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ABSTRACT

Vaccine preventable childhood diseases are serious heaith problems in Nigena As 2
resuft, prourammes have been put in place to improve immunization coverage with a view
to reducing their burden across the country. However, available evidence suggests that
these diseases contribute significantly to childhood morbidity and mortality in spite of
concerted eflorts aimed at preventing them through Routine Immunization (RI)
Furthermore, the status of immunization coverage and the factors which militate against
fulf R1 are yet to be flly explored. The study was therefore conducted 10 assess the status
of routine immunization coverage and factors responsible for incomplete coverage in

Odeda Local Government Area, Ogun State Nigeria

The cross-sectional survey was carried out among 510 women with children aged 1 2-23

months. Respondents were selected using the WHO cluster sampling technique. A pre-
tested structured questionnaire was used to obtain information on mothers’ knowledge
about immunization and immunization status of their children aged t2 ~ 23 months. A
child was considered fully immunized if he has received a dose of Bacillus Cafmelte -
Guerin (BCG), three doses of Oral Polio Vaccine (OPV), three doses of Diphtheria -
Pertussis — Tetanus (DPT), three doses of Hepatitis B Vaccine (HBV), and a dose each of

Measles and Yellow Fever vaccines by 12 months of age whife a pastially immunized

child would have missed one or more of these doses. A composite knowledge score about
immunization was computed for each respondent on a 7 - item scafe. Respondents with
scores of =5 and <5 points were considered to have adequate and inadequate knowledge

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

analysis at p=0.05

Mean age of the respondents was 28 8 = 5.4 years, 68% had formal education and 57.3%

were employed The mean age of children wos 17.9 = 39 months and 49.2% of them

were males Full immunization coverage was 22 2% while 51.9% werc partially
immunized and 25.9% were not immunized at all. Full coverage in respect of each of the
antigens were BCG (57.5%), OPV (21.7%), DPT (23.8%), HBV (14.6%), measles
(59 5%) and yellow fever (60.5%) Majority (68.3%) had adequale knowledge about |
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immunizalion. Respondents with inadequate knowledge were twice more likely to have
their children fully immunized than those with adequate knowledge (OR=0.5, 95%
C1=0.3-09) Thinty percent of respondents with secondary education had their children
fully immunized compared to 17.3% of the non-educated ones. Employed mothers were
twice more likely to fully immunize their children than unemployed mothers (OR=2 3,
95% Cli=1.4-3.8) Inconvenient immunization scheduling (14 4%), lack of social support
(12.2%), lack of knowledge about need for additional doses (9 4%) and lack of vaccine

(8.1%a) were among the reasons for incomplete routine immunization coverage

Full immunization coverage among children aged 12-23 months old in the study area was
below the national target of at least 80 0%. inadequate knowledge of mothers and logistic
problems are the major limitations to inadequate coverage. Public enlightenment, social

support and ready availability of vaccines are needed to address these challenges

Key words: Routine immunization, Coverage, \'acctne preventable diseases, Moiher's

knowiledge.

Word coun? 49]
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CHAPTER 1

INTRODUCTION

t.1  Background

Immunization remains one of the most important public hcalth interventions and a cosl
effective strategy to reduce the morbidity and monality associated with infectious diseases
(WRHO. 2009) Immunization is the process by which an individual's immune system
becomes fonified against pathogenic agents (immunogens) that cause specific diseases
(WHO., 2009) Globally, immunization cutrently averts more than 2.5 million deaths every
year (\WI110O, 2008) In spite of this, vaccine preventable diseases (VVPDs) remain the most
common cause of childhood monality with an estimated three million deaths each year
(WHO. 2008)

Vaccines are routinely administered (o keep people from fatling ill, this is far better than
treating them when they fall il} Su(Tering, 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 can be used for other health services can be saved. Immunization is a proven tool for
controlling and even eradicaling diseases for example, eradication of natural occurrence of
smallpox as a result of campaigns carried out by World Health Organization (WHO) from
1967 - 1977 (\WHO, 2009)

The fourth Millennium Development Goal (MDG 4) targets the reduction of under - five
mortaiity rate by two - thirds, with a time line between 1990 and 2015, Indicators of this goal
are;, under — five monality rate, infant monality rate and proponiion of 1-year-old children
immunized against measles (UNICEF, 2009) Thus an increase in routine immunization
coverage (including an increase in measles antigen coverage) will promote the attainment of
this goal which will on the long run impach positively on the health condition of children in

the worid at large

Nigeria commenced immunization activities. focusing on the control of yellow fever and
smallpox. about 50 years ago (NPCHCDA, 2009), The Expanded Programme on

Immunization (EPI) was launched in 1979 with the aim of providing immunization services

to children aged 0— 23 months
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The EPI routine immunization schedule includes a dose of Bacille Cz _ ger
three doses of oral polio vaccine (OPV), three doses of diphtheria, pertussis an
(DPT). three doses of Hepatitis B vaccine (HBV) and one dose each of measles ﬂ&'i*_
fever vaccines. The programme recorded initial successes with BCG coverage of 2
1981 but decline in uptake of services were quickly observed when BCG coverage dropped
progressively to 21%,19% and 16% in 1982,1983 and 1984 respectively {Babalola et
al.2003]. This trend necessitated a re-!aunch of the programme in [984. EPl waes also
renamed National Programme on [mmunization (NPt} in 1997 (NPCHCDA, 2009).

As a result of concerted efforts of the Federal Ministty of Health, State Agencies and
international organizations (UNICEF and \WHO) betweenl984 and 1990, Nigeria attained
universal childhood imnwnization (UCI) (Babalola ¢t al, 2003) with BCG coverage of 80%,
OPV3 - 55%, DPT, — 59%, DPTy - 56% and Measles coverage of 34% and an overall
immuntzation coverage of 81.5% for all antigens in 1990 (FMOH, 1997). The success
however was not sustained and by 1999, immunization coverage began to decline gradually.

The decline was evident for all the antigens. For example, between £993 and 1999 the BCG

coverage fell from 52% to 43 %, while Oral polio vaccine fell from 28% to 19%. Within the
same period the DPT,coverage declined from 54% 10 41%, DPT; fell from 29% to 23%, and
measies coverage declined from 40% to 35%. (WHO/UNICEF, 2004), this decline was
confirmed by the survey data from the National Demographic Health Survey (NDHS) and
Multiple [ndicator Cluster Survey (MICS). Most striking of all, the propoztion of children

with complete immunization fell by almost half from 30% 1o 17% between 1990 and 1999
(UNICEF, 2003)

However following 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
between 2003 and 2007 when BCG coverage increased from 55% to 69%, Orai polio vaccine
coverage increased {rom 45% 10 61%, while DPT) coverage increased from 53% to
72% Within the same time frame, an increase in DPTy from 35% 1o 54% and measles
coverage of 45% 10 62% was experience (WHO, 2009). However, these results still connote a
far cry from the target of 90% immunization coverage that ought 1o have been achieved by,
year 2000 as set at the 49* World Health Assembly in 1988 (WHO, 2009)

A multimethod study carried out by Pertnership for Transforming Health Systems (PATLIS)

AFRICAN DiGITAL HEALTH REPOSITORY PROJECT

end sponsored by Depsrtment for [nternatsonal Development (DI'ID) between July and




December 2004, idemified community and systemic factors that aﬁ’é!.t"l
coverage The influence ofwider contexts such as the political, economic, soci:fﬂ
environment, socio.demographic characteristics, the disease burden and 1hc-§if¥'
mediated through a set of proximate determminants which includes idcali'ocial o
psychosocial), community and systemic factots. Other factors affecting immunization
practices in Nigeria include the supply and demand elements. On the demand side, there is a
lack ot community ownership of immunization programmes fostered by & poor understanding
of immunization, suspicions, myths, and fumours On the supply side, immunization
programmes arc fraught with poor infrastructure, inadequacies in vaccine supply and

distribution, poor provider skills and inadcquatc finding (Babalola and Adewuyi, 2008),

1.2 Prablem Statentent

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

understood (Abdulraheem ct al, 201 1). Nigeria is a signatory to the Declaration on Survival,

Protection and Development of children, which was made at the 49" World Health Assembly
in 1988 and reinforced by the World Summit for Children in 1990. This declaration ealled for
eradication of the polio virus from the world by the year 2000 (Babalola et. al., 2005). Out of
all 193 WHO member states, Nigeria is one of the 4 countries (Pakistan, Afghanistan, India
and Nigeria) that were still polio-endemic in 2007 (WHO, 2009) and by February, 2012,
WHO removed Indiz, from the list of countries considered to have never intesrupted the
transmission of wild poliovirus because, [ndia has not had a case of polio since january, 201}

and no recent environmenta! samples have detected wild poliovirus in India (Ogundipe,

2012)

In addition, in 2010, global figures indicated that about 19.3 mitlion infants did not receive
the basic vaccine against diphtheria-tctanus-pertussis and 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 (\WHO, 2005)

According (o global polio surveillance data from August 28, 2012, 128 polio cases were
reported, the bulk of which (96 percent or 123 of the 128 cases) are from the three remaining

endemic countries - Pakistan, Afghanistan and Nigeria. This figure is the lowest number of
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cases globally to have been recorded during a sevcn-month period in
(FMOH. 2012) Unfortunately, Nigeria remains one of the few re
vicus around the world (Babalola and Adewyi. 2005) and the most polic 0 er

with over 70 cases of new infections by the end of August 2012, As at 'Juhc.'HO p

" it a

Vicus and one circutaling vaccine-derived Polio Virus were recorded in 1O {(Wee

e

ep:d report. 2012) This suggests under utilization or inavailability of immunization services
in the country (UNICEF, 2009) '

Nigeria has one of the lowest immunization coverage rates in the Wesi African subcontinent
despite effens by the government and other non governmental organizations 10 inc: ,,;
coverage rates. This is illusiratcd by the following immunization coverage rates for;.}'*
2007. BCG coverage for Nigeria was 53% while Ghana had 99% and Mali had 86%. O.F'JJ-
coverage of 54% was observed in Nigeria compared with 94% in the Ghana and 76% in Mali

Nigena aiso had measles containing vaccine coverage of 41% while Ghana recorded 86% |

and Mlalt 66% DPT3 coverage of 42% was recorded in Nigeria while Ghana had 94% and

4

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

1.3 Justilication of the Study i

4' .
.

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

Inadequate levels of immunization against childhood diseases remain a signiﬁcqn“,

immunization coverage be assessed every five years to cvaluale immunization

n
A

performance but the last recorded immunization coverage survey in Odeda LGA
conducted in 2003 (Alagh, 2003). Yhis survey revealed poor coverage rate: z';_;;'*-.; i

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

After Nigcria attained universal childhood i ]ﬂmuniqﬂ’ibn-_m-,l 990, i
declined substantiatly_ Covg;g,ge rates obtair od £ individual anti

) l- ] -
than in 2011 as porirayed by a decline fom 69% 10 47% for £
0 72% and 66 ;"1-"‘*”9 "‘l'}" K| .l)- |"'" DEC! 1

.‘l" -‘. " i {§" i = iz




‘information on the factors aflecting the uptake of immunizz

the country is available (Babalota and Adewuyi, 2003)

Resistance 1o immunization activities in any pan of the country can put mill

in Nigeria and neighbouring countries at 1isk of mortatity and morbidity from

[

Y L .
preveniable diseases, steps to increase immunization coverage ought to be embarket

il e
E n

This study therefore centers on collecting appropriate information usefis) fo 'i;},-,d: [yin,

h . U Sl =
factors that determine uptake of immunization in the study area. The information ¢

gencrated may serve 1o encousage continued suppon from donor — supported initid "1_-’;’.

-

available daia on Nigeria's performance on immunization coverage show thai overal

progress has been poor .



14  Research Questions '

L What is the routine immunization coverage rate of children 12-23
Odeda LGA?

\What level of knowledge does the respondent have about imm nization &

19

vaccine preventable diseases”

I

\What are the factors affecting immunization compliance in Odeda __ \?

1.5  Objectives
1.5.1  General Objective

To determine factors affecting immunization coverage among children aged 12 - 23 n!?l‘l hs

o!d in Odeda Local Government Area. J
e

1.5.2 Specilic Objectives

]

. To determine rouine immunization coverage rate of vaccine preventable dise:

among children aged 12 — 23 months in Odeda LGA. -

2. To assess knowledge Jevels about vaccine preventable discases among

children 12-23 months old LS | 1

3. To identify factors affecting routine immunizatios coverag
12 - 23 months old in Odcda Local Government Arca.




CHAPTER TWO =

LITERATURE REVIEW

2.1 Introduction

Edward Jenner is well known around the world for his innovetive contribﬂli‘m‘ o
ynmunization and the ultimate eradication of smallpox (L.akhani, 1992) fenner's work Iﬁ -
widely regarded as the foundation of immunology-—despite the fact that he was neither the
first to suggest that infection with cowpox conferred specific immunity' to smailpox nor the |
1irst 0 attempt cowpon noculation for this purpose (Dasgupta, 20t0). In 1796, Edward |
Jenner demonstrated that scratching cowpox virus onto the skin produced immunity againsi
smallpox. Tollowing this scientific demonstration, the practice of vaccination graduaily [
1

became widespread during the 19th century, and began to be applied to other infections.

When Edward lenner first successhiily ‘vaccinated' against Small Pox, hardly could he

imagine that his experiment would change the future of public health forever. Immunization
prevents deaths and for last 3-4 decades tt piayed a pivotal sole in tackling infectious disease
throughout the world. Immunization is probably the most poputar among all public health:
interventions, as revealed by the fact that more than 100 million children are vaccinated

annually with more than 1000 million doses of different vaccines (WHO, 2009). 7o

Immunization is a proven 1ool for controlling and eliminating life-threatening infpé' 3
diseases and is estimated to avert between 2 and 3 million deaths each year. ltI is Tf. -_ th
most cost-effective health investments, with strategies that make it accessible to all
populations it has clearly defined target groups and can be delivered c‘f_Ttd!K’ y I,T" gk

outreach activities (WHQO, 2012).

2.2 Immunization Activities in -;\'ign'r'ia
) - o
Iesegenitian.of th sk
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o 1
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launched in 1984. As a result of concerted efforts of the Federal Ministry of Health, State
Agencies, and [ntermational organizations, Nigerta attained universal childhood immunization
(UCI) of 81.5 percent coverage for all antigens in 1990. But the success was not o last long [
and by 1996, itnmunization coverage has declined substannally to less than 30 percent for

DPT3 and 2§ percent for the three doses of oral poliovirus vaccine (OPY) (Babalola and |;
Olabisi, 2004)

However, in view of the critical need 10 enhance the effectiveness of immunization, which

was fast dcclining. nnd 10 meet the global challenges of immunization, the EPl was ;
restructured in 1997 1t was renamed National Programme on immunization (NPI) and
|
|

established as a Parastatal of the Federal Ministry of Health by decree 12 of 1997,

Following the Federal Government Health Sector Reform. NP1 wns merged with the National
Primary Health Care Development Agency (NPHCDA) in May 2007 (NPHCDA, 2009). t‘
Nigesia is a signatory to the declaration on the survival, protection and development of |
children, which was anticulated at the 49th World Health Assembly in 1988. This was further
reinforced by the World Summit for children held in New York in 1990 (NPHCDA, 2009).
Nigeria in 1995 also adopted the \World Health Assembly Resolution (WHAR) and United | |
Nations General Assembly Special Session (UNGASS) goals that by 2005, all countries must _|

elimination (MNTE). The Millennium Development Goal (MDG) four that: .T hirc

reduction in under-five monality rate be achieved between 1990 and 2015 was also &

achieve. polio eradication, measles moriality reduction and maternal and neonatal tetar

o " A

In addition 10 the above, the country similarly ratified the UNGASS gcg.ls.' 1t
ol = oy -

\igeria shuuld aim at- ensuring full immunization of childrcnlun_dé‘t ne vear of age at

~coverage nationally with at least 80% coverage in e‘iely,lndi's icl or equiva
~ ' : ) ! T i

I r = i —1
unit, and vitamin A deficiency elimination (Obioha et 2l 2010)
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implementing projects one after the other with the Government of Nigeria
strengthen routine immunization in the country, particularly across the noithern states- T
tnclude USAID's Community Pariicipation for Action in the Social Sector
(COMPASS), World Health Organization, UNICEF, EU Prime, and DFID (Babalola @
Adewuyi, 2005)

Afier a great deal of eftfon lo improve the EP1 during the 1980s, an *In-Depth !icview‘" in
1989 reported that an estimated 100,000 lives per year were saved through EPI eltosts alone.
A series of surveys in 1991 showed that national coverage of fully immunized children up 10

two yecars of age was almost 80% EPl programme progress was most impressive
(WHO/UNXNICEF. 2004)

Immunization remains the primary strategy in both the contro! and prevention of common
childhood discases. panicularly in the developing world. Immunization and health care
services were commenced in a rural community in Nigeria sn 1998. when vaccine coverage
for all Expanded Programme on Immunization (EPI) diseases (tuberculosis, polio, diphtheria,
pertussis, tetanus, measles, and hepatitis 8) was considerably low with only 43% of children

fully immunized (Odusanya ct al ,2003)

Vaccine coverage has slowly improved since 2000 but remains below mean regional levels.
That year, WHO/UNICEF estimated that DPT3 coverage among children 12-23 months was

23%, polio third dose was 26% and measles containing vaccine (MCV) was 33%. By 2009,
the estimates were, respectively, 42% (DPT3), 54% (Pol3) and 41% (MCV) (WHO, 2009).

2.3  Immunization legistation !

Decree 29 (1992) established the National Primary Health care Dev elopmqnw

“'9‘#'

of the National Immunization Programme Chapter I, Part 1, Asticle 17

Constitution states *The State shall direct its policy towards ensuring that th

[T

B PN .. _. r“".--

medical and health facilities for all persons”. The Fourth Schedule (“Funct
Gm.;mlpqrp Council"), Pat 3, Article 2 of 7\ 1999 Con '
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implementing projects one after the other with the Government of Nigeria
strengthen routine immunization in the country, patticularly across the noitl
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(COMPASS), World Health Organization, UNICEF, EU Prime, and DFID (Bab:
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for all Expanded Prosramme on Immunization (EPI) diseases (tuberculosis, polio, diphtheria,
pertussis, tetanus, measies, and hepatitis B) was considerably low with only 43% of children

fully immunized (Odusanya et al ,2003)

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

That year, WHO/UNICEF estimated that DPT3 coverage among children 12-23 months was

23%, polio third dose was 26% and measles contatning vaccine (MCV) was 33%. By 2009,
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2.4  Target Vaccine Preventable Diseases

(n 2002, WHOQ cstimated that 1.4 million (14% ol global total mortality) of deaths amo
children under 5 years were due to diseascs that could have been prcvcnlcd"by routir
vaccination (WHO, 2005), while in 2008, an estimate of 1.5 million (7% of global lotal
morality smong children under S years) deaths was made (WHO, 2012). Also, global figurcs
indicated that about 19.3 million infants did not receive the basic vaccine against diphtheria-
tctanus-pertussis in 2010. Nearly seventy percent of thesc children live in ten countrics'
Afghanistan, Democratic Republic of the Congo, Lthiopsa. India, [ndonesia, Iraq, Nigeria,
Pakistan, South Africa and Uganda. These [igures poriray a pglobally wesk routine
immunization progtamme (WHO/UNICEF, 2005) At least 90% of childhood moibidity and

mortality 1n Niger:a can be atir buted to diseases such as diarrhoca, malaria, acute respiratory

infect:on and vaccine preventable discases (WHQ, 2010)
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Routine immunization activities in Nigeria are geared towards protection £ dren

the following diseases:

2.4.1  Diphtheria -

Diphtheria is caused by bacteria calied Corynebacterium diphiherta which produce toxin tha
can harm or destroy body tissues and organs. The type of the disease common in the u‘bp':gz
causes ulcers on the skin while another 1ype affects the pharynx and other parts of the throat.

