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ABSTRACT 

tvtillions of children are at risk of vaccine preventable diseases (\'PDs) in "\1geria '\'et. the 

factors which influence the provision and acceptance of immunization senices ha, e not been 

fully explored. 

This cross-sectional study was conducted at select health facilities in G,,a�,·alada Local 

Government Area, Abuja, Nigeria to assess the kno ,vledge and practice of caregi\ers and 

Immunization Service Providers (ISPs) on routine immunization (RI) Random san1pl1ng 

technique was used in selecting 70 ISPs and 436 consenting careg1,eI'$ (parents) ,vho used tl1e 

health facilities between October 2006 and �larch 2007. A \'ahdated sen11-structured 

questionnaire containing a 4-point kno,vledge scale and best practice:s on childhood 

immunizationwas used to collect data from the caregiver:s ,, h1le data collecuon fron1 ISPs ,,·as 
� 

done with another validated semi-structured questionnaire ,,·ith a 1-l-point kno,, ledge scale. 

Analysis of the data was done using descriptive, t-test and \ '\O\ \ stati-,t1c-. ,, ith 0.05 set as 

level of significance. 

The caregivers' n1can age ,,·as 2 7 .3 ±: 4 .3 years. their chi ldrcn · s 111can ,1gc ,, as 5 .6±4 4 n1onths. 

v, hilc the n1ean age of the !SPs ,,as 31.5�8. 3 years \ lost (97 5°,o) careg1, ers ,,ere fen1ales and 

61.0°/0 had at least pri111.11')' cducal1on Only 17 .2�� of the carcgi\'crs knc,, that a child should 

receive four doses of oral po Ito ,acc1nc OP\' ,\ fc,, (25. 5°
10) of then1 con·ectl) 111entioned that a 

child should recei\ e three doses of diphther1a-pcrtuss1s-tetanus (DPT) vaccines. Only three 

(0. 7%) correctly mentioned that a child should receive one dose of Measles vaccine (MV) at 9 

months of age. Majorit) (63.5%) of then1 affinned that they were aware of the specific 

immunization side effects on their children but a fev, (34 4°/o) also registered their ignorance. No 

•••  
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signifjcant difference existed in caregi,,ers· mean k.no"·ledge scores by age (p>0.05). The mean 

kno,vledge score of caregivers who "·ere Christians (2.2±1.3) ,vas significant!}· higher than the 

Muslims (1.7±1.5). (p<0.05). There "·as a statisticall) significant difference ben,een education 

and mean knowledge score of the caregivers. Caregiver·s reasons for heath facilit) ,isits on the 

days they ,vere interviev,;ed included: child"s immunization onl) (56.2°'0). child·s illness only

(28.0%), and 15.8°/o for both child's illness and immunization. Vaccines alread} gi,·en to the 

children includedBCG (63.5%), OPVJ (78.6%), HBT'l (78.8°,o) and DPT/ (79.4°'o).DPT3

(12.5%), OPV3 (11.3%), HBV3 (5.8%), and ,\,fll (1.2°,o). 1v1ajorit) (93°,o) of n1others had e\'er

received tetanus toxoid (TT). Only 5% of the caregivers mentioned the� \\'Ould not \ isit the san1e 

facility for next immunization appointment and their reasons included change of residence 

(23.9%), too long waiting time (26.8°'0) and repeated \accines stock-out (9.8°,o) \lost JSPs

correctly identified Poliomyelitis (94 3°10), \1easlcs (85 7°10). Diphtheria (84.3°·0) an1ong others

vaccines preventable diseases (VPDs) but a [C\\ l�Ps di<l not 1-..no,, that Tubcrculosts (24.J0 ·o). 

Tetanus (20.0%) and Pertussis ( 17.1 %) \\'ere preventable hy , acc111at1on Corn�ctl) identified 

VPDs presenting with fever b} the [<;Ps included �le,tsles (SO�o). Polion1yelitis (60°·o) and 

Pertussis (55.7°10): 54°'0 of ISPs stated correctly that a sick child should be brought for

imn1unization. ivlajorit} 88 6°,o knc,\ that a parent of the imn1unized child should be inforrned of

,, hal side effects 111ay occur. The O\ era II 111can kno,vledgc score of the ISPs ,, as I 0.1 ±2.0. The 

ISPs' 111ean knO\\ ledge scores by training. rank. or years of ,vorking e\.per1ence ,vere not 

significantly different (P">0.05). Indicators on selected best practices an1ong ISPs sho'v\ed that: 

92.2°,o stored \'accincs in cold boxes and 1naintained the cold chain: 78.4% filled out the stock 

sheet according cold chain maintenance ,vl1enever vaccines are moved: 77% estimated the target 

population for RI: 98% properly disposed of used safety boxes and other ,vastes shortly after 
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immunization sessions; 94% infonned the caregi,·ers about \'PDs and the importance of the RI 

scheme. 

Overall, knowledge about RI is low among both the caregivers and ISPs m thls stud)'. Limiting 

factors relating to health system may hinder continued pro, ision and acceptance of immunization 

service delivery in the study area. Suitable and sustainable health care resources and 

interventions to strengthen the health system. increase the RI demand fron1 the recipient 

community and effective delivery of RI sen ices at both the public and private prin1af) healtl1 

care centres are strongly recommended. 

WORD COUNT: 665 words 

KEY WORDS: Gwagv.ialada, Routine Imn1unization. In1n1unization Ser, ice Pro, 1ders 
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CHAYTER O�'E 

1.0 I:'.\TRODLCl"IO� 

I.I BACKGROUl',D INFO�\lATION 

Nigeria is a Federation made up a Federal Capital Territol"). Abuja. and 36 States. ,,hich are 

divided into 774 Local Government Areas. The states are grouped into SL\. geo-political zones: 

namely the North Central, North East. North \Vest South East. South-South and South \\1est. 

The political history of Nigeria dates back to 1914 follo,,ing the amalgan1ation of the 1\orthern 

and Southern protectorates with the colon) of Lagos under the British Colonial adn1inistration. 

and its Subsequent independence in 1960 (FMOH. 2004a). 

Administratively, the political structure of Government has three tiers. narnel) Federal 

Government, State Government and Local Government ..\uthorities. In tl1e san1e Yein. tl1e public 

health services are also organized along the sa111e tiers of Govemn1cnt as follo,,,s: Prin1ar) care. 

which is largely the responsibilit) of local govt:mn1cnt area councils. ,vith the support of the 

Stale Ministry of I lea Ith and the f cdcral Govcrnn1ent. Sccondar) care. ,, hich pro, ides 

specialized services to patients referred fro111 the prin1ar) health care level and is the 

responsibility of the 5tate govcrn111cnt. and ·r ertiar) care. ,, h1ch pro, ides h1ghl1 specialized 

services referred fron1 the prin1ar) and secondary levels of care and is the responsibility of the 

r ederal and State Governn1cnts (FMOI I, ?004a) 

In addition to tl1e publtc health sector, Nigeria has a viable private health sector that provides 

various health services ranging from primal") care to tertiary care services. These include private 

not for profit sector notably Non Governmental Organizations (including religious 

organizations), individuals, and the for-profit sector, �hich is dominated by private hospitals, 
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clinics and registered drug shops. There is substantial communit)' contribution to health care in 

the country especially at primary care Ie,·el (F�10H, 2004a). 

Nigeria operates the immunization schedule of the Expanded Programme on Immunization 

which prescribes five visits to receive one dose of Bacille Calmette Guerin (BCG). four doses of 

oral polio vaccine. three doses of diphtheria. pertussis and tetanus , accine. and one dose of 

measles vaccine (FMOH. 1995). In 2004, the countr)· included hepatitis B and ) ello,, fe,er 

vaccines in its schedule, recommending the receipt of three doses of hepatitis B at birth. al six 

weeks of age. and at 14 weeks of age while yello,\ fever should be given at nine months of age. 

along with measles vaccine (WHO. 2005). 

Routine immunization (RI) is provided largel) through the public health establislm1ents. ,,itl1 

signi ft cant variations between the 36 Stales and Federal Capital Terri tor) (FCT): private or NGO 

providers arc the source of up to one-third of RI 1n son1e States in the south ('\ICS. 2003). Public 

sector provision is by health starr based at facilities run by Local Go, ernn1cnt Areas (LGAs) 

who have a Director of Prin1ar1 I Icalth Care (DP! IC). an l'.PI Officer and a Cold Chain Officer. 

These health personnel arc under the control of the elected LG1\ Chairn1ru1 and are en1ployees of 

the State Goven1ment (Tv1inistr1 or Local Govcrnn1ent or 1 ocal Government Service 

Con1n1ission). The elected Governor controls the State's budget In the State Ministry of I Iealth 

(SMOI I) the Director of PI IC. State Epiden1iologist. NPl t\tlanager and Cold Chain Officer all 

civil servants are \\Orking alongside a Vaccine Security and Logistics Officer and a Social 

Mobilisat1011 Officer \Vorking for lTNICI:.F but contracted through Deloitte Touche, a State 

Coordinator and a Surveillance Officer contracted b1 W}IO (son1etin1es fro1n other countries). 

and a Zonal State NPI Officer and a Zonal NPI Officer employed by NPI and based at one of 

NPI"s six zonal offices. Some States and LGAs l1ave additional coordination \\ith other donors 
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supporting aspects of RI and PHC. Each State has its o,,n vaccine store. In addition there are six

zonal stores which are not shared ,vith the States "·here the\' are located. The national store
• 

moved from Lagos to Abuja in 2002. 

Zonal ?\1ap of Nigeria 

Sokoto 

wara 

Zamfara 

J<adtina
Niger !:a,-.linna ..

FCT 

Taraba 

Benue 

River 

(Source: NPI ICDA I IQ, \buja. 2007) 
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) 

r--.w I-�:.:: J

'IC ..... I __, 

SW ... : _ _.I 

ss ... : _ _.1

SE I I 
·' ., di

Store � 
Lor,al 
Storr � 

Another parastatal, the National Prin1nl)' I lealth Care Oc\'clopn1ent Agency (NPI-ICDA). l1as 

responsibilities pertaining to 1111111uni1alion. Both parastalal arc under the control of the 

Pern1anent Secretary in the Ft\1011 and hence of the \1in1stcr of ltealth. There are 774 LGAs 

and \\ithin these there are 5,450 Districts: ,vithin the Districts arc 9,555 ,vards and numerous 

, illages. for the purposes of \.\'I IO and l NICEF's Joint Reporting Fonn, the LG As are the 

''districts" for ,..,hich con1pleteness of reporting is anal)sed (NICS, 2003). 

In I 986, Nigeria initiated the implementation of the World Bank/IMF structural adjustn1ent 

programme ain1ed at stiinulating economic growth through pri, atization of public utilities and 
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introduction of policies aimed at improving \\·elfare of the population. Ho,,·ever. the broad 

objectives of this programme \\·ere not realized and instead. led to a decline in li,ring standards 

and health service delivery (NPHCDA. 2001). �igeria still ranks among the 20 poorest nations 

of the world. with a high level of po\'erty and unemploymenL mortalit)· and morbid1t)' rates 

among children and \\'Omen, poor basic social services and HIV AIDS pre,·alence. particular})' 

among children. young people and \.vomen (HDR. 200-l; F�loH. 200-lb). These emerging trends 

not only reduce the chance of child sun ival and optimal de,·elopment but impose formidable 

challenges in the realization of the protection and participatory rights of children and ,von1en 

(FMOH, 2004b). 

In 2006, the national population census results confirmed "'\igeria as one of the largest and n1ost 

populous countries in Africa. with approximate!) 140 n1illion inhabitants ('\PC. 2006). The 

population is predominantly young. approximate!, 45°,,o arc under 15 years of age. 20°,o are 

under five years of age, and women of child bearing age ( 15-49 years) account for 22°/o of the 

total population. Nigeria's population gro,vlh has slo\,·ed son1c,, hat in recent years (2% per 

year); yet the World Bank cstin1atcs that more tha11 3.4 n1illion additional inhabitants were added 

in 2006 alone. This rapid increase in population makes it difficult for the Nigerian govenm1ent's 

develop1nent effo11s. including its health sector de,elopn1enl efforts. lo keep pace. Coverage of 

key Maternal ru1d Child inten·entions is still lo," ,vith focus on single disease entities as opposed 

to the deliver) of a con1prehensi\'e package of e, 1dence based core inten entions. 

According to NDI-IS 2003. out of Nigeria's population of 31 million \.\-Omen of childbearing age, 

the country loses 145 women everyday to death. Annually, an estimated 52,900 maternal deaths 

occur in Nigeria, and a woman's chance of dying fron1 pregnancy and childbirth in Nigeria is I 
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in 13 (NDHS. 2003 ). The major causes of maternal death include haemorrhage (23%), infections 

( 17% ), toxaemia/eclampsia ( 11 % ), obstructed labour ( I I%). unsafe abortion ( 11 �'o ). malaria 

(1 l %) and anaemia (11 %). 

The neonatal mortality rate (deaths of infants \vithin the first 28days of life) is 48 per 1000 ii,·e 

births (NDHS, 2003). There is also a wide regional variation in the distribution of neonatal 

mortality. The highest neonatal rates were observed in the �TE and l\\\' regions of the countr)·. 

The lowest rates were seen in the SE region. I 0% of children ,vere born ,,ith lo,, birth \Yeight. a 

condition that plays an important role in ne,v born mortalit). �1ost ne,, born deaths in 1\ igeria 

occur within the first week of life. reflecting the intimate link of ne,, born Sill\ ival to the qualit) 

of maternal care (NDHS 2003). Of the neonatal deaths that occurred in 2003. 37°'0 \\"ere due to 

infection, while preterm birth and asphyxia accounted for 49°/o. 

Co1nmon childhood diseases like \1alaria. \cute Respirator) Infections (particularly 

pneun1onia), Dia1Thoea, Malnutrition and Vaccine Preventable Diseases (VPDs) especially 

measles are the leading causes of n1ortality and n1orbidity in l\!iger1a (FMOI�. 2006). These 

I diseases arc estirnated to contribute to o, er 70�� of deaths in children less than five years of age. 

They are also the reasons for three out of four visits to health facilities by sick children. In 

Noven1ber 2004, Nigeria has reported 518 cases of paral) tic polio. being about 80% of the global 

case load and representing a four-fold increase con1pared to the san1e period the previous year 

(WHO. 2004). 1he annual incidence of acute diarrhoea is bet,veen 4.3 and 4.9 episodes per cl1ild. 

In addition, the NDHS 2003 reports that an estimated fifty-three percent (53%) of preschool 

children in Nigeria are malnourished. Although Inm1unization against childhood killer diseases 

(measles, neonatal tetanus, tuberculosis. whooping cougl1, polion1yelitis and diphtheria) is 
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considered critical to survival of the child. national co,·erage in the target population fell 

dismally from 80% in 1991 to 17% in 1999 and 13% as reported b)· the "\OHS 2003. The 

summation of the problems highlighted above. is that one out of eYef) fi,·e children born ali, e 

will not live to celebrate the fifth birthday given the under five mortalit)' rate of 20 I per l 000. 

Similarly, the Infant mortality rate is as high as 100 per 1000 live births (l\TDHS. 2003). 

Based on the magnitude of these problems, several child sun'ival programmes on control of 

diarrhoea diseases and acute respiratory infections. gro,,th monitoring. breast feeding. 

immunizations among others have been instituted and are current!) being implemented in the 

country (NHPCOA, 200 I; Ogundahunsi G.A .. 2003). In 1997. the National Council on Health 

ratified the implementation of Integrated Management of Childhood Illness (I� 1C1) strateg) as a 

main thrust of these efforts. A 2001 report b) the Federal IvlinistT) of Healtl1 on the 

implementation of integrated management of childhood illness (1\ lCI) re, ea led that on!) 22°/o of 

health facilities visited during !MCI folio,, up , 1sll<s pro, idcd routine in1n1unization sen1ices. 

while in 2006 over 30 states of the federation arc in1plcn1cnting li\lCI (Fi\1011, 2006). Despite all 

these, our health indicators for children less than five years of age ha, e not been in1pressive. 

The 1nost recent NOi IS (2008) provided data on a nun1ber of ke1 111atcrnal and child health 

indicators. The exclusive breast feeding (EBf) rate is 13 percent. and there are widespread sub 

optimal comple1nentary feeding practices. Stunting, ,vast1ng and underweight rates are 41 %, 

14% and 23% respectively, sho\.\ing h1g\1 rates of under-nutrition. The infa11t mo11ality rate is 75 

deaths per 1,000 live, child n1ortality (age 12 months to 4 years) is 88 deaths per 1,000 live 

births, while the overall under-five mortality rate is 157 deaths per 1,000 li,e births. Although 

there has been a decline in the under five mortality rate fro1n 201 in the 2003 NDIIS to 157 
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deaths per 1.000 live births in the 2008 NOHS. this 200/o dc:cline indicates that the annual rate of 

progress made to date is insufficient to realize the health related !vIDGs. Easil)' pre, entable 

and/or treatable infectious diseases account for most of these being attributable to malaria (24%), � 

pneumonia (20%). diarrhoea (16%) and measles (6%). It is e,ident that if the li,·es of children 

are to be saved in the country, there will be a need to scale up a core package of proYen eYidence 

based interventions (NDHS. 2008). 

The immunization indicators do not tell a better stoI). O,erall. 23 percent of children ages 12-23 

months are fully vaccinated. Although overall. the vaccination coverage figure (23 percent) has 

nearly doubled from the estimate in the 2003 ?\OHS ( 13 percent). the picture is still tl1at of lo,, 

coverage. Nationally, only about one-quarter of children had a health card. \t least half of 

Nigerian children received vaccinations for BCG (50 percent). DPT 1 (52 percent). polio 1 (68 

percent), and polio 2 (57 percent). l lo,vcver. the percentage of children ,,ho go on to receive 

DPT 3 and polio 3 is lovv'cr. 35 and 39 percent. rcspcct1,ely. O,erall. 29 percent of children in 

Nigeria have not received any vaccinations. 'f'here are considerable regional disparities as ,-veil as 

a1nong states in vaccination co,·erage. the children ,, 1th full , accinat1on co, erage range fron1 a 

high of 43 percent for South West and South East to a lo," or 6 percent for North West. For 

states. percentage of children that arc full1 vaccinated ranges f ron1 less than 1 percent in Katsina 

and Jiga,va to 58 percent in Ondo and 59 percent in Osun. In sun11nar), northern Nigeria has one 

of the lo,vest rates of im1nunization coverage in the ,vorld. Coverage rates for the vaccine against 

tetanus among ,vomen are equally lo,\. 

A number of reasons have been advanced for the low in1munization coverage in Nigeria notably: 

(a) frequency of NIDs can1paigns have resulted in public expectations that all fonns of

7 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



immunization \\'Ould be brought to their homes; (b) poor infrastructure for the distribution. 

storage and maintenance of the vaccines. that is. cold chain at grass root le, el� ( c) higher 

motivation (in terms of social benefits) for health ,,·orkers to c�' out national immunization 

days (NIDS) compared to routine immunization: (e) absence of organized supenision. 

monitoring and evaluation of the routine immunization actiYities especial!) at health facilit) 

level (FBA Health Systems Analysts, 2005). Prioritization of programs such as Polio 

Eradication. malaria control and measles elimination are mostl) based on donor preferences and 

are being scaled up in campaign modes that are often more e,pensiYe ,ertical approaches. 

A formerly strong primary health care system in the northern states of Nigeria has ,, eah.ened 

over many years. Polio outbreaks. rumors on the safety of the polio , accine. and subsequent 

campaigns disrupted routine immunization sen ices. Routine imn1unization sef\ ices are either no 

longer available or irregular; limited resources for health scf\ ices and gaps in ,accine storage 

and distribution add to the challenge of increasing in1n1unization co, eragc (�PHCD1\, 2007). 

I Iealth sector refom1 initiatives fron1 2004 - 2007 ,vcrc designed to address the ,,eak health 

syste1n and thereby meet the fvlDGs. Despite increases in go\'en1n1ent funding and suppo1i fron, 

development partners. funding gaps ren1ain. Lack of funding for da)-to-day operation of the 

public health systen1. shortages and n1al-di':itr1but1on of hun,an resources. decaying health 

inf'rastructure. lack of a barn1onized and efficient logistics systen,. and a v,:eak national healtl1 

managen1ent infom1ation system are all n1ajor challenges. These deficiencies are further 

exacerbated b} inadequate health progran1 managen1ent capacity. As a result, the routine health 

system ren1ains ,veak (FBA I-Iealth Systems Analysts, 2005; NPI-ICDA, 2007). 
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1.2 THE RATIO,ALE FOR STl"D'\' 

Children, as one of the most vulnerable populations. face unusuall)' high nsks as the�· gro,,·. \\'ith 

still-developing immune systems. the)' are completel) reliant on others for their sun·i,·al. 

Successful societies safeguard their future by continuall) stri,·ing to impro,·e the ,,ell being of 

their children. They understand that healthy. ,,·ell-developed. educated and respected progen) 

ensure that past achievements serve as the foundation for continuing progress (Am1nu and .\gle. 

2003). 

Achievement of immunization goals is affected b) the actions of man) groups. including 

politicians/policy markers, community leaders. health care pro,iders. n1anagers and supen 1sors. 

women of reproductive age. parents, children. and their fan1ilies (llSAID. 2003) Indications 

that routine immunization recipients (clients. parents) and pro, idcrs (healthcare ,,orkers) are not 

carrying out the desired behaviours can be found in: (a) lo,,· in1n1uni1ation coYerage data (b) high 

drop-out rates, and (c) increased disease incidence (L) \ID. 2003). 

J.3 t>URPOSE OF STUDY

To date. 1nillions of Nigerian children arc at risk of \'accinc preventable diseases Yet, the factors 

,,hich influence the pro, is ion and acceptance of health facilit)-based routine immunization 

services have not been full) explored. I lcalth facility-based routine 11111nunization services are 

less likely to be used b, people ,,ho arc. uninfonned. dissatisfied, too busy. poor and powerless, 

misinfoimed, or distant (uSAID, 2003). In several countries, studies l1ave show11 that most 

people will use immunization services as long as tl1ey know when and where to bring tl1eir 

children and those services are available, accessible, reliable, and friendly (USAID, 2003). 

Improved knowledge and practices caregiver and i1nmuniLation service providers on routine
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immunization service delivery for child survival at the LGA. health facilil)' and communit)' 

levels are inevitable to achie,,e childhood inununiz,ation goal. Undoubted))', across , arious 

communities there are both common and varied issues , .. ·hich ,,·hen identified and reported ,,·ould 

help to set strategic direction and develop appropriate actions for strengthening routine 

immunization and achieving immunization goal and objecti, es in �igena 

1.4 GENERAL OBJECTIVE 

The study aims to assess the kno,vledge and practice of caregiYers and immunization sen ice 

providers on health facility-based routine immunization senice deliver)· in G\Yag\valada Area 

Council, FCT, Nigeria. 

1.5 SPECIFIC OBJECTIVES 

I. To determine the caregivers' kno,vledge of routine 1111munizat1on sen ices at the health facilities

under Gwagwalada Area Council: 

2. To determine the in11nunization scr\ 1cc pro, rdcrs · knO\\ ledge or routine 1111n1un1zation services

at the health facilities under G,vag,\'aladn Arca Council: 

3. To determine the caregivers' practices on routtne 1mmunizat1on sen ice dehvery at tl1e l1ealth

facilities under Gwag,,alada Arca Council, 

4. To deterinine the imn1unization service pro, iders' practices on routine immunization service

deliYery at the health facilities under Gwagwalada Area Council; 

s. To determine the proportions of caregivers and in,munization service providers performing

selected best practices for routine i1nmu11ization service delivery at the health facilities u11der 

Gwag�·alada Area Council. 
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CHAPTER TI\ 0 

2.0 LITERATL1lE RE\'l.E\\ 

2.1 VACCI1''ES, I:'.\i!MUNITY Al'fD Th11ML�TJZATIO� 

A vaccine is a suspension that contains a part of a pathogen that induces the immune system to 

produce antibodies that combat the antigen (National Institutes of Health. 1998. Ton1 Best) and 

Jim Keogh. 2005). It as substance which contains antigens to a disease or a ,,·eak fom1 of a 

disease, used to protect people against it ((Heather Bateman, Ruth Hill.more. Dais) Jackson, 

Sarah Lusznat, Katy McAdam, and Charlotte Regan. (Editors). 2005). The concept of a , accine 

stems from the variolation process (requires that a needle tip of smallpox be placed in the , ein of 

a patient) that was used in eighteenth-century England to protect people fron1 smallpo\.. Near!) 

all the patients contracted a mild case of small po\. ,vhich left them ,,,th antibodies that protected 

them from contracting the disease. I lalf (50%) of the patients,, ho contracted sn1allpo\ died. By 

contrast, only one percent ( l %) ,vho received the \'ariolation process died Ed,\'ard Jc1mer 

noticed that dairyn,aids who contracted co,vpox:. ,vhich 1s related chcn11call) to sn,allpo\, ,vere 

i1nn1une to smallpox . .Jenner discovered that inJecting co,\po, into the skin of a healthy person

prevented then1 fron, developing s111allpo,. Jenner's discover) enabled Lotus Pasteur to develop 

the technique of creating vaccines The 111Ject1on of an antigen induces the prin1ary iin1nune and 

secondar) i1n111une responses in the patient The prin1ar) 1mn1une response produces antibodies 

and the secondary in1111une response produces n1en1of} cells that attack a future invasion of the 

antigen (National Institutes of Health, 1998; Centers for Disease Control and Prevention, 2002; 

Ton1 Best) a11d Jim Keogh, 2005). 
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CHAPTER TI\ 0 

2.0 LITERA TuRE RE,'IE\\ 

2.1 VACCINES, IM.\fUNITY AND Dl.Mill\1ZATION 

A vaccine is a suspension that contains a part of a pathogen that induces the immune S) sten1 to 

produce antibodies that combat the antigen (National Institutes of Health. 1998: Toni Best) and 

Jim Keogh, 2005). It as substance which contains antigens to a disease or a v,eak forn1 of a 

disease, used to protect people against it ((Heather Bateman. Ruth Hillmore. Dais) Jackson, 

Sarah Lusznat, Katy McAdam, and Charlotte Regan. (Editors). 2005). The concept of a \accine 

stems from the variolation process (requires that a needle tip of smallpox be placed in the , ein of 

a patient) that was used in eighteenth-centuf)' England to protect people fron1 5n1allpo\.. Nearly 

all the patients contracted a mild case of smallpox. \\hich left them ,,,th antibodies that protected 

them from contracting the disease. 1 !al f (50°,o) of the patients ,, ho contracted sn1allpo\. died. B) 

contrast, only one percent ( 1 %) \Vho received the \'ariolation process died Ed,vnrd Je1u1er 

noticed that dairymaids \vho contracted co,vpox. ,, hich 1s rclntccl chcn11call) to sn1allpo\., were 

i1nn1une to sn1allpox. Jenner disco,crcd that inJccting co,,po\ into the skin of a healthy person 

prevented then1 fron1 developing sn1allpox. Jcnner·s discovery enabled Louis Pasteur to develop 

the technique of creating vaccines. The injection of an antigen induces the prin1ary in1111une and 

secondary in1n1une responses 111 the patient The pr1111ary in1mune response produces antibodies 

and the secondary i1n1nune response produces n1e1nory cells that attack a future invasion of tl1e 

antigen (National Institutes of I lealth, 1998. Centers for Disease Control and Prevention, 2002; 

Totn Besty and Jim Keogh, 2005). 
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Live attenuated vaccines are derived from disease-causing viruses or bacteria that ha,·e been 
� 

weakened under laboratOI")' conditions. They \Vil! gro"'· in a ,accinated indi,i.dual. but because 

they are weak, they will cause either no disease or onlv a mild form. CsualJ,·. onlv one dose of
.., . " 

this type of vaccine provides life-long immunity. '"ith the exception of oral polio ,·accine. ,, hich 

requires multiple doses (National Institutes of Health. 1998). 

