi11I a I, Heallh centre• 2, Ou1rc1ch •

J, Private = 4. 

2S · BCG 1,:iccu,aiion 11,n•j•« 1Uberculos1s - �I LS, an injccuon 1n
His this child c 1-cr been g11·cn 3 _.... 

the lefi shoulder or left forc:irm l�l caused O scar soon aner binh?

Y cs. sc:ir seen 

3. Yes, scar n0I ,crified (Child nOI there)

26 Ra:ord source of infonnauon

2 Yes, but scar not seen

4. No, BCG nol given

I Qud (Plc:i.sc indtcnte c!.ite of  4drnin1str21ion #• •••••••••••••• 
... l 

2 Rcc:ill 

D 

D 

27 Record source o f  ,mmuni�uon · "··· . -. !Ml u an 1nicclion in the outer p;ut of
. .. uuuon IOJCCUORS 

2S I-us this child c,cr been SJ\CO ,�c:c 
11boopina eouah, diphthcru DPT)'

� gt111na tcianuJ,
D the left tlugh- to pri:\CRl b1mfhcr ram 

I y 2 No
CS 

!\CR lhCSC iOJCClJOI\I

29 If )CS, ho\\ 1113D) umcs \\U this cluld 8 
3 T1uCC

I One 2 T110 
, compldcd weeks)

en OP'T I ("""in 
10 Al "'Im IF was th1S cluld 811 

l I R««d source of 1nfomQU011 
r adm1nu11111on

I C11d (Plc;m 1nd1GalC d31C 0 

2 R«.all 

• 

D 

( I 

) D 

104 
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32 R«ord source of 1mmumm11on

Jl Al 11lu1 :isc ,1:is this child g1 1cn DPT 2 (

. . 

i,nic m completed 11ceks)
34 R.:corcl source of anfom1:111on 

l Ca.rel (Please ind1ca1e date of :idmanistr.iuon
2 Recall 

)5 Record source of 1mmunim1ion . 

•• f ••I • 0 • • 00 • o O 00 

. .. ' 

I 

. . '') D 

)6 Al 11 hnl age 11:is 1h1s cluld g1�cn DPT 3 (11ntc in completed 11ccks) I 37 Recore! source o f i nformauon ._ __ _, 

I Card (Please md1c;11c dntc of admm1s1r.111on ,. ..... . , • .... .... , ) 
2 Recall 

3S Record source of m1mumz:i11on 
. . . ..

.. .. 

D 

;9 H'1S this child c 1  er been gil en �,.ccmnuon mJccuons" an Ilic upper nght thigh 10 pn:1·cn1 him/her 

from gcning Hcp:iuus B? Yes 2 No D 
40. If �cs. ho11 manr umes w.u tlus child given this injection?

I One 2 T110 J Turco

41 Al 11h:!1 ngc 11ns this childgll'cn HBV f ? (11ntc m completed weeks) 

42 Record source of infonn:uion 

I Card (Plc:isc and1c::i1c <b1c of administr.uion ............ , ......... ) 

2 Rcc:ill

D 

I 

D 

43 Record source ofimmuniz:ltion ... .. ,... .. ... ' ..... ... 

� At 11h:!1 age 11':lS thlS cluld gi1·cn HBV 2? (write in complc1cd ,,eeks)
,._! __ __, 

45. Record source o f  mfonnauon

I. Cnrd (Plc:isc mdiC31c cbte of admJnistr.Uion

2 Rec:ill 

................. " 
• 

... , ) 

�6 Rttord source o f  immuruz:iuon ,.. · .. ·· .. . .. .. . '. . .. . .. . . . . 

. 
. • HBV 3 7 (wri1c io complC'lcd 11eclcs)

47 Ai 11lut nge was this child g11cn 

41 Record soum: of mfoOl\llllOD
rurion .. • ........ .) 

I Card (Please and1c.i1c cble of admioiSI ' .. 