Diphtheria atfects mostly non.immunized children under the age of 15years. It can also

aifect people of all ages {FGN/NPY, 2004)

The 1vpe of diphtherta that causes ulcers on the skin is spread through contact with skin

uicers The disease 1s olien disseminated on clothing and other articles contaminated with

I
|

fluid from ulcers. Overcrowding and poor living conditions favour disease spread. nfection
‘ with diphtheria usually manifests within 2 - 4 days. During outbreaks and epidemics infected
| people may spread the disease without even showing any signs or symptoms. In the type of
‘ the disease aftecting the skin, the lesions may be painfiil, reddened and swollen (WHO, 2012,

FGN/NPL, 2004)

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

10 breathing difficulty and dcath. It is spread in droplets and secretions from the nose, throat

and eyes. Sore throa, loss of appetite, slight fever and formation of a bluish-white or grey
membrane in the throat at the early stages accompanies diphtheria affecting throat and tonsils.

i
The patient may recover at this stage of the throat disease or develop severe forms of ih‘!

disease Patients with severe disease or complications may die.

In 2010 global figures indicated, 4,187 reported cases of diphtheria which increased 10 4,887
cases in 2011 Year 2010 also indicated about 5,000 deaths and 85% esﬁ ij_;_’f |
coverage Countries that reached at least 80% DPT3 coverage in all &Ts c ﬁ'_ ' e 29

globaltly (WHO, 2012).

The mos1 effective way of prev enung diphtheria is to m)a\(am 1]*'“'" ol

in the commuqny anh\heng ;ox q; g.wqu ..'_. Fq-‘ |
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Hepatitis B is a disease caused by the Hepatitis B virus (HBV) present in the blood,
semen, vaginal fluid and other body fluids 1t is usually spread by contact with blood th
injection, parturition (birth process), contact with cuts, etc. Sympioms may last several v

and include general weakness. fatigue, loss of appetite, jaundice, dark urine, pale stools, etc:
1

A laboratory blood test is requited to distinguish a catrier from a person that has the disease
(FGN/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 are of
particular tmportancc to the prevention of hepatitis B as well as other infections tn healthcare
sciings (Lavanchy, 2008) The majority, at least 90%, of the morbidity and mortality
| associated with hepannis B are manifested in conditions, particularly primary liver cancer and
cirrhosis that develop slowly during chronic infection Mjore than one in every forty deaths
worldwide s caused by these two conditions, and the great majority of these result {rom
hepatitss B or C infection (Perz, 2006). Complications associated with HBV include: chronic

hepatitis, cirrhosis, liver faiture, liver cancer and death

| More 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 quarters of the world’s population live in areas where there are high levels of
infection Every ‘year there are over 4 million acute clinical cases of HBV, and about 25% of
carriers, 1 million people a year, die from chronic active hepatitis, cirrhosis or primasy liver
cancer (WHO/GAR, 2012). i

In 2002, there was an estimate of 600,000 deaths due to Hep B while 2010 cwcpenentcd n-m..

HepB3 coverage About 92% of countries worldwide have successfully mtegmed .‘,',' in

their routine immunization programme.
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2.4.2 Ueparitis B

Hepatitis B is a disease caused by the Hepatitis B virus (HBV) present in the b
semen, vagina! fluid and other body fluids. 11 is usually spread by contact with blood
injection, parturition (birth process), contact with cuts, etc. Symptoms may last sevcré:ifw "
and include general weakness, fatigue, loss of appetite, jaundice, dark urine, pate stools, etc.

A laboratoty blood test is required to distinguish a carrier from a person that has the disease
(FGN/NPI, 2004) |

Hepatitis B can renain infectious even in dried blood for several weeks (Alter, 2006). The
screening of blood for transfiision and use of sterile medica! and injecting equipment are of
| particular importancc 10 the prevention of hepatitis B as well as other infections in healthcare
scttings (Lavanchy. 2008) The majority, at least 90%, of the morbidity and mortality
associated with hepatitis B are manifesied :n conditions, particularly primary liver cancer and
| cirhosis that develop slowly during chronic infection More than one in every forty deaths
worldwade 1s caused by these two conditions, and the great majority of these result from
hepatitis B or C infection (Perz, 2006). Complications associated with HBV include: chronic

| hepatitis, cirrhosis, liver failure, liver cancer and death

More than 2000 million people alive today have been infected with HBV a1 some time in
their lives. Of these, about 350 million remain infected chronically and become carriers ofthe
virus. Three quarters of the world’s population live in areas where there are high levels of
infection Every year there are over 4 million acute clinica) cases of HBY, and about 25% of
carriers, | million people a year, die from chronic active hepatitis, citthosis or primary liver
cancer (WHO/GAR, 2012) =

In 2002, there was an estimate of 600,000 deaths due to Hep B while 2010 experie

HepB3 coverage About 92% of countnies worldwide have successfully mtégratep "’"F‘ in
1

their routine immunization programmec. -

lu-
The most ctfective method of prevention for hepatitis B is Jvag:: atio _L'L
DNA or plasma-derived hepatitis B vaccine. Tbr,eecjoas are % - 'ﬂ‘r- nt

into upper thngh ofmfam spmng at I?mhor.as‘s on as pos a“! fer birth

A 5!‘% also be delivered into deltoid m

= , T R S R I o &
' -".---w. 1-' B have becn availat



2.4.2 Hepatitis B

Hepalilis B is a disease caused by the Hepaiitis B vaius {(HBY") present in the b_ldqa'd;-‘
semen, vaginal fluid and other body fluids [t isusually spread by contacl with bbbndi
injection, parturition (birth process), contact with cuts, eic, Symptoms may last several week
and include general weakness, (atigue, loss of appelite, jaundice, dark urine, pale stools, elc.
A laboratoty blood test is required 1o distinguish a casrier from a person that has the disease

(FGN/XPL, 2004)

Hepatitss B can rematn infectious even in dried blood for several weeks (Alter, 2006). The
screening of blood for transfusion and use of sterile medical and injecting equipment are of
particular importance to the prevention of hepatitis B as well as other infections in healthcare
scilings (Lavanchy, 2008) The majority, al least 90%, of the morbidily and montality
associaled with hepatitis B are manifested in conditions, particularly primary liver cancer and
cirrhosis that develop slowly during chronic infeclion: More than one in evesy (orty deaths
worldwide is caused by these two conditions, and the great majority of these resull fiom
hepat:tis B or C infection (Perz. 2006) Complications associated with HBYV include: chronic

hepatitis, circhosts, liver {ailure, liver cancer and dcath.

More than 2000 million people alive today have been infecled with HBY at some time in
their lives. Ofthese, about 350 million remain infected chronically and become carriers of the

virus. Three quarters of the world's population live in areas where there are high levels of

infection Every year there arc over 4 million acute clinical cases of HBV, and about 25% of
carriers, | million people a year, die from chronic active hepatitis, cirrhosis or primasy liv

cancer (\WHQO/GAR, 2012) -

A

tn 2002, there was an estimaie of 600,000 deaths due 1o Hep B while 20410 cxpem ced 5%

d Hep

o

HepB3 coverage About 92% of countries worldwide have successfully integrate

their rouline immunization programme.
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initially these were expensive and adoption was slow, to date 88% of

have introduced the vaccine for some of their population (WHO, 2009).

2.4.3  DMeasles

Measles is caused by the measles virus 3 member of the Morbifh virus in the genus fdlniri
paramyxoviridae and is highly infectious. 1t kills more children than any other of the l':‘&'
| targe! diseases. [t 1s one of the most readily transmitted communicable diseases and ﬂtdbaﬁyy
| the best known and most deadly of childhood rash/fever illnesses. The virus weakens the
immune system (\WHO, 2009)

Measles virus is spread by droplets and direct contact with nasal or throatl secretions of |
infected persons when they sneeze or cough, less commonly by airborne spread or by articles |

freshly soiled with nose and throat secretions (FGN/NP], 2004)

Incubation period of the disease ranges fiom 7 - t8days. The first sign of infection i$ & high

fever lasting |1 - 7days which may be accompanied by running nose, cough, red and watery I

eyes This is usually followed by a slightly raised rash from the face and upper neck 10 the
body, hands and feet over a period of 3 days. The rash lasts for 5 ~ 6days and fades away.

l Complications occur in children less than Syears and adults over 20years and include: severe
diasthoea, dehydration, inflammation of ear and respisatosy tract, encephalitis and blindness.
l The other complication is pneumonia, which is the commonest cause of death associated with
measles (FGN/NFI, 2004) [n 1990, measles was the eighth leading cause of death. In 1997, it
was the sixth leading cause. This is analyzed to represents a greater loss of Iife,than-*_f '
caused by AIDS and almost as great a loss as that caused by malaria. The majority of ¢ caths

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

deaths in children under age of $ years. .

In 2008, there was an estimate of 164,000 deaths due 10 mcasl'csj}u ‘ Q 10 expert
299,201 reported cases and an estimated MCV coverage of 85% gl obally y. Als '
eountries in 1pe-.;)-o_ﬂd have reached a1 least 90% MCV coverag *_f_“:’ 2)
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2.4.4 Pertussis 4

Pertussis also known as whooping cough is a disease of 1he respitatory tract caused by
bacieria Bordetella periussts which lives in the mouth, nose and throat.  This disease is m:

dangerousin children less than 1 year (FGN/NPI, 2004).

Pertussis is spread fiom person to person through droplets produced duting coughing or
sneezing: The disease usually has 3 stages. Stage 1 shows the child with signs and
symptoms of common cold with cough bouts of four to eight weeks. In stage 2, cough
vworsens with numerous bouts of rapid coughing followed by frequem vomiting and
exhaustion usually at night. Stage 3 is the recovery phase when coughing becomes less
intense and stops in two to three weeks (FGN/NP], 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

Worldvide, 11 is estimated that there are 30-50 million pertussis cases and about 300,000
deaths per year (CDC, 2006). [n 2008, therc was an estimate of 195,000 deaths due 10

pertussis while 2010 experienced 91,689 reported cases and an estimated DPT3 coverage of

85% globally (WHO, 2009)

Prevention involves immunization with pertussis (Inactivated whole cell wP or acellular aP)
vaccine usually given by 1he intramuscular route in combination with diphtheria and tetanus
1oxoid as DPT. It is given in 3 doses siarting at 6 weeks with 4 weeks between doses
(6weeks, 10weeks and 14weeks). A person infecied with pertussis usually acquires lifelong

immunity (FGN/NP], 2004)

2.4.5  Poliomyeclitis

Poliomyelitis also known as polio is caused by poliomyelitis virus. 1t is a crippling disease

1hat can occur in adults but is commoner in children. The disease can be caused by any one of
3 related vituses, polio virus types 1, 2, or 3. The virus mubiplies in the intestine, enters the

blood stream and may invade certain types of netve cells which it can damage or destroy

(FGN/NPI, 2004)
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Infection with the virus occurs through the mouth in food and diink contaminated by
mostly in area with poor sanitation The vijus can also be spread through coughi

sneezing when it occurs in nose and throat secretions. Infected persons without sympto
can also spread the disease (FGN/NP1, 2004).

People infected with polio may not feel il or have influenza.like symptoms such as fever,
stomach ache, headache, etc Paralytic polio begins svith the milder forms causing severe
muscle pain and fever. Paralysis usually develops during the first week of illness. The use of
one or both legs or arms may be lost. Abou1 [ in 200 infected children become paralyzed and
mostly permanently. Death may occur if muscles used for breathing are patalyzed and there

1S no access o arespirator (FGN/NP1, 2004)

[n Nigenia, polio incidence has dropped more than 99 percent since the launch of global polio
eradication efforts in 1988 According 1o global polio surveitlance data from August 28,
2012, 128 polio cases were reported from four countnes, the bulk of which (96 percent or 123
of the 128 cases) arc from the three remaining endemic countries - Pakistan, Afghanistan and
Nigena. This figure is the lowest number of cases globally (o have been recorded dunng a
seven-month period in the last 10 years. Nigeria remains the most polio endemic country with
over 70 cases of new infections by the end of August 2012. Although the countty has reached
an estimated 90 percent of all children at risk in the countty with polio vaccinations,
difficulty now is in reaching the fina! 3-8 percent of the missed children that are reguired 10

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

In 2004, there was a plobal estimate of less than 1,000 deaths due 10 polio while 2010
experienced 1,348 deaths. Ycar 201 | experienced 716 reponed cases and an estimated OPV

coverage of86% (\WHO, 2012)

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

four doses stanting at binh with an interval of at Jeast 4weeks between doses (0, 6weeks,
|0weeks and I4weeks) Polio can also be prevented with Enactivated polio vaccine (IPYV)
given by injection in two — three doses depending on countty schedule. Infecied people who

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

that infected them (FGN/NPI, 2004)
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24.6 Telanus

Tetanus or ‘lock jaw" is caused by exposure 10 the spores of Closiridun tetani whicl
univ ersally present in the soil and found growing in damaged tissues. The bacteria pr
potent neurotoxins in dead tissue that poison nerves that control muscles thus causing
stiffness  This disease is particularly common and serious in newborn babies, when it is

know n as neonatal tetanus. Almost all babies who contract tetanus die (FGN/NPI. 2004).

Tetanus is a worldwide disease whose incidence is highest in developing countries. [n most

Westemn nations, however, the incidence is less than one case per million-popuiation per year
(\WHO, 1995)

Infection with tetanus may occur if soil or animal dung comesin contact with a wound or cut
and in deep wounds caused by dirty nails, needles, thoms and animal bites. A new born may
be infected if diny knife or razor (contaminated with soil which is a reservoir of the
organism) is used to cut the umbilical cord or skin. In new bom babies, symptoms usually
appear 4 — l4days afier infection and include muscular stiffness, dilYiculty in swallowing,
muscie spasms, sweating and fever. Complications observed with tetanus include fractures,

abnormaj hearibeat, coma and eventual deathin the very young (FGN/NPI, 2004)

In 2008, there was a global estimate of 61,000 deaths due ¢o tetanus in children less than 5
years of age while 2010 experienced 9,683 reporied cases and an estimated DPT3 coverage
of 85% (WHO, 2009)

Tetanus toxoid is administered by the intramuscular route to children for protection against
tetanus in combination or s:ngle component products such as DPT, DT, TT or Td which is
given in 3 doses starting at 6 weeks of age with 4 weeks between doses (6weeks, 10weeks
and 14weeks) Persons who recover from tetanus still need vaccination to acquire immunity

against the disease (FGN/NPI, 2004)

2.4.7 Tuberculosis

Tuberculosis (TB) is caused by bacterium Mycobacterium fuberculosis. The bacteria attack

the lungs and other parts of the body including the bones, joints and brain. Tuberculosis
affects people of all ages with the highest nsk in children under 3 years of age and very old

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
people (\VHO, 2009)



TB is spread through air when an affected person coughs or sneezes and the bacteri
released Into air Inhaling air containing TB bacteria may cause a petson to be infect
TB spreads rapidly where people live in crowded conditions, have poor access 10 healthe
and are malnourished- 1n some areas, consumption of unpasteutized milk from infected catle
may cause bovine TB. People who have weakened immune system (eg . people living with

HIV/AIDS) are more likely 10 develop 1he disease than those with normal immune system
(FGN/NPI, 2001)

General symptoms of TB include weakness, weight loss, fever, night sweats, persistent
cough, chest pain and coughing up of blood. However in children, ihe only sign of
pulmonary tuberculosis may be faiture to thrive and stunted growth People who fail to take
their medication as prescribed or to comptete their course of therapy may develop multi-drug-
resistant TB which can be spread to other people. An infected person can infect others for
several weeks even after beginning treatment. Not everyone who is infected with TB bacteria
develops the disease itself. People who are infected but do not develop the disease do not
spread the infection 10 others (FGN/NPI, 2004)

TB is second oniy 10 HIV/AIDS as the greatest Killer worldwide due 10 a single infectious
agent. [n 2010. 8.8 million people fell ill with TB and | .4 million died rom TB. Over 95% of
TB deaths occur in low- and middle-income countries, and it is among the top three causes of
death for women aged 15 10 45 TB is a leading killer of people living with HIV causing one
quarter of all deaths. Multi-diug resistant TB (MDR-TB) is present in vittually all countries
suneyed TB death rate dropped by 40% between 1990 and 2010 (\WWHO, 20)2), The
Incidence of tuberculosis (per 100,000 people) in Nigeria was last reponied at 133 00 in 2010,
§30 00 in 2009 and 145,00 in 2008 according to a \World Bank report teleased 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 with BCG vaccine. BCG vaccine is given

as & single dose at birth or as soon as possible after birth. BCG vaccine is not recommended |

after 12 months due to variable and less certain protection (\WHO, 2009)
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248 VYellow Feser

Yellow fever (YF) 1s caused by the yellow fever virus. It is an acute disease of hi
mortality In epidemics, up to 50% of infected people may die. The virus is spread |
mosquitoes of the Aedes aegypti. The mosquitoes are veciors of the disease and acquire tl
virus by biting infected animals or humans then incubate the virus before transferring it to
another human. The illness may be mild and undiagnosed and may be confised with maiaria,
hepatitis or other diseases. Signs and symptoms snclude feves, chills, backache, stomach

upsel, bleeding gum, jaundice, bfack vomitus. Complications include convulsion, coma and
death (FGN/NPL, 2004).

[n 2002, there was an estimate of 30.000 deaths due 10 yellow fever while 2010 experienced
737 reported cases and an estimated YF coverage of 50% in the 45 countries at risk. 1n 2011,
an incidence of 2,597 cases and 68 deaths were estimated (WHO, 2012)

The disease is prevented by immunization with live viral yellow fever vaccine using the
subcutaneous route It is given as a single dose at 9 months of age. Elimination of breeding
space for the vectors is also an important factor in prevention of the disease (FGN/NPI,
2004)

2,5  Immunization Programmes
2,5.1 Expanded Progrnmme on Immunization (EP])

The Expanded Programme on Immunization (EPI) was established in 1974 through a World
tHlealth Assembly resolution (resolution \WVHA27.57) 10 build on the success of the global

smallpox eradication programme, and to ensure that all children in all countries benelited

from life-saving vaccines (\WHO, 2010)

The first diseases targeted by the EPI were diphtheria, whooping cough. tetanus. measles,

poliomyelitis and tuberculosis Global policies for immunization and establishment of 1he
goal of providing universal immunization for all children by 1990 were established in 1977,

this goal was considered an essential element of the WHO strategy to achieve health for sl

by 2000

When the EPI was initiated in 1974, fewer than 5% of children in developing countries were

receiving & third dose of DPT.and paliomyelitis. vaccipes in their lirst year of life. These



coverage levels have now surpassed 0% in developing countries, and millions of

the target disease have been prevented (Keja et al, 1988).

In 2010, an estimated 85% of children less than one year of age globally had received a1
three doses of DPT vaccine (DPT3). Additional vaccines have now been added and mo
countsies, including the majority of low-income countiies have added hepatitis B and
Haemophilus influenzae 1ype b (Hib) to their routine infant immunization schedules and an

increasing number are in the process of adding pneumococcal conjugate vaccine and
rotavirus vaccines to their schedules(\WHO,2010)

The Expanded Programme on Immunization remains committed to its goal of universal
access to all relevant vaccines for all at risk. The programme aims 0 expand the targeted
groups to include older children, adolescents and adults and work in synergy with other
public health programmes in order to control disease and achieve better health for all

populations, particularly the underserved populations. (\WHO, 2011)

The vision of EP[ in Nigeria is to improve the health of Nigerian children by eradicating all
the identified six killer diseases, which are polio, measles, diphtheria, whooping cough,
tuberculosis, and yellow fever. Between 1985 and 1990, as contained in the National health
plan for that period, the objectives of EPl were 10 strengthen tmmunization; accelerating
disease control and introducing new vaccines and relevant technologies, and tools (Obioha ct
al, 2010)

In 1998, Nigeria drcw the core activities of her EP1 policies which included the following:
(i) Monitoring of the performance, quality and safety of the immunization system;

(i) Assessment of the current and “‘future” burden of vaccine preventable diseases in

terms of sickness, deathand disability, as well as the economic burden;

(ii))Assessmcnt of the impact of vaccination strategies, through epidemiological

surveillance and reliable laboratoty confirmation,

{(iv)Monitoring of the National immunization policies, particularly the vaccincs used and

the target population (immunization schedules), and

(v) Monitoring of the overall immunization coverage and ensuring that all districts of the

countty are well covered with vaccination (Obioha ct al, 2010)
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|
EPI was renamed National Programme on Immunization (NPI) and established as a Pa

of the Federal Mlinistry of Health in 1997. Following the health sector Reform, XPI
merged with the National Primasy Health Care Development Agency (NPHCDA) in \

2007 The NPHCDA is now charged with the responsibility of effectively controlli

vaccine-preveniable diseases through immunization and the provision of vaccines
(NPCHCDA, 2009)

In Nigeria, all three leveis of government (Federal, State and Local) are important partners,

commitied to the formulation of strategies and support for the implementation of an efYective
immunization programme (NPCHCDA, 2009)

Problems encountered by the Programme have included: lack of public and governmental
awareness of the scope and seriousness of the target diseases, ineffective programme
management, inadequate equipment and skills for vaccine storage and handling, and
insufticient means for monitoring programme impact as reflected by increasing immunization

coverage levels and decreasing incidence of the target diseases (Babalola and Adewuyi,
2005).