Virus 

Bacteria 

Subunit 

Toxoicl 

Pure 

Con.jugate 

Live 

attenuated 

Oral Polio 
vaccine 
(OPV), 

Measles, 
Yellow 
Fever 
BCG 

Types of Vaccines 

Whole 

Inactivated 
Polio 

• 

vaccine 
(IPV) 

Whole-cell 
Pertussis 

Inacti,ated I 
Fractional 

R b. t. . ecom 1nan 
Protein PoI,·sacchar1de-

based based . 

Hepatitis B 

I 

I 

\.cellular 
Pertussis 

Diphtheria 
and 

l'ctanus 
t-.. lcn1 nsococcal 
I laen1ophilus 

influenzae t) pe 
b (Hib) 

' 

Inactivated vaccines are produced by gro,\ ing viruses or bacteria and then inactivating then1 with 

heat or chen1icals. Because they are not alive. they cannot grov .. in a , acc1nated individual and

therefore cannot cause the disease. They are not as effective as live vaccines, and multiple doses 

are required for full protection. Booster doses are needed to maintain in1munity because

protection b} these vaccines diminishes over tin1e. Inactivated vaccines may be ,vhole-cell or

fractional. W]1ole-cell vaccines are made of an entire bacterial or viral cell. Fractional vaccines.

composed of onl}' part of a cell, are either protein-or polysaccharide-basecl. Polysaccharide-based
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,,accines are composed of long chains of sugar molecules taken from the surface capsule of the 

bacteria. Unless coupled with a protein. by a process termed --conjugation ... pure pol) saccharide 

vaccines are generally not effective in children under the age of n,·o )'ears (\ational Institutes of 

Health, 1998; Centers for Disease Control and Prevention. 2002: Tom Best\ and Jim Keogh
.-

2005). 

Recombinant vaccines are produced by inserting genetic material from a disease-causing 

organism into a harmless cell, which replicates the proteins of the disease-causing organisn1. The 

proteins are then purified and used as vaccine (National Institutes of Health. 1998: Centers for 

Disease Control and Prevention, 2002). 

Imrnunization is a process the process of n1aking a person in1111une to an infection. eitl1er b) 

injecting an antiserum, passive immunization or b\ 1noculat1011 (I leather Baten1an. Ruth 

I Ii II more, Daisy Jackson, Sarah L us1.nat. Katy �-1c,\dan1. and Charlotte Regan. (Editors). 2005). 

Vaccines play an in1portant role in controlling the spread or , iruscs. ;\ , irus cannot be treated 

with antibiotics. I lo,vcvcr. you can n1inin1izc catching the flu b) getting a nu shot. ,vhich is a 

vaccine against a particular strain of nu virus v acc1ncs also prevent bacterial infections such as 

typhoid. but are not as effecllve on bacteria as the) are on viruses. I lo,ve,er. bacteria infections 

are treatable ,vith antibiotics, \\hich is a con1111on method of co1nbating bacterial diseases. 

Vaccines are used to provide herd in1n1unity to a population. A basic concept of public health is 

that c, er} individual \vho is protected from a disease as a result of an imn1unization is one less 

individual capable of transmitting the disease to others. Indiv1duals who have been im1nunized 

serve as a protective barrier for other individuals who have not been immunized, provided that

the number imn1unized has reached a certain level. Reaching and n1aintaining that level, vvhich
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varies by communicable disease. provides --herd immunit)·· to unimmunized indi\;duals 

(National Institutes of Heal� 1998: Centers for Disease Control and Pre\ ention. 2002; \\'l-10. 

2003: Tom Besty and Jim Keogh. 2005:). Herd immuni� requires that most-not all-of the 

population be immunized in order to prevent an epidemic of a disease. An outbreak. of a disease 

would be isolated to a small percentage of the population and therefore ha\e a minimum effect 

(Centers for Disease Control and Prevention, 2002: Tom Best) and Jim Keogh. 2005). 

Immunization is the most cost effective public health inten ention. It is a sure means of 

protecting the children from killer diseases such as tuberculosis. poliom) el1tis. measles. yellO\\ 

fever, hepatitis, and tetanus in \.Vomen (WHO. 2003). 

Immunity is the ability to resist attacks of a disease because antibodies are produced (Heather 

Bateman, Ruth I-Iillmore, Daisy Jackson. Sarah lusznat. Kat) \lc,\dan1. and Charlotte Regan, 

(Editors), 2005). The immune system is comprised of organs and specialized cells that protect 

the body by identifying harn1ful substances. kno,,·n as nnttgcn-s. and b) destroying thcn1 b) using 

antibodies and other spcciali1cd substance'> and cells (Centers for Disease Control and 

Prevention, 2002; r 0111 Bcsty and Ji111 Keogh. 2005). There arc t,,o basic ,,ays to acquire this 

protection active in1111unity and passive in1n1unity. \ct1,c in1n1unit}: is pro\ided b) a person's 

O\\ll in1n1une systcn1 This type or in1munity can con1e fron1 exposure to a disease or fro1n 

vaccination. Active 1n11nunity usually lasts for n,any yearc; and often is permanent. Live 

microorganisins or antigens bring about the 111ost effect1 ve immune responses, but an antigen 

does not need to be alive for the body to respond. Passive inununity results when antibodies are 

transferred froin one person or animal to another. The most comn1on form of passive i1nmunity

occurs \vhen a fetus receives antibodies from his or her mother across the placenta during

pregnancy. Other sources of passive immunity include blood and blood products, 1111n1unc or
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hyper-immune globulin. and animal anti-toxins. Passi,·e immwnt}' disappears o,·er time. usuall� 

\Vithin weeks or months. (Centers for Disease Control and Pre,·ent1on, 2002: Tom Bes�· and Jim 

Keogh. 2005). 

2.2 IMMUNIZATION PROGRAlvlME IN NIGERIA- Ai� O\'ER\'IE\\.

The Federal Government of Nigeria (FGN) through the Federal �Iinistr) of Health (F\1oH) 

initiated the Expanded Programme on Immunization (EPI) in 1979 (National Immunization 

Policy, 2003). Nigeria is a signatory to the declaration on the sun i\'al. protection and 

development of children, which was articulated at the 49th \\'arid Health Assembl, in 1988. This 
• 

was further reinforced by the World summit for children held in °\!e\\ ).'orl--. in 1990. This 

declaration established challenges for global immunization. 

The national health policy docun1ent, revised in 1996, indicates that local go, erru11ents arc 

expected to be the n,ain in1plerncntcrs of primary health care policies and progran1s, \\'ith the 

federal government responsible for forn1uluting overall poltc) and for n1011itor1ng and e, aluation. 

and state goven1111ents for pro, iding logistical support to the I G \s such as personnel training. 

financial assistance, planning and operations ( I· l\ 101 I 1996). l Io,,evcr. the current Constitution 

( 1999) of Nigeria is unclear ,vith regards to the autononl) of Local Governn1ents in providing 

basic services, sucl1 as pr1111ar, health for v.h1ch they have been given responsibility through 

segmental directives. This contributes to the inefficiency of the local government functionaries to 

deliver quality prin1ary health care services 

1-lowever, in view of the critical need to enl1ance the effectiveness of in11nunization, 'A'hich was

fast declining, and to meet the global challenges of im1nunization. the F· Pl ,vas restructured in

15 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



1997. It was renamed National Programme on Immunization (NPI) and established as a 

parastatal of the FMoH by decree 12 of 1997 (National Immunization Polic). 2003). NPI ,, as

mandated to give strategic support to the States and LGAs to ensure the pro,ision of quali� 

routine immunization service delivel) and improve coverage of all antigens. '-,'Pl re,ie,ved its 

National Immunization Policy of 1995 in May 2003 ,vhich 1n context '"as expected to ha,·e a 

boosting effect on EPI in the provision of an effect1,·e. and sustainable immunization sen·ice 

which is community driven, operated and o,vned (National Immunization Poltc). 2003). 

However in 2003, UNICEF took over the job of international procurement because of chronic 

shortage of vaccines in Nigeria, largely due to late or non-release of funds. 

National Review Meeting of June 1998 and 2001 brought tl1e nun1ber of con1ponents of\\ ard 

Minimum I Ieallh Care Package WMI-ICP from thirteen to four and ti, e respecti\'Cl). The 

WMI-ICP describes a prior1t, set of health inh:n·entions ,, h1c.h should be pro,·1dcd in PI IC 

centres on daily basis al all tin1cs and at little or no cost to clients. through go,cn1111ent financial 

1ncchanisn1. The NI)! ICOA in collaboration ,,ith \\ 110 con\'cned a n1ect1ng in 2005 to update 

the WMI �JCP, added the si,th con1poncnt and adopted instrun1cnts for its (Wivll-ICP) costi11g. 

1·he six components of WMI !CP arc· (a) Child Survival (IMC! <-� Routine ln1111unization): (b) 

Safe 1notherhood (ANC, Del!,ery, Postnatal Care. l P). ( c) Control of Comn1unicable diseases of 

public health in1portance (Malaria. TB. I IIV AIDS); (d) I Iealth Information, Education and 

Con1n1unication; (e) Nutrition; and (f) Control of Non Con1n1unicable diseases(NPI-ICDA, 2007). 

Prior its transition to NPI-ICDA fully in 2006. NPI has recei,ed a lot of international support

fron, partners in the Inter-Agencies Coordinating Committee (ICC) in its effort to provide

effective implementation of the iinmunizatron strategy. These partners include WI-IO for
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sunreillance and technical issues: UNICEF for procurement and supplies of antigens. US AgenC)' 

for International Development (CSAID) for social mobilization. finance. and training; and 

Rotary International for advocac} and social mobilization at the grassroots leYel Other partners. 

such as European Union (EU), liK Department for International De,·elopment (DFID). Japanese 

International Cooperation Agency (JICA), Canadian International DeYelopment Agenc} (CIDA). 

have provided support to the Polio Eradication Initiative (PEI) as \,·ell as strengthening routine 

immunization. Locally, Nigerian Red Cross collaborates \,ith the nauonal efforts ,,·hen 

necessary (Abebe, 2006). 

2.2.1 ROUTINE IMMUNIZATION 

This is given during regular visits to health facilities. The target groups eligible for 1n1n1unization 

as enlisted in the National Immunization Polle} ("\IP) include 

1. Children O 11 months for routine imn1unization.

2. Children O 59 1nonths for Polio I ru<l1cat1on lnitiatt, c.

3. Wo1nen ol Childbearing age.

4. At-risk populations such as health ,,·ork.cr:,. population5 in 111en111gitic belt. etc

5. International travelers (NIP. 2003).

These eligible populations adhere to the follo,,,ng routine 1111111unization schedules. 

i. Infants (Under I year) : at birth a bab) recei,es Bacillus Cal111ette-Guerin (BCG), Oral polio

vaccine (OPV O) and I Iepatitis B , accine (HBv l ): six \Veeks later, it receives OPV I, 

Diphtheria, pertussis and tetanus (DPT I), and lfB\t 2: four \,·eek.s later (1 e. at IO weeks old) it 

receives OPV 2 and DPT 2. four \\·eeks later (i.e. at 14 weeks old) it receives OPV 3, DPT 3 and 

HBV 3, and final!} at nine months old the bab) receives Measles (MV) and Yello,\ fever (YF)

vaccines with Vitamin A supplement. For an infant with symptomatic IIIV infection BGC and

YF vaccines are exempted. In Nige1ia a 'Fully l 1nmunized Child' is one \\ho 1s 11 months or
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younger and who is receiving the last of all routine \'acc1nes at the time of ,•isit. The routine 

vaccines for this purpose include BCG: OPV I. 2 & 3. DPT 1. 2. & 3 and measles ,accmes (NIP. 

2003). 

ii. Women of child bearing age (16 to 49 years): tetanus toxoid first dose (IT I) is admimstered

at first contact with women of childbeanng age. or as earl) as possible m pregnanc). The second 

dose (TT 2) is given least 4 weeks after TT I. The ,voman receives TI 3 at least 6 n1onths after 

TT 2, and TI 4 at least 1 year after TI 3 or during subsequent pregnanc). TI 5 is gi\'en at least l 

year after TT 4 or during subsequent pregnanc). and this pro,·ides protection for all the 

childbearing years (NIP, 2003). 

2.2.2 SUPPLEMENTAL IMMlJNIZATION 

This is given on an ad hoc basis to supplement routine imn1unization tl1rough: 

National f mrnunization Days (N.I.Ds) arc special days dedicated for a s� nchronized n1ass 

immunization campaigns throughout the country. It is targeted against specific disease(s) n1arked 

for eradication such as poliomyelitis; 

Sub National In1munization Days (S.N.l.Os) ha,e the san1e objecti\'es as NIDs, but it is 

lin1ited to regions within the geographical boundary of the countr), and 

Mop-Ups - are can·ied out ,vhen the infection is restricted to focal areas and is sur veillance 

driven (National In1munization Policy. 2003). 

2.2.3 STRATEGIES FOR ROUTINE IMlVIUNIZATION SERVICE DELIVERY 

Three different strategies adopted in Nigeria are· 

Fixed facility strategy - this refers to regular delivery of vaccinations 1n a designated healtJ1

facility on specified days of the week and hours of the day;
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Outreach stratcgv - implies the delivery of services to people ,,ho raooot get to the health facilit)'

or who do so only with difficult)·. Trips to outreach sites are usuail)' completed ,,ithin a da)' and 

are made by health facility staff on foot or using motor-cycle. bicycles. or pack animals: and 

Mobile strategy - is the delivery of services b) health ,,·orkers to people in remote areas tvlobile 

teams may spend several days traveling to reach the people ('Jational Immunization Pohc). 

2003). 

2.3 COMMUNICATION ACTIVlTIES FOR I�Il\IU'.'lZATION PROGRA�I 

Communication activities for immunization program include the follo,Ying:-

i. Behaviour change (or program) communication: encourages actions an1ong target populations

that directly support more effective immunization coverage and disease control. for exan1ple, 

providing infonnation, motivation, and job aids so that health ,,orkers ,, ill treat parents ,vith 

respect, give information clcarl,, and encourage parents to bring children for vaccinations as 

soon as they are due; 

ii. Social mobilization: a1n1s at gaining and n1aintaining the invol, cn1ent ol a broad range of

group and sectors; for cxan1plc. b) holding a seT\ 1cc of n1cct1ngs ,, ith representatives of private 

con1panies, other govc111111cnt agencies. and Nongo\'crnn1cntal organizations (NGOs) to discuss 

how they can support Routine In1n1unizat1on. 

iii. Advocacy: focuses on gaining and n1aintaining the support of political leaders, opinion

leaders. and otl1er decision-1nakers; for exa111ple. by n1aking presentations and producing an 

information packet that describes the burden of specific disease (polio, measles, etc) a11d ho\.v 

this audience can support efforts to reduce it (UNICEF/ WI-IO, 2000). 

These communication techniques can also be used to n1obilize the conununit, to build support

for routine immunization as it has been frequently used for cru11paigns (GA VI, 2000).
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2.-t C0'\1MU1\ICATIO� CHA.'\:'.\ELS A.'i'D CO::\TEXT FOR I�1,IL ,1Z..\TIO::\

Immunization programs use numerous channels to reach the recipient communit). caregi\'ers and

other target audiences, from radio and television to folk media to communit\ e\'ents. to
• • 

counseling at health facilities. The choice of communication channels ma) onl)' be appropnate 

based on good recommendation, obtained from evaluations andior fonnati\'e research. on ho,, to 

reach the audience (USAID, 2003). 

Generally, parents perceived health v,orkers as a credible source of information about health 

(USAID, 2003). Growth promotion and Integrated tvlanagement of Childhood Illness (l�1Cl) 

sessions provide excellent opportunities for health \\'Orkers to assess a ch1td·s 1n1n1unization 

status and then to gi\'e needed vaccinations or ad, 1se caregi, ers (parents) ho,, to get the 

vaccinations as soon as possible. 'fhe best channels tor reaching rural people are health ,,orkers. 

local leaders (of village and district) and groups. and 1n son1e cases. radio. It is gcnerall) not ,cr1 

effective to use print n1atcrial for lo,v-litcracy population. or n1ass n1edia for those ,, ith little 

access to television and other 111ass n1edia (l S \ID. 2003). 

Discussion bet\veen health ,vorkers (and health educators) and sn1all groups of parents can be 

held as part of in1111unization sessions and on other occasions in and outside of a health facilit) 

to: address people ·s doubts about in11nunizat1ons. identify and fill information gaps and correct 

misiilfoimatio11; respond to questions and reinforce positt\'e attitudes and behaviours. One-on­

one counseling is the best wa1 to give parents inforn1ation on when and where to bring tl1eir 

children for the next vaccination (USAID, 2003). 
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2.-4 C0\1MU:\ICATIO'-. CHA.i\':\ELS A."\D CO�TE�T FOR l\1.\1L�1Z..\TIO�

lmmuruzat1on programs use numerous channels to reach the recipient communit)·. careg1, ers and

other target audiences, from radio and tele, ision. to folk media to communit) e\'eots. to

counseling at health facilities. The choice of communication channels ma) onl) be appropriate

based on good recommendation, obtained from evaluations and/or formati,·e research. on ho,, to

reach the audience (USAID, 2003). 

Generally, parents perceived health workers as a credible source of infonnation about health 

(USAID, 2003). Growth promotion and Integrated 'vlanagement of Childhood Illness (Il\1CI) 

sessions provide excellent opportunities for health ,vorkers to assess a child's i1nn1unization 

status and then to give needed vaccinations or advise caregiver:, (parent<;) ho,, to get the 

vaccinations as soon as possible. The best channels for reaching rural people arc health ,vorkcrs, 

local leaders ( of village and district) and groups. and tn son1c cases. radio It is generall) not, ery 

effective to use print n1atcrial for lo,v-litcrac) population. or 111ass 111cdia for those ,vith little 

access to television and other 111a<;s media (LIS \lD. 2003). 

Discussion between health ,,,orkers (and health educators) and sn1all groups of parents can be 

held as pru1 of iin1nunization sessions and on other occasions in and outside of a health facility 

to: address people·s doubts about in1111unizations, identify and fill information gaps and correct 

misinfonnation; respond to questions and reinforce positive attitudes and behaviours. One-on­

one counseling is the best way to give parents infom1ation on wl1en and where to bring their 

children for the next vaccination (USAID, 2oo3). 
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Ho\vever. simply giving people infonnation is not enough: the messaee must be understood and
.... � 

remembered. In a study conducted in the North\,,est Frontier ProYince. Pakistan. health \\·ork.ers

were observed telling 85% of the mothers \Vhen to bring therr children for the next \ accination . 
... 

Exit interviews held later the same morning with these mothers indicated that onl)' 8% 

remembered when they were supposed to return (PRlCOR. 1990). The content of the 

communication is as important as the channel. There is ample e\idence that shO\\·s that because 

most parents already know that immunizations pre\'ent some dangerous diseases. the) do not 

need further convincing nor hear clinical details. The most essential information the) need is 

when and where they should bring their child for his or her next immunization. \\hat conm1on 

side effects they might expect, and \Vhat they should do if these do occur. In addition, if an) 

rumours or common misconceptions regarding immunization are detected. the) should be 

corrected (USAID, 2003). 

2.5 BEST PRACTICES FOR I\IMl I\IZ \TIO\ SER\'ICE DELl\'Eii, 

WIIO/UNICCF/USAID 111 2002 Jointly rccon1n1endcd the lollo,,ing as desired practices for 

various groups that affect the 1111n1uni7ation scr, ices. 

Mothers 

(Primary 
caregivers): 

Fathers: 

-----

Bring children to in1n1unization scr, ice delivery points at the 
ages reco1nn1ended 111 the national schedule; 

Bring each child's health or \accination card at each health 
, isit; 

Treat side effects as recon1mended; 
Seek tetanus toxoid immunizations for yourself (this is 

applicable to mothers and other wo1nen of child bearing age); 
For campaigns. bring children of the recommended ages to 

immunization sites on the da)(s) recomn1ended. For a house-to­
house strategy of National Im1nunization Days, keep those children 

around tl1e home and have them 1mn1unized wl1en the vaccination 
team arrives. 

Bring children to i1nn1unization sen ice delivery points 

yourself, or encourage their mothers to do so;
Provide 1nothers with 1none� fQ£ trans£9rt or other expenses 

------�--
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Health 

Workers: 

Political and 

Public Health 

Leaders: 

related to immunizing children: 

Perform immunization tasks correct!)'. including those that 
ensure safe injections: 

Give mothers and other caretakers essential mformation: 
Schedule and organize sen:ices to make them con\ enieot for 

parents; 

Praise families \vhose children are full)' immunized b) one 
year of age; 

Allocate sufficient financial and hun1an resources for 
immunization services: 

Remind families \vhen children need to receiYe the next 
dose(s) of vaccine; 

Encourage families to complete each child"s basic 
immunizations in his or her first year of life: 

Inform families about outreach sen·ices. supplemental 
immunization activities and ne\\ vaccines and impro\'ements in tl1e 
immunization programme; 

Assist health facilit) staff in planning and monitoring 
services; 

Provide logistical support, e g. by transporting \'accines. 

_______ s_u_,_p..._p_lies and staff.
(Source: \v HO, lJ'.lCFF and l SAID. 2002) 

2.6 WIIY PEOl>LE l NOEl{-U'flLIZC f{OL fl\F 1,1,tll"llZ \TIOJ\ SEil\ ICES'? 

Proble1ns of child i1nn1un11allon \Vere part!) caused b) the go, cn1111ent ,,ho had no coherent 

co1nprehens1ve national policy on the control of n1an) communicable diseases that still account 

for a high death toll a111ong infants in Nigeria, poor!) structured 1111munization acll\ ities, poorly 

1nanaged (vaccine stock out, overcro,vd1ng and long \vaiting period) and poorly sited 

imn1unization centres far from the reach of target population, \\ihile ignorance and lack of

education among the recipient community, ,vere potential barriers to child in1n1unization, as

many parents simpl)' belie\ ed that i1nmunization 1s for curing disease and not for prevention and

so ru1 apparent!) healthy child need not to be exposed to ½hat can cause fever and con, ulsions,

others forgot the date of next appointment (Adekunle, 1978; GSAID. 2003, Basics II, 2003:

Niang, A. Vv ., Van Roekel. K., & Diallo, M. A.,2004; NPI, 2005).
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The following factors have also been documented to be responsible for under-utilization of

• • • • 

1mmun1zat1on services: 

i- Lack of infonnation: this is the primary obstacle to achie\ing full immunization of children

and women who have good access to sen·ices. Many families lack accurate infonnation about 

immunization services. Others have both poor kno\\ledge about the advantages of , accination 

and low awareness of services (USAID. 2003; BasicsII, ?003: �Pl, 2005). 

it Poor services: some people receive one or more in1Illunizations. but are un,,ill1ng to return for 

the rest because they are dissatisfied with the services they have rece1Yed for such reasons as: (i) 

long waits (ii) rudeness or insensitivity on the part of health ,,·orker (iii) poor \'accination 

techniques that can cause abscesses or other discomfort and concerns related to reactions to 

injections and adverse events f ollo\ving immunization (iv) unauthonzed fees charged b) health 

care providers (v) unscheduled facility closure (, 1) shortages of personnel. , accines. drugs or 

other supplies (USAID, 2003, NPI, 2005). 

iii. fime constraints: n1ost parents or care givers spend 111osl of thc11 tin1c on the larn1 and other

businesses, leaving aln1osl no t1n1c for child's health and ,veil-being (US1\ID, 2003: Basics II, 

2003; NPI, 2005). 

iv. Social, cultural, or political ban·1ers: rejection of vaccinations b, household, conununity or

political leaders ,vhich 111a) be partly caused b, lack of invol\iement of local leaders (Adekunle, 

1978; USAID. 2003; Basics II. 2003; NPI, 2005). 

v. Misinfonnation: false beliefs or malicious ru1nours also keep people from using services and

use of traditional practitioners \vho either discourage imn1unization or cause doubt related to 

· 
· 1- (USAID 2003 Basics II. 2003; Niang, A. W., Van Roekel, K., & Diallo tvt 1mmun1za 10n , , ' · 

A.,2004; NPI, 2005). 
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vi. Distance: some people, nomads and seasonal migrants. and do not simpl)· li\'e \\1thin reach of

health services (USAID, 2003; Aissatou Wade et. al .• 2004: NPI. 2005). 

vii. Poverty: lack of money to attend health centres pro\·iding immunization sen·ices (l\iang. I\.

W., Van Roekel, K .. & Diallo. M. A .. 2004; BasicsII, 2003). 

vi11 Others: lack of outreach services; insufficient communit) mobilizers and mobilizers not 

always well-received by parents (Niang, A. W .. Van Roekel. K .. & Diallo. \f. A.,2004; BasicsII. 

2003). 

2.7 STRATEGIES FOR INCREASING ROUTINE I\Il\IL1\1ZATIOi\ CO\'ERAGES 

Nigeria has taken impressive steps to improve \accine access in recent years. In 2005. fi\'e n1ajor 

activities were implemented in Nigeria by �PHCDA (then l\Pl) to strengthen and sustam 

routine immunization performance. These activities \\·ere: (i) Re-establisl1ment of outreach 

services: regular outreach for con1munitics \VJ th poor access: (ii) Supporti, c supen ision: onsitc 

training by supervisors: (iii) Com1nun1ty lin"-s \\'ith sen 1cc dch\'er) regular n1cetings bet,veen 

community and health staff; (i\) tvlon1Lor1ng and use of data for action: chart doses, n1ap 

population in each health facilit}, and (v) Planning and n1anagen1cnt of resources: better 

n1anagen1ent of hun1an and financial resources C�PI \i1gcr1a \' ol I No. I, 2005). 

Although these concerted efforts b, the go, emn1ent and its partners has resulted in so1newhat 

improved inu11unization coverage rates in the last fe\v years, Nigeria still falls short of its 

national coverage targets and of global bencl1marks for imn1un1zation. Over the 2000 to 201 O 

decade. DTP3 coverage increased from 29% to 69o/o (NICS, 2010; WHO/ UNICEF, 201 I). 

Tl 
· 

ents ti1ough significant, re1nain belo\v national targets and international1ese 1mprovem , 

benchmarks. In other words, of the 6 million Nigerian children born evef) ,car, more than I
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vi. Distance: some people, nomads and seasonal migrants. and do not simpl) ' l1\e \,ithin reach of

health services (GSAID. 2003: Aissatou \\'ade et. al .. 2004: NPL 2005). 

vii. Poverty: lack of money to attend health centres pro,·idmg imm11nizatioo services �iang. ,\.

W., Van Roekel, K., & Diallo. M. A .. 2004; Basicsll, 2003). 

viu Others: lack of outreach services; insufficient communit)· mobil12ers and mobilizers not 

always well-received by parents (Niang, A. W., Van Roekel. K .. & Diallo. �f. A .. 2004; Basicsll. 

2003). 

2.7 STRATEGIES FOR INCREASING ROUTI:t\T£ 1\I\IL'NIZ.-\ TIO:'\ CO\'ERAGES 

Nigeria has taken impressive steps to improve ,accine access in recent years. In 2005. fi\ e n1ajor 

activities were implemented in Nigeria by �PHCD.\ (then �Pl) to strengthen and sustain 

routine immunization performance. These acti\ ittes \Yere: (i) Re-establishn1ent of outreach 

services: regular outreach for con,munitics \\'ith poor access. (it) Supporti\ e supen ision: on site 

training by supervisors; (iii) Community links \\'ith sen 1cc dcli\'Cr) regular n1cetings bet\Yeen 

community and health staff; (iv) Monttoring and use of data for action: chart doses. n1ap 

population in each health facilit), and (v) Planning and n1anagen1cnt of resources: better 

n1anagen1ent of hu,nan and linancial resources ("\JPI l".1gcr1a \ ol I No. I. 2005). 