2 Recnll

D 

I I 

D 

49 R«ord soun:� of 1mmuni1;.111on
d 5 in the mouth" in 1hc h�llh centre (Not

unc -,-:1oc1113UOn ,op 
SO Hu tlilS child e,cr b«n &1''" ,ou 

m/J1er f,orn gcttillS Poho7

1n tile hOUK 10 house c:unpaiB,11) 10 protect hi 
D 

I Al b111h 

2 W11hin I 111ccl. 
1 month)

3 n- I It arid 4 111tckl ( 
.,.. ._ CCII Ill CC 

tOS 

I I 

D 
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;i Record source of 1nronnn11on
I Cord (Ple:isc md1c:itc d:itc or ndministruuon
2 Recall 

53 Record source of 1mmunimt1on
•• • 

D 

5-l At \\h3t age \\llS this child g1 1cn OPV f? (write in completed llccks} I SS Record source of mform:i11on ,._ __ .., 
C:ird (Please md1c:11c dntc of o.dmmislm11on

2 Recall 

56 Record source or 1mmuntz.lllon 

.. u "" .) 

57 At 11hti1 age was this child g11cn OPV 2? (11111c m completed 11ceks) 

5S Record source of mform:i1ion 
I C.ird (Please md1c:itc do.tc of administration 

2 Rec:ill 
59. Record source of 1mmuntZillion ..... 

....................... )

60 At II h.lt age w:is this child gi\i:n OPV 3? (11n1c m completed 11ceks) 
61 Record source of inform:111on 

D 

D 

I Cllld (Plc:ise mdicn1c dale of admm1.S1ru11on - , .... •• .. "'""""""".) D 
2 Rcc3II 

62 Record source of 1mmuniz:tuon ... ...... ·· " " ... " " 
· 

ns" ·n the upper left 111111 at the age of9 63. Hn.s tlus child c1 er been g11cn "\-.iccin3uon tnJecuo 1 
months or older - to prc1 cnt hun/hcr from gcning t,fe3.1lc:s? 

D I Yes 2 No ,-----, • I v;Jccinc7 (11TIIC ill compte1cd monlhs�
._ __ __,&l At 111131 ngc \\'11.5 this cluld 311-en meas cs 

65. Record source of 1nform31ion 
I C.ird (PIC:1.Sc indiC3te cbtc of odminisualion . . . .

2 Rcc:ill 

...................... "* •• • •• 

. .. .. . .. � . 

> D

... 66 Record source of immuniz:llion " . . • . the upper nsJ11 arm at the age of9
I en ··1-:icc11\3UOn 1nJCCIIOR5 ID 67 �bs tlus child c1er been 81 

Ycllo" fe1er'1 
months or older- to prc1cnt him/her from gclllllS 

I Yes 2 No cction' •• . ,en Vcl1011 fe1cr inJ "" Al "ha.I age 11.U thLS child 81 
(\\'n1e 1n compktcd months) 

69 Record SQJrce of 1nforrn:iuon 
f gdm1nlJ\folllOR

I Card (Plcuc ind1ca1e cbte 0 

2 Ra:all 
70 Rcc«d aourc:e of ,mmun1u11on

106 

• ..

D 

[ 

) D 
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71 Did �ou pay for this child lo retCI\C an� of the above immun1uuons11 v�'S 2 No 

71 lf�cs. ho" much on a ,cragc did �ou p3) per \ISU (11n1c In Naira) � 
73 You h3,c mcnuoned 1h31 tlus child has nor been immunized/ full) immunized )Cl\\ 'hJt are the re:isons1 

(Plc:ise indicate b� ticking QS �IANY opuons as arc npplic3blc)
Unnwarc of need for 1mmuniu11on 
Uruwnrc of need for :iddiuorul d05cs 

• Uru,, 3n: of plocc :ind / lime of 1mmumzo11on

Fc:ir of side rc:icuons
\Vrong idea :ibom con1r:1mdico11ons

No fuith in immumz.:ition
\Viii alTcct fcnility of child
Pn:l'IOUS c.xpcncncc
Place of immu111mtion too far
lncon1·cnicn1 cby I tJmc Qlld ,-cnuc

• Vnccmc not 111':lil:,.blc
Nobody 10 13kc child to centre
Long \l':lillng ume
father declined pcnnission / :,.bsenl

Un:,.fTorcbblc co.st
Service pro1 idcr not friendly

. • .,�. ot kno11 job 11cll.

D 

Scrvtcc proV1dcr......., n 
" ........ . 

... ·················· ·········......... 

Others (Pis specif)> · · · .. ·· " · .... ·· . ... ...

Tolnk Ilic rcspondcnl

Signaruid Date ______ _
Name of lntcrvie11cr· ______ _ 

Signature I Dlle -------
Name of Supervisor· ______ _ 
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!BEERE LORI A \YON I\VA DI Tl O NIISE PELU GBIGB/\ AD ERE ,\JESARA f'il At
\RIN

,\\\0� O�IODE Tl OJO ORI \\'ON TO OSU �IEJILA- OSU :\IETALELOCUN NI IJOBA
!BILE ODEOA, IPINLE OGUN, NICERI,\.

