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Abstract

Immunizing children against vaccine-preventable diseases is an
important factor in saving lives, increasing productivity, and alleviating
poverty which are relevant factors of national development. A study of
the constraints to effective childhood immunization was carried out in
Mosogar community, in Ethiope — West Local Government Area of
Delta state. Ex post facto design of descriptive survey was used for the
study. An interviewer-questionnaire was used to collect data from 115
female head of households on their attitude and response to routine
immunization. Oral interview was also carried out on 5 health officials
of the health center in the community. The findings were a good attitude
towards routine immunization (87%) immunizing their child after
delivery and 76% completing the exercise. Reasons for non-completion
of the immunization exercise were found to be more client related than
health facility related. Funding and the availability of cold chain
equipment were among the impediments to effective implementation of
routine immunization. Enlightenment of members of the community on
the importance of completing the scheduled immunization, engaging
community participation in immunization practice and improvement of
mechanism of funding were recommended.
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Immunization remains one of the most important public health interventions and
a cost effective strategy to reduce both the morbidity and mortality associated with
infectious diseases (WHO, 2009). The basis for immunization is the ability of the
immune system to remember previously encountered organisms and retain its strength
against them. When a person is immunized, the immune system is primed with an
antigen similar to the pathogenic organism but not as dangerous. The body responds by
producing antibodies, which prevent serious infection when and if the person is exposed
to the disease organism itself. These preparations used to manipulate the immune system
are known as vaccines (Insel& Roth, 2006).

The number of illnesses and deaths from vaccine-preventable diseases are at a
near record low level in the United States. Worldwide, more than 4 million people —
most of them infants and children in developing countries die each year from vaccine-
preventable diseases. Factors such as unsanitary and crowded living conditions, poor
nutritional status, and limited access to healthcare make a child more likely to acquire
infections and become seriously ill.

Standard immunization currently averts an estimated 2 to 3 million deaths every
year in all age groups. Innovative technology solutions that help to ensure vaccine
effectiveness, efficiency, safety, and storage are enabling immunization programmes to
save even more lives. Without vaccines, as well as safe and effective vaccine
distribution systems and delivery practices, diseases would become more rampant, the
public health system would be overburdened with treatment costs, and death —
particularly in children — would increase dramatically. Immunization is therefore a
valuable tool for protecting health, enhancing economic security and political stability,
and saving lives (Murphy, 2012).

Under-five mortality rate in Nigeria is one of the highest in the world, and
vaccine preventable diseases are said to be responsible for at least 20% of these deaths.
This informed the introduction of the Expanded Programme on Immunization (EPI) by
the World Health Organization in 1974. In Nigeria, the EPI was initiated in 1976 based
on the premises of the same programme by the WHO. Aim was to immunize 0 — 2 year
olds (and pregnant women) and achieve >85% coverage, then to integrate immunization
into routine activities of all primary healthcare (Jinadu, 1983). Immunization was
against vaccine preventable diseases — Tuberculosis, Poliomyelitis, Diphtheria, Tetanus,
Measles, and Whooping Cough — which were identified as common causes of infant
morbidity and mortality (Itimi, Dienye&Odinioha,2012).

Although there was sufficient increase in immunization coverage, it however
proved very difficult to sustain, due to a number of factors including the non-availability
of vaccines, inaccessible immunization center, long waiting times, and low demand,
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linked to poor knowledge and motivation (Adeiga, Omilabu,
Audu,Sanni,Lakehinde&Balogun, 2005).

The fourth goal of the Millennium Development Goals (MDGs) seeks to
achieve a two-third drop in childhood mortality rate between 1990 and 2015 provided
another impetus to improve immunization coverage in Nigeria. This led to the
introduction of supplemental immunization programmes and strategies like Reaching
Every Ward (REW), Accelerated Measles Campaign (AMC) and Immunization Plus
Days (IPDs). These programs like all other MDGsprogrammes were hugely founded by
government and donor agencies, and ensured that immunization services were brought
to homes, as vaccinators were provided(Itimi, Dienye&Odinioha, 2012).

Northern Nigeria has one of the lowest rates of immunization coverage in the
world. In many parts of the north, barely 10 percent of children receive all of their
routine vaccines. Coverage rates for the vaccine against tetanus among women are
equally low. As the world nears eradicating polio, Nigeria stands as one of the few
countries that remain polio endemic(Wonodi, 2012). After nearly finishing the job of
elimination in 2010, the country slipped, and in the last two years, the virus has made an
unnerving comeback. As a result thousands of children are dying as victims of vaccine
preventable diseases.There are several reasons for such low rates of immunization.
Firstly the primary healthcare services are highly ineffective and have deteriorated due
to the lack of investment in personnel, facilities, and drugs, and because of poor
management of the existing resources. There is also a problem of confidence and trust
by the public in the health services resulting from the poor state of the facilities and low
standards of delivery.A ban on immunizations by Muslim leaders shoulder some of the
blame, but changing attitudes mean that more children are receiving immunizations in
the north. The problem in northern Nigeria is exacerbated by the instability caused by
Boko Haram. Attacks on schools and churches make it harder to reach the people who
need immunizations (Murphy, 2012). Transportation also presents a challenge. Distance
from health services is a documented challenge in Nigeria. A 2008 survey found that
36% of Nigerian women said the distance from a health facility was an impediment to
accessing medical care (Wonodi, 2012). At the family / community level there is a low
demand for immunization due to a lack of understanding of its value.