Although these concerted efforts by the goven1111ent and its partners has resulted in so1newhat 

improved ii,,n,ui,ization coverage rates in tl1e last few years. Nigeria still falls short of its 

national coverage targets and of global benchn1ark.s for in1munization. Over the 2000 to 201 O 

decade, DTP3 coverage increased from 29% to 69°/o (NICS, 2010; WI-IO/ UNICEF, 2011). 

Tl · ents though significant, remain below national targets and international1ese 1mprovem , 

benchmarks. In  otl,er words, of the 6 million Nigerian children born every ) ear, more than 1
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million fail to get fully vaccinated by their frrst birthda)' (\\'HOf tmICEF. 2011 ). �1oreo, er.

national coverage averages masks the marked heterogeneit} in co,·erage across the geopolitical

zones and states. Even in the generall)' improved coverage data reflected m the 2010 'I\ICS. 

zonal DPT3 coverage rates ranged from 16 percent in Taraba to 98 percent in Enugu states

(NICS, 2010). These disparities in vaccine coverage reflect inequities in , accine sen1ce deli\'ef) 

perfonnance, and unless addressed, ,vill continue to exacerbate health inequities 1n i'\igeria Poor 

perfonnance of the routine immunization system in delivering rouune , acc1ne::, has sen ed as a 

barrier for the successful introduction of ne,ver vaccines including those against Hae111ophilus

Injluen:ae type b, pneumococal and rotavirus infections. 

Polio is still a problem for Nigeria. After nearl1 finishing the job of elin1ination in 2010. the 

country slipped, and since then the virus has n1ade an unner.ing con1eback International 

condemnation of Nigeria over the polio crisis put the go,cmn1ent on notice l \er)one ,, ants to 

know how to crack the polio nut in Nigeria. and raising routine in1111un11at1on rates is part of the 

answer And 111 2012. N 1ger1a began a three vcar rollout of the pent.1, a lent , Jcc1nc 

Repoiis fron1 other dcvclop1ng countries 111 \ fr1ca sho,vcd cflorts being n1adc lo increase routine 

iinniunization coverage. For exan1ple. during the past decade. in1n1unization coverage in Uganda 

has been as lo\v as 30°,,0 in son1e districts Poor social n1ob1ltzat1on and insufficient co1nn1unity 

participation are t,vo of the reasons identified as n1ajor contributing factors for poor coverage 

(The Republic of Uganda l\t1inistI) of Health/ L 'NEPI, 2003a). A Knowledge, Attitude and 

Practice survey in 1998 found that health \\'Orkers \Vere deficient in their understanding of

imnlunization and that comniunit} participation in in1mun1zat1on services ,vas lov,, despite t]1e

,villingness of coffilnunities to full} support programs. The existing top-do,vn approach of the
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health system and lack of capacity of building interpersonal skills for health ,,·orkers ,, ·ere found

to be critical inhibitors to a successful immunization program (Basics Il. 2003) 

To address these challenges, the UNEPI (Uganda National Expanded Program on Immunization) 

Policy and Revitalization Plan of the National Health Polic) and Health Sector Strateg1c Plan 

calls for community involvement in health and link.ages bet\,een health ,vorkers and the 

community (The Republic of Uganda Ministry of Health. 2003: The Republic of Lganda 

Ministry of Health/ UNEPI, 2003b). This approach is aligned ,,ith the Reaching E,·el) District 

(RED) strategy that was developed and supported by the GA \'l partners. including UNICEF and 

WI-10. The RED strategy identifies the need for "links benveen conm1unit)' and sen ice- regular 

meetings between community and health staff' and states that .. imn1unization sen ices need to 

integrate better into con1munity and health managers" (G \ \'1. 2005) The Uganda \linistl) of 

l lealth support of im1nuni1ation as a national health priorit) is no,, being facilitated b) the

Con1n1unity Problcn1 Solving and Strateg) Oc,clopn1cnt (CPS<;D) approach. 1·11c ain1 is to help 

health workers find \-Vays to work crlccti, cly , .. ith their con1n1unitics so that in partnership, f11ll 

in1n1unization coverage can be attained (The Republic of Uganda iVl1n1stI) of I lealth/ UNEPI, 

2003a). 

In Guinea. strategies such as Perforn1ance ln1proven1ent (Pl) approach and the Client-Oriented

Provider-Efficient scr, ices (COPE) n1ethod \Vere applied to in1proving the perfom1ru1ce of

vaccinators in routine e\.panded programme on in1munization. PI is a process that consists of

achieving desired institutional and individual results. with a vie,v to providing sustainable, l1igh­

quality health care se1vices. For many years, orga11izations thought training \\'as the best way to

improve performance. But despite all the training provided, it beca1ne apparent that service
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providers do not always use their ne\\·ly acquired skills. Thus. training alone is not sufficient to

ensure perfonnance: other interventions need to be considered. taking into account factor.:; that
-

have a direct impact on performance. These performance factors are: (a) expectations regarding

work, (b) work tools and environment. ( c) motivation, ( d) organizational support. and ( e)

knowledge and skills required to accomplish the tasks (Niang Aissatou \\ ade et al .. 200-l).

In several developed nations, legislation plays a vital role in increasing access to in1mun1zation

services In Canada for example, all children are required b) la,, to be imrnUillzed against si'\

designated disease: diphtheria, tetanus. polio. measles. mumps and rubella (Gem1an measles).

Pertussis. 1 Iaemophilus influenza B (HIB) and Hepatitis B , accines are also strong!)

recon1mended Parents receive a yellow immuni1.ation card from the doctor at the tin1e of bab) · s

first vaccination, file it carefully and bring it to subsequent doctor appointn1ents for updating.

This infonnation is required when a child is enrolled in da) care and school (\\ alkinsha,, E ..

2011; Mah CL, Gultn1ann A, tv1cGcer 1\. K.rahn \1. Ocher RB. 2010). The Ilcalth lnit

111aintains in1n1unizat1on records for all school-aged children to age eighteen year':i. 1·hc I lealth

Unit sends consent lorn1s through the schools to parents ,vhose children arc due for

in1111unizat1on and requests n1iss1ng in1111unization inlorn1ation. 'l hcse consent lom1s arc returned

to the school as soon as poss1hle. so records can be kept up to date Unless a child is forn1ally

exen1pted fron1 in1111unization on the basis or n1edical reasons. conscience or religious beliefs,

children are required b)' the I1nn1unization of School Pupils Act. 1982, to be i1n1nunized

accordingly. Parents \vi1o fail to pro\ ide the required infom1ation or to have their children

immunized are liable to a fine of up to $1,000 and the child may be suspended from scl1ool

(Walkinshavv E., 201 l; Mah CL. Guttn1ann A. McGeer A, Kralu1 M, Deber RB, 2010).
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In the United States. immuni:zation is the leading preventi,·e health senice for children. It ,,ras

estimated that for every dollar spent on immunization of preschool children ,,itb diphtheria­

tetanus-pertussis (DTP) vaccine, $27 is saved in health care and other costs (Hatziandreu EJ.

Palmer CS. Brown RE. Halpern, MT, 1994.). The national goal for the year 2000 ,,-as to achie, e

and sustain coverage of at least 90% of 2-year-old children ,vith all recommended immunizations

to reduce the cases of most vaccine-preventable diseases to zero 0-Jational Center for Health

Statistics, 200 l ). The development and widespread use of yaccines, combined ,,ith increased 

funding and enhancement of infrastructure. ha\'e been instrumental in reduc1n2 the incidence of 
-

many infectious diseases, particularl} childhood diseases. Approximatel) 80 percent of 

childhood vaccine doses are recommended for administration before the second birthda,; and • 

vaccination coverage among children in the Lnited States 1s at record high Ie,els (Centers for 

Disease Control and Prevention, 1994 ). 

Protecting children against vaccine-preventable thscascs has bccon1c a national priority. 

Vaccination levels among children arc the highest c,cr recorded in the L nitcd States. The 

proportion of children 19 35 n1onths fully , acc1nated against / !ae11101Jhi/11s inOuenza type b 

(Ilib) increased to 94 percent in 1999 fron1 2 percent in 1991 ,,hen the reco1n111endations ,vere 

published; the proportion of children vaccinated against polio increased 76 percent between 

1991 (53 percent) and I 999 (90 percent). The proportion of children who have received a series 

of ,·accinatioi,s n,eastircd by ha, 1ng four doses of diphtheria-tetanus-pe11t1ssis vaccine, tl1ree 

doses of polio vaccine, ru,d one dose of measles-containing vaccine (MCV) increased from 55 

percent in 1992 to 80 percent in 1999 (National Center for Health Statistics, 200 I). 
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The incidence of almost all vaccine-preventable diseases in children continued to be lo,,· during

1999. There were no cases of diphtheria or polio due to \\ild ,irus. fe,,er than 6 cases of tetanus

among persons 25 years of age and under. and onl) 6 cases of reported congenital rubella

syndrome. The number of rubella cases in 1999 (267) dropped 76 percent from the number of

cases reported in 1990 (1.125). An interruption of indigenous measles transmission likel) 

occurred in the fall of 1993. although importation of the , irus resulted in n1oderate measles 

outbreaks in 1994 primarily among groups that refused vaccination. The number of measles 

cases decreased 99 .6 percent from 1990 (26.527) to 1999 (100). Ho,ve, er. pertussis incidence. 

which had declined by 15 percent in 1994 from the 2�year high reported in 1993. increased to 

an even higher level in 1996, with 7.796 cases. and ren1a1ned high in 1999 (7.298) The 

incidence rate of hepatitis B (HBV) has continued to decline since the start of the decade. and in 

1999 was far below the baseline rate reported 1n I 987 and far bclo,, the target rate set for the

year 2000. Although cases of I IBV 1nfcct1on in children ha, e bccon1c rare. as a result of high 

levels of hepatitis B vaccine coverage in younger age groups. a substantial nu111ber (estin1ated 

180,000) of adults continue to be infected ,vith I IBV because of Io,, levels of ,accine coverage 

in older age groups. The incidence of tuberculosis declined alter 1992 to 6 4 cases per 100,000 

persons in J 999. ,veil bclo,v the I 988 baseline or 9.1. \l<;o by I 999. the percent of 111ulti-drug 

resistant tuberculosis cases \\as reduced to 1.1 percent fro111 a 1992 high of aln1ost 3 percent 

(National Center for I I cal th Statistics, 2001 ). 

In Virginia, USA. a retrospective analysis of 1992 school entry data found that the statewide

· · t· ate anJong ? vear-old cl1ildren \\as 58°/o, ,vith children residing in lo\v-incon1e1mmun1za 1011 r --; 

urban areas having a significantly lower immunization rate (Williams IT, Milton JD, Farrell JB,

Graham NMH, 1995). In the following year 1993, the Centers for Disease Control and

29 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Prevention (CDC) initiated Women. Infants and Children (\\TJC) program - a communit)·-based

intervention project in Norfolk and Nev.port Ne\\·s. nvo medium-sized. demographically similar

port cities in southeastern Virginia (Ardythe L. Morro\\', Jorge Rosenthal. Hassan D. La.lJJs. 

Jeanne C. Bowers, Frances D. Butterfoss. R. Clinton Cre,,·s and Barf) Sirotkin. 1998) 

Ahead of the WIC program, a survey of preschool children residing in random}) selected 

households was undertaken to establish baseline immunization rates in these cities and to assess 

the household and health service factors associated \\'ith lO\\ immunization coYerage. This ,,·as -

the first representative, population-based stud) that examines immunization rates of children in 

relation lo the characteristics of public, private. and militaf)' health care S) sten1s ( • .\rd)'the L. 

Morrow, et. al. 1998) Overall, one third of parents perce1,ed bamers to pediatric in1n1u11izauon 

services, and parent-reported problems accessing services had a dose response association ,,ith 

under-immunization. The most commonly reported problcn1s ,,ere long ,,·niting t1n1es and 

difficulty obtaining appoinllnents. but the patten1 and n1agnitude of problen1s reported differed 

an1ong pub I ic, private, and n11lttary ser, ices Despite free in1n1un11ntions. parents n1ost often 

reported problen1s accessing public and n1ilitar) pro, 1ders Thus. parents did not necessarily 

consider cost-free and geograph1call} available pediatric sen ices to be barrier-free. 

Consequently. enrollment in \.Von1en, Infants and Children (\\'IC) progra1n vvas associated v.ith

significantly increased in1mun1zation rates. although this stud) ,vas conducted before linkage of

the WIC progran1 with i111munization services. This finding suggests the in1portance of WIC as a

point of access to the health care system for vulnerable families In this population, significant

· 
1
· · · ·zati'on rates v.as found among health care providers and insurers that vvas notvar1a 10n 1n 1mn1un1 

readily explained by measured population characteristics or parent-reported access barriers,
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possibly attributable, in part, to differences in pro\·ider practices. PopuJation-le\'el measurement

of immunization rates and parent perception of seni.ces 15 critical for impro, '1g access to. and

quality of, immun1z.at1on services (Ardythe L. Morro\\. et. al. 1998). 

2.8 REACHING EVERY WARD (R.E.\V) 

fn 2002, the World Health Organization (W.H.O) and partners designed the Reaching E, er)

District (R.E.D) approach in response to the decline or stagnation in routine imn1un1zation 

coverage across the Africa region. This innovati\:e method is designed to increase and sustain 
-

high levels of routine immunization (Rf). particular!J in the Africa region (\\'.H.0. 2008). In 

2004, W.}I.O's Africa regional office and its partners de,eloped and d1ssen1inated a RED guide. 

encouraging countries to adapt it to their context. This guide ,, as updated and re, 1sed in 2008. 

and includes a monitoring tool. WHO's Africa regional oftice led the re, 1s1on process. ,, 1th 

UNICEF and USAID 's JA,fi/L,VII ITJO\has1c, project 

(IMMUNli.ATIONbasics, 2009; W.f LO. 2008) 

• • 

partnering 111 the effort 

In Oecen1ber 2004 Nigeria adapted the Reaching I�,·cr) District approach to its o,vn countr} 

context as the "Reaching L vcr) \\lard" approach (Rf\\) since the ,vard represents the lo,vest 

adn1inistrati\:e level in the countr}. Nigeria defined its RfVv' approach as 'a slrl1teg;1 a1111ell at 

the pro,•ision of regulltr, efjectirc, qualit1 a11ll ,ustainable ro11ti11e i1111111111i-atio11 activities in 

e,•etJ' H'ard, so crs 10 iillJJJ'OVe in1111u11izatio11 co,·erage (NPI, 2007). Nigeria used WI I O's 2004 

Africa region RED guide to de\ elop its RE Vv guide. 

In 2006, Nigeria disseminated nationwide its REW guidelines and tools. The National Primary

Health Care Development Agency (NPJICDA) and partners provided cascade training in all
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states and Local Government Areas (LGA) starting in 2007. Ho,veYer. a nation,,ide assessment

of REW in 2008 revealed that less than half of the 774 LGAs and health facilities ,,ere

implementing REW strategy. 

2.8.1 FUNDA "1E�TAL PRINCIPLES FOR STRE:\GTHE:'\"'NG DI\lt�IZ . .\.TIO�

USING THE CO�CEPT OF RE.\V. 

Strengthening a health care system involves an ongoing effort. ,,1th strong partner collaboration 

and continuous capacity building. The process requires years of concentrated efforts and 

maintaining a functional system lasts fore,er. All le,els of the health care system- healtl1 

facility, ward, LOA, state, district. and national-must understand and appl) the concepts of R[\\

In addition to building capacity, continuous advocac1 1s required to guarantee that the S) sten1 1s 

adequately funded at all levels. A fim1 foundation \Vith the capacit) for support1, e super, 1s1on 

must be in place first even before health \\Orkcrs arc trained. 

2.8.2 OWNERSIIII> ANI) PAl{'flCIP \TIO'\ 

Participatory planning and tools dcvclopn1cnt pron1otes o,,ncrsh1p and con1111it1nent LGA and 

health facilit} staff can assist in collecting baseline infom1ation or health staff can set their 0\\11

standards by ,vhich to be super, ised. 

2.8.3 PLA�NING AND MA "1AGE�IENT OF RESOlRCES 

It is imperative to entrench a planning culture. One ,vay to accomplish this involves using a

recognition approact1. There are other motivators besides mone}-recognition among peers can

be used as motivation and encourage1nent for others to adopt good managen1ent practices. Local
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management teams also must realize that they play a critical role in both the political and the

technical aspects of health care� and that their actions (or inactions) affect other le,els as ,yell.

2.8.4 SUPPORTIVE SUPERVISION 

Supportive supervision and training go hand-in-hand. providing the much needed reinforcement 

training through continuous on-the-job coaching and mentoring. Routine use of an anal)1ical 

supervision check list with quantifiable scores documents the visit. measures performance. and 

creates accountability. 

2.8.5 MONITORING FOR ACTION 

Ilealth workers need and want training on hO\\ to analyze and use their o,,·n data; not just on 

filling in forms and reporting Simple, hand-dra\vn charts and graphs can be used; a con1puter is 

not necessary. When 11nmuni1ation scf\ ice pro, idcrs un<lcr-,tand the , aluc of their 0\\11 data. data 

quality improves. 

2.8.6 BUILDING CAPACITY 

Long-tern1 structures 1nust be put into place for training f uturc staff or for refresher trainings. A 

governinent-driven structure for capacity building and for maintaining sta11dards is essential for 

sustaining an} health service. Participatory and practical training should be built into a long tenn 

structure for continuous capacity building. 

2_8_7 INCREASING ACCESS TO IMMUNIZATION SERVlCES
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All fixed service points (primarily health facilities) must be fully· functional and .friendly. \V:ith

enough trained health workers \\<ith good interpersonal communicauon skills and a clean

working environmen½ before outreach. Tue health facilit) catchment area must be clearl)'

defined. This allows for easier implementation and more accurate monitorin!!. and also for better
-

linkage with the community. 

2.8.8 LINKING SERVICES WITH COMNim11TIES 

Community members and health facilit) staff must interact regularly for guaranteeing Joint 

commitment toward more effective and more efficient health sen ices. B) in1plen1enting these 

lessons learned from the Nigeria RED expenence. partners and g0Yernn1ents can help in1pr0Ye 

the quality of other primary health care sen ices systematically ru1d susta1nabl) ('\Pl. 2007: 

lmn1unization Basics 2007, W.1-I.0, 2008) 

2.9 KNOWLEDGE OF CAR�(;IVJtJi5 ON J\l\lU'\1£.\'flO\ 

Utilization of in1n1uni1at1011 scr\ 1cc is dependent not onl) on factors on its suppl) side such as, 

density of health \\Orkers. accessibility to \accination clinics. availabilit) of safe needles and 

syringes to 111ention but (C\\., but on other ll1ctors on its den1and side including h.no\\ledge and 

practice of the caregivers (Odusanya O 0., ·\lufoha1 E.I· . \i1eur1cc F P., Ahonkhai V.I., 2008; 

Etokidcn1 A.J .. Wondifon, 20 I 3, Nadia Abd El-l lan1ed \1ontasser, Rane.lab Mohamad I lelal, 

Noha Elada\vi, En1an Mostaf a, Fatn1a Abd El Rahn1an. �laged Saad and Soha I lamza, 2014 ). 

Lack of kno\\ ledge about the importance of vaccines has been ide11tified as a main barrier to

· 
. . D C rval F p De Serres G, Duval B, 2003 declared that concerns about11nmun1zat1on. e ou · , 

. · h t ·enti"fic support have the potential to erode the public's confidence andvaccines. even \\'It ou sci · 
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support for the immunization programme. Provision of information about a disease and the

effectiveness of the vaccine have also been sho,,n to increase uptake. so recei,wg ,·acc1ne­

infonnation materials during pregnanc, or at a ,veil-child ,isit before the ,·accination ,isit is , eI}

essential (De Courval F. P. De Serres G, Duval B. 2003 ). 

Wl-IO/UNICEF/USAID jointly recommended the follo,ving six le, messages on routine 

immunization the ISP must clearly communicate to the caregi, ers in order to ensure that their 

children are fully immunized. Each caregiver should kno,.., or understand. 

• Number of visits your child (the client) still needs in order to be fully immunized or

protected;

• What side effects may occur and how to treat them.

• Date of next immuniLation;

• Place and time of next in1munization.

• To bring the child for in1n1uni1ation C\'Cn 1 r he or she is sick:

• To take good care of the i111n1uni1allon card and bring it c,cr) t1111c you bring )Our child to

the health facility (WI IO/UNICI;f LfC:,AID. 2002). 

Parei1tal kt,o,,ledge of vaccination and the diseases that vaccines protect against is an in1portant 

detenninant in tl,e decision to vaccinate their child (Bond L. Nolan T. Pattison P. Carlin J .• 1998; 

12; Meszaros J.R., Asch D.A .. Baron J .. 1-Iershey .J.C., Kunreuther 1-1., Schwartz-Buzaglo J.,

1996). Caregi,ers ,vho regularl} immunized their children had better knowledge than caregivers 

\\'ho delayed child immunization. Delayed vaccination has been attributed 111ainly to deficient

· � . 
b 1 · ortai,ce of vaccination at time or the timing of vaccination (Nadia Abd1n1ormat1on a out t 1e imp 

El-Hamed Montasser, Randah Mohan1ad Helal, et.al.. 2014). Caregi,ers' kno,,ledge about the
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disease and the vaccine is a predictor of higher vaccination compliance (Joseph X .• Subba S ..

Nelliyanil M.. Kotian S.. Haridath A.. Atta\·ar S. et al. 2011 ). Other causes of dela, ed 
• 

vaccination have also been reported. These include. insufficient , accines in the health centres

(De Serres G, Duval B. Boulianne N. 2002). or anxiet) about \'accines safet) as some mothers

refused to complete child \ accination due to high an.xtet} le\ els about ,·accme side effect

(Ozkaya E, Eker HH. Aycan N, Samanci N. 2010; De Serres G. Du\al B. Boulianne �- 2002).

some parents believed that their children might have serious side effects \Vhen , accmated (Freed

GL, Clark SJ, Butchart AT, Singer DC, Davis MM, 2010).

Similarly. caregivers' satisfaction about perceived knO\\ledge related to \ accines fron1 physician

and nurse showed that those who regularly immunized their children reported significant higher 

satisfaction compared to tho')e \Vho delayed the \'acc1nation regarding , accine safet). fe\ er 

development, nu1nber of visits or vaccine schedule, and additional \ accincs (Nadia ,\bd [1-

1 Iamcd Montasscr, Randah Mohan1ad llclal. Noha l:lad.1\\t l:n1an \lostafa. Fatn1a \bd El 

Rah1nan, Maged Saad and Soha I lan11a. 2014 ). 

2.10 PRACTICE OF CARFGIVEil.S ON li\IMLNIZATION 

Son1e of tile rccoinn1ended best practices of caregivers on 1n1n1unization include the following. 

Caregivers should bring children to in1n1unization ser\'ice deli\ ery points at the ages

recommended in the national 5chedule: bring each child's health or vaccination card at each

health "isit, treat side effects as recon1n1ended: seek tetanus toxoid iITI111unizations for 1ourself

( 1. bl tl and other women of child bearing age); bring children of tl1eapp 1ca e to mo 1ers 

d d · unization sites on the day(s) recomn1ended for Can1paigns; and keeprecommen e ages to 11nm 
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those children around the home and have them immunized \,·hen the yaccination team arri,·es for

a house-to-house strategy ofNational Immunization Days (\\'H0-1.,');ICEF'l,;SAID.2002). 

However, one of the documented poor practices of caregivers on immunization across the globe 

is delayed vaccination of their children. From a stud) carried out on 1000 caregiYers attending 

immunization setting in 5 urban and rural health facilities in Marisoura district. Eg)'J)t. no one 

refused to immunize their children but the frequenc) of delayed \ accination \\·as 10°10 onl)' in 

\vhich more half of them mentioned that the delay was for DPT (60°/o). This delayed vaccination 

was mainly due to insufficient information about the importance of Yaccination (56°/o). child 

illness (52.5%), negative knowledge about the vaccines (32°10) ,,h1le about one quarter due to 

vaccine deficiency in the health offices (Nadia Abd El-Hamed \fontasser, Randah f\1ohan1ad 

I Ielal, Noha Eladawi, Eman Mostafa. r:atma Abd El Rahn1an. I\ !aged Saad and Soha Han1za. 

2014 ). 

Other reasons for IO\V uptal-.e of \accincs alrcad) reported \\'Crc that n1othcr did not ha,·e 

son1eonc to assist with taking chtld for vaccination (no t1n1c or resources), lather did not approYe 

of in1munization liriked to Jovv uptake of BCG , acc1ne, n1isconcept1ons regarding vaccinations. 

child was ill and not vaccinated, and reported illness follov,ing pre, 1ous ,accination or fear of 

adverse events (Odusanya 0.0., \lufohai E.f. lvlcurice F P. and Ahonkhai V.I, 2008; Ozkaya 

E., Eker H.H., A)can N .. and San1anc1 N .. 2010).

Oku,iagu TF. Etatuvie SO. Beida 0, Gbodossou E. 2012 used focus GroupOn1otara BA, 'J 

D. . FGD ) th dolog)' to collect information from the various stakeholders (recipient1scuss1ons ( s me o 

. . 8 1 t d Local Gover1unent Areas of Bomo State, Nigeria, representing bothcommunity) 1n 1 se ec e 
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rural and urban areas. All stakeholders were a\\·are of immunization and its benefits as '' el] as

the routes and schedule of administration and allo\\· their children to recei,·e it. Toe,· all anested
• 

to the reduction in the incidence and prevalence of childhood disease rn their commuruties. but

different groups have different traditional alternatives to immunization. Lack of adequate 

information about logistics and time of immunization programme. inadequate in,·ol,·ement of 

traditional and religious leaders and poor attitude of health ,•.-orl-..ers ,vere reasons for not full) 

involved in immunizations in some communities. t,.,1others lool-..ed fon,·ard to incentiYes for 

bringing their children for immunization in terms of soap. free drugs and compl1mentar} health 

care services while others demanded for better care by health ,,·orkers during inm1unization. 

improved sanitation. renovation of health care facilities and pro, is1on for more. ,vh1le traditional. 

community and opinion leaders should be active!) in,olYed in imn1un1zation cai11paign (On1otara 

BA, Okujagu TF, Etatuvie SO, Beida O. and Gbodossou E., 201::!). 

2.11 KNOWLEDGE OF IIEALTl-1 WOl{KfltS 0'-i l\l\ll NIZ \TION 

] lealth workers arc grass root agencies 1n in1111uni1ation for rural as ,,ell as urban population. 

General practitioners and nurses ,\ere lound the n1ost in1portant and the n1ost reliable source 

regarding vaccination 1-..no,, lc<lgc ( [lo gal ska J. \ugust) no,, 1c1 I .. C11yl \. Stcf anoff P. 2010). 

Similarl). to assess the knO\\ ledge. attitude and practice regarding immunization, Bairwa Amrit,

t-.4eena K.C., and Gtipta P.P., (1995) intenie,.,,ed 306 health "vorkers (260 female and 146 male)

f N d. · t · RaJ· asthan K.i1ow1na that inadequate management of cold chain, incorrect
o agaur 1str1c 1n , · 0 

d . . . d d e may reduce the potency of vaccines and lead to adverse effects.
a m1rustrat1on ru1 os 

· . 1 t · the questionnaire about the place of storage of vaccines, method of
1nfonnat1on was soug 1 1n 

. . . 1 r: · erator method of carrying \iacc1nes in the field, da1s of using the
stonng vaccine 1n t 1e re1r1g , 
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same vaccine bulk, what is done with the frozen diphtheria perrussis. tetanus (DPT) and oral

polio vaccine, dose of vaccine. route of administration. and age of \'accination. The) found that

knowledge of health workers increased \.\ith higher basic q11alificat1on and recommended the

possibility of raising the minimum eligible qualification for health \\'orkers training. Proper

intennittent reorientation training and periodic reassessment for all health \\'Orkers is necessar)

for successful immunization programme (Bairwa Amrit. N1eena K.C .• Gupta P.P .. 1995) 

2.12 PRACTICE OF HEALTH WORKERS/ ISPs ON Il\�IUNIZATIOi'\ 

The roles of ISPs in conducting routine immunization ser.ice delivery sessions include 

vaccination, recording, health talk and supervision including \'accine management. ho,,·e, er. 

multi-tasking and roles shifting are inevitable (FMoH, 1995: '\JPI '\igeria, 2005a: \\'HO. 200-l). 

