CHAPTER ONE

1.0Introduction

This chapter gives a brief overview of immunizatimn childhood illnesses. It points out
various perceptions on aims and effectiveness efitimunization programme. The major
contributors to the Expanded Programme for Immuiumra(EPI) have been highlighted as
well as the Reaching Every District/Child (RED/Q)asegy introduced to improve the
immunization coverage rate in developing countri@gtement of the problem with the

problem analysis diagram and justification of thelg have been included in this chapter.

1.1. Background information

Active immunization is an established value whishrecommended for routine use in
children to prevent diseases. The objective of imization is to produce, without harm to
the recipient, a degree of resistance as greairageater than, that which follows a clinical
attack of the natural infection (Harper 1962). Pneduction of a specific protecting antibody
is the main requirement for effective immunizatadthough it should be noted that immunity
may persist long after such antibodies cease taldymonstrable as in whooping cough
(Harper 1962).

The newborn baby may contain in his blood antib®diethe agents of certain toxic bacterial
and viral infections according to correspondingil@oties present in the mother’s blood.
This passive immunity gives protection to the innfaha time when he is poorly equipped to
produce specific antibodies, but it also interfaresa varying extent with infant’s capacity to

respond to the stimulus of certain toxoids or vaesiin the early months of life.

1.1.1. Aims and effectiveness of immunization programme

The aim of an immunization programme is the contrfoinfection in the community apart
from individual protection. A lower level of heranmunity than is necessary for solid
individual protection can effectively control thecidence of communicable diseases if a high
proportion of the susceptible community is immudiz&n exception is tetanus since each
individual at risk must be protected actively osgiaely.

Immunization occupies a critical role in achievihg Millennium Development Goal (MDG)
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number 4 which aims at reducing the global under fmortality rate by two thirds between
1990 and 2015 (MOH 2005). It will also contributgrsficantly to the achievement of MDG
number 5 which aims at improving maternal heattti educe maternal mortality, as well as

MDG number 6, aiming at combating HIV/AIDS, ma&énd tuberculosis

The world has the resources to drastically impliawaunization programmes and save many
young lives. The Global Alliance for Vaccines amdmunization (GAVI) is a coalition of
organizations formed in 1999 in response to staggaglobal immunization rates and
widening disparities in vaccine access among Imaiged and Developing countries (WHO
2004). The GAVI partners include National Governisenthe Children's Vaccine
Programme at Programme for Appropriate TechnologyHealth (PATH), Research and
Public Health Institutions, Foundations, Nongoveemtal Organizations (NGOs), United
Nations International Children’s Emergency Fund (OEF), World Bank and World Health
Organization (WHO).
Globally the immunization programme is facing bltaltenges with other competing health
priorities. In 2002, the UN General Assembly SpeSiession on children set out targets that
need to be achieved. These are:

« full immunization of children under one year of a0 percent nationally

» At least 80 percent coverage in every district (WE{D4).

The WHO Africa Region Strategic Plan 2001-2005 &@#VI in 2000 set a goal of reaching
>90% DTP3 coverage in every district in >80% of depig countries by 2005. This is being
referred to as the "90/80 goal". To achieve a susthand equitable access to good quality
immunization services and accelerate progress tsvdne 90/80 goal, GAVI partners
proposed in 2002 a new approach called ReachingyEald/District (REC/D). REC strategy
means reaching every child in every district withalify immunization service<hildren are
considered fully immunized when they have receigegaccination against tuberculosis (BCG), three

doses each of diphtheria, pertussis, tetanus/tispatHaemophilus influenzgype b (DPT-HepB-Hib),
and polio vaccines, and a measles vaccinationdgpgle of 12 months (MOH/CSO 2007).