2.5.2 Global Immunization Vision and Strategy (GVIS)

1n 2005, WHO and UNICEF worked wilh partners to create a Global Immumzation Vision
and Strategy (G1VS) for 2006 - 2015 (WHO, 2005) This strategy envisions a8 world in which
every child, adolescent and adult has equal access 10 immunization services (RED Approach,
WHO, 2008) GIVS articulates the \WHO and UNICEF visions for global immunization in

2015 and is composed of four strategic areas

(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 (o a!l ages,

(ii) Introducing new vaccines and technologies,

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

the health systems context; and

(iv) Creating global partnerships 10 support and finance immiunizations (CDC,

2006) AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



GIVS is the first ever strategic framework for immunization designed to respan
challenges of a rapidly changing and increasingly interdependent world. 11 presents
range of initiatives which countries can choose from to address their own specific ne
UNICEF and the WHO say the objectives outlined in the strategy must be addressed if t
world is 1o achieve the Miltennium Development Goal of a two thirds reduction in monality
among children under five by 2015. GIV'S proposes that between 2006 and 2015, all those
working on immunization and related product development should strive o prevent

morbidity and mortalityby achieving the following goals and targets.

By 2010 or earlier

« Increase coverage Couniries will reach at least 90% national vaccination coverage
and at least 80% vaccination coverage in every district or equivatent
administrative unit

« Reduce measles monality. Globally, monality due 10 measles will have been

reduced by $0% compared to the 2000 level.

By 2015 or earlier

« Sustain coverage H
« Reduce morbidity and mortality

» Ensure access to vaccines of assured quality
 Introduce new vaccines

« Ensure capacity for surveillance and monitoring
» Sirengthen systems

« Assure sustainability (\WWHO,2010)

2.5.3 Globnl Alliance for Vaccines and Immunization (GAVT)

In 2000, the GAVI Alliance, a global health paninership representing private and public
stakeholders, was established to improve vaccination services in poor couniries and 10
improve coverage with new and underutilized vaccines. By pulling the specialist skills of all
the main players in immunization - \WHQO, UNICEF, the World Bank, the Bill & Melinda

Gates Foundation, donor govemments, developing countries, international development and
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finance orgamzations and the pharmaceutical industry - into one, decision-makin

GAVT has brought a single-minded focus to the urgent task of closing three critical
the provision of vaccines:

* between children for whom immunization is a given and the 19 million children

worldwide with no access to vaccines;

* between the introduction of a new vaccine in rich countrics and the average 10-15

years required for the same vaccine to reach low.income countries;

* between the need for new vaccines in developing countries and the lack of
research and fiinds to provide them (GA VI Alliance, 2012),

Since 2000, S22 billion has been disbursed to appioximately 70 countries to suppait
vaccination services, injection safety, new vaccine introduction, and the strengthening of
health service systems. Nonethetess. if the GIVS goal for global coverage is to be met,
strategics known to be elfective must be prioritized and implemented in all countries (CDC,
2009)

Nigeria obtained conditional approval for GAVI support finds for immunization support
services and new and under — utilized vaccines in 2002, In October of same year, 37 GAV]
consultants were appointed to give technical suppoit to all states and the federal capital
territory of the country. These consultants were expected to develop proposals for GAV!
funding in the states and LGAs in line with the country’s S - Year Strategic Plan for
strengthening immunization service delivery. By May, 2003, the GAVI] Award Review
committee recommended }5 states and |87 LGAs for GAV] funding (WHO, 2005).

According to a recent report, Nigeria is highly strategic for GAV! which aims to reach the
final 20% of the world’s children who still do not have access to routine immunization,
Nigeria accounts for an estimated 1.7 miilion of the 19.3 million children who did not receive
routine immunization in 200, GAV'[ Alliance, estimates that 72 GAVI-eligible countries wil}

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

fiom pneumonia and diarrhoca~escusin-sub-Saharan-+feica and South Asia. The prevention




finance organizations and the pharmaceutical industry - into one, decision-making

GAVT has brought a single-minded focus 1o the urgent task of closing three critical gap

the prowvsion of vaccines:

. . . S glls . "l::
* between children for whom immunization is a given and the [9 million children

worldwide with no access 10 vaccines;

* between the inroduction of a new vaccine in tich countries and the average 10-13

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

* betwcen the need for new vaccines in developing countries and the fack of
research and fiinds to provide them (GAVI Alliance, 2012)

Since 2000, $2.2 billion has been disbursed to approximately 70 countfies to support
vaccination services, injection safety, new 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 effective must be prioritized and implemented in all countries (CDC,
2009).

Nigeria obtained conditional approval for GAVI suppo:t funds for immunization suppon
services and new and under - utilized vaccines in 2002 In October of same year, 37 GAVI
consultants were appointed to give technical support to all states and the federal capital
tetritory of the countty, These consultants were expected to develop proposals for GAVI
fiinding in the states and LGAs in line with the country’s 5 — Year Strategic Plan for
strengthening immunization service delivery. By May, 2003, the GAVI Award Revicw
commitiee recommended 15 states and 187 LGAs for GAVI funding (WHO, 2005).

According to a recent report. Nigeria is highly strategic for GAVI which aims (o reach the
final 20% of the world's children who still do not have access to routine immunization
Nigeria accounts for an estimated 1.7 million of the 19.3 million children who did not receive
routine immunization in 2010 GA\'l Alliance, estimates that 72 GAVI-eligible countries will

be using pentavalent vaccine by 2013 in their routine immunization systems (GAVI 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 diarrhoes~oocurtin-sub-Sataran-dffrsca and South Asia, The prevention




and treatments for both diseases often overlap, and include among others steps as: incre
vaccine coverage, and disseminating oral rehydration salis 10 children with diasthoea

antibiotics 10 children with bacterial pneumonia (GAVI Alliance, 2012).

Appropsiate care for children with pneumonia symptoms is haphazard, with less than one-
third of affected children receiving antibiotics. Oval rehydration salts, a traditional, low-cost
response for children with diarrhoea, are used by only one-third of sick children in
developing countries — signaling a failure 10 deliver one of the tried and tsue child survival
interventions New vaccines against the major causes of pneumonia and diarrhoea are already
available and low-income countiies urgently need to introduce them into routine

immunization programmes (GAV1 Alliance, 2012)

In 2011 Nigeria received GAVI approval to introduce the Pentavalent vaccine in a phased
manner, starting in May 2012 This 'live vaccines - in = one’ protects children between 6
weeks and 1] months against five chiidhood killer discases (Pertusis, Diphtheria, Tetanus,
Hepatitis B, and Heamophilus Intluezae B). WHO has provided technical suppost in the
successful submission of proposal to GAVI for Pentavalent and Preumococcal conjugate

vaccine introduction in Nigeria (\VHQO, 2012),

With a view to improving child health, the Nigerian government introduced the first phase of
pentavalent vaccine into her routine immunization schedule in June, 2012 (WHO, 2012). The
thittecn states and FCT which were parts of the first phase of the introduction are: Jigawa,
Kaduna, Adamawa, Bauchi, Kwara, Plateau, Enugu, Anambra, Rivers, Edo, Akwa-lbom,
EXiti and Lagos States and FCT. The remaining paits of the country should be covered in the
nexi few months (WHO, 2012)

In 2013, Nigeria is set to introduce pneumococcal vaccines, helping to protect against
pneumonia, still the world's biggest killer of children under the age of five. When the
pentavalenm and pneumococcal vaccines are fully rolled out, Nigeria's child mortality rate is

expected 10 drop by an estimated 17%, preventing some 30,000 child deaths every year

(Ogundipe, 2012)
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2.6  Immunization Delivery Activities / Strategies

No si’ngle strategy is likely to be appropriate for all circumstances and all diseases-

choice of strategy should depend upon the epidemiology of the disease, the characteristic
the vaccine, the facilities availgble, the accessibility of the population, their cultural attitudes

and practices and the socio-economic level and health systems context of the country. {Cutt,
1998)

There are four basic elements common to any public health intervention of which
immunization is one These elements are:

Sustainable financing; involves reliable and sustainable multi — year financing

strategies including costing, budgeting, mobilization and efficient use of
resources.

» Strengthening Human and Institutional Resources, is systematic national |
institution and system strengthening of staft. '

« Management; involves management, monitor:ng and evaluation of immunization

services

o Operational components
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2.6 Immunization Delivery Activities/ Stralegies

No single strategy is likely 1o be appropriate for all circumstances and all diseases
choice of strategy shoutd depend upon the epidemiology of the disease, the characteristi
the vaccine, the facilities avzilabte, the accessibility of the population, their cultural artitudes

and practices and the socio-economic level and health systems context of the country- (Cutt,
1998)

There are four basic elements common to any public healih intervention of which

immunization is one. These elements are.

* Sustainable {nancing; involves refiabie and sustainable multi — year financing

strategics including costing, budgeting, mobilization and efficient use of
resources

e Strengthening Human and Institutional Resources, is systematic national

institution and system strengthening of statf.

e NManagement; involves management, monitoring and evaluation of immunization

services

e Qperational componenls
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FIGLRE 2: Basic Elements of Intervention Systems

These elements are all linked one to the other with operations occupying the center thus

coordinating ail the elements as seen in Fig 2 above




The operational components of immunization services can further be divided into five (Fig.

), these inciude
e Veccine supply and Quality
e Logistics
o Service Delivery
o Suneillance

» Advocacy and Communication

(Technet, 2001)
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FIGURE 3. S Components of Immunization Services
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The operational components of immunization services can Rirther be divided into five (Fig:
3), these include,

o Vaccine supply and Quality

e Logistics
» Service Delivery
o Surveillance

¢ Advocacy and Communication

(Technet, 2001)
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FIGURE 3: S Components of linmunization Services
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2,6.1 Routine Inimunization

Routine imniunization (R1) involves the provision and administration of potent vaccifu_:
against childhood killer diseases to young children and tetanus toxoid 1o women
childbearing age using an approved national immunization schedule (Babalola and Aina,
2009) [n Nigeria, the schedule is designed to include all children 0.1 years who shalf receive

one dose of BCG, 3 doses of DPT vaccine, 3 doses of Hep B vaccine, 4 doses of OPV and
one dose each of Mcasles and Yellow Fever vaccines (NPCHCDA, 2009).

Routine immunization gradually figured in the priority list of national public health
programmes and \Vorld Health Organization endorsed the process with advocacy for
Expanded Programme on fmmunization As the national commitments matenialized tnto

action, results were evident Globally, Measles Containing Vaccine (MCYV) coverage rose
from 16% in 1980 10 82% in 2007 (UNICEF, 2009)

Routine immunization is often an entry point into primary health care. However, in four
PRRINN-MNCH (Paitnership for Reviving Routine Immunization in Nosthem Nigena;
Maternal Newborn and Child Health Enitiative) states in the noithern part of Nigeria, routine
immunization coverage is low, indicating a lack of access to PHC services. The programme is
working with all stakeholders at ali levels 10 ensure that routine immunization services are

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

In Nigesia, routine immunization is provided through the public and private healthcare
centres, NGOs also provide RI in some communities. Public sector provides Rl through
primary healthcare facilities cun by LGA authorities. This is headed by a Director of Primary

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

(FGN/NPI, 2004)
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2.6.2 Reach Every Ward (REW)

The World Health Organization (\VHO) and pariners designed the Reaching Every Distri
(RED) approach in 2002 as an innovative method to increase and sustain high levels

routine smmuni2ation (R), particularly in the Africa region. This approach has a number of

unique characteristics, including

* targeting unimmunized children;

* prionitizing limitcd resources by basing planning on weaker performing areas,

* decentralizing with (ocus on the district or Local Government Arca (LGA) level
downivard,

* aiming at flexibility and adaptation to include integration and strengthening of |

other primary heatth care interventions I

The RED approach, which suppons the Global Immunization Vision and Strategy 2006-

2015, was developed by WHO and UNICEF for sewing a vision for equal access to
immunization services. Specifically, RED calls for: “Al least 90% national vaccination
coverage and at least 80% (average required for hcrd immunity against vaccine preventable

diseases) vaccination coverage in evety district by 2010 or sooner* (FMOH/NP1,2004).

Nigeria adopted the RED approach in December 2004 to its country context for “Reaching
Every Ward"(RE\) In Nigeria, a ward represents the lowest administrative and political |
level (USAID, 2009). The REY Field Guide defines “Reaching Every Ward approach as: a
strategy aimed at piovision of regular, eflective, quality and sustainable routine immunization
aclivities in every ward, so as lo improve immunization coverage. It focuses at improving the

organization of immunization services so as Lo guarantee equitable immunization for every

child

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




Based on most common barriers to achieving immunization goals, the RE approach

foltowing five operational components needed for planning to Reach Every Ward:

e

(1)  Planning and management of resources — better management of human .

financial resources.

() I1mproving access to immunization services — establishing or re-establishing

fixed immunization sites as well as outreach or mobile immunization sites.

(i11) Supportive supervision — regular visits with on.the-job training by supervisors,

feedback and follow-up with health staff, promotion of use of data

(iv) Mlonitoring for action — using toots and providing feedback for continuous self
assessment and tmprovement, including review meetings 10 promote use of data,
charting of doses, ¢nd participatory mapping of the population in each health

facility catchment area.

(v) Linking services with communities — community panticipation in heaith
services, planning and jointly identifying a role for the community; involving
village development committces (VDCs), ward development committees
and(\WWDCs) traditional birth attendants (FGN/NPI, 2007),

In 2006, Nigeria developed and disseminated nationwide its REW guide and tools.

Comprehensive training was then provided to all States and LGAs in 2007. In October 2006,
IMMUNIZATIONDasics Nigeria, a USAID-fiunded project, embarked on a two~ and ~ a half
year effort in two States to put REW 1into action, and thereby strengthen routine
immunization services (USAID, 2007). In April 2009, a project review tcam concluded that
INMUNIZ ATIONbasics (IMMbasics) had developed a practical and aftiordable way to make
REAV operational in the context of the weak Primary Health Care (PHC) system in Nigeria

(USAID, 2009).

A total of $3 countries have impiemented the reaching every distnct (RED) strategy, key
strategy for increasing routine immunization coverage by \WHO. The RED stiategy
encourages supportive supervision, regular outreach services. community links with service

delivery, monitoring and use of data for action, and better planning and management of

human and financial resources (WHO, 2012)
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2.6.3 Supplementary Immunization Activities

Supplementary )mmumzation activities are conducted in addition to the provision of rou!i?\'e“'
immunization services (WHO, 2005) and are used to reach children who have not Be'e'ﬁ-l
vaccinated or have not developed sultieient immunity afier previous vaccinations It can be
conducted cither nationally or sub-nationally in selected areas lt also aims at strengthening
routine immunization and other child survival interventions like deworming, vitamin A

suppiementation, 1TN distribution and anti - malarial drugs.

2.6.3.1 National immunization Days (N1Ds)

National immunization days (NIDs) are mass campaigns during which supplemental doses of
oral poliovirus vaccine (OPV) are given to all children in a country to interrupt the
transmission of wild poliovituses. N1Ds are one of the four ciitical strategies recommended
by the World Health Organization (\WVHO) for global poliomyelitis eradication and should be
conducted in all countries where there is evidence that poliovirus is widespread or where

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

conducted NIDs and 30 were planning to. WHO recommends that N1Ds consist of iwo
rounds. 4-6 weeks apan, during the season of low poliovirus transmission; that each round be
conducted over as short a time period as possible. and that OPV be adminisiered to all
children <5 years of age, regardless of immunization status. NIDs were advocated by the Pan
American Health Organization (PAHO) and implemented by countries in the Americas
during the 1980s Effective implementation of NIDs has led 10 the eradication of wild
polioviruses in the Region of the Americas and progress 1oward its eradication from several
countries of other regions. Although most countiies in which polio is endemic have adopted
the WHO-recommended approach to NIDs, some variations exist, largely a result of

operational limitations or inadequate resources to procure sufficient vaccine (Maureen et al,

1997)

To achieve polio eradication, National Immunization Days (NIDs) are recommended, in

which al} children in the 1arget age, usually under S years, receive OPV during a short period

with the aim of displacing the wild vitus from communities by the mass circulation of 1he

vaccine virus (Quadxos et al, 1992)
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Nationa} Immunization Days (NIDs) is a special programme of suppiementai immunizali_
that aims 10 improve the coverage of polio vaccine nationwide and particularly in Stat
where the wild poliovinis is prevalent. Although the oral polio vaccine is also provided
through R, the main rationale for the continuing tmplementation of NIDs is the persistently
jow coverage of OPV3 in the last (ew years In Nigeria, “National Immunization Days*
(NIDs) were conducted in 1988 with the purpose of promoting public understanding of
immunization and to increase level of coverage. Again in 1989, the EPl was revised
including’ immunization policy, strategies, and schedules.'State Immunization Days" (SIDs)
were instituted. For the period 1990-92, the objective is to immunize children up (o two years

of age, although the priority 1arget is children betow one year (NICS, 2003)

2.6.3.2 Mop up Campnign

Once polio transmission is reduced only to focai arezs after NIDs, ‘mopping up’ operations,
consisting of door 10 door vaccination are conducted in areas a1 risk. Focal areas inciude
those wherc cases have been found over the previous three years, usually in areas with high

population density and mobility, poor sanitation and low routine immunization. Eve:y case of

acute flaccid paralysis (AFP) is investigated, and stool specimens are collected from cases
and contacts {or viral isolation (Quadxos ct al, 1992)

As a result of efforts embarked on by the Nigerian Government to eliminate and eradicate
particular vaccine preventable diseases with particular attention on achieving the global goal
of stopping poliovirus transmission and contro} of deaths due to measles, by 2002, many
states in the south of Nigeria were largely polio free (FMOH,2004). The picture today
however portray. that poliovirus is stitl present in Nigeria especially in the Northem part of

the countty where some resistance 10 the uptake of vaccines was recorded for a period of

1ime
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2.6.3.3 Catch up Campaign

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

where most susceptibles have accumulated (1-15 years in the Americas), are used, To prevent
resurgence of measies, programmes must sustain high routine vaccination coverage of
infants, and conduct periodic supplemental campaigns when susceptibles {(comprising
unvaccinated persons and vaccine failures) accumulate. Surveillance of suspected measles

cases With laboratory confirmation of cases is another key element of this strategy (de
Quadxos et al, 1996)

In an attempt to reduce morbidity and mortality due to measles, Nigeria conducted a measles
catch-up campaign in two phases: December 2005 (three zones) and July 2006 (three zones)
The northerti zone was selected for the first phase due to high disease burden and relatively
lower measies vaccine coverage. The campaign targeted children 9 months to 14 years with

the objective of providing a second opportunity for children who hed received as well as

those who missed routine vaccination (FMOCH, 2008).

2.7 Immunization Coverage in Nigeria

Inadequate leveis of immunization against childhood diseases remain e significant public
health problem in resource-poar areas of Nigeria {Abdulraheem ct al.,2011). In 2004, the
country included hepatitis B and yellow fever vaccines in its national schedule,
recommending the receipt of three doses of hepatitis B at birth, atsix weeks ofage, and at 14
weeks of age while yellow fever should be given at nine months of age, along with measles
vaccine (FGN/NPI, 2004),

Nigeria like many countries in the African region is making efforis to stcengihen its heaith
system in general and routine immunizstion services in particular 10 reduce disease burden
from vaccine preventable diseases (VPDs) This is against a backdrop of poor routine

immunization coverage: 12 7% National Average (NICS, 2003)

With a population of approximately 140 million, Nigeria rematns Africa’s most populous
nation and vaccine preventable discases account for approXimately 22% of child deaths in the
country, amounting to over 200,000 deaths per year. The Expanded Programme on

Immunization (EPI), responsible far.caunnely delivsting-dmmunization, started in the Jate




1970s In 1990, reported DPT3 coverage in jnfants (<12 months of age) reached an estimated
56% During the years following the global Universal Childhood Immunization effoits th
culminated in 1990, iminunizalion coverage rates in Nigeria declined significantly
Preliminary results of a 2006 national coverage survey reposted 36% DPT3 coverage and
only 18% of children fully immunized (aged 12-23 months a1 survey time). The suivey

results reveal significant dilferences across zones ranging fiom 0%-40% fully immunized
children (FNOFL, 2006)

Despite obvious political will, government efforts and the contribution of intemational non-
govemmental organizations (NGOs) and donor agencies, the immunization coverage rates in
Nigeria arc among the lowest in the world. The 2003 Demographic Health Survey (DHS)
showed that only 13 percent of children aged 12-23 months received full immunization. In
addition, Nigeria is one of the last reservoirs of poliovirus and is now considered the greatest

threat to the global eradication of polio (Babalola and Adewuyi, 2005).