In addition, ISPs should be able to perfonn immunization tasks correct!). including those that 

ensure safe injections; give caregivers, essentially n1other5, and other stakeholders in the 

com111unity essential information, schedule and organize sen ices to n1akc the111 convenient for 

caregivers; and praise fan1ilies of carcg1, ers ,,hosi.: c.htldri.:n arc fully in1111uni1cd b) one )Car of 

age (WtJO, 2004). 

Soine rules and best practices for good vaccine n1anagen1ent in the 1mmuni7ation setting of the

health facility include the follo,ving. ( l ) Vaccine stocking: - wlaximum of 1 12 month supply of

each vaccine: Regular 111onthl)' c)cle of vaccine deliveries; Inventory and vaccine usage records

k t (7 ) y ·ne stock rotation: - Different expir) dates expiring first, use first; Same expiry
ep -· acc1 

date: "First in, First out" principle; Write date of deli\el) on vaccine boxes. (3.) Location of

· . h f · rator· No vaccine 111 door: Measles, OPV, BCG 1n the upper n1ain
vaccine 111 t e re nge -

f fr·gerator (+2 to +8°C, are not damaged by freezing); DPT, TT, BCG, in
compartment o a re 1 
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refrigerator at +2 to +8°C. Never freeze. (4.J Keeping the refrigerator cold: - Thennometer read

and recorded twice daily: Adjust thermostat dial ven carefull,·: Unused space full of sealed
- . 

undrinkable water bottles: Ice-packs in freezer: No food or drink; A ,·aid unnecessary door

openings: cold air falls out. (5.) Looking after your refrigerator: _ Make one person responsible:

Defrost when frost exceeds 0.5 cm thickness. (6.) Organizing the vaccination session· - Put da) ·s

estimated vaccine requirements in vaccine carrier: Foam pad lid on top of ice pack in the vaccine 

carrier; Protect from light: Use foam pad to hold opened vaccines ,vhile vaccinated. (7 .) After the 

vaccination session: - Reconstituted BCG and measles destroyed at da) ·s end: Label remaining 

vials for first use next day. (8.) Protect DPT, TT and OT from freezing: - Let icepacks sit 20 

minutes at room temperature before loading these toxoids into cold bo'\es or vaccine carriers 

( condition the ice packs). (9.) Packing cold boxes - Use icepacks. not blocks of ice ,, hich cru1 

soak labels off; Fill one third volume \Vith icepacks; Line botton1. top. and sides ,,·itl1 icepacks. 

(10.) Prepare for cold chain failures: - Identify emergenc) energ) source. Kno,, ,,here to find 

key at all times (fMoI I, 1995. NPJ Nigeria, 2005a; \\ l 10. 2004). 
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CHAPTER THREE 

3.0 t\1ETHODOLOGY 

3.1. The Setting and Study Population 

Nigeria is located on the west coast of Africa at the Gulf of Guinea. Clock,,ise. its borders are

the Gulf of Guinea to the south, Benin to the \Vest Niger to the north. Chad to the northeast and

Cameroon to the east. The Niger and the Benue are t\vo large riYers that flo\\ from the ,,·est and 

east of Nigeria respectively, unite to form the Niger RiYer \,hich flo\\S soutl1 to the Gulf of

Guinea. The area of Nigeria is 923,768 sq km. Nigeria is di\ ided into 36 States and one terr1tor) 

called the f-ederal Capital Territory. There are 744 Local Go\'ernment .\reas (LG\::;) in the entire 

federation (Nigeria rederal Ministry of Health/ John Sno\, Incorporated. 1004). 
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The Setting for the studv w G · as w�gv.•alada Local Go\'ernment Area of the Federal Capital

Territory (FCD Abuja. Nige · A th na. t e centre of the ceramic picturesque of FCT map. la)·s the

G\va�valada Local Gove Ar rnment ea (Gv.a�\.'alada Area Council) K,,ali stretches from its 

southern border, Abaji on the t h . . \.ves over s oot1ng into its north. B,\'ari .. l\buja �lun1c1pal and

Kuje Area council took turns in the border relavs on its eastern Yentricle• 

-

�· 
L

B\·1ar,_/ 

I ,G\·tag\'taladaJ
AbaJ1 

' �¥icipal Area Council 

l 
i-----...... . ._

KuJe 

I 
/ 

It ,vas created on the 15th October 1984. Its official population figure or 157. 770 people 

(National Bureau ol Statistics. 2006) has since bcco111c obsolete. ·rhc population of its residents 

has gro,vn astronon11cally and can be cstin1atcd nt 500,000 people due to the final rclocat1on of 

the federal govcrnn1ent fron1 I,agos to ,\buja in 199 I '' hich brought about a n1assivc influ, of 

people into the LC, \. fh1s co111priscs the original settlers, na111cly: G,vari Koro Bassa. Gede and 

the J lausa r:ulani as ,, ell as the i1n111igrant population of other N 1gcrians and c'{patriates. 

Concci,cd in the ,\bttja master plan as its industrial zone. G,vag,valada stands out as the second 

n1ost cosn1opolitan cit)' of the r:c1 after the capital city. 
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Gwagwalacla falls within the Nok culture area. Before the creation of the FCT. G,,"ag\\-a.lada and

its environs were under the K\\·ali District of the fonner Abuja emirate no\, Suleja emirate. It s

strategic location on the Sule·ia L k · hi,.1. · · d :i - o OJ a gu,va:· and burgeonmg commerce ga,·e 1t a hea o, er a

constellation of other Area Councils. The ''Agurna .. is the traditional ruler 1n G,,·ag,valada area.
He is the chief of Zuba. the northern gate,,·ay of FCT.

Gwagwalada has rich cultural and historical heritages. It is a ready resource for archeolgists and 

sociologists. Some of these traditional heritages ha, e been carried over till date. The:· include 

blacksmithing. pottery. gra,,ing. calabash designin!! and ,,ea, ino. It also has a rich antholou, of ;;..; .... ::, ...... 

dances. music and folklore. l-lausa is the dominant language of con1n1unicat1on. Fam1ing 1s the 
... ... ... 

main stay of the local population. 

Gwagwalada A.rca Council is adn1inistercd by an [�xccuti, c Chaim1an c.:lected through popular 

vote in public elections. 'fhc council is con1poscd of IO elected councilors representing IO ,,·ards 

of the area council. na111cly • /uba. Ib,va. Oob1. Kutunku. 'l\1nga \laje. G,,ako, Pa1ko-kore. Ik.,,a. 

G,vag,valada city central and C,wag,\.alad.1 quarters. 'fhc adn1inistrati, e structure con1prises 6 

dcpartn1ents nan1cly· personnel 111anagen1ent. education. health. ngric. ,,orks and housing, and 

finance dcparln1cnts. 

·rh t t 011e ("I) ptibliclv o,,ncd and sc,·enteen ( 17) privately o,vned health facilities inere are ,,en \' - • 
• 

G,\'ag,valada I.Gi\. The stud)' population consisted of the in1munization service providers

( · d f f h altl1care ,vorkers providing routine immunization services) at the healthvarious ca res o o c 

r . . . bl. d ivate) and the in1munization caregivers (parents or guardians of1ac1ht1es.both pu  1c an pr ' 
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children aged 0-24months \.\'ho \.\'ere eligible for routine immunization) that utilized the

immunization services during the study period in G\vag..\-alada LGA. 

Available information of Immunization coverage from August 2006 to Janual) 2007 in

Gwagwalada LGA sourced from the Monitoring and E,·aluation {.;nit. Department of PHC.

Gwagwada Area Council is summarized as follov.. The annual and monthly target population 

for routine immunization were 6388 and 532 respective!). Distribution of vaccines is based on 

their availability and target population of each of the health facilit)' pro\iding imn1unizat1on 

services while the vaccines stock balance is taken every time \ accines are supplied to these 

facilities, and the stock balance is sent to NPI Unit Public Health Di\ ision FCT. Abuja. 

S/No. Month CO\'ERAGE 

BCG DPT OPV HB\' 1 �IEASLES \'F TT 

1 Aug. 441 1755 1866 1429 : 770 677 875 
- '. 150 960 2 Sent. 0 1266 685 1322 

3 Oct. 671 1103 1175 I 1215 357 348 734 
• 

4 Nov. 936 4032 46998* 1154 6976 434 1752 
-

5 Dec. 164 825 I !40� 814 l 369 352 476 
-� - 187 1242 

6 Jan. 229 2065 61184 53.:;5 I I 2 
- -L 

- - -

... -. 

* NIDs and IPDs coverage added \\htch 1nclu<lc the un<lcr-li\C children.

3.2. The Study Design

A · I t d \Vas carried out on caregivers and ln1munization Service Providers (ISPs)
cross-sect1ona s u )' , • 

. · · t· setting at the public and private health facihties within Gwagv.ralada
attending 1n1111un1za 10n 

A FCT-Abuia The first stage of san1pling required the constn1ction of the
Local Go, ern1nent rea, � · 

pr11nar) r. ·h· 1 con1prised 6 LGAs in FCT· Abaji, Ab11jc1 Afunicipal, B\1·ari
san1ple 1ran1e \\ ic 1 

,,. 1. ,1. used ballot with replacen1cnt to select one of the six LGAs.
Girc1glralacla, Kuje Klra 1 ...., e

Outcon1e \\;as 1 of the 6 LG As: G,'" a�valada LGA.
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Stage 2: There were 21 publicly ov.ned and 17 privatel)' O\\ned health facilities in G\\'ag\,·alada

LGA (Please refer to the Annex). All 21 (1000/o) public health facilities and 7 of 17 (41%)

private health facilities have recognized immunization setting and \,·ere pro,·iding routine

immunization services. These 21 public and 7 private health facilities constituted the final

sampling units. 

Stage 3: A cross section of all consenting health personnel designated as Immunization Sen'ice

Providers (JSPs) and all consenting Caregivers (mothers guardians) \\'ho Yis1ted the selected 

health facilities and received immunization for their children aged under 24 month!> fron1 
-

October 2006 to March 2007 ,vere deemed eligible for inclusion as the respondents (stud) 

population) 

Sample Size Determination: 

Using the formula n == z2pq/d2 ,

where 

n is the minin1un1 san1plc size 

7 is the area under norn1al cunc corresponding lo 95�� conlidcncc intcr\al (CI)

p is the prevalence (proportion of chtldrcn aged 1 1-�1 n1onths \\.ho \\ere \accinated \\ith 

PT3 · N' · ·n 1005 \\ 11 O reported 18°·0 DPT3 Co,eragc of children ages 12-23D 111 1ger1a 1 - , 

months \Vas acl1ieved in Nigeria in 2005 (W 11.0. 2005b)).

qis(l-p) 

d is the precision error of 5% or 0.05

therefore. 

n = 1.962 * o.38* o.6210.052

== 0.90508096 0.052

== 362 (representing the 111inin1un1 san,ple size of the Caregivers )
45 
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3.4. The Inclusion and Exclusion Criteria:

Immunization providers (healthcare workers) from all the 21 public healthcare facil1t1es and 7

out of l 7 private healthcare establishments pro\riding routine unmunization sen·ices: and

consenting caregivers (parents/ guardians) \vho used these health facilities ben,·een October 2006

and March 2007 are the respondents (study population). Healthcare ,,orkers and their

caregivers/clients from the remaining 1 O private health establishments ,,ithout routine

immunization service delivery were excluded.

3.5. Data Collection Instruments 

A validated semi-structured questionnaire with an in-built 4-point kno,, ledge scale ,,as used to 

collect data from the caregivers while data collect1on from in1n1unizat1on pro, iders (IPs) ,,as 

done ,vith another validated semi-structured questionnaire ,,·ith a 13-point kno ,,lcdge scale. 

(Appendix 4). 

Three kno,vlcdge itcn1s each on OPV (I lo,, 1nany drops of OP\' did your child take at a tin1e?

l Io,, 111any tin1cs ,viii your chtld take the OP\ doses? \\'hen is your child due for the next

inlmunization?): DP f (On vvhich part of your child's bod)' ,vas DPT 1nject1on dose given? I Io�

many tinleS ,vill your child take OPT doses? \\'hen is your child due for the next in1munization?)

d M 1 · t·011s (On which part of )Ottr child's body ,vas measles injection dose given?an eas es vacc1na 1 

Ho" d f !es vaccine \vill your child take? When is your child due for next
v, n1any ose o n1eas 

. . . ? gated to con1pute tl1e knowledge score. A fourth knowledge ite1n,
1mmun1zat1on.) ,vere aggre 

n bod,· reaction to (side effect of) the imn1unization ,our child(Are you a ,vare of any comma 
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received, and what you should do if it occurs?) on a\\·areness of an)· common bod) reaction to

vaccination was added. thereby making up a total kno\vledge score of 4 points. 

A 14 point knowledge score was aggregated from these items on RI: Please identu) all the target

diseases that you know children are protected against by immunization· tuberculosis.

poliomyelit1s, whooping cough. tetanus. diphtheria measles) 6 points: Should a sick child be

brought for immunization? Yes- 1 point; What illnesses that may cause fe, er are preYentable b)

immunization (tuberculosis, poliomyelitis. ,vhooping cough. tetanus. diphtheria measles)? 5

points; Do you know the six key messages for ever) parent/ guardian to ensure full

immunization of a child? Yes- 1 point: Should a parent of the immunized child be infom1ed of

what side effects may occur? Yes- 1 point. The total score ,, as con1puted and disaggregated o, er

category of health worker, years of experience and pre, ious training on in1n1unization.

Both validated questionnaires ,vith open and closed ended questions ,,ere dc,cloped after

consultation with in1111unization e:xperts, biostat1stic1ans. researchers ,, ho are either cun·entl)

working or had worked on in1n1un1zalions. fron1 field and technical e,periencc acquired during

my internship at NPl headquarters as ,veil as fron1 re, ie,, or rclc, ant literatures. Both

questioiuiaires were thus designed to obtain inforn1ation on the follo,ving variables.

l .  Socio-Deniograpliic Characteristics: Data on Gender, Age. Educational Status, Marital

S T f M . e and Employnient Status \Vere collected.
tatus, ype o arr1ag , 

. Routine Immunization Service Deliver)': these criteria ,vere

2. Kno,vledge and Practices on

bring children to imn1un1Lation service deliver1 points at the

assessed to uncover if caregivers
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ages recommended in the national schedule. bring each child's health or ,·accination card at each

health visit, identify and treat side effects as recommended b, healthcare pro,ider. has e,·er
• 

received tetanus toxoid immunizations (applicable to only mothers. ,vomen of child beanng age).

bring children of the recommended ages to immunization sites on the day(s) recommended: and

if Immunization Service Pro\·iders (ISPs) have basic kno,,ledge of routine unmunization J...no,,

and give the caregivers the key messages, schedule and organize immunization sen·ices to make

them convenient for parents and children are fully immunized b) one year of age. and perform 

immuni7ation tasks correctly including those that ensure safe inJections. using the response rates 

of vaccinators among the ISPs as performance indicators of the best practices. 

3. lmmuniL.ation Related Risk Behaviour: This ,vas sought to identif) forms of in1n1unization

risk behaviour and factors responsible that could be targeted b) appropriate in1111u11ization 

intervention and strategy. 

4. Strengths Weal{ne�ses Opportunities and Thrcat1i (5 \\ OT) of Routine ln1n1unization

Service Deliver)': Obser\ at ion ,vcre n1ade and respondents ,,ere asked questions to unco, er the 

SWOT of routine in11nuniLation 5Cf\ 1cc deliver)·

. · · tatus of the children ,vas collected from vaccination records ( child
Infom1at1on on vacc1nat1on s , 

. · d ise books) sho,vn to the interviewers and fron1 caregivers'
health cards or 11nprov1se exerc 

d ,ailable the interviewers checked on the questionnaire the
verbal reports. If the car s \.Vere a 

· d b fi re and on the da) their caregivers �·ere interviewed. If the
antigen(s) tl1e child had receive e 0 

. . . d a vaccination card, she was asked to recall ,vhether the child

caregiver was not able to P10"1 e 
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had received BCG, polio DPT (. l d
. 

' inc u 1ng number of doses for each), yello,\ feyer and measles

• 
• 

vacc1nat1ons. 

3.6. Reliability and Validity: 

ques 1onnarres. some questions \\'ere amended before the dataFallowing the pre-testing of the t
· · · 

collection for the study comm d To 
· · · 

fr ence . e content of these quest1onnarres \\ as \'enfied om

related literature. The questionnaires were pre-tested on 15 Caregi\'ers and 10 ISPs. A reliabilit) 

value 0. 78 was estimated using Cronbach alpha. 

3.7. Collection of Data 

Before administration of the validated questionnaire. the purpose of the stud) \\ as e:-..pla1ned to

the respondent and he/she was encouraged to respond truth full). To ensure confidential it). 

respondents were not asked to mention their names and intcn ie,,ed b) dialogue onl) (no tl1ird 

party was allowed to participate). Questionnaires \\'ere adn1in1stcrcd b) si"X trained inter, ie,,·ers: 

3 health workers with public health training and c,pcriencc 111 in1n1unization activities at the 

con1n,unity level and 3 health ,vorkcrs ,vith C'\per1cnce in training and n1on1toring 1n1n1unization 

activities in the LGA. ·rhc inte1vic,, lasted 25-30 n1inutcs Contact opportunities for 1ntervie,vs 

of respondents ( in1n1uni1at1on providers and rcc1picnts) ,,·ere:

• Scheduled dates of routine 1n1n1unizat1on at the , arious health faci littes .

• Scheduled of appointments at health facilities.

At the Gv.ag,valada Area Cou11c1l Secretariat during fom1al training vvorkshops for

· . . "d ( h f:acilitated by NPI/Partners on Imn1unization Plus Days (IPDs) and

1m1nun1zat1on prov I ers sue 

. 1 A for Foods Drugs Administration and Control (NAFDAC) on

NIDS, and by Nat1ona gency

Micronutrients and Vitamin A).
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had received BCG. polio DPT (. l din · inc u g number of doses for each). )·ello,,· fever and measles

• 
• 

vaccinations. 

3.6. Reliability and Validity: 

Following the pre-testing of the questionnaires. some questions '"ere amended before the data

collection for the stud" comme d Th f 
· · • 

; nee . e content o these questionnaires ,,·as , enfied from

related I iterature. The questionnaires were pre-tested on 15 Caregivers and l O ISPs. A reliabilit)

value 0.78 was estimated using Cronbach alpha. 

3.7. Collection of Data 

Before administration of the validated questionnaire. the purpose of tl1e stl1d, ,,·as e\.plained to

the respondent and he she was encouraged to respond truthfully To ensure confidential it).

respondents were not asked to n1ention their nan1cs and 1ntcf\ 1c,,ed b) dialogue onl) (no third

party was allowed to participate). Questionnaires ,,ere adn11n1stcrcd b) si, trained inter, 1c,,·ers:

3 health workers with public health training ,111d cxpcr1cncc in in1n1unization actrvitics at the

con1111unity level and 3 health ,vorl-..crs ,vith c,pcr1cncc in training and n1on1toring in1111unization

activities in the LGA. fhe intervic,v lasted 25-30 n1inutes Contact oppo11unit1es for inter, ie,�·s

of respondents (i111n1unization providers and recipients) ,verc.

•

• 

Scheduled dates of routine in1n1un1zatton at the various health facilities

Scheduled of appointn1ents at health facilities .

At the Gv,,ag,,alada Arca Council Secretariat during fom1al training ,vorkshops for

· · . d ( h f: cilitated by NPL'Partners on Immunization Plus Days (IPDs) and

11mnun1zat1on pro\ 1 ers sue a 

NI . 1 A for Foods Drugs Adn1inistration and Control (NAPDAC) on

DS. and by Nat1011a gency

Micronutrients and Vitamin A).
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3.8. Data and Statistical Anal)'sis:

Questionnaires data were cleaned coded and entered into computer and analyzed using SPSS

version 10.0 software package. The analysis of the generated data \\·as done using descriptiYes, t­

test and ANOV A statistics with 0.05 set as level of significance. Information from open ended

questions was analyzed manually and described by S\.\iOT.

3.9. Ethical Approval: 

Ethical clearance for this study was obtained from National Pro£ramme on Immunization 
� 

l-leadquarters Abuja. now National Primary Health Care DeYelopment .\gene) after\\ l1ich the 

proposal was reviev,ed. Informed verbal consent \\as needed b) the careg1Yers and ISPs before 

the questionnaires could be administered. 

3.10. Limitations: 

fhe study was constrained partl) by son1c laded schc<lulcs of i111111unizatio11 sessions at the 

service delivery points: prolong \vaiting tin1c during routine imn1un1zation sessions; hard to reach

conlnlunities. health f aci I ities/ i111n1unization service deli\ er) points. \\ cat her conditions. such as

h · f: II d I mattan coupled \VIlh poorly sheltered structures also n1ade c:--.it interviewseavy rain a an 1ar 

h I '" · · 1· sessions at the sel"\ ice delivery points \Cr} unpleasant.
s ort y a1ter 1m111un1za 1011 ' 

• 
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CHAPTER FOL� 

4.0 RESL1L TS 

4.1 RES UL TS OF RESPONSES FRO� THE CAREGIVER (P .ARE\ 'TS):

Demographic characteristics of the caregi, ers and their children 

Figure l represents the age distribution of the caregiyers inten ie\\·ed during routine
... 

immunization sessions at the selected health facilities \\ithin G\Yag,,alada LGA. The

caregivers' mean age was 27.0 ± 4.3 years. Modal age group of the caregi,ers ,vas 25-29 

years. 
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Tables I sho\\s age distribution of the children immunized as stated by their caregi, ers.

The mean age of the children \Vcb 5.6:::4.4 months. The modal age group of 1-6months old

comprised about 75% of the children receiving imrnuoiz,ations. �lost (91 %) of the children

whose Caregivers ,vere intervie,1,ed \\'ere under 12 months of age (infants).

Table I: Age Group Distribution of the Children 

Age group (months) Frequenc) Percentage -

1-6 

--

7-11 71 16.3 

----------------

12-23 11 7. l

24 8 1.8 

Total 436 l 00.0
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The distribution of caregivers b)' selected demographics is sho,,n in table ::!. Of the 436

caregivers. 52. l % were Christians and 47.9% ,,·ere ,1uslims. �1ost (97.5°/o) caregi,·ers

were females and 61.0% of them had at least primary education. 

By occupation, many (23.7%) of the caregivers ,vere house,,ives. follo,,·ed b) fanners

(21.3%), petty traders (20.4%), civil servants (16.7°10) and artisans (16.7%). fe,, (1 -l010) 

were unemployed but none of them were students nor ,, holesale-traders. 

Two ethnic groups, Hausa (29%) and Gwari (23.7%) together accounted for 63.7°/o of the 

caregivers. These are among the onginal settlers, ,,h.ich also included the Gede (7.6°10). 

Koro (6.9%), Bassa (5.7%), and Fulani (4.6°10). The ren1aining ethnic groups (23.6°10)

included Yoruba (6.2°/o) and Igbo (4.1 °10).
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Table 2: Distribution of the Caregi,ers b�· elected Demographics.

Characteristics of Careoi, ers b,· Social Group('= .i36) 
" 

N % 

Sex 
Male I l ') -_)
Female 425 97.5 
Total 

436 100 
Religion 

Christianit}' 227 
-.., I) __ 

Islamic 209 47. 9
Traditional 0 
·rota) 436 100 

Occupation 
C1\il servant 73 16. 7
\\rholesale- trading 0 0
Petty trading 89 20 4 
r:arming 93 ') 1 "

- .) 

Artisan 73 16. 7 

�!ousewife 102 .., .. 4 _) 

Student 0 0 

l�ncm.eloycd 6 1.4 

·rota I 436 100 
--- ------ --

Education 
f crtrary 70 16 I 

�ccondary 71 16 3 

Prin1arv 125 '18 ., -! 
• 

Arabic 15 J.4 

155 35.6 
--- -- -None - -------

100 
--

436 I ot,11 --

Ethnicit)· 
126 28.9 I lausa 

23.6 103 G\vari 
6.9 10 h.oro

') <; 5.7 
Basa

33 7.6 
Gede

4.6 20r ulani
6.2 27 ):'oruba
4.1 18 

Igbo 
54 12 4 

-Other -

100 436 
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Information about clients' visit 

As shown in table 3. the follov.ing reasons v.·ere stated b) the 436 consenting caregt\'ers for

visiting the heath facilities: immunization Olli) (56.2°/0). child's illness Olli) (28°'o) and

15.8% for both child's immunization and illness treatment. 

Table 3: Information about Clients' Visit to Health Facilities 

Reason for , isit N % 

Immunization only 245 -6?
) ·-

Seek treatment for child's illness only 122 28.0 

Both immunization and treatment of 69 15.8 

child's illness 

Total 436 100 

55 

I 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 4 describes the knov.ledge items and distribution of caregivers· responses to the

options of each of the knowledge items. Forty nine (17.20/0) of the caregivers kne,, that a

child takes four doses of oral polio vaccine OPV while majorit)' (70.8°10) of them did not

know. Also, majority (66.3%) of them did not know the number of doses of diphtheria­

pertussis-tetanus (DP1) vaccines a child ,vith exception of a fe,v ('.?.5 5°10) of them ,vho 

correctly mentioned three doses. Onl) three (0.7°/0) kne,, and mentioned correctl) that a 

child receives one dose of Measles vaccine. Majoritj· (63 5°10) of them affinned that the) 

were aware of and kne,v v.hat to do about the specific immunization side effects on their 

children but a fev. (34.4%) also registered their ignorance (table 4). 

Table 4: Distribution of Caregivers' Responses to Four Kno,vledge Items on 

Routine Immunization 

Items ___ ��enc...r:..) __ Percentage 
--

f--(ow many times v.ill your child take the OP\t

DOSES? 
Four 

Other hut four 
!)on· t knO\\ 

llo-; n1M)' tin1cs�vill your cl1ild tak.c 01'1 doses'>

Three 

Other but three 
Don't knov. 

�9 

78 

309 

111 

36 
289 

17.2 
27.4 
70.8 

25.5 
8.3 
66 3 

------ --- ---

Dosr. f rvtEASL[S vac�ine , ... ill your
I Jo," n1an) i.: 0 

child take? One 

Other but one 
Don't know 

1 mon bod) reaction to (side
Are you aw·are of an)_ co1_ 1 

our child received. and 
effect of) the immun1zat1on ) . . " 

v.:hat you should do if it occurs.
Yes 
No 

Don't kno,.., 

3 
8 

425 

277 
9 

150 

0.7 
1.8 

97 5 

63.5 

2.1 
34.4 

56 
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Table 4 describes the knO\\'ledge items and distribution of care�ivers· responses to the
-

options of each of the knowledge items. Forty nine (l ?.20/0) of the caregi,·ers kne,, that a

child takes four doses of oral polio vaccine OPV ,\·bile majorit)· (70.8°10) of them did not

kno,v. Also, majority (66.3%) of them did not kno\\ the number of doses of diphtheria­

pertussis-tetanus (DPD vaccines a child Vvith exception of a fev, (25.5°/o) of them ,vho 

correctly mentioned three doses. Only three (0.7°/0) kne\\ and mentioned correct!) that a 

child receives one dose of Measles vaccine. Majorit) (63.5°/o) of them affinned that the) 

were aware of and knew what to do about the specific immunization side effects on their 

children but a fev. (34.4%) also registered their ig norance (table 4). 

Table 4: Distribution of Caregivers' Responses to Four Kno,, ledge Iten1s on 
Routine Immunization 

Items ___ f requenc-"-) _ _  Pe_rc_e _nt
_,
age 

I-low many tirnes v.ill your child take the OP\
DOSES? 