Zambia has scored many successes such as intmaudtivaccines to prevent hepatitis and
heamophilus influenza type B (Hib). Sustainable imimation systems are those offering good

physical access to services, acceptance and tighzaf services by clients, good quality
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vaccines, safe injections, secure funding, andctfie record keeping (Kane et al. 2002). In
Zambia, poliomyelitis eradication resulted from masimunization campaigns during the
National Immunization Days (NIDs) and sub natiomamunization days. Furthermore,
Zambia was in 2007 awarded Maternal and Neonat@nts elimination certification after a
study was conducted by WHO (2007). However, stiegmghg routine immunization remains

the key strategy for the control of vaccine preabtd childhood illnesses.

MOH (2007) postulates that the elements of the tasasontrol strategy recommended by
WHO and UNICEF for global measles control are: wa&iton (through routine services and
periodic mass campaigns that provide a second tppty for vaccination), surveillance and
improved management of measles cases. Stratagiescéeleration of measles control and
elimination introduced in the country include: Sgéening routine immunization to achieve
and sustain high coverages; providing a secondrapmty for measles immunization through
the implementation of high quality Supplemental lomzation Activities (SIAs);
epidemiological surveillance with laboratory confation of cases and outbreaks; and
improved case management (MOH 2007). Zambia helothan measles immunization
campaign in order to reduce morbidity due to meaate 2007. This followed campaigns
conducted in 1999, 2000, 2002, and 2003 (MOH/CBI932 that aimed at reaching the
unreached during routine immunizations. Howeverateter the degree of control of measles
in a country, high measles vaccine coverage inyewew birth cohort through routine services
is necessary to control measles and sustain théevachent over time, supplemental
immunization activities have therefore been recomied to be accompanied by simultaneous
actions aimed at improving routine services. Imprgvoutine services can be attained using
the REC/D strategy.

1.1.2. Reaching Every Child/District (REC/D) stratgy

The REC/D strategy was adopted in 2003 by Zambd vaas implemented in the first ten
priority districts namely: Chipata, Lundazi, PetapukKabwe, Chibombo, Nakonde,
Kawambwa, Mazabuka, Kalabo and Ndola (MOH 2005)s Than effective approach to reach
the un-reached and the missed opportunities in inimations of children against preventable
diseases through strengthening health provideroiigpangaging communities to participate in
their children’s health, intensifying technical popt supervision, establishing community

immunization posts for outreach, and managementuitidation of data at all levels. The
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approach was introduced as one of the recommemgadiothe 1997 EPI review (MOH 2005).
Immunization coverage is one of the most importadicators of a successful immunization

Programme.

Ndola district was one of the first ten dissitd be introduced to REC/D strategy because of
the observed increasing numbers of children thaewet immunized. Ndola district is in the
Copperbelt province of Zambia. It is an industt@n with a projected population of 449,883
for 2006. It shares borders with the Democratic Uddip of Congo on the eastern side and
northern part, Masaiti district on the southernt @ard Luanshya district on the western part.
The Munkulungwe River separates Ndola from Masdistrict on the southern end. The
district also shares boundaries with Kitwe in tleetim and Mufulira district in the northwest
(Ndola DHMT 2006).

The district is serviced by 2 hospitals; Ndolanal and Arthur Davison, it has 20 clinics
managed by the DHMT. The district is linked to atparts of the country and has reliable road
network. It also lies along the line of rail. Acséslity is therefore not a problem. ZAMTEL,
ZAMPOST, Telecel and Zamcel are the providers ohrmanication in the district. It also has
an airport which services both local and internaldlights. Ndola district has electric power
supply from ZESCO and Copper belt Energy Corponattbe latter supplies power to mines
and its residential areas, whilst ZESCO suppliewgroto the rest of the town. Despite
implementing REC strategy since 2004, the Distrat seen an increase in the number of un-
immunized children.

1.2. Statement of the problem
Even though Infant Mortality Rate (IMR) droppedrfrd®5/1000 in 2002 to 70/1000 in 2007,

while Under-five Mortality Rate also dropped fron6811000 in 2002 to 119/1000 in 2007
(MOH/CSO 2007), these figures are still high.