UNICEF estimates of coverage pes antigen provide information on only four antigens in
Nigeria, these are BCG (TB), DPT (Diphtheria, Pertusis and Tetanus), Polio and Measles.
According 1o UNICEF data, between 1995 and 2005, BCG coverage in Nigeria witnessed a
decline from 80% in 1990 10 42% in 1995 and fiom 1995 10 2003, thc coverage oscillated
between 43% in 1996 and 60% in 2003. In 1997, BCG recorded 53% (UNICEF, 2004). BCG
coverage between 2004 and 201! experienced a lift but not enough o meet the 1arget of at
least 80% coverage as indicated in EPl policy in Nigeria with 65%, 77% and 64% in
2008,2010 and 2011 respectively (\WHO, 2012) . EP1 policy in Nigeria stipulated that by
2004 no community should have or report cases of Diphtheria in the country. The results
show' that the vision is not yet reaiized. In 1990, DPT had 56% coverage, dropped to 31% in
1995 and 26% in 1996. The peak between 1995 and 2005 was 45% as recorded in1997.
DPT3 recorded a coverage range 0f40% - 69% between 2006 and 2011with 69%in 2010 and
47% in 2011 (WHO. 2012). In 1990, Polio coverage was 55%, which dropped to 31.5% in
1995 and between 1996 and 1999 it ridiculously dropped to between 26% and 19%. 1n 2000,
it picked up to 26% and continued to rise up 10 45% in 2005 (UNICEF, 2007). OPyv3
coverage was 54%, 75% and 73% in 2007, 2010 and 2011 respectively. With these results, it
shows that the country's target of eradicating Polio in Nigeria by the year 2004, through 95%
coverage vijsion was not met Measles coverage recorded 54% in 1990 and dropped 10 44% in
1995 with further drop 10 38% in 1996. The peak coverage was 69% in 1997, which later

dropped to 40% in 1998 and to ARoaNRie Ao gaLTRRgresTd 8%saT has not changed over the ycars




except in 2004 and 2005 when the coverage further deopped 1o 32% in 2004, However, h
Wwas an tncrease in coverage of MCV from 44% (2006) to 64% (2009) and a constant value of
71%in 2010 and 201 | {WHO, 2012).

From the figures above there is a notable trend of a relative increase in coverage of most of

the considered antigens from 2003 to 2010 while in all of the antigens except MCV which

remained constant, a decline in coyerage was expesienced in 2011.

2.8 Local Vaccination Cultures

Public opinions about vaccination include varied and deep-seated beliefs, a result of the
lension belween divergent cultural viewpoinis and value systems. Sevesal key cultural
perspectives on vaccination stem from individual rights and public heahh stances toward
vaccination, various religious standpoints and vaccine objeclions, and suspicion and mistrust

of vaccines among difterent global cultures and communities (USAID, 2010)

2.8.1 Knowledge and Perception about Immunization

It is an established facl that although, many pasents have knowledge about the efficacy of

immunizing their children, culture overrides such knowledge in some cases (Qjikutu, 20§2)

A study commissioned by the WNational Programme on Immunization (NPI) looked to
examine knowledge, attitude and perceptions regarding vaccination in 1§ states in Northem
Nigeria The parameters examined included awareness 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 were aware of common
childhood slinesses and their preventalive measures; the attitude of most mothers/caregivers

towards immunization services is positive and relies on the efficacy of the vaccine to protect

against disease (Siddiqi, 2006)
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A study in Pakistan also demonstsated that providing vaccine-related targeied education
mothers at home is an effective and practical strategy to improve childhood immunization

rates in fow literacy settings (Owais et al , 20t1)

Knowledge about the number of times a child should receive vaccines for the vaccine-
preventable diseases is aiso a very important factor to consider when assessing immunization
compliance Babalola and Adewuyi found that knowledge about the number of times a child
should receive vaccines is generally poor, even among the pasticipants that wcre most
knowledgeable about immunization (Babalola and Lawan, 2009). Also, increased knowledge

about immunization and belief in the efiicacy of vaccines were associated with higher levels
of immunization (Babalola and Olabisi, 2004)

In general, increased knowledge about immunization and belief in the eflicacy of vaccines
were associated with higher levels of immunization, [t was also found out that knowledge of

vaccine-preventable diseases is usually higher in the urban communities compared to the
cural communities

2.8.2 Sources of Infarmation and Advice

The popular sources of information on immunization include the electronic medie,
newspapers, health facilities and local sourccs — town criess, village heads, religious heads,
and community exchanges Howeves, 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 ofien than not received through the electronic media
and health facilities These two sources are considered credible and reliabte since they are
perceived to originate directly from the government in collaboration with the United Nations
agencies (\WHO and UNICEF) believed 10 be genuinely interested in the health of children

Rural communities on the other hand make use of sources like: town criers, village heads,

religious heads, and community exchanges (Babalota and Aina, 2004)
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2.8.3 Sources of Immunization

The main sources of immunization available are public and private heaith facilities, schools,
fatth clinics or mission houses. and home visitations during the N1Ds. The patronage of thesc
immunization sources by mothers vary by rural and urban locations (Babalola and Qlabisi,
2004) Many respondents are discouraged from immunizing children because of the lack of
access to hcalth facilities, the perceived (and real) lack of availability of vaccines, the lack of

respect and lack of skill from immunization service providers and long waiting times
(Femandcz et al , 2011)

Mobile strategy usually describe trips of more than one day by district or regional health
workers for the purpose of declivering services to people living in remote areas Mobile tcams
may spend scveral days travelling to reach the pcople. In Nepal, it can take up to ten days of

walking ftom the district center to rcach some vitlages. [n general, the cost per vaccination is

higher when scrvices arc provided through outreach and mobile strategies than through fixed
services, because health workers spend more time to reach each child and because there are

transportation costs involved. However, some people cannot be reached in any other way
(USAID, 2003)

2.8.4 Vaccination Experiences

Personal cxpesiences with past infection events, or perceived vaccine failures and
complications, are known to determine vaccine uptake. Certain 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 failurcs. Public health interventions that focus
on reminding individuals about their previous infections, as well as communicating facts
about vaccine efficacy, may be an effective way to increase vaccine coverage and prevent

unexpected draps in coverage (Wells and Bauch, 2012)

Bath positive and negative experiences with children immunization, and especially reactions
to the vaccines, were of concern when considering immunization. Although negative

experiences appear rarc, they tend to have serious and sometimes life thecatening health
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imp!icat;ons when they occur. Reports fsom both urban and rural communisies indicate
vaccines are generally well 1olerated in children While side eflects such as fever, tendernes
and loss of appetite are common aRter immunization is administered, these usually subside
within two to three days According to some service providers, these minor side eflects are

actually positive indications that the child is reacting to the antigen as expected (CDC, 2006)

2.9  Fnctors InfAluencing Immunization Uptake

Many studies have looked at factors that aftect immunization completion rates, Low parental,
specifically maternal literacy and knowledge regarding vaccines and immunization schedule,
poor socioeconomic status, and residence in rutal areas arc associated with low immunization
coverage Health provider factors that have been associated with increased immunization
drop-out rates include parental difficulty of access to hcalthcare services and inadequate
supetvision of healthcare stafY at health facilities. Retention of proof of immunization by the
wnfants’ families has been associated with improved immunization coverage and facilitates

documentation of vaccination status (Owais et al., 2011)

Partial ymmumzation coverage against vaccine preventable diseases is a significant public
health problem especially n rural zreas in Nigeria. Missed opportunities for immunization
and pairtial immunization need to be avoided in order 1o enhance percentage of fully
immunized children who reach the health facility, especially in rural areas where the
immunijzation coverage is below the cxpected national coverage (minimum 80%). Babalola
and Adewuyi designed a model to identify the determinants of immunization practices. The
influence of wider contexts are mediated through a set of proximate determinants. These are

divided into three categories:
¢ ideational {or psychosocial factors)
¢ community factors and

s systemic factors

The ideational lactors include knowledge about vaccine preventable diseases, knowledge

aboul what saccine do, knowledge about the relationship between NIDs and routine
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implications when they occur Repons from both urban and rural communities indicate 1

vaccines are generally weil tolerated in children. \While side effects such as fever, 1enderness
and loss of appetite are common afier immunization is administered, these usually subside

within two to three days According to some service providers, these minor side effects are

actually positive indications that the child is reacting 1o the antigen as expected (CDC, 2006)

2.9  Fnctors Influencing Immunization Uptake

Niany studies have looked at factors that aftect immunization completion rates. L.ow parental,
specifically maternal literacy and knowledge regarding vaccines and immunization schedule,
poor socioeconomic status, and residence in rural areas arc associated with low immunization
coverage. Health provider factors that have been associated with increased immunization
drop-out rates include pasental dilticully of access to healthcare sesvices and inadequate
supervision of healthcare stafy a1 health facilities. Retention of proof of immunization by the
infants’ families has been associated with improved immunization coverage and facilitates

documentation of vaccination status (Owais et al, 201]).

Partial immunization coversge against vaccine preventable diseases is a significant public
health probiem especially in rural areas in Nigeria. Missed opportunities for immunization
and panial immunization need to be avoided -in order 10 enhance percentage of fully
immunized children who reach the health facility, especially in rural areas where the
immunization coverage is below the expecied national coverage (minimum 80%). Babalola
and Adcwuyi designed a model to identify the determinants of immunization practices. The

enf uence of wider contexis are mediated through a set of proximate determinants. These are

divided into three categories

o ideational (or psychosccial factors)
* community factors and

* systemic factors

The ideational factors include knowledge about vaceine preventable diseases, knowledge

about what vaccine do, knowledge aboul the relationship between NIDs and routine
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immunization, perceived vaccine efficacy, specific beliefs about vaccines, self-effic
practice immunization, discussion about immunization and personal advocacy in favour o

immunization ;

Community factors include perceptions about the prevalence of immunization practices
among couples in a community and perceptions about the prevalence of aititudes favourable

to immunization among men and women in the community

Systcmic factors include those that may influence the uptake of immunization, including use
of health facilities, perceived accessibility 1o health facilities, perceived availability of

vaccines, and quality of sesrvice at immunization sites (Babalola and Adewuyi, 2005).

2.9.1 Socio-demographic Factors

In general, people who have been through the formal education system and with higher socio-
economic status had greater awaseness of immunization activities and benefits and socio-
economic status was an importam predictor of use of immunization services. Also, there was
limited media exposure and access to public health facilities among lower income residents.
When people were exposed to child heaith information through the media, this was associated

with improved immunization practices (Babalola and Adewuyji, 2005).

The NDEHS, 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 fourteen rural children. About 40% of economicaily
advantaged household children were fully immunized as against only 4% of children from

less advantaged households (NPC, 2004)

Another study casried out in Turkey revealed that a higher socio-economic status was
associated with a higher rate of fsll vaccination and private vaccination for children under 5
years of age (Topuzoglu ct al, 2003). Brugha and Keveny, from Ghana found that complete

immunization status of child was associated with mother having given bith to less than five
children (Brugha and Kevany, 1995)
Result had shown that gender of parents does not significantly affect their belief about

immunjzation and their willingness 10 present children for routine immunization. However,

marital siatug, education and rcltggg& Nsééﬁ'lﬁ‘éﬂ?ﬁL’épé?.gogfﬁié‘“h beliel (Ojikutu, 2012). In 4




immunization, perceived vaccine efficacy, specific belicfs about vaccines, sell-effica
practice inYmunization, discussion about immunizatijon and personal advocacy n favour 0

immunization ’

Community factors include perceptions about the prevalence of immunization practices
among couples in a community and perceptions about the prevalence of altitudes favourable

to immunization among men and womcn in the community

Systcmic factors include those that may influence the uptakc of immunization, including use
of health facilities, perceived accessibility to health facilities, perceived availability of

vaccines, and quality of service at immunization sites (Babalola and Adewuyi, 2005)

2.9.1 Socio-demographic Factors

1n general, people who have been through the formal education system and with higher socio-
economic status had greater awareness of immunization aclivities and benefits and socio-
economic status was an important predictor of use of immunization services. Also, there was
limited media exposure and access 10 public health facilities among lower income residents.
When people were exposed to child health information through the media, this was associated

with improved immunization practices (Babalola and Adewuyi, 2005).

The NDHS, 2003 revealed that immunization rate varied with location of residence, mother's
educational fevel and household wealth. It also revealed that one in four urban children were
fully immunized compared (o one in fourteen rural children. About 40% of economically
advantaged household children were fully immunized as against only 4% of children from
less advantaged households (NPC, 2004)

Another study catried out in Turkey revealed that a higher socio-economic status was
associated with a higher rate of full vaccination and private vaccination for children under $
years of age (Topuzoglu et al, 2003), Brugha and Kevany, fiom Ghana found that complete

immunszation status of child was associated with mother having given bisth to less than five

children (Brugha and Kevany, 1995)

Resuh had shown that gender of parents does not significantly affect their beliel about
immunization and their willingness (o present children for routine immunization: However,

marital status, education and rcli§§on significantly influence such belief (Ojikutu, 2012) Ina
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study on determinants of jmmunization coverage in children aged 12-23 months in urba

slums of Lucknow district, India, it was reported that unimmunized status of the children
were associated with low socio-economic status which constrained the poor parents 1o 1ake

their children for repeated visits to complete immunization schedules (Nath ct al 2007)

2.9.2 Access 10 Health Services and Informntion

A study to assess the impact of decentralization of health services in Uganda revealed that
routme inymunization coverage in infants below one year for Polio, DPT, Measles and BCG
was high following the decentralization. The study found that the community members hailed
the deccntralization of services as instrumental in improving accessibility to health services.
Hence the existence of decentralized health services could be impostant in explaining factors

associated with immunization coverage in Kawempe division (Baluka, 2003)

Easy access 10 health services is one {actor that came out sirongly from a study in Nigeria as
fostering the uptake of immunization, This was a major reason given by some mothers of
fully immunized children that facilitated their ability 10 obtain immunization for their
children 1t was also the regret proffered by some parents of pastially immunized children

who were otherwise motivated to immunize their children (Babalola and Adewuyi, 2005)

In another survey among children under five years of age in Khartoum State Sudan, it was
found that children in urban and rural areas differed significantly in their reported vaccination
coverage. In urban areas, accessibilily to immunization centers is high compared to rural

arcas where amidst the few centers immunization is schedule based ( Ibnouf et al_, 2007).

In a related study in a district of Istanbul, Turkey 1o investigate the reasons for non-
vaccination and the cffects ofsocio-demographic factors on vaccinations, il was revealed that
distance from the health centre and intemal migration fiom less developed parts to more
developed parts of the country, were signilicantly related to the level of immunization
coverage The study also revealed that immunization coverage was associated with
educational feve] ofthe father and the mother (Sebahat and Nadi, 2006)
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9.3 Availability of Equipment and A menitics

In a study on health infrasttucture and immunization coverage in ural Indig, it was found that
the a\'ailability of health infras:ructure significantly improved immunization coverage for non
Polio vaccines The study further reveafed that larger and better equipped facilities such as
hospitals and health centres had bigger effects on immunization coverage. The {indings of
this study suggest that the nature of health infrastructure: hospitals and health centres play an

imponant role in increasing immunization coverage (Datar et al.,2005),

A study conducted in rurel Nigeria indicated that most of the study communities are served
by health facilities characterized by inadequate infrastructural amenities. Service providersin
most of the study communities ofien work under very challenging conditions. Interruption of
power supply is [requent and many health facilities do not have refrigerators to store

vaccines. This, in tum, affects the availability of vaccines and may discourage mothers that

are otherwise willing to immunize their children (Babalola and Adewuyi, 2005)

2.9.4  Availability of Vaccines

Vaccines may not be readily available due to: lack of supply, failure of the healthcare system,
social bairiers — hard-to-reach groups can result fiom cultural, language, ethnic, o

geographic circumstances (\WWHO, 2011)

Prior to 2003, there was shortage of vaccines in Niger:a due 1o late or non — release of fiinds
for procurement (Battersby, 2001) In 2003, UNICEF assumed the duty of internationa$
procurement to provide adequate vaccines in the country, in 2004 logistic and vaccine
security officers were introduced into the system. Despite these, vaccines were 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 sn obtaining immunization for their infants. For foutine immunization, in particular,
the consistency of availability of vaccine is of prime impor:ance. Indeed, one important
expectation of parents regarding immunization is that the vaccines are available when

needed  Vaccination coverage problems largely reflect interaclions between supply and
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demand Mlothers are put off by walking tong distances only to find no vaccines available, or

by being berated by frontline workers for late or missed appointments (Kamara. 2005).

2.9.5 Perceived cfficacy of Vaccines

if parents do not perceive vaccine-preventable diseases as severe enough to warrant
preventive action or if they do not perceive any particular benefit to their child's health {rom
vaccination, then they will more likely not complete immunization/vaccination doses for their

children or oppose any law or policy that mandates such behavior (Mojoyinola and Olaleye,
2012)

Mothers who had negative attitude about health facility were two times more likely to have
defaulter children than mothers who had positive attitude, Similar {inding was obtained ftom
another study which showed that the bacriers of completion of child immunization were poor

knowledge, attitude and perception of health facility support (Coreil et al, 1989)

This study showed that parental belief about immunization safety is the major reason for

incompleteimmunization among Nigesran children (Abdulraheem et &l., 2011)

Public health literature abounds with theoretical reflectioas and empirical evidence in support
of the important role of the perceived efficacy of a presctibed 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 srelevant undesired outcomes. In general data showed that the
belief that immunization protects the child against diseases was an important [actor that made
parents to practice immunization. Furthermore, the data revealed a difference in perceptions
about the efticacy o fvaccines between the parents of Rilly immunized children and those of
partially and never-immunized children. For example in Bomo State Nigena, while parents of
fully immunized children felt that the vaccines were effective, the parents of partially or

never immunized generally doubted its efficacy (Babalota and Adewuyt, 2005),
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2.9.6 Provider attitudes and competence

The way immunization providers relate 1o their clients may either encourage or discourag.
|

the Iaiter ftom patroniZing the services The study reveated a lack of consensus on the part of
the participants about provider anitudes. \While some believed that the providers generally
demonstrated good interpersonal relations towards their clients, others were of the opinion
that provider aititudes leave a lot to be desired. Of note however, is the finding that many

groups of parents of partially and nevcr-immunized children complained about the poor
attitudcs of provider

2.9.7 Social Support and Network

Strong social demand for vaccination is manifested in group clinic attendance, social

networking and singing. Yet some poorer, immigrant mothers feel excluded (Kamara, 2005)

A study on Reasons for incomplete vaccination and factors for missed opporiunities among
rural Nigerian children found that matemal reasons for missed opportunities included
sickness, social engagement, traveting, long distance walking, and complications (rom

previous injections (Abdulraheem ct al,, 206 1).

A study on attendance at National Immunization days and routine immunization involving
mothers and fathers in Uganda revealed in 1erms of social influence that, while it was the
woman who decides the issue of routine immunization, the man was regarded as the one who
makes the very imporiant decision nol to immunize in exceptional situation when
immunization strengthens disease. The authors recommend the involvement of men and

women in health education/promotion activities for immunization (Nuwaha et al , 2001)

There is a general reasoning that lack of support from the community and famity members
may constitute an obstacle 10 the uptake of child immunization. For example, male and
female opinion leaders in Lagos State contended that where support for immunization is
obvious, mothers enjoy and derive full satisfaction ftom participating in immunization
activities In the absence of such supponi, women are likely to treat the issues of
immunization with levity. This attitude may favour high dropout rates. 1t is therefore

important for the entire community lo play very active role in child immunization 10 ensure a
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The data also suggest that support rom the family level is equally crucial EXtended fam:
members, grandniothers, heads of households are quite influential on issues that afiect the
health of children: For 1his reason they need to be educated and informed on the main issues

surround;ng childhood Killer-diseases (Babalola and Adewuyi, 2005).