Four 

Other but lour 
Don· t knO\\' 

inics-�I your child take DPT d-oscs9

Three 

Other but three 
Don· t kno\\ 

49 
78 
109 

111 
36 
289 

17.2 
27.4 
70.8 

25.5 
8.3 

66.3 

--- --- --- ---

-- ---D-OSL of ME/\SU�S �acc1nc \\ill your
I lo\\ 111an) L 

child take? One 

Other but one 
Don't knoVv 

on1mon body reaction to (side
Are you a,vare of an,_ 

c . . I ·1d received, and 
l 

. un1zat1on your c 11 

effect of) t 1c 1m1n 
l Id do if it occurs?

,vhat you 5 1ou Yes 
No 

Don't knov. 

3 
8 

425 

277 
9 

150 

0.7 
1.8 

97.5 

63.5 
2.1 
34.4 

56 
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,\��ociation between Caregivers' Kno,,·Jedge and Selected Socio-demographic
Characteristics 

The mean knowledge score of caregi·vers below 25)·ears, ::! I. = 1.4) ,,115 higher than those
25years above (l.9±1.3). No significant difference e\.1sted in careg1,ers· mean
knowledge scores by age (p>0 .. 05). Table 5 also sho,,s the relationship bet,,een
caregivers· mean kno,vledge scores and religion. The mean kno,Yledge score of-

caregivers \Vho \Vere Chnst1an at 2.19± 1.4 \Vas significant!) higher than their Islan1ic
counterparts. (p<0.05). There ,vas a statist1call) s1gn1ficant difference bet,,een education
and mean kno,vlcdge score of the caregi, ers Caregi,ers ,,ith tert:ar:· cducat on had the
highest mean kno\.\ ledge score (2.5 · 1.2) and lo,vest among careg1,crs ,, ith no forn1al
education (I. 7± 1.5). 

Table 5: Association bch-.ccn Carcgi\.crs' \Jean Kno,, ledge �cores and .\ge Group,
I{cligious Group and Educational le, el

\,Jean± �o t-, alue 
--- - -

P-, alue Variable� 

'\gc group 

524 )Cars

>2'> )'Cars

----

l�cligious group

( hristianity 

Islan1ic 

Educational Jc, cl 
--

T ert1ary 

5econdar)' 

Pnn1aT)' 

Arabic 

None 

---- Total 
------

2.l:i:l.4 0.460 0.647 

1.9±1.J 
--- ---- ---------�---

------::-':"7::-----

") ,., I J- -- I 9851.50 0.003 - -

1.7±1.5 

2.5 ± 1.2 

19±1.I 

2 I r I .3

2.0 ± 1.4 

1.7 ± 1.5 

-

5.405 0.000 

-----------------

2.0± 1.4 
----- -------

---
-
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Figure 2 illustrated the proportion of the caregi,·ers· children ages 0-23 months ,vho

received vaccinations before (at any time before) the suney. �1ore children had recei,ed

OPVl (78.8%), DPTl (79.4%). HBVl (78.6°1o) than BCG (63.5°,o) and OP\'0 (-l2.33°/o).

-

80 

70 
63 5 

60 

so 

20 

10 

0 

BCG 

43.2 

------ -

78.8 79.4 78.6 

32.5 31.6 

27 .2 

-

12.5 11.3 

5.8 

-- -- -

o���

DPT! OPVl HBVZ DPT2 OPV2 DPT3 OPV3 HBV3

OPVO HBVl 

vaccine/Supplement

MV YFV Vil.A

b ,tioeus and s11pp/e111e11t receil'e<I before

Fig11re 2: Proportio11 of c/1il<lre11 )' a, o 
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Figure 3 below shows the percentage distribution of responses among caregi, ers ( onl)'

mothers) who ever received tetanus toxoid immunization (TTI-TI5). r-.1ost (93%) of

women of reproductive age intervie\l.-ed had ever received tetanus toxoid immunization.

23, 7% 

300. 93°/4

--....___ 

_______________ ,,,_

Fig11re 3: Perce11tage tlistrib11tio11 of 111others bJ' tetn11115 to.toitl ,•acci11atio11.
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Figure 4 shows that only 5% of the caregivers mentioned that the) \\ill not present their

children on the next immunization appointment dates at the same health facili ties \,here

they were interviewed; and showing their reasons in figure 5, the) \,ere change of

residence (23.9%). too long waiting time (26.so,
0
). long distance to health facilities

(26 .8%), repeated vaccines stock-out (9.8%) and poor facility (7.3°'o). 

336. 95°/o
---- _____ :::_::.:::..---1r ------

D Esl 

Of\JO 

-
1· -oif-caregii•ers 11•il/i11g

Fig11re 4: Propor ,011 
10 bri,,g their chiltlre11 for the 11e.�t

. ,·zat,·011 ,,, t/1e sa111e /1ea/t/, fi:retl post.
11111/lllll ,, 
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I 

I 
I 

I 

I 

I 
I 
I 

Vl 

- - -
-- ---------

Fully i,nmunized 0 

Travel 0 

UJ 
Poor facility 

I �"' 7 3

Ct1a11ge of residence t -- -______ _j] 29.3

Too long \111aiting time t .., 
_ _______ ...,, 2 6.8

Poor treatment 0 

t.011g clista11ce to tl1e ��r- [ 

Re r)eatecJ vacci11e stock out ... [ __ _.1 9.8

j 26.8 

20 

RESPONSES(¾) 

-

I 

I 

/JO 

Fig11re 5: Perce11tage tlistrib11lio11 of res110114ies to 11•lt;• so111e caregii•erJ 111a;1 1101 prese11t 
t/1eir c/1 iltlre11 for t/1e ,,e:rl i1111111111izatio11 np/JOi11t111e11t at tlte sa111e fiterl post. 
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4.2. RESULTS OF RESPONSES FR0�1 THE Th'L\1L�1ZATIO� SER\'ICE
PROVIDERS.

4.2.1. Response Rate: Seventy-two (72) healthcare \VOrkers agreed to be inten·ie,Yed

and completed their questionnaires out of ninety (90). Out of the 72 consenting health care

workers, seventy (70) were immunization service providers (ISPs) performing the role of a

vaccinator. recorder, health educator or supervisor at the health facilities. The rate of

refusal was twenty percent (20%), principally due to tight \\'Ork schedule. ,,ork o, erload. 

or lack of interest in the stud1. 

4.2.2. Demographic Characteristics (N=70) 

Table 6 shows demographic charactenstic (age) of the ISPs The n1can age of the ISPs ,,as 

31.5 ± 8.3 years. 

T bl 6. Age Distribution of ln1muni1�ion Sen ice Providers
__ a c · - Percentage 
Age group (years) Frequency 

------;;:;-i------ - 27.1 19 <25 

20.0 14 25-29
---

I 4. 3 
-

-
10 30-34

21 4 
15 35-39

17. I
40+ 12 

100.0 
-- 70 

Total 

3 I .5 years 
Mean 8.3 
SD 
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Figure 6 shows the distribution accordmg to sex of the ISPs Fifi)· t\YO (74%) of the ISPs

were females and eighteen (26o/c)o \'-ere males.

-----------

female 

52 

74% 

---

---·-------------

Fig11re 6: Perce11tr1ge rlistrib11tio11 of llte /1111111111i:,alio11 Ser1•ice Prol'iders (JSPs) bJ' se.\· 
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Table 7 represents the distribution of the ISPs h) professional group and �1>es of health

facilities. Sixty seven (95.7%) of them \vorked at the public health facilities ,vhile only

three ( 4.3%) worked mainly in the private hospital.

Table 7: Distribution of ISPs bl'. Professional Groue and Facilit) T� ee
Category of Count/ Operating 

Authority 

Public 

Private 

Health 
\Vorker 

Intervie,, ed 
Registered Nurse 

Registered 
Midv..·ife 

-

Enrolled Nurse* 
CHO 

CHEW 
--

Percent Seconda11• 

N (%)

N (%) --

N(¾) 1(1.5) 

N (0/o) 1(1.S) 

N (%) 4(6.0) 

FACILITY TYPE 

Health 
Center 
2(3.0) 

8(11.9) 

10(14 9) 

1(1.5) 

7( 10.4)

Primal)' 
Health 
Post 

l ( 1.5)

1(1.5) 

1 ( 1 5) 

l-l(20 9) 
-

..

Clinic Total 

1 ( 1.5) 4{6.0) 

2(3 0) 11(16.4) 
5(7.5) 16(23.9) 
1(1.5) 4(6.0) 
7(10.4) 32(47.8) 

Total 6(9.0) 28(41.8) 17(25.4) 16(23.9) 67(!00} 

d N N (0-'o) 1(33 3)_ --=--�---------Registere urse _,_ _______ _ 

-

Registered __ 
Midwife _ !::U01o ..... )_2(66·7)'---- ------

1Q3.3) _  

2�6.'!)_ 

-- 3(1002 
0/4) 3(}002 -- -- -- . Total N r 01

. , •/ / be reoisterecl H'ifh the \11rs111.� l//1(/-
,r; I '\111g office, l, o ,:-, 

IC,) (Enrollee/ V11r'ie * i.\ er cerlr; 1ec. nu,, 
. . t1c111g lic.en\e is\Ue(/ to the111 hJ· \ \ 

, 'l(V\IC') th11\ht1.\1101J1ac 
Alichl'il'etJ' ( o1111c r . , , 
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4.2.3. Kno,vledge and Practices f I . . 0 mmunization Sen ice Pro,·iders (ISPs).

Tables 8 presents the lSPs· res . . ponses to knov.·ledge item of a maximum of fourteen pornt

scale. Most ISPs correctly ide t· fi d p · . n 1 ie ol1omyelitis (94 .3°1a). Measles (85. 7°1o). Diphthena

(84.)
0/o) among others vaccines pre\·entable diseases but a fe\.\ ISPs did not kno,, that

Tuberculosis (24·3%), Tetanus (20.0%) and Pertussis (17. l 0/o) ,,·ere preventable b)'

vaccination. 

Among the vaccine preventable diseases presenting feYer correctl) identified b) the ISPs 

were Measles (80%), Poliomyelitis (60%), Pertussis (55.7°,'o), Diphtheria (-+-+.3). Tetanus 

(38.6%), and Tuberculosis (40%). Fifty four percent of them correct!) stated tl1at a sick 

child should be brought for immunization (Table 8). 

Majority (70%) 0 f then, identified that the) k.nc,, the s1, ( 6) k.c) n1cssagcs lor e, er) parent.J

· f II · · ation of a child and 88.6% correcll) stated that a parent of
guardian to ensure u 1n1n1un1L , 

. 
. d I 'Id I tld be inforn1ed of ,vhat ::.idc effects n1a) occur (Table 8)

the 1n11nun11c c 11 s 10L 
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Table 8 Distribution of ISPs' Res 0 P nses to Kno,, ledge Items on Routine Immunization

-variable

-Please identify all the target diseases that you kn h.ld . . O\v c 1 ren are protected against by 1mmun1zat1on. 
TUBERCLLOSIS 
POLI01v1YELITIS 

PERTUSSIS (WHOOPING COUGH) 
DIPHTHERIA 

TETAl\uS 
MEASLES 

Responses 
:\ = 70 

Yes (0
/o) i\o (%) 

75. 7 24.3 

94.3 5.7 

82.9 17.1 

84.3 15.7 

80.0 20.0 
85.7 14.3 

--
-··-:-:-"-7----::--=---:----------- - - -------Should a sick child be brought for immunization? 54.3 45. 7

What illnesses that may cause fever are preventable b1

im1nunization? 
TLBERCL l.OSIS 
POLI0\1't ElllIC:, 

Pf R'fl. SSIS (\\llOOPI�G COL Gil) 
DIPill'IILRI\ 

rr 1 , "-L � 
1\11 \\l l � 

Do you know the six (6) key rncssagcs for c,·cry parent/ guartlian 
to ensure full i111111unization o f  a child? 

. . I I 'Id b inforn1�d of,, hat side
Should a 1Jarcnt of the 1n1n1uni,cc c 11 c 

effects ,nay occur? 

40.0 60.0 
60.0 40.0 
55.7 44.3 
44.3 -- 7 ��-

38.6 61.4 
80.0 20.0 

-

70.0 30.0 

------

88.6 11.4 
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The overall mean knowledge s f core O the ISPs ,vas 10.1::::2.0. About one-third (37.l %) of

the ISPs scored below the mean kn ·I d · · ov. e ge score The maXllllum and m101mum scores

were 13 and 5 respectively. The relationship bet\veen the ISPs' knO\\ ledge and training on
'-' 

routine immunization is described in Table 9. The mean k.no,,ledge scores of the trained
-

ISPs and those who were not trained \Vere 10.1±2.1 and 9 .8= 1.8 respecti,el). The ISPs ·

mean knowledge scores by training were not significantl) different (P>0.05).

The relationship between the ISPs and rank (qualification) ,,as also described in Table 9. 

The mean knowledge scores of CHO, Nurse and CHE\\ \\'ere l 0.5± 1.9. l 0.2±2. l and 

9.9±2.0 respectively. The ISPs' mean kno\.\ledge scores b) rank. ,,ere not significant!) 

different (P>0.05). 

Table 9 also describes the relationship bet,\ccn the t<-;Ps and) cars of experience The n1can

)'car, 1-4 ) cars. 5-9 years and l O years of \\Orking
knowledge scores of those \Vith < I

. 2 3 IO 'J±. J 8. I 0.4± 1.1, and 11.0� I 5 respccti, cl) 1·11c ISPs, n1ean
experience were 9. 70± · , ·-

b J... were not significant!) different (P>0.05).
lu10,vlcdge scores ) ran 
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Table 9: Relationship behveen ISPs' Knol,·ledge and Training, Rank (Qualification) 
and Y cars of Experience

V ariable Mean±SD t-,alue P-value

Training on Routine Immunization

Trained 10.1±2.1 

Not Trained 9.8±1.8 0.448 0.656 
• 

Rank of JPs 

CHO 10.5±1.9 I 

Nurse I 0.2±2.1 0 ')
'"' 

-
__ .,) 0.791 

CI-JEW 9.9±2.0 

Years of Experience 

<l 9. 70±2.3 

1-4 I 0.2 I 8 O 964 0 415 

5-9 I04t.l.l 

>10 11.0±1 5 I-
- .,--

10.1±2.0 
1 otal 
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Distribution of the ISPs' responses according to their roles (\'accination. recording. healtheducation. supervision) and indi cators of select b t . . . . . es practices for rouune 1mmuruzauon service delivery is presented in Table lO.

Fifty one (72 9%) of 70 ISPs in th· d . . IS Stu Y 1nd1cated vaccination as the role the� perf om1during RI sessions. Indicators O J b · . n se ect est practices m vaccine handlino sho,,·ed that::, most (92.2%) ISPs (vaccinators) c nfi a ha h · · o rrme t t t ey stored ,accmes in cold boxes tomaintain the cold chain; while majority (82.2%) of them arranged vaccines in refrigerator(usually at the LGA cold store) based on their sensitivit}· to heat and freezing (Table I 0).

Indicators on best practices in monitoring and evaluation sho\, ed that a large proportion l 

(77%) of ISPs (vaccinators) stated that they esllmated the target population for routine I 
immunization; and 78.4% of then, menltoned that they filled out the stock. sheet proper!) 
whenever vaccines are 111oved ( fable I 0). 

. · · · · ection safel) n1anagement of \vastc sharps revealed thatIndicators on best pract ices 111 111J 

. ) d' d used needles and syringes ,, ithout recapping intoall ( I 000/0) lSPs (vacc1nators ispose 
1 r ,a of used c;afet\ boxes and other ,vastes short!) safet) bo\.es; 930,,0 of then1 proper) c ispos� 

. . . . d 96 1010 of then, used singlc-doc;c needles and syringes toafter in1mu111zat1011 sessions, an 
. d t r 011 best practices in co1nn1u1ucation to . Similarly, in ica o adn1inister son1e vacc111es. 
Sp ( Ccinators) infonned the caregivers abotit 

t (94 1 %) I s va 
caregivers revealed that mos · . . . . d the importance of the routine 1mmun1zat1on d. ases (IPDs) an 
immunization preventable ise 
scl1eme (Table 10). 
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Indicators on best practices in community mobilization for Yaccination sho,Yed that 80 4%of ISPs (vaccinators) perfonned IEC (information/education counselling) on immunization
during their outreach activities; and 70.6% conducted actiYe case searches or communit)·visits for children who have missed their immuni zation appomtments (Table 10).

Table I 0: Distribution of ISPs' roles by selected best practices
Response: 

ISPs' roles during routine immunization sessr��s 
Vaccination* Recording Health Supe�;1�100

N=Sl N=25 education "\-
N=32 

Best practices in (l!.!:n�d�ic�a�to�r �s)L ____________ _  ___.:�::'...::....-------vaccine handling 

Percent of JSPs/vaccinators st?ring 
vaccines in cold boxes according to 
cold chain standard 

• Percent of ISPs/vaccinato�s storing 
arranging vaccines _i� �efr1gera tor 
based on their sens1t1v1ty to heat 
and frcc;,ing_ _ �- ---

monitoring and evaluation 

Percent of ISPsi\.accinat�rs 
cstin1ating target population 

P l Of ISPs/vaccinators filling erccn 
cl' to out the stock sheet accor ing

are standard whenever vaccines , 
n1oved 

Percent of ISPs/\ acci11a�ors 
data on recording target a11d antigen_ .

' 
a sheet or in a 11otebook/reg1�te1 --

cinc11t of injection safety/ manag 

,,aste sharps 

. nators us111g a Perce11t of ISPs, \ ace, 
die for single dose S) ringe and nee 

each injection 

. tors using Percent of ISPs, \ accina 
ed 11eedle safety boxes to contain us 

· h t recappingand syringe \.\itt oti 

47(92.2) 23(92) 

42(82.4) __ -- ---

39(76.5) 19(76) --

40(78.4) 20(80) 

--
22(88) 

--

49(96.1) 
--

51(100) 
--

10(100) 

9(90) 

10(100) 

9(90) 

10(100) _ 

9(90) 

10( I 00) 
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percent of ISPs/vaccinators doin 
proper disposal of used safety 

g 

boxes/ wastes -
:::.::����;:;----�S0!{1(9�8L> _ __?_2�-<.!Q!!L_--=-__ liill�-communication to caregivers 

:> 100) l 0(100) 

Percent of ISPs/vaccinators 
informing parents about 
immunization preventable diseases 
(IPDs) and the importance of the 
immunization scheme 

-=��
---�4�8(�94!:.1!2_) _ _;2�4.(2(9�6)�_r32�(�1O�O)L_!l�O(J.!10�02._) _

community mobilization for 

vaccination 

Percent of ISPs/vaccinators doing 
fEC on immuniLa tion during 
outreach activities 

Percent of ISPs/vaccinators 
conducting active case searches or 
community visit to find children 
who have missed their 

41 (80.4) 18(72) 15(78.1) 9(90) 

immunizati9n appointment 36(70.6) 17(68) 21 (65.6) 8(80) 
--: where best practice is not applicable to role perfonned during imn1unizat1on sessions 
Vaccination*: Fifty one (72.9%) of the ISPs in this study functioned as ,accinators during RI 
and their response rates were used in this stud) as indicators of the select best practices of the 
ISPs on RI. 
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CHAPTER FI\'E

S.O DL�CLSSIO'\

5,1 General Information: Both th e caretakers and ISPs constitute ke) groups of
stakeholders, one on  demand side and th th e O er on the suppl) side. \\ho are Yen critical to t heJ 

overall results, outcomes and even impa t f . . c O routine immunization sen ice deliYen . The findings. -

from this study describe the knowled e a d . g n practice of caregi\ ers and immunization sen ice

providers on routine immunization services fi ra1 . . . rom seve commurut1es \Vttlun G\,a!!\valada LGA.
-

FCT, Nigeria. Overall, knowledge of the caregi·vers and ISP Rl · 1 hi h · fi d th s on 1s O\\ ,, c m orme e1r 

practices regarding immunization. 

5.2 Socio-Demographic Characteristics of Respondents: On the den1and side of the 

immunization service delivery, this study shows that most (97 .5°/o) of the caretakers \\'ere ,, on1en 

of reproductive ages 15 - 45 years (table 2, r igure I). This age group ha!) been reported for n1ost 

caretakers Male respondents only account for less than 1 percent (table 2). fhis could be 

attributed to traditional vic\.vs and social roles of ,,·on1en 111 respect of care for the children in 

most Nigerian con1111unitics (/\dck.unlc. 1978: \111inu and ;\glc. 2003) or le'>� cn1phas1'> on 

fathers' roles i11 i111n1ui1ization. 

d G i (' 3 7%) together accounted for 63. 7°1
0 of the

T,,o etlmic groups. I-Iat1sa (29°10) an ,,ar - · 

• . 1 tl s \.Vhich also include Gede, Koro. Bassa and
caregivers. Tl1ese are a1nong the origina set er · 

. d'n Yoruba and Igbo accounted for 23 6% of the

Fulani (Table 2). Other etlmic groups inclu I g 

. f vernment fron1 Lagos to Abuja in 1991

caretakers inter\ ie\ved. Tl1e final relocation o go 

. · t population of other Nigerians and

brought about a

expatriates- into

. fl f people-
massi \ e in ux o 

I d Area council
Gwagwa a a 

1n1m1gran 

(LGA) which stands out as the second n1ost
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coSJ11opoliran city of the FCT after th e capital city (N. . igena National Population Commission.census. 2006). 

Level of education and occupation ar b . . e as1c md1cato f 
. 

rs o soc10-economic status of a population
(Parks, 2005). In this study, two-thirds (61 10 • 1/o) of the caregi\'ers mostl) (97.5°,o) females had at
least primary education while 34 4o/c of th • 0 em were 1· non iterate. By occupation. many (23.4°,o)
\Vere housewives, followed by farmers (2 l .3%) . . , petty traders (20.4°,o), ci,il servants (16 7°10) and
artisans (16.7%), few (1.4%) were unem l db P oye ut none of them v.·ere students or ,Yholesale-
traders (table 2) Apparently, these proportions of educational level and occupations of the
caregivers in this study indicate their poor socio-economic status

The other groups of respondents were the ISPs, ,,ho are simpl) designated health care ,,·orkers 

handling immuniLation services, as a vaccinator, recorder or super. 1sor In this stud). 70 

consenting JSPs frorn the imrnunization setting completed the self adn1inistered questionnaire. 

The JSPs, aged 20 to 56 years (111ean age 3 I .5 years, standard de, iation 8.3 years) ,vere 

predominantly (74%) fcn1alcs (table 6). Most (95.7°1

0) ISPs ,,·or"-cd n1a111ly at the public health 

facilities and only 3 ( 4 .3 % ) of thcrn ,vcrc fron1 the fC\\ pr1 , ate health establishn1ent (table 7). \\ e

I b d I f ti .·,,ate licalth providers did not pro\idc 1111111unization set'\ icesa so o ser,1c t 1at 1110s t o 1c pr 1 , 

· 
· · · II l b ·ntcr\ ie\\Cd later disclosed they ,,ere neither lSPs nor\\h1le fe,v (2) ,:vho agreed 1n1t1a } o e 1 

. 1 · . agen1cnt. r ron1 the public health facilities, a large
pern1itted to orant the inter, 1e ,v by t 1c11 man 

t;;:, 

. . . viders were Con1munity I-lealth Extension \\'orkers
propor tion ( 4 7. 8°10) of tl1e 11111nu11 1zation pro 

· tered n1idwife and enrolled nurse) accounted
( ff ( · t ed nurse reg1s 
CHEWs); the nt1rsing sta reg1s er ' 

. . . 
·r . and 100% fro1n the private in1111un1zation

for 46.3% of the ISPs at the public health facr rt1es 

.d. in,nlunization services espec1all} at the. staff prov1 ing 
setting. Shortage of trained nursing 

. . 
. d . vate is not consistent ,v1 th the \\i ard

) both pubhc an pr1 

Priinary Healtl1 Care Centres (PHCs 
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�1inimum Health Care Packa ge and th1· s mav be attrib 
. . ak 

. uted to the acu· . . f th . 
dec1s1on m ·ers and local g 

on or 1nact1on o e polic) 
ovemment authorit1·es

. The ope t' nali 
that government defines . . 

ra 10 t)· of the package reqmres 
minimum health manpo\\·er re · · 

infrastructure and services c.0 th . 

qurremenL eqmpmenl drugs. 
"r e pnm h ary ealth centre (NPHCDA ' . 

acknowledges that man 1 
· _007). This plan of action 

Y ocal gov emment authorities .. 
. 

and commuruttes ma\ possess enouoh 

resources to provide services b d 

J :::, 

ase on all th 
. 

e components of PHC f.\'PHCDA. 2007). The 

adequacy and distribution and of h uman resources fi 
. . . . 

or prunaf} healthcare sen ices especiall) 

1mmun1zat1on service delivery is h . . owever not \\tthin th . . e scope or obJect1\ es of this stud\. but an 

emerging health system factor for furth d 

· 

er stu }. 

5.3 Kno,vlcdge and Practice of Caregivers on Routine Immunization 

o e consenting caregivers. n1ajont) (56.2°10) brought findings from this study show that f th 436 

their children for in1muniLation onl}, 28% for child's illness onl) and 15 g0
.0 for both child's 

imn1unization and trcatn1cnl of illness. This implies that the) ,\'ere 1nfon11ed of or probabl)

assumed these pri 1nary health care SCI'\ ices including routine in1n1un1zatton are pro, ided at these

health facilities, and dc1nonstratcd a posit1\e n1ob1ltzation response on the dcn1and side of

service del ivcr,. It has been docun1cnted that parental 1,.nO\\ ledge of, accinalion and the diseases

that vaccines protect against is an in1portant determinant in the decision to vaccinate their child

(Bond L, Nolan T, Pallison P, Carlin J., 1998: 12: Meszaros JR., Asch D.A., Baron L Hershey

J C K S h art B Zaglo J 1996). Though the cha1u1el of their information is not

· ., unreutl1er I-I., c v.. z- u · ., 

. . . xplored and found to be mostly (84.7%) l1ealth workers.

an obJect1Ye of this stt1d, bt1t vvas e, 

h aregivers brought their children aged 1 to 24 months

Specifically, this study revealed that t e c 

f: ·rties (table 1), and were mostly (91.I<ro) infants (less

for routine inununizations at the heallh act 1 

5 6±4 4 months. Their ages are found consistent \\'ith

than one year old), and the mean age was · 
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lhe elig ible age group for childhood . . routine 1Illmunization scheduled b,· the \\THO and �1oH/NPHCDA (National Immunization Policy, 2003).

caregivers' knowledge about the dis . . . . ease and the vaccine 1s a predictor of higher ,·acc1nat.1on
compliance (Joseph N' Subba S., Nelliyanil M., Kotian S .. Haridath A .. Attavar S. et al. 2011).Findings on knowledge of the caregivers on RI sho,ved that only 17.2°/o of the caregi,ers kne,,
that a child should receive four doses of oral polio vaccine OP\' from birth to first birthda�: a
few (25.5%) of them correctly mentioned that a child should receive three doses of diphthena­
pertussis-tetanus (DPT) vaccines: and only 3 (0. 7°/o) correctl) mentioned that a child should
receive one dose of Measles vaccine (MV) at 9 months of age. These proportions shO\\ed critical
knowledge gaps on schedule of child's immunization among the careg1, ers. It has been reported

that caregivers who regularly immunized their children had better knO\\ ledge tl1an caregi, ers

\-vho delayed child immunization. Delayed vaccination has been attributed n1ainl) to deficient

· r: 
• 

b t tl,c ·importance of vaccination al tune or the tin1ing of\ acc1nation (Nadia Abd 1n,ormat1on a ou , 

El-l lan1ed Montasscr, l{andah Mohan,ad l lclnl, ct al., 2014) 

. ter\'ie\vcd in this stud) 111cntioned that the) Furthern1ore, n1ajority (61 5 010) of the caregivers tn 

. � . ization adn,inistered to their children and . of the spcc1tic 11111nun . \Vere a\vare of tl1e side effects 
. . ance This 1s another knO\\ ledge gap• 

. o ) also registered their ignor . 
more than 011e-th1rd (34.41/o 

ted some mothers refused to complete . It has been repor 
lead to delayed \ accinat1on. \-Vhich may 

. side effect (Ozkaya E, Eker I-II I, 1 about vaccine . I anxiety )eve s child vaccination due to hig 1 ' ' 
r e N 2002), and some parents G Duval B. Bou iann 

701 O· De SerresAyca11 N. Samanc1 N, .., ' 
1 vaccinated (Freed GL, Clark SJ, . . de effects w ,en " 

. . 
l t have serious s1 

believed that their cl11 ldren mig 1 

. MM 2010).
C Oa\JS Butchart AT, Singer D · · 
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A further analysis of this result h s owed that no . . sigruficant difference existed in the careciYers ·
mean kno\vledge scores by age (p>O 05 

-
. ), but the mean kn I d . 

h o,-. e ge score of the caregiYers ,,. o 
\Vere Christians (2.2± 1.3) was significant . 