IF.\.\�\:
-

l!al Allgb3to 01\0n, 

An sc t\\"Jdl � n m:igbcgbc � in tau mo b1 B\\on omo 1111 sc n gb3 abcrc aJcsara 11 tau dc'M a11on arun 

u o le sc 1ku p:i · m A f e mo bo� :i won gb:1 gbogbo aberc BJcsnra 10 o ye l11S1l.o t:1b1 bccko DI o ba sc
pc 1,on l.o gba gbogbo abcrc \\On um, 11 fc mo 1d1 11 C) i fi n bet Akon 11111d1 ) 1 kn sc tau d!I cnikcni
lcb1111bi lall fi i)ll JC c111kcm D1dahun a11on 1bccrc \\;1 lou10 atl lododo )to run \111 IO\\O lnh tun cto

fifunm n, :1b.!rc :!Jcs:lr.l sc l:itt le mu IICSt\\llJU b3 al:ufi� a11on omo \13 E sc pupo
J\omb:i lbecrc. Nomb:i nkojo 0Jo lbc110

l\omb3 omo m okoJo 
tpo Olud3hun si omo 
Ad1rcs1 ,le (\\oodu/abgcgbc/opopoM) . . ..... '' .. . ' ..... ....

 .

APA KINI ; 

I 

2 

3 
� 

s 

Orukoomo 
0Jo ib1 omo (dd/mm/yy) 
Akoubi Abo 
Ojo on t)U omo (odun) 
lpo 1)'3 RI igbC)':1110 
I Ko II SC igbe)'ll\10 

3 O u ko oko I kuro lodo ol:o 

2. Q II SC 1gbe).ll\O 

4 0JCOp0 

• · ':I omo b1 _______ _
6 l)t :111on omo m,r:in n t) 

7 lb1 u l\':I omo k.:I 111c de 
lie 11,e a)i!koltoberc (i"e mcf3)

2 

• 

9 

• 

I Ko lo s1 1le 111c r:ir:i

3. lie IIIC giratl13
S lie i11c m1r:in ( SO nt p;110>-------:2�Ko SC lie

., I On sc i.sc 
ha omo n sc isc b1 

------:--.--• 
t'osu1 � 

Elo n1 o"o O)':I iy:i omo 2 t,lusuluml 

lo O I KftJ!I� 
-------Ulll lbba mo (,o 01 pato) 

ii lru c,1n m1raJI 

II 
3 E.1111 lb1lc 

Elinl>aOmo 

; Eaui lblk 

2 r.1usuJwn1

I Kt1SUJIU 
II (IO ni pa!O)

� II\I cs1n 111111 

101 

D 

D 

D 

D 

D 

•

• 

•
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ll E�:i B:ibJ omo I Yorub:i 2 Ibo 3 llaus:i

�PA l<EJI: (ohun ti o m o  nipa ab ere AJcsaro)
13 Kim abcr� a1csar.i?

H B:i\\O ni o se gbo nipa abcrc IIJCSara? 
I Ero radio 2 Ero .imohunm:i\\ornn

4 Ey:i mll"Qn �01\0, so nt PJlO)

3. Ore I cb1

D 

5· Ero a�:irnbi :lS3 6 Os1sc cto 11cm 7 0113 m1ran �owo, so m pato) D
15 Kini 1d1 re u :i Ii n fu n omodc m ,L- • wu,;IC IIJCSDfil ' ___________ _

16 JO\\O d:i orul..o arun omode mcfo ll o mo pc abcre IIJCS3ra lcc dc'M 

17 Kim 1d1 ll oo fi gba abcrc DJWra fun omo re?
----------

IS K,m id1 to o ko fi ni gbo abcre 111es.ira fun omo rc1 __________ _ 

19 Njc omo re m c)ikC)i mnu awon nmi wonyii lc)1n  ti o gb.l abcrc a1es.1ra wi? Jowo, mu c)i Ii o 
b3omu 
I 1gbom (I. Beem, 2 Oecko) 2. llc:wD (I Oecni, 2 Becko) 
3 Ara nro ( I Bcc ni, 2 Oecko) 4. Oju o bcre Ii o \\U (I. Beem, 2. Bccko) 