2.9.8 Myths and Rumours

Public trust is essential in promoting public health. Such trust plays an important role in the
public’s compliance with public health interventions, especially compliance with vaccination
programmes, which 1arget mainly healthy people. Where public trust is eroded, rumours can
spread and thts can lead 10 rejection of healih interventions. In aorthem Nigeria in 2003, the
political and religious leaders of Kano, Zamfara, and Kaduna states brought the immunization
campaign 10 a halt by calling on parents not 1o allow their children to be immunized. These
leaders argued that the vaccine could be contaminated with anu-fentility agents {estradiol

hormone), HIV, and cancerous agents (Jegede, 2007)

Bablola and Aina in a Nigerian study found that Ignorance and suspicion (based pnmarily on
rumours) are factors found 10 hinder immunization, across the study states (although this

appeared more pronounced in the noithern states)

There was a poor attitude 10wards polio immunization among respondents who believe that it
contains anti-fertility agents, decision-making on immunization of a child lies predominantly
on the father; and, if polio vaccination was rejected it was because of rumours, fiequency of

rounds, non-payment of charges, and the priority accarded 10 it in preference to more severe

diseases (Siddiqi, 2006)

In urban Enugu State, a mother in the panially 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 was a view she derived fiom casual conversation with

other women in the neighbourhood. In many cases, negative rumours peddled around

concerning rmmunization led to many parents making decisions to avoid the practice For
example, there are jumours that cerlain vaccines (especially the oral polio) could cause
paralys;s in children hence, many parents avoid them In Kano and Jigawa States, rural Lagos

state (a predominantfy Muslim community), and some paris of Maiduguri, rumour had it 1hay

oral polio vaccine was intended (G redece-fertilitymmrong Meslim communities Hence, moss




uslim religious lcaders, and fathers are in the forefront of the battle against'or&l';;'

~vaccine for infants in these communities (Babalola and Lawan, 2009).

Writing-off rumours as illegitimate misconceptions. or attempting t@ vanquish them through

education, will be ineffective unlcss their rool causes in cultural and political dynamics are

understood and addresscd (Kamara 200S)

In addition to the factors mentioned above, siakeholders and pariner agencies working in the

field of imnwnization repon that the six most importent negative factors to routine
immunization services are:

* insufficient ownership by states, LGAs and communities

* Jlack of commitment by all tiers of Governmeni, panicularly the state and LGA
authonties

» lack of year-round availability of all vaccines at heakh facility level
e lack of monthly imprest account to suppost operational costs

» lack of planned supervision and feedback

 lack of data-drtven monitoring

e Jow staff motivation, especially for conducting outreach service

(However, an outreach is expensive and tiying to do it withou! putting in place all the

necessary immunjzation and PHC service management and infra-structure will be a waste of

resources).

In summary, much as the literature reveals several factors affecting immunization coverage in
children aged 12 to 18 months, the main demographic and socio-economic factors associated
with vaccine coverage are- distance from health centre facility, family migrations, place of
delivery, the role of the mass media, availability of health infrastructure or facilities, mother’s
educalion, age, knowledge, attitudes, weather conditions, decentralized health services and

community awareness (Batartngaya, 2010)
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CUAPTER THREE

METNODOLOGY

3.1  Study Arcn

Odeda Local Government Area (LGA) is one of the 20 LGAs in Ogun state. The LGA is
bounded by Abeokuta South and Obafemi-Owode Local Government Areas in the Soulh,
Oyo State in the North pnd East and by Abcokuta North LGA in the West, [ts headquarters,
Odeda town lies to the North of Abeokuta. about 25 kilometers along Abeokuta - Ibadan
road The LGA has an extensive landmass with savannah vegetation mixed with fosest, There
are about 25 semi-urban settiements and 860 hamlets that are divided into 3 geopotitical
zones of Odeda, llugun and Opeji. The LGA is fisrther divided into 10 wards, namely, Odeda,
Obantoko. llugun, Alabata, Olodo, jtesi, Obete, Opeji, Alagbagba and Osiele

The LGA has an estimated population of 120,646 in 2009 by extrapolation of 2006 National
population census data. The people are predominantly Yorubas and mainly farmers. People of
other tribes such as the Hausas, Ibos, Efiks, Igcde (from Benue State) and a few Igbos are
found engaged in commercial and farming 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 transpott include cars, motorcycles, bicycles and foot.

The LGA has 24 health facilities which comprise of | Secondary health facility located at the
headquarters and 23 Pr.mary health facilities (PHC) spread across the 10 wards. The PHC
facilities are being run by qualif.ed mid-wives and community health workers (CHEWs and
CHOs) who are all supervised by a Medical Officer of Heatth (MOH). There exist private
clinics and maternity centers in the LGA Ilmmunization services are provided in all the PHC

facifities once a week (usually every Tuesday)

A typical immunization session starts at 8a.m. till around 1:30p.m. depending on the
availability of vaccines and tum oul of mothers with their children. The sesston staits with
health 13lk followed by weighing of the children and food demonstration session where
mothers are taught how 10 prepare cheap and nourishing food for the proper growth and

development of their children. All available vaccines ar¢ then administered following the
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anonal schedule {Appendix 1) and the date and name of such vaccines re_cor:_i
itdren's health card

3.2 Study Design

The study was a community based cross ~ sectional descriplive survey

3.3 Unit of enquiry

Mother/care giver of children between 12 - 23 months old by commencement of survey,

3.4 Eligibility

To be eligible for this survey, mother/care giver were required 10 have a child between 12 -
23 months old by commencement of survey, give consent and live in Odeda LGA. In the

presence of two eligible children to a caregiver, the younger chtld is chosen

3.5 Sample size determination

Using the sample size caiculation method in the \WHO Immunization Coverage Cluster
Survey Reference Manual (\WWHO, 2005), it is taken that immunization coverage in Odeda
LGA is 80% (80% coveinge is the goal for every community in Nigeria to confer herd
immunity for polio), the desired precision is 5% with 95% coafidence interval, and 30

clusters will be surveyed
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ational Schedule (Appendix 1) and the date and name of such vaccines recorde
hitdren'shealth card

3.2 Study Design

The study was a communily based cross ~ sectional descriptive survey

3.3 Unit of enguiry

Mother/care giver of children between |2 - 23 months old by commencement of survey

3.4 Eligibility

To be eligible for this survey, mother/care giver wcre required lo have a child between 12 -
23 months old by commenccment of susvey, give consent and live in Odeda LGA In the

presence of two eligible children to a caregiver, the younger child is chosen.

3.5 Sample size determinalion

Using the sample size calculation method in the \VHO Immunization Coverage Cluster
Survey Reference Manual {\WHO, 2005), it is taken thal immunization coverage in Odeda
LGA is 80% (80% coverage is the goal for every community in Nigeria {0 confer herd

immunity for polio), the desired precision is £5% with 95% confidence interval, and 30

ctusters will be surveyed
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quation for sample size determination: Lo -

f

Minimum total number of childrento be sampled
DE = design effect =2

= Significancelevel = 5% = 005
Fora = 0.05, Z1-012 =196

= Expected coverage =80% = 0 8

Confidence Interval is+5% (d =0.05)

Ny 2 % (1,96 x 0.8 = (1-0.8)
(0.05)°
Nein 1.2293]2
) 0.0025

fen = 4917248z 492

492 is the minimum number of children to be susveyed

3.6 Sampling Technique

Using the standardized WHO cluster sampling technigue, 17 children aged 12-23 months old
were sclecied in each of the 30 clusters to give a to1al of 510 children from the LGA
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.1 Identification of clusters

The identification and selcction of clusters involved identifying the natural clusters @
communities in the LGA. The sampling frame consists of the ten wards in the LGA listed in
alphabetical order together with their population sizes The cluster probability sampling

technique was employed in selecting 30 clusters from the 10 wards of the LGA following the

procedure in the WHO reference manual for immunization coverage. The estimated total
population of the LGA was 120,646

The following steps were taken

. An alphabetical list of all the wards in the LGA with the available population of each

ward was made

9

A cumulative frequency population size of each ward was calculated and recorded

3. A sampling interval was calculated to obtain 4,022 |

SAMPLING INTERVAL =_Total population of the L GA = 120.646 = 4,021.53

Number of clusters 30

Snmpling interval = 4,022

4 A random number (3652) less than the sampling interval but with same number of
digits was obtained using a table of random numbers.

S The [irst cluster (Cluster 1) was identified by localing the random number in the

cumulative population
6 The sampling interval was then sequemially added 1o the random number and the

1unning !otal of the random number plus sampling interval to identify subsequent

clusters i.c.
Cluster 1 population = random number
Cluster 2 population = random number + sampling intervaj

Cluster 3 population = Clustcr 2 population + sampling interval

Cluster 4 population = Cluster 3 population + sampling interval, ete
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ist Of selected clustersis shown in table 1 below,

ble I: CLUSTER SELECTION TABLE

POPULATION NUMBERS
POPULATION
| ALABATA | 10,124 10,124 l,2
ALAGBAGBA | 12,105 22.229 3,4, |
[LLGUN 14,005 36,234 61789
ITESI 11,408 47,642 10, 11
OBANTOKO | 16,005 “63, 647 12,13,14, 15
OBETE 1 7,336 70, 983 16, 17 =
=ODEDA 18.940 89,923 18, 19, 20, 21, 22
_OLODO 13,219 ] 103,142 23, 24,25
OPEJI 7,721 H 110,863 26,27
OSIELE 9.783 120,646 28, 29, 30
TOTAL 120,646 _

SAMPLE INTERVAL = 120,646 = 4,02553 = 4,022
30
Selection of Random Number:
Right Direction
(0-9) Col - § 3.632
(01-25) Row - 17
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ormed LGA staffs assisted with community/area identification using the map (A
[) of the LGA which had detailcd infortnation about ward distinct boundaries: A

wards, clusters and community/areas used in this siudy is presented in table 2 below.

Table 2: LIST OF WARDS, CLUSTERS AND THE COMMUNITY/AREA
CLUSTER | COMMUNITY WARDS | CLUSTER | CONMMUNITY
NUMBER |/ AREA NUMBER | /AREA
\BATA | ! Omitogun | | OBETE |16 ~ Obete
R Ogunmola 17 Onilete
LAGBAGBA | 3 Owu ODEDA | 18 Bada Idera |
4 Wasim 19 Ode Egba
5 Akinlolu 20 Odeda
= Bale 1
6 Olokeme;ji 21 Omithiis
il llugun 22 Akuisi
8 Olofin OLODO |23 Adepegba
9 Onireke 24 Bagben
10 Aderupoko 25 Samdo
1 Toba OPEJT |26 Lamloko
OBANTOKO | oo b ‘s)::dcc
13 Eleweran OSIELE | 28 [dera
K7 Obantoko 29 Osicle
s Lakir 30 Apakila
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6,2 Selection of households ta be sy rveyed

election of household may vary depending on the nature of the dwellings, whether they ar
ingle or multifamaly, scattered or clustered. 1

Single Family Dwellings

Once in the identified community, the starting household was selected by identifying
a central location, choosing a random direction to follow, counting all the houses in
that direction and selecting 8 random number between 1 and the 101al number of
houses. Second household 10 be visited was the one nearest 10 the first. thisis defined
as the household reachable 1n the shosest time on foot from the first household.

Subsequent households were then similarly located till 17 respondents with eligible

children were visited in the reference clusier.
Multi = family Dwellings

llere, more than one family live in a single house, such as apartment blocks. Afier
randomly choosing a block, a floor was chosen at random and the households on that
floor numbered. The first household was then randomly selected. Second household
visited was the door nearest 10 the first till al} households on the floor were visited. A
direction (up or down) was then randomly chosen to locate the next floor where all
the households will be visited as was done on the innial floor. After the whole

building had been visited, the nearest building to the just completed one is chosen

next (\WHO, 2005)
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Data collection instrument

he study instrument was a semi structured questionnaire (Appendix I'T). Almost all
estions Were closed ended with just a few open ended questions The questionnaire was

translated 19 Yotuba and back translated to English to ensure consistency in meaning The
questionnaire was divided into the following sections

Section A- Demography, with information about sex and date of birth of child, educational
status and marital status of mother and so on

Section B' Knowledge about immunization, this had te do with mother/caregivers level of

knowledge about immunization, source of information, observance of side eifect afier
immunization and so on.

Section C: Immunization status of child, dealt with status of child's routine immunization
considering all 8 antigens (BCG, OPV, DPT, KBV, Measles and Yellow 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 faciliy,
outreach or private hospital)

Section D- Reason for incomplete/no immunization, this section listed possible reasons for
non-compliance with immunization schedule from which respondents were to pick the most

applicable options and had the space to indicate any other reason that was not listed.
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Variable definition

lly immunized child: is a child under one yeay old who had received a dose of 8
| within the first 1wo weeks of life), three doses each of OPV, DPT, HBV and one dose eac

of measies and yellow fever vaccines verified by card and recall

Partially immunized child: is a child who received at least one of the recommended

vaccines irrespective of time taken but was not exposed to all antigens before one year of age.
*

Non - immusnized child: is a child that did not receive any immunization at oll |

Drop - out rate: is the rate difference between the first and the last dose or the rate Lﬁ
|
I
I

difference between the init:al vaccine and the last vaccine calculated as follows:

Drop — out rate between BCG/Measles is calculated as

(BCG - Mcasles) coverage. X 100

BCG coverage

Drop - out rate between DPT1/DPTS3 is given os
(DPT1-DPT3)coverage X 100
DPT1 coverage
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Daia coltection

The process of data collection involyved the principai.investiga(or and four trained researcy
assistants 10 assist with data collection. There were two mgles and two females trained for
one day by the principal investigator on importany aspects of the guestionnaire such as the
cluster number, date of interview, availability of card and vesy impontantly, calculation of
acceptable birth range. The earliesi acceptable birth date is date obtained by subtracting 24

months from interview date while subtracting 12 months from interview date gave the latest

acceptable birth date: They were also trained on the imponance of explaining the purpose of
the study to the respondents to facilitaie obtaining informed oral consem fsom them before

they wcre interviewed

3.10  Approvnl for Siudy

Approval for the study was obiained from the ofticer-in-charge of the heahh facility and
Director of the Local Government P:timary Health Care Department. Participation was
voluntary and each respondent received detailed information on the purpose of the study
following which informed consent was obtained from pa?ticipams before questionnaires were
administered. They wer.e assured that their responses will be kept confidcatial. Serial number

was used and name was made optional. Overall, confidentiality was maintained

3.11  Data managemcnt and analysis

The data was coliected, cleaned and analyzed using siatistical package for social sciences
(SPSS) version ] 5. Frequencies and proportions wcre used to summarize variables of interest
Chi square test was used to test for association at 5%. Logisttc regression analysis was used

1o assess significant variables and the model fitted 10 evaluate predictors of immunization

s1atus of chitd
Knowledge score: & 7 - point raling scale was used to assess respondents’ knowledge about

immunization. Questions 13, 15 AiRopPevarEaTatrtamesyespecTiowledge about immunization




9 Datacollection

hc process of data collection involved the principai.invcsﬁgalor and four tramed_[csc:aﬁ _
;ssistanls to assist with data collection. There were two males and two females trained fp"
one day by the principal investigator on important aspects of the questionnaire such as the
cluster number. date of interview, availability of card and very importantly, calculation of
acceptable birth range- The carliest acceptable birth date is date obtained by subtracting 24

months from interview date while subtracting 12 months from interview date gave the latest

acceptable birth date: They were also trained on the importance of explaining the purpose of

the study to the respondents 10 facilitate obtaining informed oral consent from them before

P = | W

they were interviewed

3.10 Approvnl for Study

Approval for the study was obtained from the ofticer-in.charge of the health facility and
Director of the Local Government Prmary Health Care Department. Participation was
voluntary and cach respondent received detailed information on the purpose of the study
following which informed consent was obtained from pa;ticipants before questionnaires were
administered. They wcrc assured that their responses will be kept confidential. Serial number

was used and name was made optional. Overall, confidentiality was maintained

3.11  Data management nnd analysis

The data was colected. cleaned and analyzed using statistical package for social sciences
(SPSS) version I5. Frequencies and proportions were used to summarize variables of interest.

Chi square test was used to test for association at 5% Logistic regression analysis was used

(0 assess significant variables and the model fitted 10 evaluate predictors of immunization

status of child

Knowledge score: a 7 - point rating scale was used 10 assess respondents’ knowledge about

immunization. Questions 13, 13 253N WerEtesroTassesyEknowledge about immunization




niracted 8 maXimum of 3 while an incorrect response attracied 0. This gave a maximum
coreof 7. The mean knowledge score was 5.} +2 1. Respondents with overall score of 5 or
more were classified as having adequate knowledge and those that scored less than 5 as

having inadequate knowledge about immunization

Knowledge of cxamnple of vaccine preventnble diseases: & respondent that could

spontaneously and correctlly name S - 6 and 3 - 4 vaccine preventable diseases were

considered to have good and fair knowledge about immunization respectively while those

that could name at most 2 were considered as 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 with the issue of existence of a sampling error where there is
an assumption that clusters arc similar to one another, and the variability across the total

population 1s reflected in the clusters. This assumption is however not always true
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- CHAPTER FOLR

RESULTS

4.1 DEMOGRAPINC CHARACTERISTICS

{.1.1 Demographic Characteristics of respontents

A total of 510 respondents were intervicwed in this study. llowever, only 08 provided

complete response Biving a response rate of 99.6%. All respondents were mothers, with a

mean age of 28.8 + 5.4 years

Most (882%95) of the mothers were married, while 6 % were single and $.1% previously
married (separated, divorced, or widowed). More than half (68%) of the mothers had formal
education with 33,93 and 25 4% having primaiy and secondary education respectively.
However, only 8.7% of the mothers obtained tertiary education. Mothers that were working
were more (57 39%) than those that were not working (42 7%). More (59.3%) of the mothers
practiced Christianity with 39.4% Musiims and 1.3% practicing other religions. Majority
(76 6%) of the fathers were Yorubas, 10.4% were lbos and 4.1% were Hausas, the remaining
8 9% came from other tiibes such as Igede, Fulanis etc. Tabte 3 shows the demographic

characteristics of respondents
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- CHAPTER FOUR

RESULTS

4.1  DEMOGRAPIHIC CILARACTERISTICS

4.1.1 Demograplhic Characteristics of respondents

A to1al of SIO respondents were interviewed in this study. However, only 508 provided

complete response giving a response rate of 99 6% All respondents were mothers, with a

mean ageof 28.8 2 5.4 years

Most (88 2%) of the mothers were married, while 6.7% were single and 5.1% previously
married (separated, divorced, or widowed). More than half (68%) of the mothers had formal
education with 33.9% and 254% having primary and seecondary education respectively
However, only 8 7% of the mothers obtained tertiary education. Mothers that were working
were more (57.3%) than those that were not working (42.7%). More (59.3%) of the mothers
practiced Chnstianity with 39.4% Muslims and 1.3% practicing other religions. Majority
(76.6%) of the fathers were Yorubas, 10.4% were Ibos and 4.1% were Hausas, the remaining

8 9% came from other tribes such ns Igede, Fulanis etc. Table 3 shows the demographic
characienstics of respondents
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TABLE 3:  DEMOGRAPHIC CUARACTERISTICS OF RESPONDENTS

_Chara(‘l('ﬂ\!l(o Fl’l:l]\ltltc)' NwSOR Perceniages (%)
Mother's Murkal Status R~ e |
Never wamed (sigle) 14 6.7
Mamied 448 (88.2)
Previousiy mamed
(dix orced/separatedin idow cd) 2 6D

— e ———————

Ape of Mether (yecars)

<y 12 Q2 4)
20 - 24 81 (19 9)
24-29 170 (33
30 - 34 127 (250)
35-39 L1 (10.8)
0-4 N (6.3)
> 45 3 (6.1)
NMothee's Educational Level

pol educaied 163 (32.1)
Priman 172 (339)
Secocdan 129 (25.3)
post -secondasy i (8.7
Mother’s Employment Status