-

ly higher than Muslims (1. 7±1.5). (p<0.05). Similarl).
there \Vas a statistical[ y significant d. ffi 1 erence between education and mean kno,, ledoe score of

C, 

the caregivers. Caregivers with tertiary d e ucation had the highest mean kno,,ledQe score
-

(2.5± 1.2) and lowest among caregi ·th vers \VI no formal education (1.7±1.5). Le\'el of mother·s
education and religion has been linked to kno,vledge and practice of care!!iYers on immunization-

(CDC, 2009) and consistent with the findings in this study.

Regarding caregivers' practice on immunization, findings in this stud) revealed that ,·accination� I 

already received by the children of the caregivers at the t1n1c of intef\ ie,, included BCG

(63.5%), OP111 (78.6%), /!BVJ (78.8%) and DPT/ (79.4°10). DPT3 (12.5°10), OPr'J (11.3°10).

f!BJIJ (5.8%), and All' ( 1.2%), while n1ajorit} (93°
·o) or the caregivers (n1others) thcn1selYes had

ever received tetanus toxoid ( fT) vaccinations. Gi, en the n1ean age of the children as 5.6±4.4 

I · I · t d b t pi·act,·cc should be that 90 to I 00
°10 or the children had received BCG,mont 1s 1n t 11s s u y, a cs 

d Dp·r I &2 vaccinations at IO ,veeks (about Jn1oths) of age. Sin1ilarly.
OPV1&2, IIBV1&2 811 ' C 

d 9 111onths and above, ,vere expected to have received
18% of tl1ese children. who \vere age 

1neasles vaccination, but onl} ) •2
010 did. The gaps here suggested a practice of delayed

. ·ri d tllat adherence to vaccine schedules tend to be
d. l a\e 1dent1 1e ' 

vacci11ations a11d otl1ers stu 1es 1 

b ti" fall due to various factors, including IO\\
. . . . but su sequen J 

highest at birth for hospital deli\eries, 

1 d gaps between avvareness and adherence to
. ecific schedu es ru1 

levels of knowledge of vaccine sp 

vaccine scl1edules. 
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IL \\'as observed during the study that there ..., . • . . . as stock out of BGC and \ ello,\' Fe,·er ,acc1ne.s in
most health facilities in the LGA durin th g e penod of this stud�-- The gaps beh\·een the expected
uptake and the actual uptake of vaccinat· .. ions of the eligible children are indications of action and
inactions within the immunization s · d . ervice elrvery system ,vhether the demand side or the
supply side and need to be addressed to ensure fully immunized children b, 12 months of age .• 

In Nigerta, a child IS considered to be fully immunized at the completion of a dose of BCG
vaccine againSl tuberculosis at birth or soon after; three doses of DPT for the pre\'ention of

diphtheria, pertussis (whooping cough), and tetanus; at least 3 doses of polio \'accine: and a

vaccination against measles. The DPT and polio vaccination should be gi\'en at appro'\imatel) -l.

8, and 12 weeks of age; there is also a dose of polio vaccine that should be gi,en at birth. 

Measles should be given at or soon after the child reaches nine months. \\'.H.O furtl1er 

recommends that children receive the complete schedule of vaccinations before 12 n1onths of age

and that each vaccination is recorded on a health card g1,·en to the parent or ca.rcg1, er (\\ 110,

· 1 b d that n,an" of the carcgi\'crs ,vcrc gi\'en c:\crcisc books ,, here
2004). In this stuc y, \,\,'C o serve , , • 

the vaccinations given to the children \Vere recorded

. . 1 d related to \ accines sho,vcd that those who. · b t perceived knO\\ e ge 
Caregivers' sat1sfact1on a ou 

. . 
. t d significant higher sat1sfact1on co1npared to

. . f their children rcpor c 
practice regular vaccination ° 

. .  

. . fet" fever de, elop111ent, number of v1s1ts. . aard1ng vaccine sa ' , 
those vvl10 delayed the vaccination reo 

. . . . 
. enc . of delayed ,,acc1nat1on 111 their study

'tional vaccines. The fiequ )' 
or vaccine scl1edt1le, and addi 

. the delay \Vas for DPT (60%). This
l If of then1 1ncnt1oned that

l . l ·c11 inore ia \Vas I 0% 011 y 1n \,\, 11 
. . fi rrnation about the importance of

. due to insufficient tn o 

d · · was mainly · (32° ) h'l elayed ,·acc1nat1011 
. . led e about the vaccines /o \V I e

. . (52.5%), negative k.now g 

vaccination (56%). child illness
. health offices (Nadia Abd El-I-lamed

deficiency in the
vaccine 

about one quarter due to
77 
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Ntontasser: Randah Mohamad Helal N • l oha Elada . E 
· 

\\l, man �1ostafa. Fauna Abd El Rahman.
�fnged Saad and Soha Ham� 2014)_

Similarl)·: it \\aS found in this stud,· that 5°1
0 of thecaregivers mentioned they would n t . .o v1s1t the sam c-. •1

. e iac1 1t}· for ne:-..1 immuniz.ation appointmentand their reasons included too long .. 
\va1ting tim (26 go e - 1/o). change of residence (23.9°/o) and

repeated vaccines stock-out (9.8%). 

During this study. while waiting to co d · · · n uct exit 1nten 1e,, for some caregiYers. it ,,·as obsen ed
.. 

from the discussions between the ISPs and the moth t 
· · · · · th ters a , anous unmuruzanon sessions a 

some of the mothers did not attend antenatal care sen·ices. did not rece,,e tetanus toxoid

vaccination, were delivered of their babies at home or by traditional birth attendants. and did not 

want their babies to receive DPT vaccines due to their misconceptions about its possible side 

effects. These behaviours if not properly addressed ma) result into incidence of neonatal tetanus. 

diphtheria and whooping cough. Delayed vaccination among this stud) group n11ght be pointing 

at educational, religious and/ or ccono1nic d!ITcrcnccs that in1pcde cffecti, e con1111un1cation 

b I I I k . d tl,c caregi,crs L· ITcl.:t1,c con1111unicat1on begins ,,hen a health el ween 1ca l 1 wor ct s an , · · 

. . I k ... pie fron1 con1ing to a health facilit} and or ,,hat 'vVOrker starts th1nk1ng about '" 1at ccps pc.;o 

kccpl
.11g their ne,t appointnlents (l.,Si\lD. 2003) ·rhercfore, training.prevents tl1en1 fro111 

. . · e health ,,orh.ers · technical and con1111un1cation. r\ision can 1ncreas 
reinforced b1 st1pport1ve supe 

among the caregiYers Con1n1unity-focused health 
skills to pro111ote bel1a\ iour change

. orkers for increasing the level of awareness. . . . in the health crue \V 

communication act1v1t1es involv g 
. 

. . d its benefits may also be effective.
. . in11nun1zat1on an 

and knovvledge regarding routine 

. f ti caregivers was, the actions of the 5° 0
. portion o 1c 

. little as this pro 

For the sake of empl1asis. as
GA ,�:ill adversely affect the overall

the entire 774 L s 
of caregivers when replicated over
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�fontasser. Randah Mohamad HelaJ N ha• 1 0 El da · · 
a '\1� Eman �1ostafa. F atma Abd EI Rahman.rvtaged Saad and Soha Hamza. 2014)_ S imilarl}' it ... "- . . ' nas 1ound lil this stud, that 5°,o of thecaregivers mentioned they would not . . v1s1t the sam f; .1. 

and their reasons included too long .. 
e ac1 1ty for next imm11nization appointment

wa1t1ng time (26 go, • 0). change of residence (23.9%) andrepeated vaccines stock-out (9.8%).

During this study. ,vhile waiting to co d · · . n uct exit mterv1e,\ for some caregi\'ers. it ,vas obser\'ed-

from the discussions bet\veen the ISPs and the mothers t · · · · · th ta vanous immuruzauon sessions a 
some of the mothers did not attend antenatal care sen·ices, did not recei\'e tetanus toxoid
vaccination, were delivered of their babies at home or by traditional birth attendants. and did not j \Vant their babies to receive DPT vaccines due to their misconceptions about its possible side
effects. These behaviours if not properly addressed ma) result into incidence of neonatal tetanus,
diphtheria and v.,hooping cough. Delayed vaccination among this �tud) group 111ight be pointing 
al educational, religious and/ or ccono1111c d1flcrenccs that in1pede effccti,c con1111un1cation 

I I k d ti C"reg1' vcrs f ffcctl\ C C01111lllll11C..lt1011 begins \\hen a healthbetween hca t 1 wor crs an 1c " 
• . .1 k ... p ... oplc rron1 coining to a health facilit) and/ or '"hat,vorker starts th1nk1ng about ,v 1at Cl.:pS c 

. . . · tnlenls (USAID. 2003 ). Therefore. training,prevents tl1en1 fron1 keeping their next appoin 
. . 1 a Ith \vorkers · technical and com1nunication. . ion can increase 1e, reinforced by st1pport1ve superv1s 

I Caregivers. Con1n1unity-focused health I e an1ong t ,eskills to pro111ote bel1aviour c 1ang 
k s for increasing the level of awareness . . . . , . tl1e health care ,vor er comn1t111ication act1v1t1es 1n,olving 

. . . d ·ts benefits ,nay also be effective.
. i1nn1un1zat1on an I and kno\vledge regarding routine 

. . le as this proportion of the care givers was, the actions of the 5°/o
For the sake of empl1as1s, as litt 

.11 adversely affect the overall 
. 774 LGAs \VI 

the entire of caregivers when replicated over
78 
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inununization coverage or achievin full .
. 

. . 
g Y l11Unun12ed children in �igeria. ,,·hich ''"as earlierreported to have the world. s second lowest r ate of lIDmunization co,·eraoe and the oJobal centreof transmission of wild polio virus (WHO 

e o 

'2005). The \\'orld Health Report in 2000 e,·en rankedNigeria as the 187 th of the 191 member nat · � . ions 1or its health systems performance.

Another observation made during the study was that tha · . f th bl" h aJtht rna_ionty o e pu ic pnmary e 
facilities selected in this study required infrastructural upgrade and health ,vorkforce to improve
the effectiveness of essential health care service deliveI') including routine immunization (you
may please refer to photo plates in the Annex). This is consistent ,, ith the report that primal")
healthcare services are high! y ineffective and have deteriorated due to the lach. of in, estn1ent in

personnel. facilities and drugs and because of poor management of the e\.isting resources

(PAI IO, 2003 ). This speaks a whole lot about the fact that the health S) sten1. particular!) at the

primary level, is not working and is in a slate of collapse This could easil) be a,oided if the

goes through a reform and enhanced b) political con1n1itn1ent primary health care system 

essentially at the LGA level.

. 
ISP on Routine lmn1unization

5.4 Kno,vledgc and Practice of s 

. . ., . for rural as ,vell as urban population. cncics in 1111n1un1zat1on Health ,vorkers arc grass root ag 

t . 
1portant and the n1osl rel1able source

rses \Vere found the n10s ,n 
General practitioners ai1d nu 

. 0 1 A Stefano ff p, 20 l 0). In
I k I Augustynov,icz E, Z) . . . kn wledge (Roga s  a., regarding \ acc1nat1on ° 

ssed the knO\\. ledge of the his study also asse 
d assessn1ent. t order to achieve a balance 

. . delivery. A 14 point knov,ledge 
. immunization service . 

. . ders regarding unmunization service pro vi 
1 · s polion1yelitis, whooping cough,

t diseases (tubercu os1 , . s of targe score was aggregated from item 
. . fever presenting illnesses that

. r immun1zat1on, 
. k child ior

d bring a sic tetanus, measles), nee to
79 
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immunization can prevent (tuberc 1 • u os1s. pol1omveli .. · · us. \\'hooping cough. tetanus. measles). andthe need to inform parents about sides effi ects that can occur follo,\i.ng immunization. The totalscore \.vas computed and disaggregat d 
-

e over categ f h Of) o ealth ,vorker. years of expenence andprevious training on immunization Th · e overall mean kno,\ledge score of 70 consenting ISPswas 10.07±2.03. The maximum and mi rumum scores were 13 and 5 respecti\'el}. Fe,\ (37.1 %)rSPs scored below the mean knowledge score (table ).

This study further reveled that most ISPs correctly identified Poliomyelitis (9-l.3°,o). \1easles
(85.7%). Diphtheria (84.3%) among others vaccines pre\entable diseases but a fe,, ISPs did not
know that Tuberculosis (24.3%), Tetanus (20.0%) and Pertussis ( l 7.1 °10) ,,ere pre, entable b1
vaccination. Among the vaccine preventable diseases presenting fe, er correct!) identified b) the

ISPs were Measles (80%). Poliomyelitis (60°fo). Pertussis (S5 7°0). Diphtheria (-l4.3). Tetanus

(38.6%). and Tuberculosis ( 40%). Fifty four percent of them correct)) stated that a sick child

should be brougl1t for immunization (table 8). ISPs sho,vcd kno,, ledge gap about vaccinating 

I · k 1 "Id . 37 I o/c of them actually stated that sick children need not to be brought b)t 1ese sic c 11 ren, . o 

. . . · · 11 · inl lies lhat, an) eligible sick child 1nay be n1issed outtheir caregivers for 1mmun1zation. 11s P 

. ·d· to the national in1munization schen1e even afterfron1 bei11g vacci11ated at the right age accoi ing 

. . . 1 d , documented. like the caregi,ers. health being prese11tcd at tl1e !1calth fac1ht1es. As a rea ) 

\Vorkers tl1en1se l,1es son1etiines . eptions about in1111unization and therefore need have n11sconc 

. . tting sin1itar to their \VOrk environment . . best acquired in a se 
tecru1ical assistance. vvl1rch is 

. . ges \Vhich they can find 1n 1nanuals . mun1zat1on messa 
(us d . ti m1ation on key un AID, 2003) an in ° 

(National Jn1n1unization Policy, 
from international sources

from tl1eir country programme or
.d ltified that they knew the si'< (6)

. ·t (70%) of them t e1 
fi t that maJor1 y 2003; WHO, 2004). The ac 

I immunization of a child and 88 6°/o
d"an to ensure ful 

key messages for every parent/ guar 1 
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rrectlv stated that a parent of the imm. co • 
UIUzed child h . s ould be inf onned of ,vhat side effects ma,,

"'"cur (cable 8) was pointint! to that fact tha th 
• 

""' .... 
t e ISPs d 0 completely kno,, these kno,,ledge items

hich is critical to ensuring fully immun· d hi \\ ize c ldren.

The overall mean knowledge score of the ISP s ,vas 10.1±2.0 (table 9). The mean kno,,ledge

scores of the trained ISPs and those \\'ho w ere not trarned \\'ere 10.1±2.l and 9.8±1.8

respectively. The ISPs' mean kno,vledge scores b,· 1ra· · . "fi I d·iffierent1rung \Vere not sum1 cant , - . 

(P>0.05). By rank, the mean kno\vledge scores of CHO. Nurse and CHE\\1 ,vere 10.5:::l .9.

J0.2±2.l and 9.9±2.0 respectively. The ISPs· mean kno,,ledoe scores b, rank ,,ere not
0 • 

significantly different (P>0.05). By years of experience, the mean lillo,, ledge scores of those 

with <I year, 1-4 years, 5-9 years and 2:: 10 years of \vorking expenence \\'ere 9. 70±2.3. I 0.2± l 8. 

10 4± I. I, and 11.0± 1.5 respectively. The ISPs' mean kno,,·ledge scores by ran!--. \\'Cre not

significantly cliffercnt (P -0 05). Similar to findings in this study. it has been reported that

knov.ledge of health workers increased \\Ith higher basic qualilication and rccon1111ended the

I 
. • 1 · 1· blc c1ualt Ii cation for health ,,orl--.crs training. Proper

possibilit, of raising t 1e m1111mun1 c 1g 

• • 
• 

J • d reasscssnlcnt for all health ,,orkcrs 1s ncccssat')
intcr111ittent rcoricntat1on tra1n1ng anei pcrio ic '· 

13 
. An1rit ivlccna KC. Gupta P.P .. 1995)

for successful in11nun1zation progranlnlc ( air,, a

. . . f 011 anlong the ISPs (,acc1nators) in
. on routine 11nn1un1za l . 

Overall. i11dicators of best practices
. . . . . t building act 1, 1t1es, 1nentor1ng and

e attributed to the capac1 ) 
this stud)· \vas good and cot1ld b . 

. · NPHCDA and its Pa11ners on routine
. ort sponsored b, 

supervisory visits, n1aterial SUPP . showed that 92.2% of then1
select best practices 

. . . . . . fi t Indicators on
1rnmun12at1on and 1nJect1on sa e } · . . 78 4% filled out the stock sheet

. . d the cold chain, . 
. - d ma1nta1ne 

stored vaccines 1n cold boxes an 
d· 77% estimated the target

. es are move 
\\l1enever v ·acc 1n 

according cold c hain maintenance
81 

• 

• 

•

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



papulation for routine immunization· 980 • 1/o property disposed of used safer. boxes and other
wastes shortl:y after immunization ses . Sions; 94¾ informed the caregi, ers about immunization

� 

pre\'entable diseases (IPDsJ and the im POrtance of the routine immunization scheme. Ho,,·eyer.
periodic refresher trainings and supportive su .. pervis1on for ISPs on cold chain maintenance and
vaccines inventory management estimatin . ' g target population, monitonng. injection safet} and
health communication could help maintain the best practi·c (A. \\. d , K ,, R d es 1ssatou a e .... .. aren . . an 
Mamadou A.D, 2004). 

Some of the challenges or threats identified by the ISPs and caregiYers in response to the open

ended questions were predominantly health system challenges needed to be addressed to achieYe 

the goal of routine immunization in the LGN health facility level included the follo,,·ing. 

a. Inconsistent availability of vaccines in G,vag,valada LG\ and ,accines stock. out in the

health facilities resulting to increasing drop-outs: 

b. Poor support for outreach services cspcc1ally to the hard to reach scttlcn1ents;

c. Lack of dedicated vehicle for in1n1un11at1on sen ice at LGA health faciltt) level;

. 
I. I ,cn,ent in routine im1nunization sen1ce deliver);

d. Poor co111n1un1t} support invo' 

. . fi their babies due to fear of side effects and
e. Motl1ers refusing to accept DP r antigens or 

. . h Id not receive vaccinations:
n1isconccptio11s that sick children s ou 

d 
. 

ry health is deYOIYcd across the three
. condar)- an pr1n1a 

f. Respo11sibility for tertiary, se 
1 ·t t h di 1 pectively, but t 1e capac1) o an e

. 11ent - federal. state and loca res 

levels of go\ erru 
1 ·er levels Primary Health

d is n1uch lo\ver at O\\ 

. . . considerably, an 
responsibil1t1es \'ar,es 

1 . 1 . tile responsibility of the Local• 
\\ llC 1 IS 

. . tion services.
. 11nmun1za 

Care, and by e�tension, 
. acity/responsibilit) gap.

I brunt of this cap, 
A ) bears t1e 

Go\,.emment Areas (LG s ' 
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g. Funding constraints identified resulted more fr; om the failure to expend than failure tobudget. There are federa l  and state budget line items for routine immunization. but therelease of such funds is neith er gllaranteed nor t1Il1el1. The same thing happens at theLGAs. and to an even greater extent h .· . ere. pro\ 1s1ons are made but fund1no disbursements
are not As such, RI programs strug 1 g e to conduct basic operational tasks needed to
vaccinate children. For example, program managers and health \Yorkers complained
about the lack of funds to fuel hi 1 ve c es or take public transport to collect vaccines from
state or LGA cold stores. 

h. With the country's unreliable power supply, generators are a necessit). \\'here generators

exist, there is often no money to fuel them to maintain the cold chain. Solar fridges and

freezers lay fallow due to lack of maintenance. Partners like GA \'I. \\'HO. L l\lCEF.

DFTD, EL and USAID have helped make strides in some areas. but problems still ren1ain.

i. The federal govcrn1ncnt plays an important role in procuring and suppl) ing , accincs to

states and providing technical oversight. but because of the structure of Nigeria ·s 

"cdci·al go\crnn1cnt docs not ha,c authorit) to dri,c change at lo,,cr governn1cnl. the 11 

levels. 

d LOA level. because most barriers are occurring
Solutions 111ust be i111ple111ented at thc state an 

• . . • • 11 is needed to increase availability and . . d rnun1cat1on, p1ov1s10 
1n these levels. 111 pla11n1ng an corn 

. b I the all prinlary healthcare centres. both. . ervice dehvery at ot l 
access to routine in1mun1zation s 

. . 
d t. 1 and knowledge regarding routine. lete e uca 101 

. . I v. itl1 effects of incornp 
private a11d public; dea 

. · large population.
. d paranoia 111 . 

. . l1t lead to irrationality an 
1mmunizatio11, and 110\V this 1111g 

. 
1 ge 111 the context of in1proving 

. [i behaviour c ian 

. . 
. 

. rn,rnunicat1on or 
. Building local capac1t1es on co 

1 1 e and in1provc technical and
k , know ecg 

health wor ers 
·11 increaseroutine immunization W1 
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communication skills, and consequently infl . uence desuable behaviour among their rec1p1entcommunity. Comprehensive information ab . . . . . out 1rnmuruzatioI1J mJection safe� profiles and s1de-.. ffects is needed for effective commuru·h, b"Iizat· 
" 

� 1 mo I ion. Parents should be infonned aboutsible side-effects and what to do sh Id th 
pos 

ou ey occur. Independent experts \\1th k.nO\\·ledge of
phannacovigilance must be on hand to quickly investigate unexpected effects.

Parents and the general public should be briefed about the purpose of 1Il1Illunization progranunes
especially in children or  pregnant women. People and their culture, and problems that could
emerge, need understanding. Standing emergency committee is needed to manage sudden crises
and public relations, and for rapid deployment of experts on the ground or b) telephone if

necessary. 

. In addition to building capacity, continuous advocac) is required to guarantee that the S)sten1 is

I r. d d t all levels A firm foundation \\ith the capac1t) for supporti,e supervisionadequate y I un e a 

n1ust be in place first even be fore health \Vorkcrs arc trained 

. 
IO\\ (but not poor) an1ong both the caregivers and ISPs CONCLUSION: K11owledge about RI is 

. • • 1 • tud) Also lin,iting factors relating to . . on im1nun1zat1on in t 11s s . vvhich inforn1ed tl1c1r practices 
. . . . e . . d cceptance of 1111mun1zat1on serv1c 

r11a !1i11der continued prov1s1on an a the healtl1 systen1 Y 
. ble health care resources and . table and susta1na 

Consequently, su1 

. . 
deli,ery i11 the study area . 

. the RI demand from the rec1p1ent 
tl1e l1ealth syste1n. increase

. 
interventions to strengtl1en 

bl" c and pri, ate pnmary health rvices at both the pu I 

I. . of RI se comn1unit) and eff ecti,,e de ivery 

care centres are strongl} re commended.
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R£C0�1I\JENDATIONS: 

poliC)' review and implementation. to· ensure that National Immunization Polic, is ,,·ell
. -

implemented, NPHCDA currently imple . mentmg NPI must . . re\ 1e\, its S) stems of operations and
ensure consistent development of the St t . p . ra egic lan like usmg defmite logical frame,York and
updates to capture relevant issues and a 'd . g ps I ent1fied through lessons learnt and consultati,·e
meetings with all stakeholders. 

The REW strategy for example, is very critical to improving and strengthening RI 1n '\igeria and

should be fully implemented. Strengthening a health care system in,ol\'es an ongoing effort.

,vith strong partner collaboration and continuous capacit) building. The process requires years of 

concentrated efforts and maintaining a functional system lasts fore\'er. All le, els of the health

care systein- health facility, ward, LGA, state, region, and nat1onal-n1ust understand and appl) 

the concepts of REW. 

t ron1otcs 0,,,ncrship an<l con1n1iln1cnl LOA and
Participator, plan11i11g and tools de, clopnlcn p 

• 1 . .. . forn,ation or health staff can set their o,,n. t . ollcct1ng base IIH� in ' 
health facilit}' staff can ass1s 11 1 c 

. . . . • t entrench a planning culture. One \\a} to
. d It is 1n1pc1at1, t; o 

standards by ,vhicl1 to be supervise · 
. . 

1 There are other 111ol1, ators besides
. . . . a recognition approac 1. ' 

accon1phsh this 111Yolves using 
t for others to 

tivation and encouragen1en 
be used as ,no 

. . ong peers canmoney-recogn1t1on an1 
1 ust realize that they play a 

I anaoen1ent tean1s a so n1 
t·ces Loca m o 

adopt good 1nanagement prac 1 · 
f 1 lth care and that their actions ( or

. I pects o 1ea 
. . . . and the techn1ca as 

crrtrcal role in both the political 

· . 
1 l as well.inactions) affect otl1er eve s 
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Supportive supervision  and trainin . g go hand-in-hand. providing the much needed reinforcement
training through continuous on-th · b -e-Jo coaching and mentoring. Routine use of an anal)t1cal
supervision check list with quant'fi bl 1 ia e scores documents the visit measures perfonnance. and
creates accountability. Health k . . 

\Vor ers need and want trairung on ho,,· to anal)'Ze and use their
own data; not just on filling in fonns and reporting. Simple, hand-dra,,n charts and graphs can be
used; a computer is not necessary. When immunization service providers understand the value of
their own data, data quality improves. Long-term structures must be put into place for training

future staff or for refresher trainings. A government-dri,en structure for capacit) building and

for maintaining standards is essential for sustaining an) health sen ice. Participator) and

practical training should be built into a long term structure for continuous capacit) building.

Reaching one t1uncJrccJ percent immunisation co, cragc: ,\s a priorit) progrru11111c this is one

of the 01ost iinportant public health activities that a health facilit) can undertake. In1111unization 

· 
·d h Id discuss these ideas together and carr) out these and other efforts to services prov1 crs s ou 

b l  · 11 tl1c catchn1ent area of the clinic is fully in1n1unized before assure that every cl1ild orn 

reaching his/her first birthcla) · 

b e l·n a prcgnanc)' register (ANC) and folio,\ up to be t ·oman } nan1 , I. Register each preg11an \\ 

. a regular basis. e, en if she delivers in a different 
sure that her cl1ild co1nes for i111n1un1zat1on on � 

. • 1 d \\nting the name on a ne\\ line each ti1ne the . are 1nco1 rect } use · 
institution. Ma11, registers 

. . 
· I I· 1e on the register is adequate to 1dent1f) the

tl1e clinic. A sing e 11 

mother or child con1es to
. . . 

th t child recording each 1mmun1zat1on recorded
child and follov. a , 

mother and then the newborn
. . 

d f yellow fever. measles and \ 1tam1n A having . nine months ose o 
until fully immt1n1zed with thc
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completed BCG, polio. DPT HBV• senes. A large box at the right-hand end of the line can
indicate full immunization and the date.