20 Njc o b3 cmkc ni s •010 mpl abcre :ijcs;ir.i ni 1won osu mcjil:i s'C) in?

I Beem 2.  Oecko 

21 Nie O gb3 cmkcm ni iy:lllJU lati gb3 obcrc aJCS313 ni 11\0n osu mciila s'c)in?

I. Bccni 2 Oecko 

�PA KOA : (lpo ti omo gba abcrc ajcsaro de)

22 , , d · b;i nl 1budo cto 1lcra n1

NJC omo )11 u gb:i obcre OJc:W3 Ill 1gb3 c 18 

I Beem 2 Becko 

23 •. 
. wo run orno )II b1?

t-iJc kud, abcrc aJCS3lll ab1 11,c en miran

I Deen, 2 Bcck0

2� 81 o b3 JC bee, nJe mo le n k:la4i � bi'
-LQi l e  mnu re

bldi sugbo ko s1 "" 1 
I Beau mo n l..1•d• 2 �lo" • 

3 13cc�. n 1w n k11d1
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,1io1ilt ibl ti a ti gbo obuc gbodo wo b ·I' OJ ,. lb/ II a ti gba abtrt ·I j 
=], /ta�bangba = 3, lie iwosa,, Aduni = .J.

) 0 t. lit brasa11 •I, lit tJo I/era

!S i\Jt omo � 11 sb.i .ibcrc tn11 dc'M ,ko � ( ere t�cn nbcrc u ii gb:i
s, CJtb npn os1. clc� 1 1i O m;m nm npa) (BCG) 1 a1pc lchm u n bit?
I Beem. mo n ap;i 2 Beem s b ,. , us on n,:o n 3pl
3 Beem. sugbon nko sc ,fimulc nn., Mn ( , ..- omo �o s1 m 1b1 \ n) 

26 Sc :1kos1lc 1b1 11 o II mo  
I I-mu kn:idi nbcrc DJcsara ()01\0 sc :ikosilc ojo I I  o gba obcrc) 
2. lranu

-----

27 lb1 II o II gb:i 11bcrc ______ _ 

28 Njc omo} ii ,, gba abcrc nJcsnra" ,�en obcrc u n fun ni m ilnn Inti dcnA OJUn 
lpl, 1ko 3\\\Jbi 311 gbofungbofun corn n?

I Beem 2. Bccko 
29 81 o b:i jc becm. ccmcto m omo > ri II gb:111bere} 11? 

D 

D 

D 

t cck:in 2 ccmCJI 3. ccmctl D 
30 Kim OJO on omo )11 ni ,gb:i 1i o gb.i :ibcrc l!Nn lpl,iko a11\lb1 ;i1i gbofun gbofun llkoko? (05\I 11

oomo jc) . __ _
l I Se :ikosile ,bi u o ti mo

I K:iadi .iberc nJCS3r.1 (jo,\o se okosilc ojo u o gb:I abcrc) _____ _

2 lranu 

D 

32. lb, u o ti gb:I nberc ___ _ 
l' " '  

· · b O g'-• nbcrc orun Im iko A\\llbi au gbofun gbofun kcJt? (osu u
, "' m OJO on omo ) 11 m 1g a u ,.,. r-• 

omoje), _____ _
l� Sc akosilc 1b1 u o II mo 

t Kn:idJ nberc ;ijCS31'Q (Jo\\-O se D1tos1lc OJO u o gb3 abcre) -----

2 lranli 

D 

35 lb, u o u gb3 aberc _____ bofu k ? ( · 

n Ip>, ,ko A\\\lbt au gbofun s n cld osu u
36 Ki ru OJO on omo } 11 ni 1gb3 u O gl>J obc:re nru 

omo JC), __ _

17 Sc alo11le 1b1 u o u mo . ... bcre) ______ D�tic OJO II O i"" 1 

I Ka:s,di llbcrc :1Jesara (io"0 st 

2 tnnu 
)I lt,i II o u gba al,cJC ___ Ulll bci den:t a,unJ'cdo j'cdo ri?