Not working 217 129
Relipion of (aiher

cl .pl. iy 294 (5.9)
Islam | 205 Bl
Tradinonal a3nd chers 9 (.7
um‘“"“ : 200 (39.4)

1.3
Traditional and others . o
Tribe of (aiher 189 (76 6)
Do ]| @1
3§ 9

Odwers
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TABLE 3:  DEMOGRAPHIC CIIARACTERISTICS OF RESPONDENTS

__Charucterlvlcy Frequency N=SUR Percentages (%) 9
Mother's Marlad Seatus ]
Never named (single) 1 (67)
Mortied 1 (8% 2)
Previously mamied
_(divoreed separaicdrmidow cd) 26 (3.h

Apeof Mether (Mears)

<Y 12 4)
20-2¢ 8l (15.9)
25=-29 170 (33)
10-M4 127 (250)
35§=-39 L)) (t0.8)
40-44 32 63
>38 3l 6.1)
NMother's Educational Level

ot educaled 163 (32.1)
Secondan 129 (25.3)
pousecondm H (8.7)
Mother's Emplo) ment Status

Working 291 (573)
Not working 217 (2.7
Religlon of father

ct :,-,, o ’ 294 (57.9)
T ) 205 (4C.4)
Tradiuoral snd ouhers 9 1R
Rdigi?n }:\f mother 301 (593)
s 200 (39.4)

13
Traditioadl and others . U3
Kot 53 (10.4)
o 21 (4.1
o
49 (19)

Odxns
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1.2 Demographic C hRtracteristics of Children

he mean age of children was §7.9 + 3.9 momhs There were slightly more (50 8%) females
‘than males (49-2%) Table 4 shows the demographic characteristics of the children

TABLE &+  DEMOGRAPHIC CHARACTERISTICS OF CHILDREN

Characierislics Frequency N=S08 Percentage (%)

Age of child (months)

12~ 18 272 (53.5)
i9- 24 236 (46.5)
Sex

Male 250 (49.2)

Female 258 (50.8)
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1.2 Demographic Characteristics of Children

he mean age of children was 12.9 = 3.9 months There were slightly more (50 8%) fe

than males (49 2%). Table 4 shows the demagraphic character.slics of the children

TABLE 4: DEMOGRAPHIC CHARACTERISTICS OF CHILDREN

Characicristics Frequency N=S08 Percentage (-%)

Age of child (months)

12~ 18 272 (53.5)
1924 236 (46.5)
Sex

Male 250 (49.2)

Female 258 (50.8)
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2 Immunization coverage by nutigen type for children tnder 12 months old

overage fates for routine immunization in chijdren less than 12 months of age revealed
BCG coverage of 75.4%, DPT| (54.4%), DPT2 (47.1%) and DPT3 coverage of 452%.
DPT1: DPT3 drop - out rate observed was 169% OPV3 and HBV3 had been feceived by

42 5% and 35 6% rcspectively. Measles coverage was 65.7% and Yellow Fever vaccine had
been reccived by 63 8% (Figure 4)

BCG/Nleasles drop - out rate of 24.1% was observed while DPTI/DPT3 drop - out rate was i
16.9% BCG/DPT] recorded & drop - out rate of 27.8%
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percentage Coverage

Immunization Coverage by Antigen Type

728.4
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Figure 4:

Immunization Coverage by Antigen Type
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Immunization Coverage by Antigen Type
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Immunization status of Children 12 - 23 months old

anially immunized children constituted the majority (52%) while only 22% werc fully
imunized as recommended in the nationgl schedule About 26% had not feccived any

mumzation at 8]]. Figure 5 shows immunization status of children.
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Immunization Status of Children

A Fulltmmunization  BPartialimmumizoteon @ No Immunt2ation

Figure §: Immunization Status of Children
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Respondent’s Knowledge of examples of vaccine preventable disenses

ccine preveniable diseases mosily mentioned by respondents were Measles (76*'8%}.
(69.1%), Tuberculosis (67.9%) and Tetanus (61.4%) while the leasi mentioned Ones

ude Hepatitis (43.7%). Pentussis (51.6%) and Diphtheria (55.1%). Table 5 shows resull

inowiedge of vaccine preveniable diseases,
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ABLES:  Respondent's Knowledge of examples of vaccine preventable
disenses

Examples of vaccine
preventable diseases

e — —— =

Frequency _l’ﬂtmlagc (%)

Diphteria 280 $5.1
Hepatitis B 222 437 !

Measles 390 76 8

Pertusis 262 516
Poliomyelitis 351 69
Tetanus 312 61.4

Tuberculosis 345 679

- -

Yellow Fever 279 54.9

*multiple responses rccorded
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Level of Knowledge about Immunization

fore than half (67.3%) of the respondents were able to approprialely define immu nization
hile 679% could correctly state the reason for immunization, Respondents with 8ood
knowledSe of vaccine preventable discases were 71.7% while 12 6% had poor knowlcdSe.
The mean knowledge scorc was S.1 = 21 ow of 7 points. Majority (683%) of the
respondents scored above 5 marks and was considered 10 have adequate knowledge while
31 7% had inadcquate knowled8e about immunization. Level of Knowledge about

Immunization s presented in Table 6.
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ABLE6:  Level of Knowledge About Iy munization

cnowledge of innuunizntion

Frequency  Percentage
N = S08 (Ve)
- e — — _—— —
Definition of inmunization
Appropiiate response 341 671
Inapproprinie response 167 329
Reason for obtnining immunization
Appropriate response 349 61.9
Inappropriate response 163 12 )
Knowledge of vaccine preventable discases
Good 364 N7
Fair 30 157
Poor 64 126
Mother’s Immunization Knowledge score category
Adequate knowledge (2 5) 347 683
Inadequate knowledge (< 5) 161 31.7
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Association between Level pf..'xmwlcdgmm immunization status of child

fe 7 below shows that 24.%% of mothers with adequate knowledge and only 167 %

se with inadequaie knowledge fully immunized their children. There exists a relationship

hween immunization knowledge of respondent (p=0.039) and immunization Status of

yldeen.
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~ Association between Level of Knowicdge and immiunization status of child

ble 7 below shows that 24.9%% of mothers with adequate knowledge and only 167 % of
ose with inadequate knowledge flly ymmunized their childcen. There exists relationship
tween immunization knowledge of respondent {p=0.039) and immunization status of

children.
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able 7:  Association between Level of Knowledge and immunization status of child

Munization knowledge Fully ifnmunized Partially/ Not X' pvalue
N (%) immunized N (%)

Adequate knonledge 86 (249) 260(75.1) 4278 0.039°
[nadequote knowledpe 27 (16.7) 135(83.3)

*Significant variables with p<0.05
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Reasons for incomplete or no immuaization

ck of information, motivation and Social support as wejl as health service factors all
niributed to reasons for incomplete or not taking child for immunization at all. The most
rominent reason was the health sejvice factor which contributed 32.8% and included
navailability of vaccines, inconvenient scheduling and long waiting time. This was followed
by lack of information (19.8%) on need for immunization, venue of immunization and type of
conditions that can sefve as contraindication. No faith in immunization was the major lack of
motivation factor and nobody to take child was the factor that bordered on social suppor

issues. Table 8 shows reasons for incomplete or no immunization
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ABLE 8: Reasons lor Incomplete or No Immunization |

A Fuqmnty Percentage Total (%)
- - o N = 508
Lack of information = =
unaware of need for immunization - 65
unaware of place/time of immunization 2 4.3 19.8
wrong idea about contraindications 23 45
fear of side reactions 73 4.5
Lack of motivation
no faith in immunization 26 5.1
Rumours - will affect fertility of child 5 1.0 10.0
Previous bad experiences 20 39
Health service factors
place o fimmunization too far 44 86
inconvenient day/time and venue 61 120
vaccine nol available 33 6.9 52.8
long wailing time A 47
service provider not friendly : 06
Lack of social support and others
nobody to take child to centre 54 1556
father declined permission/absent 3 L 134
11 22

unafYordable cosl

multiple responses recorded
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BLE 8 Reasons for {ncomplete or No Immunization

———
e

s e 4 F rtquc;y Percentargt Total (%)
— ——— . Akl
ack of information —_—— = -
unaware of need for immunization 33 65
unaware of placc/time of immunization or) 43 19 8
wrong idea about contraindications 23 45
fear of side reactions 23 4.5
Lack of motivation
no laith 1n immenization 26 S 1
Rumours - wilk affect fertility of child 5 1.0 10.0
Previous bad experiences 20 3.9
Health service factors
place o f immunization too far 44 86
inconvenient day/time and venue 61 120
vaccine not avdilable 35 69 32.8
long waiting lime 24 .
service provider not friendly 3 06
Lack of socinl support and others
nobody to take child to centre 5 8.5
father declined permission/absent 3 18 122
11 22

unaffordable cost

multiple responses recorded
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ABLE 8: Reasons for Incomplete or

No Immunization
—— — . —
Frequency  Percentage  Total (%)
- - N « 508

= %
— ——

—m—

Lack of information

unaware of need for immunization 33 6.5

unaware of place/time of immunization 2 43 198
wrong ide2 about contraindications 23 45

fear of side reactions 23 4

Lack of motivation

no faith in immunization 2% 5.1

Rumouss - will affect festility of child 5 1.0 10.0
Previous bad experiences 20 5T

Health service factors

place o f immunization too far 44 86
inconvenient day/time and venue 61 12.0

vaccine not available 35 69 328

long waiting lime 24 4.7

service provider not friendly 3 06

Lack of sacial support and others

nobody to take child 10 centre 5 10.6

father dechined permissior/absent 3 1.0 13.8
il 22

unaffordable cost

multiple responses recorded
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BLES: Reasons for Incomplete or

No Immunization
Faclors = *A} . =
requency Percenlage  Tolal (%)
ck of information " g S
aware of need for immunization 13 6.5
unaware of place/time of immunization 22 43 19.8
wrong idea about contraindications 23 4.5
fear of side reactions 23 45
Lack of motivation
no faith in immunization 26 5.1
Rumours - will affect fertility of child 5 1.0 10.0
Previous bad experiences 20 39
1lealth service factors
place o f immunization too far A4 86
inconvenient day/time and venue 6 120
vaccine not available 35 6.9 328
long waiting time 24 4.1
service provider not friendly 3 06
Lack of secinl suphort and others
nobody to take child to centre 34 106
father declined permission/absent ) 19 138
11 22

unaffordable cost

multiple responses fecorded
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immunization status ol the child

he bivariate associati : 1zatl
he 'ate assoctation between demographic characteristics and immunization status of

ild classified into fdlly immunized and partiall y/not immunized is shown in tables 9A and
B below.

A similar proportion was observed in the percentages of fully immunized and non — fidly
immunized children with respect to age and sex Only 199% and 25 0% of children were
fully immunized in the two age groups white 20 8% and 23 6% fi:ll immunization coverage
was observed between males and females respectively. No significant association was found

betwween both age and sex of the children and their immunization status

Among mother in the 2§ ~ 25 and 26 - 30 years age groups, 22.1% and 29.1% respectively
fully immunized their chitdren while, 20 2% was recorded in the 3] — 35 age group. Mothers
that were aged 36 years and above and the 16 - 20 years group recorded 87.0% and 91.4%
non compliance with routine immunization schedule respectively. Single mothers recorded
255 % fully immunized children while married mothers had 78.1% non - futly immunized
children Mothers who had secondary education had 30.2% while non educated mother had
17.8% futly immunized children and mothers with tertiary education recorded 22 7%
compliance with immunization. Only the age of mother was found to be significantly

associated (p=0 013) with complcte immunization status of the children (Tablc 8A)

Mothers who were working had 28 2% fully immunized children white non working mothers
did not comply with the immunization schedule of 85.7% of their children. Christian and
Muslim mothers had 21.6% and 24% fully immunized children respectively while mothers
practicing traditional religion secorded i00% non immunization- Refigion of mother and that
of (ather did not have a significant association with immunization status of child Only the
employment siatus of mother was found to be significantly associated (p=0.000) with

complete immunization status of the children (Table 9B)
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Associati _
| sociation between Child and Mother’s Demographic Chacacteristics and
IMmunization status of the child

he bivariate associati ; et ; 1zati
e 1ate association berween demographic characteristics and immunization status of

similar proportion was observed in the percentages of fufly immunized and non — fully
immunized children with respect to age and sex Qnly 199% and 25.0% of children were
Iﬁl“y immunized in the two age groups while 20.8% and 23.6% full immunization coverage
was observed between males and females respectively. No significant association was found

between 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. Mothers
that were aged 36 years and above and the 16 — 20 years group recorded 87.0% and 91.4%
non compliance with routine immunization schedule respectively. Single mothers recorded
255 % fully immunized children while married mothers had 78.1% non — fully immunized
children Mothers who had secondary education had 30 2% while non educated mother had
17.8% fully immunized children and mothers with tertiary education recorded 22.7%
compliance with immunization. Only the age of mother was found to be significantly

associated (p=0.013) with complete immunization status of the children (Table 8A)

Mothers who were working had 28 2% fidly immunized children while non working mothers
did not comply with the immunization schedule of 85.7% of their children. Christian and
Muslim mothers had 21.6% and 24% fully immunized children respectively while mothers
practicing iraditional religion recorded 100% non immunization. Religion of mother and that

of father did not have a significant association with immunization status of child Oniy the

employment status of mother was found to be significanily associated (p=0.000) with

complete immunization stalus olthe children (Table 9B)
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.\ . . = 5 ..
3sociation between Child and Mother's Demographic Chacacteristics and
Immunization status of the child

bivari iati - o : 12ati
he bivariate association between demographic chaiacteristics and immunization status of

hild classified into fully immunized and partially/not immunized is shown in tables 9A aad
below.

A similar proportion was observed in the percentages of futly immunized and non — fully
immunized children with respect to age and sex Only 19.9% and 25.0% of children were
fully immunized in the two age groups white 20.8% and 23.6% Rill immunization coverage
was obseived betiveen males and females respectively. No significant association was found

betvteen 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. Mothers
that were aged 36 years and above and the 16 ~ 20 years group recorded 87.0% and 91.4%
non compliance with routine immunization schedule respectively. Single mothers recorded
255 % fully immunized children while married mothers had 78.1% non - fully immunized
children Mothers who had secondary education had 30.2% while non educaled mother had
17.8% fully immunized children and mothers with tertiary education recorded 22.7%
compliance with immunization. Only the age of mother was found to be significantly

associated (p=0.013) with complete immunization status of the children (Table 8A)

Mothers who were working had 28 2% filly immunized children while non working mothers
did not comply with the immunization schedule of 85.7% of their children. Christian and
Muslim mothers had 21 6% and 24% fully immunized children respectively while mothers
practicing traditional religion recorded 100% non immunization. Religion of mother and that

of father did not have a significant association with immunization status of child Only the

employment status of mother was found to be signif cantly associated (p=0.000) with

complete immunization status of the children (Table 9B)

AFRICAN DIGITAL Iﬂ\LTH REPOSITORY PROJECT




Ch

———

ABLE 9A: Association between Chitd and Moth

T er's Demographic
aractenistics and Immunization Status of the Child

aractleristics

Fully immunized

Partially/ Not

N (%) immunized N2 pvalue
- —— = N (%)
gc of child (months)
T S$(199)  218(801) 1935 0164
g $9(250)  177(75.0)
Sex of child
52 (20 8) 198 (79.2) 0594 0.44]
Female 61 (23.6) 197 (76 4)
Age ol mother (ycars)
16~ 20 3(8.6) 32(91 4) 12.712 0.043°
21-25 23(22.1) 81(77.9)
26~ 30 57(29.1) 139(70.9)
31-35 21(20.2) 83(79.8)
36 and above 9(13.0) 60(87.0)
Mother's marital status
Never married 9 (265) 25 (73 S) 0.397 0.820
Previously Married 6(23.1) 20 (76.9)
Mother's cducational level
No educntion and others 29(17.8) 134 (82.2) ek i
Primary education 35(20.3) 137(79.7)
90 (69.8
Secondary education 39(302) .5
10(22.7) 34 (77.3)

Post sccondary cducntion

"Significam variables with p<005
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,{m_g 9B: Association between Child and Mother's Demographic Characteristics
and immunization Status of the Child

e e——

: £ Fully Partially/Nol

ST ASUCS immunized  immunized  X°  pvalue
N (%) N (%) SR

mployment stotus of mother

Norking 82(282)  209(71.8) 13872 0.000°
vot working 31 (14.3) 186 (85.7)

——————— &

eligion of Mother

Christianity 65 (21.6) 236 (78.4) 2432 0296
Islam 48 (24.0) 152 (76.0)
“Traditional and others 0 (0.0) 7{1000)

Tribe of father

Yoruba 86 22.1% 303(779) 3.681 0298
Ibo 15(28.3) 38 (71.7)

Hausa 6(28.6) 15(71.4)

Others 6 (133) 39 (86.7)

*Signif.cant varisbles with p<0.0S
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Associdtion between Maternai demographic characteristics 2nd leve of

knowledge, about Immunization

le 10 below shows that 67.3% of mothers in the 21 — 25 years age group had adequate
owledge about immunization while 60.9% of mothers 36 ycars and above exhibited
equate knowledge. Only 30% of mairied women had adequate knowledge while 73.5% of
single mothers did not have adequate knowledge about immunization. Marital status
(p=0.003) and employment slatus {p=0.038) of mothers showed a significant association wWith
knowledge level
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le10: Agsociation between Maternal Demographic Characteristics and

Level of Kuowledge about Immunization o
_ —~r Adequate -lnadcqunlc -
Charactertstics Knowledge Knowledge N pvalue
N (%) N (%)

e of mother (years)

Not working

-~ 20 7

- 25 70(67.3) 34(32.7)
6-130 143(73) 53(27 0)
1-35 70(67.3) 34(32 7)
36 and above 42(609) 27(39.1)
Mother's marital status
Never married 9(26.5) 25(73.5) 11.336 0.003"
Marricd 137 (30.6) J11(69.49)

8.5
Previously Married 5 o1) UIE)
Tlothcr‘s educationn)

E 57(35.0 106(65.0)
No formal cducation 80) ' 4.345 0.208

, , 55(32.0) 117(68.0)
Primmy education

, 42(326) 87(67.9)
Secondary education
, 8(18.2) 36(81.8)
Post secondary education
Mother's Emplioyment
Status
82 (28.2) 209(71.8) 4319 0.038*
Working
80 (36.9) 137 (63.1)
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Signilicnnt predictors ofimmunizntion status on logistic regression

logistic regression model of predictors of jmmunization status is presented in table 7
low. 1t showed employment status of mothers and mother's oge group and mother’s
wledge of immunization were significant predictors of immunization status. Employed
others were twice more likely 10 Rilly immunize their children than unetnployed mothers
DR=2.3, 95% Cl= 1.4.3.8) while mothers in the 31 - 35 age group were over 1wo times
re likely to fully immunize their children than mothers in the other age groups (OR=2.5
195% C1=11-53) Respondents with inadequate knowledge were twice more likely to hove
their children fully immunized than those with adequate knowledge (OR=0.5, 95% Cl=0.3-

0.9)
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le 11: Logistic regression of factors nssociated with imminization status

e
e —————

Odds Ratio{OR) 95% Ci pvalue

:-. -_-_-__-_-_-
ployment status of mother —_—

rking 2,302 1 .406 - 3.823 0.008*

1 working g

lother's age group (years)

- 20 1.00 0.079

| -25 0.776 0.193-3.121 072
6-30 1.894 0.809-4.435 0141
31-35 2 466 1.137-5.350 0.022"
36 and above 1.603 0.680-3.777 0280

".Knowledgc of immunization

Adequate 0.5 0.323-0.96t 0036

[nadequate )
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CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOMMENDATIONS

Discussion

s study was desi L
y designed 10 assess the routine immur:zation coverage in children [2 - 23

onths old and ana!yze the factors associated with coverage in Odeda LGA ofOgun state

llhoutinc immunization which is receipt of vaccines at recommended ages and intervals
ensures that a child is adequately protected from target diseases at 8l times (Ayebo, 2009)
Vaccination coverage is def:ned as the percentage of children who have received the requisite

number ol vaccine doses irrespective of the age a1 receipt of the vaccine (Luman, 2005)

Monitoring immunization coverage allows us identify areas where disease outbreaks are
likely 10 occur, and possibly help keep immun:zation coverage high. One of the main aims of
public health services throughout the world is therefore to obtain reliable data about the level
of immunization with a view to suppoiting the implementation and monitoring of vaccination
programmes (Murray et al., 2003). The factors that influence immunization coverage vary,
these include prevalence of vaccine-preventable diseases, availability of vaccination centres,

level of knowledge and information about vaccination, and different methods used to

measure immunization status (Angelilio et al., 1999).