2 Wall chart - a wall chart can b · · . . . · th · 
· 

e mamtained l1stmg the names of children 1n the mon in
\Vhich they will reach their first birthday. Each child. as the) come to be immunized. is entered
once on that chart in the month of their first birthday. When the child completes full primar)
immunization his name is ticked off or a star is placed next to the name. Each month. an) child
in that month's box who does not already have a star next to the name \\-ill be acti\·el) sought out

and brought to the clinic to  complete full immunization if the ·yel!O\\ card' does not indicate that

it was already done elsewhere. This provides an easy to monitor tool for clinic staff to see \\ ho

has been missed out and they may take earl)' action. 

3. A cumulative coverage graph for fully immunized children to be kept on the ,vall of each

· 
· l I he super\ 1sor can sho,, hO\\' to prepare and n1aintain thisin,munilation service dcl1very po1n . 

graph showing progress each month. 

. b held bet,vecn nurses/ 1111n1unizat1on pro\ iders to see 
4. A n1issed opportunity contest can e 

I. . fi other con,plaints \\ho need to be inununized before
\vho can detect cl1ildren coining to c in1c or 

. d fi . having found and in1111unized the n1ost children.. . Nurses are recognize o1 
they leave tl1e cl1n1c. 

·11 con1n1unit, elders toAsk tl1e \ 1 age 
help celebrate a special in1n1unization day, perhaps a

. t time for inothers and children 011 a given afternoon or a Saturda)
particular!, con,en1en 

. . . ti'on and all children ,v1ll 1m1nun1za ' 
I. ·c \-\ill celebrate

m · g \vhen tl1e c 101 orntn 
. n can involve e\ eryone

d festive occas10 
traditional dancing, music a.11 a

community. 

co1ne. Drums, 

in the village 
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5. 1\-tobilize the schools to ha ve each child h go ome and check th . ·b1· 
. . . . 

d d b · th · 
err O\VD s1 mg s 1mmuruzanon 

car s an nng e1r siblings to the ct· 
.

. . 
-

1ruc if unmunizat· · · · 
_ • • 

&.UL.a ion 1s IIllssmg. This is a school health and 

education act1v1ty, which teach h es sc ool children the .unportance of immunization and uses then1 

to reach into every home their . , own and neighbours. to fmd u n -immunized children.

6. Ask the district office for transport for a . . 
special village outreach on an announced da) to 

enable clinic staff to provide an in1muni . . . 
zat1on service 1n the more distant villages of , our - . 

catchment area making it more conv enient. Adequate advance announcen1ent to that village 
-

through its leaders and key infonnants is very important. This n1a) be done ,, ith a special \'isit 

of your clinic supervisor who can help you organize and ,viii of course arranoe for , our 
0 • 

transport. 

7. Ask the village/ comrnunity ciders or responsible \von1cn \·oluntecrs in the \ illagc to collect

all immunisation cards of children under t\VO )Cars of age and bring those cards to the clinic.

Look at each card and dctcrn1inc \.vhethcr the child 1s either fully in1111un1lcd. or 1f further doses

are needed, clividing thcn1 into l\.VO piles. Return the cards to the \\.'On1en \olunteer shovving her

\\hich pile of cards belong to children \.vho n1ust return to the clinic as soon as possible to

con1pJete tlleir in1111unisation vvJ1i!e the other pile of cards \Viii be returned to children \vho are

full · . d d t required to con1e to the clinic (until later boosters are required).

y 111unun1ze an are 110 

d tu d On the srune day as this takes very little time to sort in the

Cards can be collected an re me 

f h 5 of the cards returned that are requiring further shots. If

clinic. A list can be kept o t e name 

. d cl1eck that these nan1es also appear there.

the wall chart and register are being use 
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8 Institutionalize Qualitv Assura / Q . ·d I · " nee uality Im pro, ement actions: Reproduce and ''1 e � 

d·sseminate the IEC materials on in,,..... • · . . • b d1 .... ,u11llIUZatlon to pro\. 1de , accmators ,,,th tools to e use 

during fEC sessions with mothers. Solve the logistical problems faced b� , accinators b)

providing motorcycles for immunization activities, in order to boost their moti\'ation. Update

vaccinators' tools to  include all the necessary headings (population, target date. antjgen) for

recording data on a tally sheet or in a notebook. and produce management tools 1n sufficient

quantity, especially infant cards, immunization cards and books. and stock. sheets. to a, oid 

frequent stock outs at health centers. Update the list of indicators to emphasize \'accine co, erage.
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CHILDREN UNDER I YEAR:

Contact Age Vaccine I Dosage r Route of administration/ 
l st At jBCG _ Site 

• 

birth OPVO 
0.05 ml i Intradermal Right L'pper Ann 
2 drops 

HBVI OraL' Mouth 
2nd 0.5 ml

6 OPVI 
1 Intramuscular (Thi)/ Cpper arm I 2 drops 

weeks DPT! 
OraL \1outh 

0.5 ml 
HBV2 

IwL Antero lateral th1oh 
3ro 0.5 ml

:::, 

10 OPV2 
. IM/ U poer arm 

2 drops T 
weeks DPT2 

OraL Mouth 

4th 14 OPV3 
0.5 ml IYl Antero lateral thioh 
2 drops 

:::, 

weeks DPT3 
OraL lv1outh 

1 
0.5 mJ IYL Antero lateral thioh 

HBV3 0.5 ml
:::, 

l\t Lpper arm 
5th 9 MV 0.5 ml Subcutaneous Left upper arm 

months YF 0.5 ml Subcutaneous Left upper arn1

Vitamin A 10.000 IU I Oral \ louth 

I I:,1 ANUS ·roXOID 1Mf\.1LINJ/,ATION �( l ll�l)lJl,l� I-OR\\ 0\1['\ 01·

CI III�DBbARfNG AGl. 
-

-
-

Dose Schedule 
-

- ---

TTl At first contact \_\;ith vvon1en of childbearing age, or as

early as possible i1UJrcgnanc) 

TT2 At least 4 weeks after TT I 
- � -

Atleast 6 n1onths after 11·2
r·r3 

TT4 At least I year after TT3 or during subsequent

oregnru1cv 
TT5 At least 1 year after TT4 or during subsequent

preg11ancy 

[ ,pected duration of 
_.c..:..rotection ---l

No ne 

1-3 years ____ __J
5 ye ars 
10 y ears 

All t he childbearing 
s ye::ir 
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CHILDREN l]1\.DER I YEAR:

Contact Age Vaccine 

I 
Dosage

I st
At BCG 
birth ! OPVO 

HBVI 
2nd 6 OPVI 

weeks DPT! 
HBV2 3ro 10 OPV2 

weeks DPT2 
4th 14 OPV3 

I weeks
I 

DPT3 
HBV3 

-

5th 9 MV 
months YF 

Vitamin A 

0.05 ml

2 drops 
0.5 ml 
2 drops 
0.5 ml 
0.5 ml

2 drops 
0.5 ml 
2 drops 
0.5 ml 
0.5 ml 
0.5 ml 
0.5 ml 
10,000 IU 

' Route of administration 
. Site 
IntradennaL Right l:pper Arm
Oral/ Mouth 

· Intramuscular (1�1)1 Cooer ann
Oral, Mouth
IM! Antero lateral thigh-
IM Upperann
OraL Mouth
INL Antero lateral thioh
Oral :Vlouth

� 

Iiv1 Antero lateral thioh
�

1 I�I Uooer arn1 
Subcutaneous Left upper am1

Subcutaneous Left upper am1

, Oral \louth 

I ET ANUS TOXOID IMMUNIZA f l  ON �CI 11 f)l L[ I OR\\ Oi\lL \. 01· 
CI Ill DBLARJNG AG�: 

Dose 
Schedule 

-
- -

TTI At first contact with ,von1cn of childbearing age, or as

earl�s �ssiblc in prcgn�nc) 

TT2 At least 4 ,vecks after [Tl L 

1-- At least 6 �onths after TT2 _
T'fJ 

- � 

L At least I year after TT1 or during subsequent
TT4 _L 

pregna11cy 
'--- At least 1 year after TT4 or during subsequent
TT5 

preg11ancy 

r \peeled duration of 
_protection 

No ne 

1-1 1cars ------1

5 1e ars
10 y ears 

All t he childbearing 
s year 
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RECOMME'f\TDED SCHEDULE FOR CHILDREN WITH HIV/AIDS Il\TICTIO'\:
Vaccine Asymptomatic HIV

infection 

BCG YES 

DPT YES 

OPV YES 

MV YES 

HBV YES 

YF YES 

TT YES 

Symptomatic HI\' ' Optimal timing of
infection immunization 
NO 

YES 
YES 
YES 
YES 
NO 

YES 

l At binh
I 

; 6,10.1..J ,,eeks
I 0.6. l 0.14 ,,·eeks

� 

9 months 
. 0 6 and 1 ..J \\'eeks' ' 

9 months 
.1d 5 doses as for \\ omen of Chi 

1 Bearing Age 
• 

• ., Source: National lmmuruzat1on Pohcy, 200.> .
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Appendix 1: Plates 
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d. .., Appen 1x _: Immun1zauon cove fr rage om August 2006 to Januan· 2007 in G,,·a�valada LGA

Month 1 S/No. 
COVERAGE BCG 

1 Aug. 441 
Seot. 0') 

. -

Oct. 671 
4 . Nov. 936 
5 Dec. 164 
6 Jan. 229 

DPT I OPV 
1755 ' 1866 
1266 685 
1103 1175 
4032 46998* 
825 1408 

' ' HBV . l\1EASLES 
1429 I 770 ' 
1322 ; 150 
1235 : 357 
1154 6976 
814 369 

2065 6} 184* I 5855 112 ' 

\'F , TI 
' 

677 875 
i9 1 960 
I 348 73-l 

-l34 I 1752 
.., -1 I -l 76.))_ I 

, 187 12-l2 

* NIDs and IPDs coverage added which include the under-five children.

• Annual Target Population for Routine Immunization: 6388

• Monthly Target Population for Routine Immunization: 532

• Distribution of vaccines is based on their availabilit) and target population of

implementing healtl1 facilities. 

• Stock balance is taken every time vaccines are supplied to these facilities. \\ hile stocl

balance is sent to NPI Unit Public Ilcalth D1\1sion rel. \buJa.

• 

r 

• 

104 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Appendix 3: 

LIST OF RECOG1'IZED HEALTH
. 

FACILITIES IN G,\ AG\V ALADA LGAPUBLIC HEALTH FACILITIESI 

CODE I
ROUTINE 

NAME OF HEALTH FACILITYGWAGW ALADA SPECIALIST
LOCATION IMMUNIZATION GRI01 HOSPITAL 
ALONG 0081 ROAD PRESENT .... GR102 1 KUTUNKU 1 HEAL TH CLINIC PRESENT 
OLD KUTUNKU

GRI03 KA YIDA TSOHO HEAL TH POST
KAYIDA TSOHO PRESENT -
GWAGWALADA

GRI04 GWAKO HEAL TH CLINIC PRESENT 
' ALONG GIRi-AiRPORT ROAD 

•
PRESENT GR I05 GI Ri HEAL TH CL INIC ALONG AIRPORT ROAD I 
PRESENT GRI06 ANAGADA HEAL TH POST ALONG SULEJA ROAD 

' 

'PRESENTGRI07 SHENAGU HEAL TH POST 1 GWAGWALADA 
PRESENT ._ GR I08. JUNGAN MAJE HEALTH CLINIC ALONG SULEJA ROAD 
I PRESENT

- ·

GR I09 YIM I HEAL TH POST YIMI GWAGWALADA IPRESENT 
'-

GRl10 _ WUNA HEAL TH POST IBWA, GWAGWALADA ... 
PRESENT 

00B1 HEAL TH CL INIC DOB I GWAGWALADA GRl11 
PRESENT 

GRl12 TSAUNI HEALTH POST GWAGWALADA 
I-PRESENT I-

-

GRl13 ZUBA HEAL TH CLINI� MINISTER'S HILL AF{EA --

ALONG GAC SECRETARIAT PRESENT 
RAF IN ZURFI HEALTH POST ROAD GRl14 - --

L- -

PRESENT --

WUM I HEALTH POST
ALONG IZOM ROAD GRl15 PRESENT 

GURFATA HEALTH POS.I_ NEAR IBWA VILLAGE -GRl16 AFTER DOBI ALONG OLD PRESENT 
IZOM ROAD 

GRl17 PEBEY I HEALTH POST
PAIKOKORE DOBI DISTR ICT PRESENT -I-

HEATH CLINIC PAIKOKORE GWAGWALADA 
-. -. -

'-ALONG G.A C SECRETAR IAT PRESENT GRl18 ----

ROAD 
OUKW A HEAL TH POST

--

GRl19 DOBI KAYIDA DISTR ICT, PRESENT 
GWAGWALADA 

BASIC HEALTH CENTRE PRESENT GRl20 
ALONG TOWN HALL ROAD

GWAGWA'-:H)A TOWN CLIN IC
GRl21 

ESTABLISHMENTS
-

• PRIVATE HEAL TH 
PRESENT 

[:;;]
G

�
W

�
A

�
G

�
W

�
A

�L
A

�
D
:

A

�
C

�
L

�
IN

:
l

=
C

�
&

---i�
K

�
UT

�
U

�
N

:
K

:
U

��;�-==�
P

:
RESENT GRl22 MATERNITY 

FRCN ROAD KUTUNKU 

�G�R�l2�3�J�EJ3RA�B_!jH�O�SfP!_!IT�A!::_L -----.-J...�-

---
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I GRl24 MARABA CLINIC & MATERNITY
GRl25 ALHERI CLINIC & MATERNITY
GRl26 IBWA CLINIC 

. UNIVERSAL NURSING &GRl27 ' MATERNITY HOME

GRl28 JAMAD CLINIC 

_ 
GRl29 . GONITA CLINIC & MATERNITY
GRl30 

GRl31 

GRl32 

GRl33 

GRl34 

GRl35 

GRl36 - - -
GRl37 

.... -

GRl38 

ALHERI CLINIC GWAKO

LIVINGSTREAM CLINIC

OJOCHIDE CLINIC 

YIMI CLINIC 

NASSARA CLINIC 

GIRi CLINIC AND MATERNITY 

NAKOWA CLINIC 

SALIU MEMORIAL HOSPITAL ZUBA -

ST MARY HOSPITAL 
- -

1 
OPP COOPERATIVE BANKGI.ADA PRESENT OPP YUSHAHAT HOTEL! KUTUNKU 1 PRESENT I 

i lBWA VILLLAGE PRESENT 
1 PAJKOKORE ALONG 0081 ABSENT ROAD I i ABSENT

DAGIRI 

1 DAGIRI ! ABSENT

ABSENT
GWAKO 

' 

I ABSENT 
ANGLE 90 NEAR UNIABUJA 

ABSENT 
IBWA 

• 

ABSENT 
YIMI 

ABSENT 
T/MAJE 

ABSENT 
GIRi 

I 
GWAGWALADA I ABSENT 

PRESENT 
MADALA JUNCTION 

PRESENT 
FRCN ROAD KUTUNKU 

Distributio,1 of the I lea Ith Facilities/ Establishn1cnts b.) T) IJC and O,vncrsl_1i,__� 

llospital llcalth llcalth 

Clinic Centre 

llcalth J>ost 

Pro\ iding Routine Imn1unization Services

Yes No Yes No '{e5_ No Yes No Total 
Ownership 

_ 1 0 - 8 0- 1 o 11 0 21
Public 

3 0 4 --10 o o O O 17
---1Private o 11 0 38 

4 - 0 -.2 10 1 -
Total d 7 of 17 (29°/0) private health facilities were 

• 2 1 ( I 00%) public health facilities an 

. . unization services.
providing routine 1mm 
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Appendix 4: Questionnaires 
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COLLEGE OF MEDICINE OF THE UNIVERSITY OF IBADANPLBLIC HEALTH. E.M.S.E.H .. FIELD EPIDE�tlOLOGY STRENGTHE�ING ROL7I,E IM\1lP.\fIZATl0'{ SERVICE DELl\'ER\' IN �TIGERJ.�Assessment on Routine In1tta1nization Service Del.ivery 
FORM 1: Self-administered Interview for the Tnummization Serviceprovider/ Healthcare Worker • 

J. Facility Identification

Di strict.

T own:

N ame and address of the health facility

Type of health fac11ity· 1=Hospital 
2=Health Center
3=Health Post
4=Clln1c 
5=0ther

Operating authority· 1 =Government 
2=Non-Governmental Organ1zat1on
3=Pnvate for-profit
4=0ther

2. lnforn1ation about Tntcrvic,v

Date

Name of the interviewer

Age of health work�

Sex of health worker 
. the boxed cell)

2-Male 1n 
(Enter 1=Female; -

d ,.,. 
) Registered Health worker's co e 

. . . (01)' Pharn1acist 
<�;5)' CHO (06)'

d Chn1c1:in 
!led nurse •• Health ,vorker's co e 

,d,vife (04)' Enro 
Nurse (03) • Registered m 
CHE\\ (07) • others (08)

..
• a11ng authonly

. II ' I pe n •use local fac1l ) ) runes or opcr 

I 

I 

I 

DISTRICT CODE .................... I
TOWN CODE ················ . ···DJ

FACILITY CODE .......... 

FACILITY TYPE .. . . . .......... 

OPERATING AUTHORITY

DAY . . . . . . . . .. . . .. ... . .. . ... 

MONTH ········· .. .. .. ...........

YEAR ...... . .. . . . . 

. . . .

INTERVIEWER CODE ...... DJ

AGE
.--

SEX

HEAL TH WORKER CODE
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j, Information about Visit
INTRODUCE YOURSELF TO THE HEALTH WORKER. ;. 
Hello I �m from the College of Medicine of Ul De a . 

·. 
the quality of services th�t you render toda in 

P rtment of EMSEH We are co ,ecting some information regard n�
confidential, and your services 1n th s facility 1t the 

th15 faal_ity All the 1nformat1on you give me will be kept stncth
you may refuse to answer any of the questions a 

future will not be affected by your participation or nonpart1c1pat1on' nd you may stop the interview at anytime
Do you have any questions for me now? 0 0 you agree to participate? 

F
-_-7M.IQ�JES

beg
��� �;

nter
_

vie\
_

;a-
__

________ �
_

-
_ 
_:__:__=_=-=�������7[-=�--���=-=-= · 

.. NO I QUESTIONS 
1 May I begin the interview? CODING CLASSIFICATION GO TO 

HW AGREES ........................ ... 1 
1 For how long have you been working in this health facility?

I HW REFUSES ........... .............. 2 7STOF 
LESS THAN 1 YEAR ................. 1 
1-5 YEARS ............. ................. 2 

CIRCLE THE APPROPRIATE RESPONSE 5-10 YEARS .............................. 3 
10 YEARS ABOVE ..................... 4 
DON'T KNOW ........................... 5 

2 Does this facility render routine immunization services YES ......................................... 1 
NO .......................................... 2 I �STOF 

3 IF YES SUPERVISION ........................... 1 . 
Which act1v1ty/ activities do you handle regularly during 
1mmunizat 1on session? 

HEALTH TALK ........................... 2 
VACCINATION ........................... 3 
RECORDING ................. :::· .. ;.:.: .. .:..:. .. :.;.:• .. ;.:.: .. 4

..:.-1--
--

1 WITHIN THE PAST 1WEEK ........ 1 4 

5 

When was the last routine 1mmun1zat 1on session held 1n this 
facility? 

------
How many times 1n a month 1s routine 1mmun1zation session 
conducted 1n your health facility? 

WITHIN THE PAST 1MONTH ...... 2
MORE THAN 1 MONTH AG0 ..... 3 
DON'T KNOW .......................... 4 
NEVER DONE .......................... 5 
ONCE .................................... 1 
TWICE ................................... 2 
THRICE .................................. 3 
OTHER _______ 4 

(SPECIFY) --.-
----1- - - - · - - izat1on provider? WITHIN THE PAST 1WEEK ........ 16 How long ago were you trained as immun 

WITHIN THE PAST 1MONTH ...... 2 
2 - 6 MONTHS AGO .................. 3
6 MONTHS - 1 YEAR .................. 4 
1-5 YEARS ........ ....................... 5 

5-10 YEARS..... . ............. .......... 6 

1 O YEARS ABOVE ..................... 7 

---�-

CAN'T REMEMBER .................. 8 
--- -

7 

8 

- k. -h1ldren -·TUBERCULOSIS ...................... 1 
s that you now c 

ITIS 2 Please identify all the target disease POLIOMYEL 
U 
.. 
G 
.. 
H 
.................. 

3 are rotected agains t  by imrnun1zat1on WHOOPING CO .............. .. 
p DIPHTHERIA .......................... .  4 

TETANUS ............................... 5 
MEASLES ............................... 6 

--:--�:::::::;.;�----fyveess :-:-... : .. : ................................. 1
.-- . ht for i·rnrnunization? NO ............................. 2 Should a S·1ck child be broug .. · ........ 

DON'T KNOW ........................ 3 
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J. Information about Visit 

iNTRODUCE YOURSELF TO THE HEAL TH WORKER. ;
Hello I am from the College of  Medicine of UI 

·. 
the quality of services th�t you render toda �:partment of EMSEH We are col1ecting some information regardin�· 
confidential, and your services 1n th s facility ,: the 

th1s facil_rty All the 1nformabon you give me will be kept stnctl� 
y0u may refuse to answer any of the questions a 

future will not be affected by your partic1pat1on or nonpart1c1pat1on' nd you may stop the 1nterv1ew at anytime .. 00 you have any questions for me now? 0
NO I QUESTIONS 

CODING CLASSIFICATION GO TO I May I begin the interview? 
HW AGREES .......................... . 1 

1 For how long have you been working in this health facihty?
HW REFUSES ........... .............. 2 7STOF 
LESS THAN 1 YEAR ................. 1 

2 

3 

4 

5 

6 

1-5 YEARS ............................... 2 
CIRCLE THE APPROPRIATE RESPONSE 5-10 YEARS .............................. 3 

10 YEARS ABOVE ..................... 4 
DON'T KNOW ........................... 5 Does this facility render routine immunization services 1 YES .................................................. 1 
NO .......................................... 2 ------------ - - - -----1-
S U P  ERV IS ION ........................... 1 IF YES 

Which act1v1ty/ act1v1t1es do you handle regular ly dunng 
1mmun1zat1on session? 

HEALTH TALK ........................... 2 
VACCINATION ........................... 3 

7STOF 
• 

• 

RECORD I NG .................... :.:.· . :.:.: .. ·;.:..: .. .;.;.· . 4-=--1--
--

Whe n was the last routine 1mmun1zat1on session held-n -th-1s_._l W-ITHIN THE PAST 1 WEEK ........ 1 
fac1hty? WITHIN THE PAST 1MONTH ...... 2 

MORE THAN 1 MONTH AGO ..... 3 

-

How many times 1n a month 1s routine 1mmun1zat1on session 
conducted 1n your health facil ity? 

DON'T KNOW .......................... 4 
NEVER DONE .......................... 5 - -
ONCE ..................................... 1 
TWICE ...................................... 2 
THRICE ................................... 3 
OTHER _______ 4 

. -j E
(S

P
PE

S
C
TIF1

Y
W) EEK 

-
1
--+---

- -t provider? WITHIN TH A ··· ··· ·· 
How -long ago were-you trained as immun1za ion . 

WI THIN THE PAST 1MONTH ...... 2 
2 - 6 MONTHS AGO .................. 3 
6 MONTHS - 1 YEAR .................. 4 
1-5 YEARS ......... ...................... 5 
5 .. 10 YEARS .... ......................... 6 
1 O YEARS ABOVE ..................... 7 

' 

CAN'T REMEMBER ........... :.:····_·8 __ _  _ 

7 

8 

-h ldren -+-T-UBERCULOSIS ...................... 1- that you know c 1 
2 Please identify a ll the target d1seas

t
es

n POLIOMYELITIS ..................... . 
are protected against by 1mmun1za 10 WHOO PING COUGH ................ 3 

DI PHTHERIA ........................... 4 
TETANUS ................................. 5 
ME. ASLES ................................ _.G __ _ 

--:--:-:�::::::;;;-;,;:;�tion?----i:y ES ......... · · · .. · · · · · · · · · · · · · · · · · · · · · · · · · · 1 
- --"'."' ght for immunization? 

NO .............................. 2 S_h_o_ uld-a sick child be brou .. ··· ... 
N 
.. ow 

3 DON'T K · · · · · · · · · · · · · · · · · · · · · · · · 

---�-------L---

__L__---------
--

� 
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NO QUESTIONS 

9 What illnesses that ma Immunization? 
y cause fever are preventable by

CIRCLE SPONTANEOUS A TICK FOR OTHERS? NSWERS, THEN PROBE AND

CODING CLASSIFICATION

TUBERCULOSIS ........................ 1 
I POLIOMYELITIS .............•.......... 2 

DIPHTHERIA ............................. 4 

( 

1· 
• 

• 

I 
WHOOPING COUGH .......•.......... 3 

--;io

7

'����������;y"r�;sacie;��:=;=-::-=:-=-:-:----i�
T

�
ET

�
A
�

N
�

U
�

S
i
.
�· ·�

· ·�··�··�
··

�
· ·�··�

··�··�··�··�· ·�··�···�··�.5�110 Do you know the six (6) key messa f MEASLES ...................•............. 6 :.guardian t o  ensure full im . . ges or every parent/ 1 
---+-- mun1zat1on of a child? YES ............. ········· ................... 1 • 

11 j Should a parent of the immunized ch 1 . 
• NO ........................................... 2 

__ effects may occur? 1 d be informed of what side YES ......................................... 1
12 Which of these NPI vaccines/ NO ........................................... 2 

13 

14 

15 

16 

17 

1 
available for use 1n your health fac�:r��::�nf �� u

sua
lly not BCG ............................................... 1

OPV .............................................. 2 
H BV .............................................. 3 
DPT ................................................ 4 
MEASLES ....................................... 5 
YELLOW FEVER .......................... 6 
VITAMIN A ...................................... 7 
TETANUS TOXOID ..................... 8 
NONE ....................................... 9 
YES .. ....................................... 1 Any successful attempt to procure the vaccine(s) stated not

available 1n 12 above? 
-------- 1 NO ........................................... 2 

Repeated vaccines stock out. ..... 1 Which of the following is/are peculiar challenge(s) facing 
routine 1mmunizat1on 1n your fac1hty/ community? 

- -

Which of these can cause (or had caused) low turn.out for
1mmun1zat1on in your health fac1hty/ community?

Deficient cold chain system ....... 2
High drop-out rate ...................... 3
Low turn-out for immunization ... 4 
Inadequate s taffing ...................... 5 
Insufficient funding ................... 6 
Poor communal su�rt ............ 7 
Repeated vaccines stock out. ..... 1 
Distance to the health facility ..... 2 
Poor treatment. ......................... 3
Lack of awareness ...................... 4 
Inadequate staffing ...................... 5 
Insufficient funding ................... 6 
Poor communal support ............ 7 
Poor interpersonal 
communication ......................... 8 

Have you been trained o_n _ r_o_u t-, n-e-:i _m_m_u-=n:-::,z::a:;:ti=on:;?::;-_ ----iv�
F
�"s
�.--: 

. 
."--: .. _.

--: 
.. ."--: .

.
... --:
.
_.
--: 
.
. 
_.-:-:-.·: :·.'.".'.'.".".' ."."." .'."." .'." ::.· . �::: ." . " .. �

--
-

Child feeding ........................... 1 
Whatare the main topics you talk������

s

s���,;;
et

client/parents during visit or ,mmun Exclusive breastfeeding ............ 2
Vaccination ............................. 3 
Malaria .................................... 4 
Don't know .............................. 5 
OTHER ________ 6 
-----':--(S�CIFY) __ 

-----d-;-=-:::-:p�erf-;i;o�r:;;m�,�n-1 Home vis its/ follow up ................. 1 

---l--------- . rnunizat1on prov, ers 
18 What are the main roles ,m Group education/Health talk ........ 2 

your health facillty? Supervision ............................... 3 
Vaccination ............................... 4 
Recording ................................. 5 
Monitoring ................................. 6 

_L __________ ____,... 
-
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J. Information about Visit
-- 19

I 
How often do members of th 

20 

21 

22 

23 

24 

25 

26 

27 

advice or treatment of health
e cobmmunrty come to you forpro lems? Often ........................................ 1 

Sometimes ................................ 2 
Rarely .............................................. 3 Do you receive any support and/ Never ........................................ 4 routine immunization activities?

or encouragement for your YES ........................................... 1
If 'YES' from whom do you rece· N0 ............................................. 2 ,rve support? I State ......................................... 1 

What kind of support do you receive?