"ti I fun n1 nt • 
39 l\,c omo >" •u gt,o abc� oJesara 

2 �ko
I O«nt 
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40 81 o JC bccm. ccmclo nt omo II gb:i nbcrc � 11.,

I cckan 2 CCfflCJI 3 . ccmetn D 
41 K, m OJO on omo � u m igb:,. u o gb., abcre J' cdo j'cdo nkoko? (osu II omo JC) 

42 Sc nkos,lc 1b111 o II mo 

·---

l l<A:id, :ibcrc QJcsnm (Jo\\o sc nl-os,lc OJO u o gb:i nbcrc) 

2 lr.lJIII 

-----

43 lbt ti O Ii gb:u 
----

D 

33 K ' m OJO on omo � 11 m gbn II o Qb3 obcrc f cdo j' cdo keJi'> (osu II omo JC) ___ _ 

34 Sc :,.kos,lc ibi II o tl mo 

I Ka:,.d, nbcre IIJCSQr.l (10110 SC nl.os,le OJO II O gb:i abcrc) 
·-----

2. lmnu

46 lbt II 0 II gb;in ___ _ 

D 

D 

35 K, m OJO on omo yum gb:i ti o gbJ abcrc j'cdo j'cdo kctn (osu ti omo Jc)? ___ _

36 Sc :ikosllc 1b1 11 o II mo  

I Kaad, abcrc ajcs.ira (10110 sc akos1lc oJo II o ab., abcrc ____ _

2 lr:inh 

-19 lbt Ii O II gb33 ___ _

D 

50 Njc a1i fun omo � 1i m abcfe aJesara igb:1dcgb.i ey, u a n  klln s1 omo l'cnu tau

dc'D.3 :irun ro'mo!Jp:i ro'molcsc ru ibudo cto 1lcr:1 (y:110 si c,•1 Ii II ngbc luri D 

!:ill OJUIC de OJUlc) 

I Beem 2 Bccko 

51 K1 m ojo ori omo �11 m igb:iu o gb3 a1ola ro'mo lop:i, ro'mo Iese nkoko7

I. N1 I.etc 11 a bu 2. l,..unn osc I.an 1i.1 bii D 

3 u:mn osc '1.4n au mcnn (osu klln)

S2 Sc cil.osilc 1b1 u o u mo

:,.Jmu wdl nbcrc aJC$313 (Jo\\O sc :ikos1lc ojo II o gb:i abcrc) ___ _

2 lr:lllli 

SJ lb, ti o u gbJ abcre ___ _

� Kim OJO on omo �II 011gbllu o gbJ a1ol3 ro'mo lap:i. ro'mo Iese kcJi7 (0511 u omo

JC), ___ _

55 � akm1lc 1b1 11 o II mo

I s ,nu ka•d1 abcrc 11c�r.1 (JO\IO sc okosdc: OJO II o gb:i obcrc) ____ _

2 ),anll

D 

D 

D 
j6 lbi II otl tbaabcrc __ _ 

S? Kl III OJO or, omo ,11 n, 1gb:111 o gba atoli ro'mo bp:i, ro'mo Iese I.cu? (osu 11 omoJc), __

111 
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-13 Sc :ikos,le 1b111 0 u mo

I l\inu k:ud1 abcrc '1JCS3 (J ra o,,o sc al.osllc OJO ti o gba nbcrc) 
2 lr:11111 

-----

59 lb1 II O II gb:,. abcre 
----

60 K, m ojo on omo , u "' isb:111 o &b I • I . l ato n ro mo ap:i. r o  mo Iese kcnn• (oJu u omo
JC), ___ _

61 Sc :il.Oiilc 1b1 11 o II mo 

I Ninu k:ind1 aberc BJCS3ra (jo\\O sc akos1lc OJO II o gbn nbcrc) 

2 lrnnll 

62 lb, 11 o 1111b;i nbcrc 
----

63 �jc omo � ii II gb:i obcre I\Jcsara s1 .ip;i os, m 1gbn11 o pc omo osu mCSI\Jl 1obi JU 

bcclo - l:111 dcn.i :uun �;• I Beem 2 Dccko 

D 

D 
K, m OJO on omo � ii m 1gba11 o gb:1 nbcrc QJC1ara l:111 den:,. nrun c� 1? (osu II omo Jc), __ _ 

65 s� al.ositc ,b, u o u mo 

I Ninu �d, nbcrc IIJCS:lrD (Jo,10 sc nl.os,lc oJo II o gb:i abcrc) _____ _ 

2 lranu 

66 lbi II o II gb;i aberc ___ _ 

D 

67 NJc omo � 1 i  II gb:i :ibcrc 3JCS:ira si ap;i os, ni igb3ti o pc omo osu mCl3J\ 

mb, ju bcclo - l:in den:,. :I.I\IJI ib:i :iponJu?