3.1.1 Immunization coverage rate

The Routine immunization coverage estimated in this study for children {2 - 23 months in
Odeda LGA was 22 2% and about 25.9% had not received any immunization a1 all. In all,
eight antigens considered were BCG, DPT, OPV, HBV, measles and yellow fever. This
estimated value is [ow compared to the recommended target of 80% minimum coverage in
every LGA or equivalent administrative unit in the countty for herd immunity. In a study
conducted by UNICEF in s ‘B’ zone in Nigeria (made up of the south westem states of
Lagos, Edo, Ekiti, Ondo, Ogun and Oyo) in 2003, Odeda LGA had a coverage rate of 5.7%
for all antigens though six antigens were considered a that time In the UNICEF syudy,

antigens but also repotied 1tho highest ra
Odw had lhe IOWCSI numbcr OrdosAcFlglcgl!. DaIC!I!I'AE'I!igALTH RE%OSITORY PROJECT p g g
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: .=
liness (Alagh. 2003). Another study in a South Western state of Nigeria (Benin)

ed 44.3% Ml immunization rate (Ayebo, 2005) while yet another study in North
ral Nigeria (Nasarawa state)

; revealed 37.2% routine immunization coverage
dulrsheem ct al, 2011)

nerally, in this study, 1he coverage for indiyidual antigen revealed much higher values than

2003 study. For instance. BCG. DPT, OPV and meastes coverage increased by 42 6%, | 4
b 5%, 47.2% and 52 4% respeclively, These figures showed that there had been a marked
provement in immunization coverage in Odeda LGA over the 2003 results even though it
s still below' target. This low coverage reported in country is an indication of a general poor

efformance of Nigeria's EP1in terms of ail the factors influencing immunization coverage. '

Drop - out rate which is the rate difference between the first and the fast dose or between an
initial vaccine and a later vaccine usually yield a value to indicate a decline in the proportion
of those who received the latter antigen compared with the earlier antigen The result
obtained from this study showed BCG/Mlcasles drop - out rate of 24.{% while DPT{/DPT3
drop — out rate was 16.9% BCG/DPTI recorded a drop - out rate of 27.8% with drop-out
being the highest between DPT3 and measles vaccine (45.3%). This finding of a higher
DPT3/measies drop-out rate had been previously documented (Ibagere, 1997, Onyitiuka,
2005 and Ayebo ct al, 2009). Probably, the longer intecval between DPT3 and measles
vaccine (three and a half months) compared 1o that between the earlier vaccines in the
schedule (four weeks) could be responsible for this it is also suggested that, 2s postpartum
time increases, mothers begin 1o be engaged in other activities and may forget and/or may not
have time to make scheduled visits for immunizations as seen when chiidren do not return for

meastes vaccine (Odusanya et al, 2008, Ayebo ct al, 2009)
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Y Level of Knowiedge about Imniyn zation

60.2%) of
st (60.2%) of the respondents were able 10 appropriately define immunization and

' stat
Irectly state the reason for i IMmunization Specifically, 40 2% of the respondents defined

'_ unization correcily as giving injection 1o prevent chijdhood killer diseases This can be
.0n5|deer as much knowledge compared with g study in North Central Nigeria (Nasarawa)

' 90 19 o
ere only 20.1% of the study participants defined immunjzation as a means of prevention

against childhood Killer diseases (Abdulraheem e al, 2011)

A national study sponsored by PATHS in Nigeria found that the respondents were only
moderately aware of vaccine-preventable diseases and more than half were able 10 correctly
name at least one vaccine-preventable childhood disease while less than half could name up
to two. The observed knowledge of vaccine - preventable diseases in this study showed
87.1% could name at least three diseases Thus, the respondents in this study had belter
awareness of vaccine preventable childhood diseases than the PATH study participants. [t
was discovered that knowledge was a major predictor of immunization practices (OR = 0.5)
in this study, respondents with inadequate knowledge were 1wice more likely to fislly
immunize their children than those with adequate knowiedge. A study in Jigawa siate
supported this finding when it was revealed that the erroneous belief that immunization is an

antidote for all childhood diseases was coirelated with increased immunization (Babalola and

Adewuyi, 2005)

The vaccine preventable diseases mosily mentioned by over two thirds of respondents were
measles, polio, tuberculosis and tetanus while the least mentioned ones include hepatitis,
pertussis and diphtheria. This is in agreement with the PATH study that found awareness to
be highest for polio and measles while few respondents demonstrated awarencss of diphthe:ta

(Babalola and Adewuyi, 2005). Another study found that measles is the commonest and

cestainly the most severe of the acute infections of childhood encountercd (Familust, 1981)

The findings of this study observed a lot of awareness about vaccine preveniable diseases in

this study area Overalf, more than half of the respondents in 1his study were considered to

oUl immunization
sed by a study In India where it was found that low matemal

have adequate knowlfedge ab Despite this knowledge, a low level of
adequ

coverage wa$ recorded as oppo . |
cines and immunization schedule was associated with

’llmy and knowledge regurdmg vag AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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imunizalion cov
coverage (Phukan et aj, 2009). Ouher studies also had identified that low

| Knowled
Vledge about immunizaion was gne of the major reasons for defaulting and that

ling parents about vaccine preventable diseases. as well as the vaccines themselves,
-.Be one way (o impact the | 'Mponance of vaccines 10 the healih of their child (Onyiriuka,

» Abdulraheem et al, 2011) The findings of this study showed that there are a lot of
r factors associated with compliance with immunization schedule apan from knowledge

| these other factors should be identified and appropnately addressed to improve coverage.

51.3 Socio - Deniogrnphic Factors

The sex of child was found to have no impact on vaccine uplake in this study This was
supponied by another siudy in Northern Nigeria (Abdulraheem e1 a), 2011} On the contrary,

it was found that in some societies with culiural discrimination against female children, boys

hsve a greater chance to be vaccinated (Akesode, 1982)

This study revealed that educational level of mother does not have any effect on the
completion of routine immunization in vanance with the findings of other studies that
discovered thai education of mother increases the vaccination chance of a child (Salmon e1
al, 2005. Abdulraheem, 2011, Eva, 2009). A study in Nigeria also revealed that education
(primary or above) increased the odds of full immunization almost threefold (Babalola and
Adewuyi, 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 lower
educational levels (Hak et al, 2005). However, it was observed in this study that children of

others with higher levels of education had higher coverage, the low number o frespondents

included in this group may explain why the diflerences were not siatistically significant since

the study was conducted in 28 largely sural orea Where formal education is not well
established It however seem ditficult to improve vaceination coverage wathoul aking intg
ducated mothers care more for the welfare oftheir

account women's education because more €

children

found 10 comply detter (OR = 2.5) with immunization
In agreement with this was a study thst revealed that
1 age(Eva et al, 2009). This may

Older women (31 - 35 years) \vere

schedule (han the younger women
higher vaccination coverage is assocrated with older matema
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ecause older mothers hav :
have more experience and are more likely 10 appreciate the benefits

vaccination than younger mothers.

arital status of the mother did not have an association with immunization status of children
is finding was supported by a study 1tha observed that factors such as mothers’ age, Mar ial
aws, schooling evel and gender of the child showed no significant dilferences with respect
vaccination completeness in northem central Nigeria (Abdulrahcem et al., 2011) Contrary
o this. another study in Uganda found that marital siatus had a significant relationship With
parents taking their children for immunization stating in essence that married parents arc in

position to complete immunization schedules than their unmarried counterpaits (Balanngaya,
2010)

Religion is 8 key factor in health service utilization and religious leaders play a fole in

encouraging or discouraging immunization. As revealed in this study, religion was not related
to | respondents that practised
iraditional religion did not immunize their children at all. This could be explained by likely
increased belief in natural or alternative therapies by this group of people. On the conlrary,

siudy in Bomo state (about 88% Muslim community), Nigeria cevealed that Muslims were
to Christians (Yahya, 2007}

‘mmunization completion. i1 was however noticed that al

less likely tobe fully immunized when compared

5.1.4 Factors influencing inymunization status

tivation, lack of social suppor and health service

prominent and included inconvenient day/time and

In this study, lack of information, lack of mo

factors wer

Health service factors were the most
¢, vaccine 1O
that non availability of vaccine
f children (Abdulrahecm

venue, place of immumzation {00 fa 1 available and long waiting time. To suppont
. ¢ Tesulting in need for

this finding, another study revealed
repeated visits 15 3 significant feason for
ot al, 2011) This could often lcad 10 the dampening of th

g their children leadin
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incomplete immunization O
e enthusiasm of parents from
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ecause older mothe - -
rs have more experience and are more likely 1o appreciate the benefits

raccination than younger mothers,

rnal Sl.a‘US of the mother did not have an association with immunization status of children,
is finding was supponted by a study 1hat observed that factors such as mothers’ dge. marital
atus, schooling level and gender of ihe child showed no significant differences with respect

vaccination completeness in northern central Nigeria (Abdulraheem et al., 2011). Contrary
(0 this, another study in Uganda found that marital status had a significant relationship with
parents taking their children for immunization stating in essence that married parents are in

position to complcte immunization schedules than their unmarried counterpans (Bats ringaya.

2010)

Religion is 8 key factor in health service utilization and religious Jeaders plsy 2 role in
encouraging Of discouraging imtnunization. As revealed in this study, religion was not related
to immunization completion. It was however noticed that all respondents that practised
wraditional religion did not :mmunize their chiidren at all. This could be explained by likely

tief in natural or sliermative therapies by this group of peopie. Onthe contrary, 3
{ustim community), Nigeria revealed that Mushims were

Christians (Yahya, 2007)

increased be
study in Bomo state (about 88% )
less likely 10 be fully immunized when compared 10

5.1.4 Factors Influencing immunization status

In this study, lack of information, lack of motivation, tack of social support and health service

| receiving immunization at all

factors were the reasons for incomplete or NO

e the most promine and included Inconvenient day/time and

¢, vaccine nol available and lon
| non availability of vaccines fesulting in need for

Health service factors W€r
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posiponed or neglected altogether teading to

ch. the immuni2ation appointment may be
mplete immuni zation,

. of informati
ach Tmation was another impontant factor revealed in this study and included

aware of need for
mmuni2ation, misconceptions about contraindication and fear of side

1akc the child laie for the expected antigen. Fear of side reaction is another factor in this
calegory wwhen mothers exercise reluctance and actual denial in tmmunizing their children

because of possible side effects, These side effects arc usually mild and transient and can be

casily treated. \When properly informed, such mothers would confidently present their

children for immunization

Someone that offers support to another person as a fiiend, family member or spouse is called
a significant other. Lack of social suppon was discovered by this study as a hindrance 1o
completion of immunization schedule. This included nobady to take child 1o centre and father
declining permission Significani others around mothers when available should help take
child for immunization or take care of other cngagements on behalf of the mother while she
atiends to immunizaiton needs of the child. This could help ensure compliance with fill

immunization of child (Odusanya, 2008)

Lack of motivation was another factor identified. It included having no faith inimmuntzation,
believing in rumors that vaccines can afTect fertility of child or cause autism and dwelling on

ous bad experiences. In another study which agreed with this study, various reasons

previ
were adduced by the mothers for incomplcte vaccination of their children. Disagreement or

concern about immunization safety and complications from previous injections was one of

such reasons (Abdulraheem et al, 2011) Believing in rumors was exhibited when religious
of some of the siates in Northem Nigeria stopped the Global Polio

and political leaders .
e were urged not to receive Polio vaccines due 1o the

Eradication I nitiative in 2003. The peop!
belief that a hidden agenda lies behind immunization eflons, child immunization campatgns
8

red by enemy foreign agents and that the polio vaccine can cause infentility. These |
arc sponso |

beliefs were found lo be considerably more common in the northem statcs (Kano, Jigawa and J
eIy wele

Yobe) (han the southern states (Lagos and Enugu) of the countfy (Olufowote, 2011) By
than the v
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eviously polio-free countries. In fact, Nigeria went fiom being one of the scven countries

ith endemic poli© to reporting the highest number of polio cases in the world (WHOQ, 2003)

dustrialized countries experienced pressure fiom organized groups who oppose the practice
f vaccination and spfead alarmist and inaccurate information For example. there is
solutely no scientific evidence that link vaccines (ami-measles) to the increase in autism as
is presently being spread (Verstraeten e, al 2003) The factors discussed above can cause

Jack of motivation 10 panake of intmunization

For control or elintination of vaccine preveniable diseases, it is mandatory 10 increase the
number of vaccinated peopie in the community. 1t is believed that most of these reasons for
non-vaccination can be overcome by informing the general public about the imponance of
vaccination through the media, improving accessibility to functional PHC, spontaneous

dismissal of rumours and misconceptions

5.2  Conclusion

This study was aimed to determine factors affecting immunization coverage among children

12 — 23 months old in Odeda LGA, Ogun state, Nigeria. All cespondents were mothers who
were mostly (88 2%) maried. \lore than half (67.9%) of the mothers had formal educatton

and a slightly higher (68.1%) number had adequate knowledge of immunization. About half

(57.3%) of the mothers were working.

ization coverage in Odeda LGA was low, only 22% of children eligible for
unizati

mm : ) .
| the remaining 78% were panially or nol immunized at

| e . "
immunizatjon were fully immumze iz
all This situation shows an improve ment in the coverage over 5.7% that was obtained in

| 2003), though it is sti
2003 in the LGA (Alagh et al, \ | ;
23% ned for Nigeria in 2008 (NDHS. 2008). Vaiying degrees of compilance was
B | %, DPTIcoverage was 45.2%
recorded for the dilferent antigen o

while DPT1/ DPT3 drop-out rate Was 16.9%

Il lower than the national coverage of

¢ with BCG coverage of 75.4
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pliance were inconvenient scheduling, lack

accessibili . ¢ =
o S SSIb'hty 'o immunization center and unaware of need for
monal doscs. Slgmflcam

social support, poor

Predi | 1281
ctor of immunization statys was employment status, of

ther, a2e of mother and level of knowledge about immusization

espite the improvements noticed over the years in Odeda LGA, the fitll immunization

verage 15 Stll low and there is need 1o explore ways of improving the coverage 10 the

tional target. This will improve health status of our counyy and the world as a whole, we

0 . . . { .
must remember that 95% immunizalion coverage is necessary for the susiained control of

vaccine preventable diseases and must be gchieved and maintained to prevent outbreak of
vaccine preventable diseases (Glenda et al , 2004).

5.3 Recommendations

o Appropriate campaign which should be one that focuscs on educating the public
on the advantages of immunization, clarifies the diseases thal are vaccine-
preventable, explains appropriale immunizaiion schedule and possible side effects
should be intensified. Care should be taken to avoid general messages that

reinforce the false belief that vaccination protects against all serious illnesses

¢ Govermment should ensure that vaccines are available in sufficient quantities and
under appropiiate siorage condition at al! times: during NIDs and for routine
immunization. To do this effectively, it is imporant for government 10 partner

with intemational agencies, community-bascd organizations and the private

seclor

e Govermment should provide health care facilities at close proximily (o the

majority of the people by resuscitating exis
urs of operation of fisnctional clinics and constructing. stafling

| health facilities Also, govemment should explore

ting non-functional facilities,

increasing the ho
and equipping additiona
investing 10 specially €duipp |
l d helps to maintain the cold chat

providers an .
and on days where people congregate In large numbers €8 m

ed vehicles that facilitate the transponation of
n for vaccines for use in locations

arket places and

ru I'ﬂ' ma‘ke{ days AFRICAN DIGITAL I-SiEALTH REPOSITORY PROJECT




most prominent factors identified far non compliance
social support, poor accessibility (g

iniona) doses.

were inconvenient scheduling, lack
immumization center and unaware of need for

Significa ' : :
8 M predicior of ymmunization status was employment status, of
ther, age of mother and level of knowledge aboutimmunization

espite the improvements noticed gver the years in Odeda LGA, the full immunization

is st : ' .
verage Is still low and there is need 10 explore ways of improving the coverage to the

ational 1erge1. This will improve healih status of oyr country and the world as a whole, we

r % i - h : :
must remember that 95% iminunization coverage s necessary for the sustained control of

vaccine preventable diseases and must be achieved and maintained to prevent outbreak of
vaccine preventable discases (Glenda c1 al , 2004)

3.3 Recommend:itions

e Appropnate campaign which 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 effccts
should be intensified. Care should be taken to avoid general messages that

reinforce the false belief that vaccination protects against all serious illnesscs

« Government should ensure that vaccines are available in sufficient quantities and
under appropsiate storage condition at all times. during NIDs and for routine
immunization. To do this effectively, it is imporiant for government 10 partner

with international agencies, community-based organizations and the private

sector

mment should provide health care facilities at close proximity to the

« (ove , .
by resuscitating existing non-functional faciliies,

majority of the people

' i jon 0
increasing the hours of operation y
g additional health facilities. Also, government should explore

equipped vehicles that facilitate the transportation of

f functional clinics and constructing. stafling

and equippin
investing in specially
s and helps 10 maintain th
people congregate in large

e cold chain for vaccines for use in Jocations

provider numbers ¢ g market places and

and on days where

AV ra] mﬂkﬂ days AFRICAN DIGITAL I-gEALTH REPOSITORY PROJECT
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o 1t is impofant 1o put in place a system for ensuring adequate training an
retraining specifi to immunization for immunization prbsridcrs especially in_lh:_
arca of vaccinc dispensing 10 reduce ynpleasant experience of abscess formation
and similar side cfects afier vaccinalion
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Contact | Dacget dze t - |
Oft(hld fypeO! Vacane | pos age ad":::ll::!mﬂ e :l
2 Al Imth ?“’ 005mt | niradern:dl R). Upper Anr |
— orve 2 6r0ps | Ovgl Moulh
Pentavatent] { 0Py 0Sml [ inted musCulds Antero~ laterdl
< 6wi2ekyof | 110V and Hib) l]lif's aspect of thigh
de | 0PVl 2drops |01l Moulh
3 10 vseks of Pentavaleni2 { DPT, |0.5ml | intra muscular Antero-lateral
) - | HOV ardib) sspec| ol Ihigh
oM 2drops | Ora! Mouth
: uledkeib Petavalentl | DPT, | 0.5ml | Intra. muscular Antero-laterl
Kk tHOV and H:b) aspeciof thgh
% o 2 diops | Oral “Mouth
e o AMwasies ___0=.Sml TSubwtaneous | Leflt upperarm
: i iy Yellow faver 0.5ml [ Subcutaneous lelLupper arm
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Contart | Fargel Age | TypeOF vaccine Dossge Rout of i ]
| Ol Chalil administratin =
2 36 0.05ml
1 At bt on Oml | intra desmral RI. Upper Arr
9 v0 2diups | Oral tAguth
eelovdtentd [ OPL 10OSmM | nure muscular Antero- lalerdl
) b vieeksol | 4OV and Hib) apectol thnzh
e | OPV] 2drops | Oral Kouth
g | 10wk, of Pentavalent2 [ DPT. |0Sml | inlamuscular | Antzro-aterd!
} e HOVandlb) | aspectof thigh
OPV2 2drops | Oral tdouth
Y20 of Pentavalent) ( OPT, [0.5ml | Inlra- muscular Antero-laterd!
4" L ::e 9% )i and Hib} aspectof thigh
it OPV3 2 dropy | Oral Mouth _I
f h Measles 0.5ml _Ts_gbwtaneous Leftupper arm
- e 4 Yellow Fever 0Sml | Subcvtaneous Leltupper arm
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APPENDIX NI .y
QUESTIONNAIRE IN ExGLISH AND YORUBA

UESTIONNAIRE ON ROUTINE IMMU

NIZATION COVERAGE AN
FACTORS AMONG CHILDRE = INDMSOCIALED

i N AGED 12.33 MONTHS IN ODEDA LOCAL
GOVERNMENT A REA, OGUN STATE, NIGERIA

INTRODUCTION:

Dear Mother/ Caregiver,

This research is being conducted in your environment to enable us know how well our
children are immunized against deadly discases We want to know wheiher they arc ble 10
complete the immunization schedute or not, Where they are unable to complete the schedule,
we would like to know what reasons were responsible. The purpose of this rescarch is not to
apportion 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

t0 promote the health of our children. Thank you

Serial No Date of visit Cluster Number:

Child’s number in the Cluster ... Retationship of respondent to child
Address (ward / community & stcet)
SECTION A: (Demography)

L. Name of ctild (Optional)
Daic of birth of child (d&/mm/¥y)

Il

3. Sex of child
4. Age of mother at Jast birthday
5. Motbers Marital Suatws
1. Single (Never Marricd) 2. Mamed
4 Widowed

3. Divorced / Separated :
r
6. Number of other children by the ame MOIE

.ned mother
2 Maviowm level of educanon at - 3. Post - Secondary =4
Nt educated w §, Primay =2 Socon 305

others = $
: Employment Status of Mother 2 Nt working

l. Woiki ng AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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IEworking, what is your monthly jncome =
. Religion of Father TR el N ey 1o
b Chnstuanity 3

3 Tradmona) J
- Others  Pis Specify |
11. Religion of Mother ’ RPPEp |

Islam

I, Chnstianity )

Islam

3. Traditional
2 Tnbe of Father

4. Others  Ply, Specify:

Youba=l, Ibo=2, Mausam3, Qhersed (Specify i) !