Which of the followin g recording maten als do you use for 
routine 1mmun1zation 1n your health facility? 

LGA .................................................................................. 2 
Community ................................ 3 
NGO/ lnternat'I Organizations ....... 4 
Private lndividual. ....................... 5 

OTHER ______ _ _  6
(SPECIFY) 

Money ....................................... 1 
Cert.ificate .................................. 2 

Recognition/ Award .................... 3 
Materials ....................................................... 4 
OTHER _________ 5

(SPECIFY) . ----+-
Immunization card ...................... 1 
Immunization Register ............... 2
Tally sheet ................................. 3 
Charts ....................................... 4 
Note book .................................. 5 
OTHER _ ________ G 

(SPECIFY) -----

OBSERVE OR PROBE lmmun1zat1on Acttv1t1es 24 to 34

- " 

-.---

Es t1mat1ng the target population using demographic
indicators 

Storin g vaccines in the cold box according to standards

the refrigerator b as ed on their
Arranging vaccines in 
s ensitivity to heat and freezing

d to standards whenever
Filling out the stock s heet accor ing 

YES ........................................ 1 
NO .......................................... 2 

YES ........................................ 1 
N0 .......................................... 2 

YES ........................................ 1 
N0 .......................................... 2 
YES ................ I • • • • • • • • • • • • • • • •  I •••••• 1 

NO .............•......••........... 2 ••••••••• 

• 

• 

• 

• 

• 

• 

l 

vaccines are moved --
-_J..:::::..:.��;��iri· °enddaattaaico) rn�ai"°ssthiee;°eef;t oorr1innaa---�YES ........................................ ;

Recording target and antigen NO ......................................... . 28 

notebook/register 

. n outreach activities. YES ............................... 1 • •••••••• 

NO ............................... 2 ••••••••••• 29 01ng . 
Educatio

n an 

__ [��l�E�C�·�ln�f�o:rm;
a
t�io�n;,�;�;

�����
· � ·  ���fi�d

d

�YES ........................................ 1
-=-

• 
arches or community v1s1ts

at
��n 

N0 .......................................... 2
30 Conducting active cas���ave missed their irnrnuniz 

children and women w 
appointments 

1 t t
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"3. Information about Visit 
- 31 Informing parents about the NP 

32 

33 

importance of following the 
- 1 target diseases and theimmunization schedule?

i Using a single-dose syringe d injection an stenle needle for ea
ch 

• 

YES ........................................ 1 
NO .......................................... 2 

YES ............................................. 1 
NO ........................................... 2 Placing synnges and needle f b s in an appro - t -sa ety ox after each injection w·th pna e container/ YES .......••.......•..•....•....•....•..•.. 1 . 

�3i44-jFP>riroojp�e;"rr�ly�d:ii1sjspp;o;;s;ii1nnigiooffwa wasisttee-;mna;j:;;:;:���
1

;::--

r

::

e

::

c
a

::

p
::-::
p

:-:
1n
�
g
-

th
-:
e

:--
m

-
?
-:-:-:--l

N
�O:.�· ·�· ·�· ·�· ·�· ·�· ·�· ·�· ·�· ·�··�· · �·· ·�··�· ·�· .� .. =···�··=··=·2�-J-:; 

to people ena s causing no health risk YES ........................................ 1
1 I NO .......................................... 2

4. Personal Satisfaction/ Relationsbi s ��;;;;:;:�������-----------·35 What aspect(s) of your activities as immunization provider do you like doing most? 

36 

37 

38 

39 

. . ........ . . . . . . . .............. . . . . . . . . . . . . . . . . . . . . . . . . . . . ............. . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ....

What aspect(s) of your act 1v1tles as immunization provider do you like doing least? 

I ••••• • • •••••••••• , •••• • •••••••••••••••••••••••••••••• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • ••• •. • • • • • • • • • • • •••

What is the maJor challenge you encounter 1n carrying out your act1v1t1es as immun1zat1on provider and how 
would you overcome 1t? 

a. Major Challenge b. Possible Solution
• • • • •• • • • • • • .. . . . . . . . . . . . . . . . . . . ..... . . . . . ... 

. . . .. ' . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . o I O • o o • o o O o o o • • o • • o • o • o • o o o • o o • o o o • • o • • • • o o O o o 

• • • • • • • • • • • • • • •• • • • • • • • • • • • • • • • • •• • • • • • • .. . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . ...
0 o o O o O o O o o o O O I I O O O O • o O • 0 0 I O O O 

• • • • •• • • • • • • • • •• • . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ............ . 
0 0 0 I O O O o O O O O o O O O O O O O O O O O O • I O O O O O O • 0 I O O O O O O O O O I O O O O O 0 

t·ons would you recommend that would improve the effectiveness of routineWhat changes o r  sugges 1 
1mmunizat1on in general? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..
. . . • • • • • • •  . . .. . . ........ . 

. . . . . . . . . . . . . . . . . .
. . . . . . . . . ..... . . . . . . . . . . . . . . . . . . . . . ... . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . • • 

.. . . . . . . . . ' . . . . . ..... . • • • • • • • • • • • • • • . . . . . . . . . . . . . . . . .
. . . . . . . . . . . . . . . ..... . I o o o O O O O O O o 

. . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . .. 
• • • • < • • • • • • • • • • • • • • • • • • • • • • • • • 

. . . . . . . . . . . . . . . . . . . . . . . . . 
. t feel about your act1v1t1es as an immunization provider?

How do you think the people in your commun1 y 
.. . . . 

• • • • • • 
• • • • • • • • • . . . . . . . . . . 

• • • • •• • • • • • • • • • • • • • • • • • • • •

. . . . . . ... ' . .. .  
• • • • • • • • • • • • 

• •  

. . . . . . . . . . . . . . 

. . . . . . . . . . . . . 
. . . . . . . . . .

. . . . . . . . . . . . . .
. . . . . . . . . . . . . . . . . . . .....

. . Thank you for your participation.

This is the end of the interview.

Interviewer's comments: 

.. 
. . . .

. . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . .
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COLLEGE OF MEDICINE OF THE UNIVERSITY OF IBADANPCBLIC HEAL TH, E M.S.E.H., FIELD EPIDE\,lIOLOG'{ STRENGTHE1'1NG ROUTINE 1Mi'1L1'1ZATIO� SER\'ICE DEL1''ERY IN :\1GERIA
,\sscssin care ·ver's kn owled e and ractices re ardino routine immunization sen ice deliYen·

FORM 2: Xl. l. w or e C i  d's Parent or
E t Interv·e f th 

c e iver 

t. Facility Identification

Dis trict.

co mmunity:

Na me and address of the health facility 

ype of health facility* 1=Hosp1tal 
2=Health Center 
3=Health Post 
4=Chn1c 
6=0ther I 

ar�g 

DISTRICT CODE ... ········· ... • 

COMMUNITY CODE ·············· 

FACILITY CODE 

FACILITY TYPE 

. .. . . .. 

. . . . . . . . . . . . ........

• 

• 

• 

• 

• 

l 

Operating authority· 1 =Government . . 2=Non-Governmental Organ1zat1on 
I OPERATING AUTHORITY .... D 

3=Pnvate for-profit 
4=0ther 

• 
2. lnforn1ation about Intcn

1

1c,v 

Date. 

Name of the interviewer 
-

/ p ent interviewedTribe of the Caretaker 
:�ssa (3), Gede (4), Hausa (5), Fulani (6), 

Gwari (1 ), Koro (2),
9 Yoruba (7), lgbo (8), other ( ) 

_ d 

-

p ent interv1ewe Occupation of Caretaker/ ar 
ding (2), Petty tradlnga

\
3), Artisan (4),

Civil servant (1 ), �h(�r sa���:ent (7), Unemployed ( Farming (5), House w1 e • 
r/ Parent interviewed

Level of education of Care
!�i.

e 
Primary (3), Arabic (4), 

Tertiary (1 ), Secondary 
rent1nterv1ewed 4 

Marital status of Caretak
�

r/ 
p:ivorced t3).!. Widowed i l

Married (_1 ), Single ( 
7'parent 1nterv1ewe�hers 

(4) Religion of the Caretaker 
(2) Traditional (3), 0 

Christianity (1 ), Islamic 
t ··nterviewed

Age of the Caretaker/ Paren 1 

None (5) -

TH 1 to 241
) Age of Child/Client _JMON 

(1-Fernale, 2=Male 
Enter -

Sex of the Child/Client -. -
t nterv1ewed ale 2=Male)Sex of the Caretaker/ Paren I 

Enter (1 =Fern ' 

Client code*• 

I 

I DD/MM'YY 

INTERVIEWER CODE� .. 

TRIBE 

OCCUPATION 

LEVEL OF EDUCATION

MARITAL STATUS

RELIGION • 

AGE OF CARETAKER/ PARENT
INTERVIEWED 

AGE OF CHILD/CLIENT

SEX OF CHILD/CLIENT

SEX OF CARETAKER/PARENT
INTERVIEWED

-� 

CLIENT CODE 
-
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- 1 code 1numbcrJ should be the same as the one ....... r-lliell
.. 

........ lUI Routmc 1mm I� ,u� local fac1htv t1;·DC names or oocratmR 2111 • 
UUrntJon 

I llY •• Client code shoo 
-3. Information about Visit 

Id be the saua: wdc in f"llll ,obsm"lllion of outpatiClll consulta1Jonl

TNTRODUCE YOURSELF TO THE RESPONDEN T.

Hello I am from the College of Medicine of UI 0 
tne quality of healthcare services that you have ,:

partment of EMSEH We are collecting some 1nformation regarding

kept strictly confidential, and the care that
ceived today 1n this facility Al the 1nformatJon you give me will be

articipat1on or non-participation You may re:
u receive at this facility 1n the future will not be affected by your

�nytime 
se to answer any of the questions and you may stop the interview at

00 you have any questions for me now? Do you agree to participate?

1 

2 

3 

4 

5 

6 

7 

QUESTIONS 
May I begin the 1nterv1ew? 

For what reason(s) did you come I bring this chJ/d to this 
health facility today?

CIRCLE ALL ITEMS THE RESPONDENT MENTI ONS 

Did you come I bring this child to the health facility today 
because of any of the following· 

01 Cough or difficult breathing 
02 Diarrhoea 
03 Fever/body hotness at home 
04 Eye problems 
05 Sore skin 
06 lnJury 
07 Weakness of the upper or lower limbs

C ODING CLASSIFICATI ON 
CLIENT AGREES .. .. 1 
CLIENT REFUSES . .......... .  2 
IMMUNIZATION ONLY ....... . .. .  1 
ILLNESS 2 
IMMUNIZATI ON & ILLNESS 3 

1 COUGH/ HARD BREATHING
DIARRHOEA 
FEVER (BODY HOTNESS) 

1 
2 
3 

EYE PROBLEMS 4 

SORE SKIN . .. .. . . 5 
INJURY .. ... 6 
WEAKNESS OF LIMBS . . .. 7 

OTHER. _______ 8 
(SPECIFY) 

GO T O

7STOP 

7 11 

72 

72 

PROBE Al}Y!h1� else? -.-----'-,-=- -- 1 
Have you come or brought this child to this heath fac1hty before YES ····· . . ..... .. . . .. .. . .. 

2 75 
for this same type of sickness? ��N'T KNOW

.. .. · · ·· · ··
'--
···

_
···· 

3e--+_7 5_ 
--------

---
-

-+WITHIN THE PAST 1WEEK .... 1
IF YES How long ago ? WITHIN THE PAST 1M ONTH 2 

J 
M ORE THAN 1 MONTH AG O 3 

--- ------

· -- - f which you camel

How many days ago did the illness or 
�

ON'T K�W ... ____ . 4-4--
DAYS AG O · rJJ
IF LESS THAN 1 DAY, WRITE "00" 

--1----
brought this child here began? 

-----+-- 1 
Y Es . . . . . . . . . . . . . . . .... . . . ..

. . . . . . . . . . . 2 
-�------ hat illness 1t is?

Did the health worker tell you w 
______ ti

N
in

O
. 

:.::... ... ···· ·· 
MALARIA · 1

What illness did the health worker teilyou? C OUGH/ HARD BREATHING 2
DIARRH OEA 3

pONDENT MENTIONS HIV/AIDS ... ···· ··· ......... 4 

CIRCLE ALL ITEMS THE RES DON'T KNOW ....... · · ·· ·· · · · · 5 

IF NECESSARY, PR OBE
OTHER ---�---6

(SPECIFY) 

-�--:--:i�;i"anv:siQl,se,rsymi��j�Y�
E

;8; _ _,____ 
.... . ....... .. 1 

t ms .......... ··· 

-;;---+-- ------:-- bout any signs or symp o 
back/ N O . .. . .. . ... ... .. . . . . . .. 2

8 Did the health worker tell_ you 
:u must immediately come 

DON'T KN OW.. .. ... ... ... . .. ... 3

you may feel/ see for which Y -------L---

bnng the ch Id back? 
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NO. 

9 

I 

10 

QUESTIONS 

What symptoms would make you co . child back 1mmed1ate1y to the health :�.�:�k bnng the

ELSE? 

CIRCLE ALL SYMPTOMS MENTIONED
PROBE BY ASK ING WHAT

, CODING CLASSIFICATION
GETS S CKER ..... .

1 IN 2 DAYS F FEVER
• 1

. . ..... 2 
I 

PERS ISTS 
PERSISTENT VOM ITING . . 3CONVULSION ... .. 4
OTHER _______ S

DONT KNOW
SPE

-��� ··············· 6 I 

GO TO 

11 
�

,d the

1 
��

al

� �
o

;
ker give or prescribe any medicines YES ..... ......... . . ... . ........... .... 1

:��
0

�o S �� � A;·rc ta�, NW
k

:=i(ac:-;\l) �7.om;;--;H��;-;--H;-:;T;;-H:::E:-:C:-:-H-:7:
I L:--::D:--, --���g:_G___:.:::

··
·.:::·::::..:: . 

.:.: ·.::::..:.::·.::..:.:·:.:.:···:.:.:·::=:·:--= .. :=-· .. -=::::.:..:::::..:.·:::.:..::=--
2
1 +--CLIENT RECEIVED LAST/ AT THE ROUTINE I OPV o ....... .. . ..................... 2

12 

13 

IMMUNIZAT ION SESSION TODAY HBV 1 ... .. ... ............ .. . 3 
I DPT1 . .. ....... . .. ... ... .. 4 
CIRCLE THE RESPONSE DESCRIBING THE VACCINES YOU SEE IN THE IMMUNIZATION CARD(Yellow Card)/ ROAD TO HEALTH WITH THE

I RESPONDENT/PARENT 

Which vaccine(s) has the child/ client received before? 

0 PV 1 . . . . . .. . . . . . .. . .. .. . . . . . . . . . 5 
H BV 2 . . . . . . . . . . . . . . . . . . . . . . . . . . . 6

-DPT 2 .. .. ..... .. . ... .. . , 
OPV 2 ...... . . . .... ... .. . .. 8
DPT 3 ...... .... .... 9 . . . . . . . . . . . . 
OPV 3 . .. .. .. .. .. .. . .... 10 
HBV3 .. ...... . .. ... . . 1 1
MEASLES ..... ... .. . .. .. ... 12 
YELLOW FEVER .. . . ... 13 
VITAMIN A ... ... . ... ...... 14 
TETANUS TOXOID ... ..... · · ··· ·· 15 

I
OTHER ____ -=-:::-----16

(SPECIFY) 
BCG ·· · · ·· · · · · · · · · · · 10 0 0 0 a O O I O 0 

OPV O ..... . ... · · .. · · · · · · · · · · · · · · · .. 2 
H . . . . . . . . . . . . . . Bv 1 .. . ... .. 3

DPT1 ... .. . .. . . . . .  4• • • • • • • • • 

0 PV 1 . . ..... · · · · · · · · · · · · · · · · · · · · · · 5 
H Bv 2 . . . . . . .. . . . . . . . . . . . . .. 6 . . . . . . 

DPT 2 . . · · · · · · · · · · · · · · · · · · · · · · · 7
8OPV 2 . . . · · · · · · · · · · · · ... · 
gDPT 3. ... · · · · 

OPV3 . ·· ·· ··· · ·· .. ··· ·· �
�H BV 3 .. · · · · · · ..... · · ·· 

12 I MEASLES. . . . . 
YELLOW FEVER. .. ·· ·· · 13 
VITAMIN A ·· ··· ·· ·· ·· 14 
TETANUS TOXOID .. 15 
OTHER ---:::-=::-:-:::-;:--- 16 

1 (SPECIFY) 
-- O/CLIENT CAME BCG ....... .. ........ ... ... . . 

� - - -N�E THE GHIL STOCK OPV . . ...... ... . . . .... ........ ... . IS THERE ANY VACCI 
OT RECEIVE DUE TO

HBV .... ... . .. ···· ···· ... · ·· ··· · 3FOR TODAY BUT DID N 
1TY? I DPT ........... ........ ······· 4 FACIL NED ..... ........ 

5 OUT IN THE HEAL TH
CIRCLE ALL MENTIO 

MEASLES , .. ···· .... .. · · · PROBE AND 
YELLOW FEVER .... ·· ··· ··· ···· ·· 6 
VITAMIN A ··· ··· · ·· .... ... 7 
TETANUS TOXOID . . . · · ......... a 

"OPV NOT CIRCLED ,--

14 CHECK 11: 
OPV CIRCLED D 
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3. Information about Visit

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

ENTER "1" l I ENTER "2' 

BY SHOWING THE VACCINE (OR ITS ILLUSTRATION) ASK THE PARENT/CARETAKER '
1W0(2) .. . ....................... 1 

How many DROPS of OPV did your child take at a time? OTHER BUT 1W0(2) .. ···· 

How many times will your child take the OPV DOSES?

When 1s your child due for the next immun1zat1on? 

COMFIRM THE DATE MENTIONED WITH THE DATE 
STATED ON THE YELLOW CARD/ ROAD TO HEAL TH 

WIii you bring your child to this health facility for the next
1mmun1zat1on? 

CHECK 11 "DPr CIRCLED [7 
ENTER 1· 

.I. 

On which part of your child's body was DPT 1niect1on 
dose given? 

How many times will your child take DPT doses? 

When is your child due for the next 1mmun1zat1on? 

COMFIRM THE DATE MENTIONED WITH THE DATE 
STATED ON THE YELLOW CARD 

Will you bring your child to this health facility for the next

1mmun1zat1on? 

CHECK 11 MEASLES" CIRCLED ll ENTER 1" 
.I. 

On which part of your child's body was MEASLES

injection dose given? 

How many DOSE of MEASLES vaccine will your child

take? 

When is your child due for next immun1zat1on?

PROBE FURTHER FOR WHICH IMMUNIZATION

OTHER" CIRCLED I l CHECK 11 ENTER "1 
.I. 

. . ... 2 

DONT KNOW .................. 
FOUR(4) • ...... 

OTHER BUT FOUR (4) ...

DON T KNOW . . . . . . ..... ..... 

CORRECT DATE ............ 
WRONG DATE . . . . . . 

DON'T KNOW • . ........ '
--

3 
1 

2 

3 

1 

2 
3 

YES '. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

NO . . . . . . . . . . . . . . . 

DON'T KNOW . . . .

DPT" NOT CIRCLED 
ENTER 2 

OUTER PART OF THIGH 
OTHER 

... 

2 
3 

L . 

• 1 

2 
, DONT KNOW 

. . . . . .. ....... ' . 3 

I 

THREE(3) .. 

OTHER BUT THREE(3) ... 
DON'T KNOW 

CORRECT DATE ... 
WRONG DATE 
DON'T KNOW 

YES 
NO 

. . . .

DON'T KNOW 

. . . . . 

. . .. 
. . . . .. . ... 

. . . 

. . . . . . . . 

• 

.. 

. 

. 
... 

"MEASLES' NOT CIRCLED 
ENTER "2' 

. 

UPPER LEFT ARM . . . . . .... 

OTHER . . . . . . . ..
DON'T KNOW .................. 
ONE(1) . . . . . . . .. • 

OTHER BUT ONE(1) . . . ... 
DON'T KNOW 
CORRECT DATE . 

. . . . . . . ..

• . . . . . . . 

1 

2 
3 

1 

2 
3 

1 

2 
3 

1 
.2 
3 
1 
2 
3 

1 
WRONG DATE ...... . ......... ' 2 

DON'T KNOW . . . . . . . . . . . . . 3 

OTHER" NOT CIRCLED 
ENTER "2" 

19 

t-- 1 

-.-. 

1 

28 

• 

30 
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3. Information about Visit

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

ENTER 1' t 

BY SHOWING THE VACCINE (OR ITS 
�LUSTRATIONJ ASK THE PARENT/CARETAKER ow many DROPS of OPV did your child take at a time?

How many times will your child take the OPV DOSES?

When is your child due for the next immunization?
COMFIRM THE DATE MENTIONED WITH THE DATE 

TW0(2) 

ENTER 2' 

... -.. -... . ... .......... -

OTHER BUT TW0(2) .........

... 1 

2 

DON'T KNOW .... ................ . 3 
FOUR(4) . . ....... 1 

OTHER BUT FOUR (4) . . . . . . . 2 

DON'T KNOW . .. . . ... ......... 3 

CORRECT DATE 
WRONG DATE 

. . . . . . . ..
. . ... -... 

1 
2 STATED ON THE YELLOW CARD/ ROAD TO HEALTH DON'T KNOW ......... I Will you bnn9,

your child to this health fac1hty tor the next YES . .. . . .::-........1mmun1zat1on NO 

. ....... 3 
-

. 1 

2 

I 

CHECK 11 "DPT CIRCLED t7 
ENTER 1" 

t

On which part of your child's body was DPT 1n1ect1on 
dose given? 

How many times will your child take DPT doses? 

When is your child due for the next immunization? 

COMFIRM THE DATE MENTIONED WITH THE DATE 
STATED ON THE YELLOW CARD 

Will you bring your child to this health fac1hty for the next 
1mmun1zation? 

CHECK 11 MEASLES' CIRCLED tl ENTER '1' 
!

On which part of your child's body was MEASLES

inJection dose given? 

How many DOSE of MEASLES vaccine will your child

take? 
. t ?. h ·1d due for next ,mmun1za ,on . 

When 1s your c 1 

THER FOR WHICH IMMUNIZATION
PROBE FUR -

''OTHER" CIRCLED l 
CHECK 11 ENTER "1" 

!

DON'T KNOW 
. . . . . . . .. . . ... 

. . . 
DPT NOT CIRCLED I 

3 

ENTER 2" L--

OUTER PART OF THIGH .. 

OTHER 
DON'T KNOW 
THREE(3) 

. •• 

. . . . � ..- -. . . . . '
. . .. 

OTHER BUT THREE(3) • • •

DON'T KNOW ' ... ' 

CORRECT DATE . . . . . ..
WRONG DATE • 

DONT KNOW . . . . 
-

. . . . . ..
. . . . ' .. 

YES . . . . . . . . . . . . 

NO 
DON'T KNOW 

. . . .

. 

. . . .
. .. 

MEASLES NOT CIRCLED 
ENTER "2" 

UPPER LEFT ARM . . . . . . . .
OTHER . ... • • 

DON'T KNOW ..................... 
ONE(1) . . . . . . . . .... 
OTHER BUT ONE(1) ....... 
DON'T KNOW. 
CORRECT DATE 
WRONG DATE 
DON'T KNOW 

.. . . . . . ......
. .......... 

. . . . . . . . . . . . ..
. . . . . . . . . . .. 

OTHER' NOT CIRCLED 
ENTER "2" 

1 
2 
3 
1 

2 
3 

. 1 

2 
3 
1 

2 
3 

I 

1 
. 2  
3 
1 
2 
3 

... 1 

2 

3 

19 

I 

..... -'

- -

I
I 

I .. 
28 

' 

. 

30 
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3, Io orma 100 a ou lSlt t' b t v· · 

34 

35 

29 
I 

Where did you receive the vaccine? Please PROBE and specify what ·oTHER' is as in 111 above. 

30 IF THE RESPONDENT/CARETAKER IS A WOMAN OFTHE REPRODUCTIVE AGE (15 TO 50) ASK IF SHEHAS BEEN VACCINATED WITH TETANUS TOXOID31 Are you aware of any common body reaction to (side . effect of) the 1mmun1zat1on your child received and whatyou should do 1f ·t occurs?

32 Will you ensure that your child (every child) rece;vesFULL immunization no matter what 1t costs you toI protect your child from killer diseases? 
_3_3 _ _._W-:-ill you come/ bring your child to this health facility forI the next immun1zat1on?
f If NO why won't you come/ bring your child to this health

facility for the next 1mmunizat1on? 

PROBE BY ASKING WHAT ELSE?' 
CIRCLE ALL ITEMS MENTIONED 

Mention ALL who have informed you about the benefits of 
1mmun1zat1on? 

Wrthin Nigeria 
Outside Nigena 

. . . . . .... -..
- . . ....... 

1 
2 

YES . . . . . . . ... . . . -............. 1 
NO . . . . . -

. . .. . ....... 

DON T KNOW . ·········-· ··· ··· · 
2 

3 
YES . . . . . . . . . • ....... 1 . 

NO . -· -· · · · · . ... . . 2

DON T KNOW .. ···· ··· . .3

YES 
NO 

. . . . . . . . . . . . . . . . 1 ..... 

. . . . . . . . . . . . .  

.YES ...... --· · 
NO 
Repeated vaccines stock out 
Long distance to health fac1hty 
Poor treatment 
T 00 long wa1t1ng time
Inadequate staffing 

. . . . 
... 

Change of residence . - · · · · · · 
Trave ....

. . . . . . . . . 

. . 2 

. .... 1 
.. 2 

1 
2 
3 
4 
5 
6 
7 
8 Poor facility 

Fully 1mmun1zed ..... . . 9 

Hu.sband/W1fe 
Family 
Relation 
Healthcare workers 

. . . ..... 
. . . . . . . .

. . . . . . ..

1 
2 
3 

. . . . . 4 
Village/Community Head ··· ·· · -5
Town crier . · · �Friend .. · · · .. · ..
From School · ··

g From Church . · · · ·.. ·· ·· 
From Mosque · .... 

� � Radio. · · · · · · .. · 
Television · · · · · 12
p os te rs/ News a e rs�. -----=·.:.:.· . .:.:.· . :..:. · ·_:_: 13:...i.. __ _ 

------
-------

4 lnforn1ation about

. d today I would like to have your honest 
• 

h erv1ces you receive . 

Client's Satisfaction

some questions about t e s 
rmat1on will help us to improve the health services Now I am going to ask you

t e will talk about This info 

------op1n1on about the things tha w 
you better on immun1zat1on? h uld do to serve 

... . .. .. . .. -- - est this facility s o . . . . . . . ........ . 36 What do you sugg . . 
. . . . . . . . .. - . . . . . . . . .. . . . . .. ......... . . . . . . . . .. . 

37 

. . . . . .

. . . . . . . : : : : : : . .... .. ..
: .

. .. . . . . . . .. .

to help this facility �e�� 
.. 
you better? . . . 

ther with others . . . . . ......... . 
· · · · ·

d toge .. What can you O 
. • • 

• 
• 

. 
• . • • . .. . . .

. . . • • · • · · • · • 
.. 

. . . '

. . . . . . . . . . . . . ..
. . . .. . . . . . . .. . 

-----
---

_ _;,__ __ ---

. . . . . . . . . . . . . .

. . . . . . . . . .
. . . . . . ..... • • • 
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-3. Information about Visit
Interviewer's comments: 

,' 
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