Currently, immunization is carried out in fixed facilities particularly primary
healthcare centers in each ward in the localities with adjuncts from frequent
outreaches/outdoor sessions done on certain days, either on a national level, state or
local government level. This is done to increase coverage of the immunization
programme.

Statement of Problem
Challenges of immunization of children in developing countries includes
funding for sufficient vaccine supplies, problems related to storage, transportation, and
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delivery of multiple doses of vaccines. From the records at the health centre in Mosogar
community, we identified low participation of nursing mothers turning out to immunize
their children. The purpose of this research was to find out the reasons for the low
participation towards routine immunization.

Research Questions

1. What is the attitude of the mothers towards immunization?

2. What are the reasons for the inability to immunize the child or to complete the
immunization?

Materials and Methods

The study was carried out in Mosogar, a rural community, in Ethiope-West
Local Government Area of Delta State. A descriptive survey, ex post facto design was
used for the study with an interviewer - administered questionnaire to collect data. Using
a randomized sampling method,the questionnaire was administered to female head of
households in the community with under-five childrenand used to collect information on
the immunization status of children in the household below the age of two and reasons
for none and incomplete immunization. 115 respondents were administered. Five (5)
health officials at the health care centrewere also chosen randomly and interviewed
orally. Data analysis was by simple percentage.

Results

The results of the analysis for data collected are presented below. A total of 115
respondents were used for the study. The average age of the female head of household
respondents was 32.25 years and that of the children respondents was 2.45 years. Table
1 below shows the attitude of mothers towards immunization in the community.

3. Research question 1: What is the attitude of the mothers towards immunization?

Table 1: Attitude of Mothers Towards Immunization

S/IN | Questionnaire Items | Yes (%) | No (%) | Decision
1. Are you aware of the EPI? 72 (63%) 43 (37%) Yes
2. Did you receive your Tetanus 66 (58%) 49 (42%) Yes
immunization during
pregnancy?
3. After delivery, did you take 100 (87%) 15 (13%) Yes
your baby for immunization?
4. Did you complete the 87 (76%) 28 (24%) Yes
immunization?
N=115 81.25(70.65%) 33.75(29.35%) Yes

Table 1 show that respondents are aware of the EPI project with 63% claiming
to be aware against 37% claiming not aware. Awareness level does not influence their
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response for immunizations during pregnancy. A high percentage of children were
immunized after birth (87%), but a few still did not complete the immunization exercise.
The result is that there is a positive attitude of the mothers towards immunization as
represented by 81.25(70.65%) against 33.75(29.35%).

The reasons for the inability to immunize the child or complete the immunization were
assessed and grouped into client related and health facility related, and presented in
Table 2.

Research question 2: What are the reasons for the inability to immunize the child or to
complete the immunization?

Table 2: Reasons for Incomplete Immunization

SIN Variable Percentage
1. Client Related
Lack of faith in immunization 23%
Fear of adverse effect 35%
Immunization time inconvenient 11%
2. Health Facility Related
Vaccine unavailable 29%
Absence of vaccinator 12%
Distance to health center 0%

Table 2 above shows that 23% of respondents lack faith in immunization. 35% are afraid
of adverse effect of the vaccine and 11% of the respondents complained of the time of
immunization were inconvenient. The health facility related reasons showed that the
reasons given are more client related, although there may be chances of unavailability of
the vaccine and the vaccinator.

The health officials’ report on the impediments to effective immunization exercise in
Mosogar community covered the following: funding, inadequate provision of cold chain
systems and gaps in delivery periods.

Discussion

The result showed that there is awareness of the importance of the Immunization
Programme in the community. This was shown in the number of children that were fully
immunized. This could be attributed to the level of education of the respondents with
primary and secondary education. According toltimi, Dienye&Odinioha,2012, the 2008
demography and health survey in Nigeria had indicated that mother’s level of education
is strongly related to immunization coverage, with mothers with secondary education
more than eight times more likely to fully immunize their children than mothers without
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education. It could also be as a result of the encouragement to patronize the
immunization services, by the effort of the community health committee.

The reasons given for incomplete immunization were more clients related than
health facility related. Lack of faith in immunization and fear of adverse effect could be
attributed to rumors of illnesses caused by some vaccines. Insel& Roth, (2006) stated
that “side effects from immunization exists but are usually mild, such as soreness at the
injection site; it is estimated that an allergic reaction may occur in 1in 1.5 million doses.
Some may cause the disease e.g. polio vaccine (1 in 2.4 million cases) can cause the
polio disease”. Absence of the vaccinator could be as a result of the difficulty of
working in a rural community where there is absence of basic amenities as cited by
Itimi, Dienye&Odinioha(2012).

The identified constraints to immunization as reported by the health officials:
funding, inadequate provision of cold chain systems and gaps in delivery periods, were
in accordance with the findings of Wonodi (2012). Among the plethora of problems she
identified in her study, three main interlinked barriers emerged: funding constraints,
logistical challenges and lack of leadership. In other words, there is usually no money to
run programmes when needed; inability to deliver vaccines for immunization sessions
and lack of cold chain equipment; and political leaders who do not patronize routine
immunization.

Conclusion

The results of the study showed that there are some levels of constraints to
effective routine immunization in Mosogar community. There is a positive attitude to
immunization exercise, although some members fail to complete the immunization
schedule for their children due to factors largely inherent on them and on health related
factors.

Recommendations
1. There should be more enlightenment campaigns in rural areas on the importance
of completing the routine immunizations for their children.

2. There should be better mobilization and participation of the rural community in
the delivery of immunization services.

3. There should be improvement in the mechanisms to make financing more
predictable and flexible.
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