SECTION B: (Awareness nbout immunizntion)

—_—— =

13. Whatis immuniztion

N How did you hear about immunization”
I. Radio 2. Television 3 Friends/Family 4. Books S Imemet || |
& Healthworker 7. Neverheard 8. Others (Pis specify)

13. Wy do we give children immunization®

6. Pleasc name 6 childhood discases vou Wnow are preventable by tmmunizaiion

17, Why' will you take your child forimmuntzafion?

18 Why wall you not take dour child for immunization?

been Riven immunization? Pleasetick the

19. Did your child experience aaY of the foliowing after
e loritabshiy 1. Yes 2 No
:::r : :C-" : :: Swelling at lajectson sies) [ Yo 2 No
& ;)id you disalsscl,mmumuuon \with someone dunng te last §2 monihs7
e make of i mmuaizalion duing e Last 12 r0cshs?

2 W}wcmuywmwr"ﬁw(
l.Ys 2 No
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gCTION C: (Immunization status of child)

2. Has this child received any routine immun iZalion from any health faclity

| Yes 2 No

(£ ]
e

5 theee any Immunization card or document {or this child?
1. Yes 2. No

4 Il Yes, may | sce it please?

| Yes card scen 2. Cardscenwithnoentny 3 Nocard not scen

ase The folloning antifens are tovered in routine imunization. BCG (one dose), DPT (3
doses), OPV (4 doses), HEPATITIS B (3 doses} and one dose each of measles and yellow fever.

for cath of thee antigens, we want 1o know, whether the child received the vaccine and at what

aze he received it and where.

'+ For the Jollowing immunization. [f the card is available, use it to calculate the sge of the
child a1 which he/she received it and mention yes for the corresponding question. Do conlirm
the agewith the mother / primary carctaker of the child. Please note that even the card entrics

aced 1o be reconfirmed with the mother/primary caretaker.

10+ Source of immunization should be recorded as: Hospital = 1, Health centre =2, Ouireach=
3, Private = 4.

3. Has this child e ver been givens 8CG \accination against ubecculosis - That 18, an tjcctionan

7
the left shoulder or Icfl forearm thot causcd a scar sooN aler bink?
2 Yo, but scar not Seen

4 No. BCG not given

l. Yes. scas seen
3. Yes, scar not verificd {Child mot Ihece)

2. Record source of information |
1. Caud (Please Indicate date of administiation

2 Reaall
27 Record soufce of immunization

28, Hasthis child ever been Bivea vacc!hatio
gening teanus,

inJ.ccuo ns"~ tsal is,an injection :n the outer pastof
n -
wbooping cough. diphthena DPT)?

the le® thigh - to Present him/het from

I Yes 2. No

|
hig e thesc 19)¢c¢
3. [fyes, bow many tmes Was thigchilc :

] 2 Two od Weeks)
o 0:! iy gnmon ] (vwnite in complet
I what age was s

31, Recocd s0urce of Informtic 11 )
l. Casd (Please Ind

jons

cac dute of adminisin

2. Reaall AFRICAN DIGITAL HEALTH REPOSITORY.PROJECT
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. Record souree of immumzation

R 101 Bk s b BN ot et
Record source of information weeks)

}. Card {Please indicate date of administranon
2 Recall

5. Record source of immunization . ]

At what age was this €hild given DPT 3 (ware in completed wecks) | |
Record source ofinformation

|- Casd (Pleasc indicaie date of admunistration .. | ) ‘
2. Recall

Record source of immumaation |

Has this child cver been given “vaccination injections™ in the upper nght thigh to prevent him/aer

from getting Hepauns B? . Yes 2. No

. 1fves how many umes was tlus child given this injection?
t. One 2, Two 3, Three

At what age was this child given 1BV 1? {wnitc in completed weeks)

Record socrce of infonmnation

|, Card {Plcasc indicate date of admunistration . J
2. Reall

Recoid source of immunization

At what age was this chuld given HBV 22 (w1ilcin completed sweeks)

. Record source o f informauon

l. Card (Please indicate date of admunistiation -
2. Recal)

Record souree o f immunizaton
Atwhat age was this child'gicn HBY 37 (wril
Record source of infornation

¢ is completed wecks)

I. Card (Please indicate date of admiaisvation )

2. Rexa|l

Record source o f smmunization o ki s i the mouth* in the health centse (Not
v

Has 1his child ever been 81ven e h
1n ti¢ house ta house W’s")lo it i

l. Yes 2. No oo cire in completed weeks)
51. At what age was this child gIver OFV.G
| At binth
2. Wishin | week north)
3 Baween | weckand 4 #eeks \ :::RICAI\iBgITAL HEALTH REPOSITORY PROJECT
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32 Record source of information

. Card {Please indicate daye of administrution

2. Recall Sy fessrmens i snisit

Record souree of IMmunizalion

L FRe g 5 ’

Atwhat age was this child given OPY 12 |

Record source of information

I Card (Plcase indicaie datc of administeation
2 Recall

Record source of immunization

Atwhat age was this child given OPV 2?2 (write incompleted weeks)

Record source of information
1. Card (Plcase indicale datc of adminisiration )

2. Recall

. Record source of immunization

At what age was this child given OPY 3? (wrue incompleted weeks)

Recoid source of infanmaiion
i. Card (Pkase indicate date of administration }
2. Recall

Record source of immunizavon .
. Has this child ¢ ver been given “vaccemtion anjcctions ™ in the upper l¢ft anm at theage of 9

months or older - to prevent himher fromgening Measles?

[. Yes 2. No
AT what age was this cluld given measles vaccing? {(wrie.in compleied moﬂlhs)| ,'
Record source of information

|. Ca:d (Piease indicate datc of adminisuation
2. Reaall

Record source of immunization " el
Has tlis chitd ecr been given “a65:na1i0n injectons” in the vpper

prevent hinvher fiom Betting Yellow fever?

)

arm gt the age of 9

months or older - 1O

I Yes 2 No [ cetion?
ciwer iN)
Al what age was thiy chiid gi*¢€n Vellgs t6r |

(Weite in campleted months)

Record source of tnfogmation j )
(161
}. Card (Plcase indicate d3te of admin B3O

2. Rexall
Record source of immuntzanon

AFRICAT%ITAL HEALTH REPOSITORY PROJECT
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. Did you pay for this child to raceiye any of the apove
: v

: immuni2asons?
I.Yes 2. No wal

3 [f ves, how muchon average did \ou pyy pervisit (wnte in N
73, You have mentioned that ilus chstd has not
Whatare the reasons?

AN
been immunized / fully immunized yer

(Please indicate by ticking as MANY Opi10ns as arc applicable)

- Unawmie of need for immunization

- Unawnre of need for additionat doscs
Unaware of place and /time of immunization

* Fear of side reactions

- \Wrong 1d¢a about eontramdications

= No faith in immunization

- \Vill affect fenility of child

- Previpus expencnce
Place of immumazation too for

- [nconvenient day' / ime and venue
Vaecme not available

- Nobody 1o 1ake child to centic
Long waiting ume

- Father declined permission / absen
Unaffordable cost

- Service provider not fnendly

. Service provider Boes got know job well.

- (hhers (Pts. spcify)

Thonk tic fespendent

Signanpe/ Date__

Name of [nterviewer e —

Nare of Supervsor___———""
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£g RE LORT AYWON NVADI T1 O NJISE PELU GBICB) ABERE AJESARA N1 AARIN
A O\ OMODE T10JO ORI WON TO OSU MEJILA - OSU METALELOGUN N11JOBA

1BILE ODEDA, IPINLE OGUN, NIGERIA.
LY

5! Alagbato owon,

An & twadi yi niagbegbe yvin 1311 mo br avwon onio wa se n gba abere ajesara s lat de’na awon arun
6ok sciku pa ni_A fe mo bola won gba gbogboabere ajesaia 1o o ¥ e lasikotabr beeko Bio base
pc won ko gba gbogbo abere won tan, o femoadi ks evi fi 0 bee Akon iwadiyi kn se tau da emiken
Il{bl tabr fau fi iva je coikeni. Didahun awon ibeere wa lotito ati lododo v 1o ran wa lowo lati un ¢to
fifunm ni abere ajesara sc lat le mu itesimaju bo alasfia awon omo wa: E se pupo

Nomba Ibeere. Nomba akojo L T Ojo lbewg

Nomba omo mi akojo
fpo Oludahun st omo
Adiresi 1le (woodu/abgegbe/opopona)

APA KIND ¢

|. Orukoomo
1 0o ibi omo (dd/mm/sy) —
3. Ako1abi Abo —
i Oooniaomo (odun) ——— .
5. Ipoiva ni igbeyawo ) 0 tiseigbeyawo
). Kou seigbeyano \ Ojeop |
3 Ot ko oko / kuto lodo ko
6 Iye awon omo Mican [ 13 OMO b e e b !
LR o 2 leiwe alakosobere (we mefa)

! Kolosiile we AN

4 [l iwe giga
3. lleine girama

——"—-'——-.

5 lic iwe miran ( 50 ni POl ———— 2. Ko 8¢ ise
B lya omon seisc b’ : 0‘;““ ———
1 *as? ,
9. Elo mowooyayaomo l"osu -/‘;_‘Mns\n‘um*
16. Estn Baba Omo | WPl o) e
5 0 4 fru c9in MiEA o ™P s
3.Bsm biie . 2 Musgu
, Kistian : oy -
M, EsinlyaOmo: | T mirgn (30 0i P3O
3. Esen lbile
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~ ExaBabaomo

|. Yoruba |
b0 3 Haysa Eva miran (owo, so mi pato)

PA KEJ1: (ohun ti o mo nips abere ajesara)

Kin abere ajesan?

Bawo ni o se gbo nipa abere ajesara?

| Eroradie 2 Ero amohunmaworan 3. Orc/chi
5. Eroavamb, asa 6. Osiseetoilera

4. Iwe kika
7. Ona nuran (jowo, so n: pato)

Rint 1di re 11 2 fin fun omode ny abere Jjcsara’?

Jowo da oruko arun omode mefa 110 mo pe abere gjesaraleede’na

Kint idi 1: 0o fgba abere njesara fun omo re?

Kint idi 1o o Ko fi ni gba abere ajesara funomo re? _

Nje omo re ni eyikeyi ninu aw on ami wonyii leyan ti 0 gba bere a)esara tan? Jowo, mu eyi ti o
ba omu

| igbona (1. Beem, 2 Becho) 2. band (], Beeni, 2 Becko)

3 Alanro (1 Beeni, 2 Bocko) 4. Ojuaberetiowu (1 Beent, 2 Becko)

Nje oba enikeni s'Ora nipa abere d)esasa Ni iwon o5t meJita $'eyin ?

1. Beem 2, Beeko -
abere 2jcsara Nk 110N OSY mcjila s'cyin?

Nje 0 gba enkeni i iyanyu lati gba
l. Beeni 2, Becko

APA KETA : (Ipo ti omo gba abere tjessra de)

4 i lcea n?
2 Nye omo yii & gba abere ajcsara i gba de ighs i {budo €O TER
]. Beenu 2. Becko X
1?7 q
P2 Nje kaadi abere 3jesand abi inecn mian W3 fup OMO 18 -
1. Beem 2 Bceko :

U Bioba}cbee,n;emolcnmd‘"”b”
I. Beeni mo ni kaadi 2. Mo n ka3,
JBeeko'akgnhad-l

sugbo kosiakosile mnu e
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5]

26

2]

9

30

3]

3

H

35
36

37

3
39

NJeomo s11 Sba abere Jai

32

; * e Iwosan w |, He ete Herg

dc’nasko fere (ven sbereu 3 gba
s ¢iika apa osk. cleyt 1 © maa n oy apa) (BCG) laipe lehin 4 2 bij?

1 Beem. mo i apa 2. Beeni, sugbon nkon apa

3. Beemi. Sugbon nko se ifimule apanaa(onio ko simi ibivi),

Scakosilc it ot mo

. Ninu kaadi abere ajesara (jowo se akosilcojoti o gbaabac)
2 lant

ib1 11 0 11 gba abere

Njc omo ¥4 “1 gba abere ajessrs’ iwen abere ti a fun ni neitan lati dena arun
ipa, 1ko awybi a gbofungbofun (DPT) n?

|. Beem 2. Becko
B1o ba jc becar. cemclo m omo yii 1 gba abere y1?

E cckan 2. cemey 3. comea
Ri m 0jo on omo y11 i 1gba ti 0 gba ab¢rc arua Ipa-iko awubi ati gbafiin gbofin skoko? (osu i

0omo ;¢)
Se akosilesbi o timo
1. Kaadi abere ajesara (jowa se akosile ojo u 08ba aberc) —

2. Innu
1bs 1 0 i gba abere
Ki ni 0J0 o omo ¥ii ni igha ti 0853 aber

c osun | p3, tko awubi ab gbofizn gbofun kep? {osuu

omoje)
Sc akosile 1bi o trmo )
] Kaad adbere slecanm (jowo S¢ akosilc 0jo U0 B

a ﬂum)

2. lcant

::) to ts gba abere .._._--‘ tst;;—:""‘"'o ba abece 4 Ipo, ko avubs OU gbofun ghofun keta? { osu i

) 01 0jo Orr OMO N18 NI

010 j¢)

Se¢ akosilebr ol MO
1. Kandi abeqc ajcssy

2 lranu

3 (jow0 € akosile ojo ti0 BDS abere)

Ibitioti gbaabere . — denia niun j'edo §'edo i?

Ny omo yii “ti gba abere )04
|. Becens g Becko

4 (i 0 fun ni N1 i
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. Bi o )c beeni. ecemclo ni omo 1 gba abere vin?

1 eekan 2. cemeji

3 eemena
I K1a10jo of10mo Y11 M 1gba 1 0 gba abere j'edo j'edo akoko? (osu ti omo fc)
. Se dkosite iby o timo

1. Kaadi abere ajesarn (jowo se akosile ojo Ut 0 gha abere)
2. lranty

43 Ibhsotigbaa

35 K{ ni0jo on omo il m gba ti 0 gba abere j’edoy’edo keji? {osu 1 omo je)
54. Se akosile ibi ko timo

I. Kaadi abere ajcsard (jono sc akosilc ofo t1o gba aberc)

2. lrann

46 1bi u o ugbaa

35, K1ni 0jo on omo ¥isni gba ti 0 gba abese j'edo j'edo keta {osu 1i omo je)?

36 Seakosilebr soumo

1 Kaadi abere ajcsara{jowo scakostle 0jo 110 bo abere

1. lraot
19 Ibi tio Wgbaa

30 Njeati fun omo vii-niabere 3jesan igbadegba cyi L1a n kan s1 0Mo I'enu fou

de’na arus ro'molapa ro’molese ni ibudo c10 1lera{yalo st ey li angbe kir

far ojule de ojule)

1. Becni 2. Becko 7
31 Kiniojoori omo Y niigbau o gbs atola ro'mo 1apa. fo'mo lese .akok“o
1. Ni kete e a bu 3 Laarin ose kan tiabil
. N0

3 Laann ose kan st menn (osu kan)

59 Seakositeibi uolr mo ‘
1. Ntnu kaad abere 3jcsaia (jowa sc akosile gjou 0 gba aberc) ____ -

2 lanti

53 Jbitiougba hbete' o s

Ki ni ojo on omo b ! igban o gbaatola t0'mo lapa, ro'mo lese keji? (osu b omo
4. him :

o)
akasije 1br holi MO
E Slc Niny kaadi abcre 8)€5an (jowo sc akosile 0J0 BO gba abere)
[430)

2 lram

L ot SR bere e— ) . 1
S omo vii N1 1BB3NO gba slola ro'mo lapa, ro'mo l¢se keta? {osu 1 omoje)____
$7. N Ojoon

17
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43. Scakosile by 1w 0 i mo.

1- Ninu kaads abere 35Csam (jowo we akosile 030t ogba gberg)
2. lranu |

39 lbiuon gba abere

60. Kini 0jo onomo yin ntigbati 0 ba atola.r0'mo |
Jc)
61 Sc akosile tbi 1t o1l mo

apa. ro'mo lcse kerin? (osu b omo

1- Ninu kaadi abere aesara (jowo sc akosile ojoti o gba abere)

2 Iranti
62 1lbitiot gbaabere

63. Njcomo vit t: gba abere ajesara si apa @5 ni igbat 0 pcomo osu mesan (3bi

beelo - fat dena arun evi? ), Beeni 2 Beeko

64, Kinmi ojoon omo vii m igbati o gba abere ajcsara lati dena arun ¢x1? (asu it omo je)

63 Scakosileibitionmo

1. Nanu kaadr abere ajesara {Jjowo se akosile 0jo 110 gbaabere)

2 lant
66. Ibition gbaabere

67, Njc omo viit gba abere 3jcsasa si ape asi ni ighati 0 pc omo osu mesan

tabi ju becto- lan dena asun iba aponju?
1 Bcem 2, Becko

68 Ki ni 0jo on omo vii na igbati o gba abere njesara lats de’na 1ba aponju?

{osu ti omo je)

69. Scakosile binotimo
I Ninu kaadi abere ajesa1a {jowo se akosile ojo 11 0 gba aberc)

2 lanu

70. Ibiuo b gba adere
71. Njc oan ovvo kaakas oiton omo Wil [al gbo catkes 1 ninu 2w0n aberc ajesasa Uia so siwaju yi?

|. Beeni 2 Becko
72 Bi oba jebeeni. clo niomad n@n M igba koakan 1 ¢ ba lolals gba abere

ajesara woni? (so iyc 110 jc niowo Nawra) ¥
73 O u so wipe OmMo M1 ko gba abeie djcoerarc e Ki ni idi re?

(Jowo fi ami 1 gbogbo awon idits0Jc idena)

] N ko monips cio abere 3yesan |

2. Nk mopeo ¢ kiomo tun gba aberc-djesara $ii

3 N ho mobs/akoko fun abere Yesara,

4 Mo bevu ohwn i ko dara 11 o ke sele leyin abere

s Imo ti kotono nips olruntio le da Rbese gbigba duro
112
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X Ko mi 1gbagbo atnu abere ajesara

Abcrc le seidivwo fin omo latt bi omo lehsa ola
Inn atchiawa

e cto ilera lan gba obere «is §151d ju

10, ojo/akoka’ ibudolat gba abere 3jesara ho bo sid
11 Ko siabere ajesars nisle ctolera
12 Kosicnin yvio nuomalaileclo tlera
§3. diduro pe niile eto ilera
14 babaomo ko sin ilc tabi ke li ase sii
15, Abere ti wonju
16,  Awon osisc cto ilera ko fa m mo'ra
17 Awonosise cto ilcra ko moase daradar
18, )i misan (Jowo scalayc)
E sc puo
Oruko Olubeere ami owo/ojo____
Oruko Olubewo ___ X
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- APPENDIX 1V: APPROVAL OF STUDY LETTER

ODEDA LOCAL GOVERNMENT
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