I Beem 2. Bceko D 
68 K, ni OJO on omo �ii ni igb:ui o gb:i abcrc DJCSlllll bu dc'n:,. 1b:1 nponJu? 

(osu II omo jc) ____ _ 

69 Sc .il.os1lc ,b, 11 o u mo 

I Ninu lc:l:id1 abcrc aJCS3111 C,0110 sc �os1lc OJO II o gb:i abcrc) _____ _

D 2 tr.11111 

70 Iba u o II gb:l abcrc ___ _ 

71 NJC o Slll 0110 baknn ouon omo ��, !au sb:i C} lkcp mnu a won abcrc OJC$;1111 u 11 so si11'l)JU )i? 

D 2 Dccko I Been• 

72 91 o b;iJc t,ccni. clo mo IIU3 n S3ll ni 1gbJ kooun 11 � ba lo tau gb:I :ibcn:

aJOll1'3 110� ,., (so ,�c II o JC m 0110 1'1'11111) >l ____ _ 

73 o u so 1\1-p( omo � 11 ko gb3 abcn: aJcsata n: pc Ki m id1 n:7

(J0\10 (i ll!ll $1 t!bO!!bO ... on ldi II OJC idclU)

1 :,i Lo mo rupa do obcrc OJC$.irD

S Lo mo pc O J e tu omo 1un gb3 abcn: 3JCS:lr.l si,

s lo mo ,b, / lkcko fun obcrc OJCSAfil.
2 

3 

� 

s 

Mo bcTU ohun u ko (bra II o le selc le> an abcre

Imo II ko u,na rupa ol in 11 0 led, 11,c" gb1gb2 duro
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6 \ ko m •sbasbo nmu :ibcn: QJ�ra 

7 Ab.:rc le  sc 1d1,,o fun omo l:iu b1 omo lchin 013

8 Inn a1ch1n,,a 

9 lie cto ilcr.i l:iu gbJobcn: �itJ111JJu 

10. OJof:lkoko/ 1budo 1011 gb:i obcn: oJcs:im l.o bo su

11 ko SI aben: OJCS3r.1 RI 1lc CIO 11cm 

12 l.o s1 cm II i 10 nm omo lo 1lc cto 11cm

13 diduro pcm ile cto 1lcr:i 

1-1 baba omo l.o s1 m 1lc tnb1 ko Ii asc sh

1; Aber� 11 \\On )II 

16 A,,oR osisc cto 11cm ko fo m mo'm 

17 A,,oR osisc cto 11cm ko mo 1sc dar:1<1.lr.i 

18. ld1 m1ran Oo\\O sc oloic) ________________ _

E sc pupo 

Orul.o Olubccrc _______ _ ;um O\\o/OJO _______ _

Oruko Olu�,,o _______ _ Qffli owo/oJo: _______ _ 

-

11., ..,,,,\1. 
... -

� 

.... 
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APPENDIX IV: APPROVAL OF STUDY LETTER 

l OBM117071l
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OOldl �I Go,11 ,ll'fOI. OdoG>

08081770734
Odedn Loc.il Govr.mmon1

PM 8 I, •

-�-Ult lcllo,i'.:,g ,.ltrt<a Odcda ()gun 5'alo 

Ollr l\tf Na. 

YcW 1.tf Na.

The f>rinc,p,.1 le-"tStlplC'f

��I

-

rcornl ,..:o-l")"Ct1111� 11017"•1

,ah.� 

"":'I!..,., o ... -..ir� lkur.lt r

\PPRO\t\l,,()F -'" TUD\

10 

!'!Of-OtCd l"!"c:!"'.h ffl,dy .�� MJ_--!!ffl(ffl af It� l•'l';U1:ln!� '"'� � 3� 

r!e: � � r:-�, _,.-..i,, ,n Od� Ir," <>sini �:re I "'r't":..-d ·� �,,,,,., ,..., 1M1

!\C! c!iic WI tidtnll!'m 1� fflJlho t=• � � r,., ,..,r�= :s dc-!'J� 

" � c,f ,= uri' ..,, .,.e ,ho.lid�..,.. 1!:r I 0" "'""' d p.t:;,"tr! IL• ..,..,1

�"'" ... .,.,. .. .:tl I:'.' "'� _,!CT cla.�

or , ,::,:ff Q \.

lllttf""' U'H'

o•, t,.ocal r ... ,m-al. 
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