The EPI in Zambia, like many other African regiommss been facing problems related to
decline in immunization coverage in some distriatisile the national coverage has been
increasing. Children have continued to suffer aiedidm potentially preventable and treatable
diseases which are reflected in the high morbidies (MOH 2006). Zambia recorded an
increase of measles IgM positive cases from 434y .ih 2005 to 189 (41%) in 2006 (MOH
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2006). According to WHO recommendations, the tamgmtcent for measles detection rate
should be less than or equal to 10% (MOH 2006)e fi$e in the proportion of IgM positive

measles samples in the year 2006 was due to risimgber of susceptible population to
measles since some children vaccinated do not czereert, also some children miss the
vaccination against measles (MOH 2006). This prechghe country to conduct a measles
campaign in 2007, in order to cover the un-immutiziildren as well as those who were

immunized but could not have acquired immunity.

Ndola district contributed to the number of un-immaed children for measles. In 2006, only
62 per cent of children in Ndola were immunizediagiameasles, while the country attained a
national coverage rate of 84 per cent. There has lam observation that variations in the
coverage rates between districts as well as betWealth facilities obtain. However, high and
sustained routine vaccination coverage is neededufiport the ongoing disease control

initiatives and maintain their gains.

A 43 per cent lower than the national coverage ©fp8r cent of fully immunized children
(which is very low) in Ndola in 2006 could be asated to the observed mortality rate of three
vaccine preventable diseases: pneumonia, menirggitistuberculosis. These diseases can be
prevented by using BCG and DPT-HepB-hip vaccinainl&l district recorded mortality rates
of tuberculosis at 18.9% in 2003; 15.2% in 2004 ar8% in 2005 (Ndola HMIS 2006). These

diseases were among the top ten causes of deathddren under five years of age.

The other noted cause of mortality in under-fivesNdola include pneumonia which was
recorded as number one cause of death from 20@80@6 with death rates of 14%, 13.4%,
7.6%, and 4.6% in 2006 where it was ranked as nutalmecause of death (MOH 2007).

The immunization coverage rate in Zambia at praginevels has attained high levels in most
provinces. However, Copperbelt province revealedradual decline of fully immunized
children between 2003 and 2005 of 97%, 81% and T&8pectively (MOH 2005). Ndola
district in particular, contributed to the declimethe number of fully immunized children in
the province, as it experienced a reduction dutinig same period of 100%, 80% and 48%.
This observed decline is of concern since the naticoverage of fully immunized children
has been increasing in the same period from 802004, 82% in 2005 and 87% in 2006 and
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yet there are inconsistencies with the data frorol&ldistrict that showed a sharp decline from
2003 to 2005 as highlighted in figure 1.

Figure 1, Trends in Children Immunization Coverage in Ndola District & National Coverage 2001-
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Source: MOH HMIS

The coverage rates in figure 1 show that there avasitial increase in Ndola from 69%-
2001 to 100%- 2003, thereafter; there was a dettnihe lowest of 43 per cent in 2006.
Ndola district also had relatively low coverageesator all antigens in 2006 as BCG (69 %,
compared to national rate of 94%); OPV3 (64% comgbdao national of 91%); Penta3 (65%
compared to national of 91%); measles (62% compiaredtional of 84%); and TT2 (66%,
compared to national of 79%) (MOH 2006). This deelideserves investigation whilst

assumptions can be made about the possible causes.

During the year 2006, Ndola recorded vaccine pred#e diseases such as pneumonia and
meningitis (both could be preventable with DPT-Hdpp vaccines) among the top ten
causes of death. This observation can be attribtdettie low coverage rates highlighted
above. The fully immunized coverage in 2005 way @@% an indication that probably the
uncovered 52% contributed to the mortality ratéhef indicated vaccine preventable diseases
in the district. King and others (1979) postuldtatta community needs to immunize at least

80% of its children to provide herd immunity anchbe prevent diseases. However, Ndola
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did not achieve 80% for any of the antigens givemird) the period under review. The

possible contributing factors to this observed lownunization coverage in Ndola could be
attributed to:

Lack of knowledge of immunization

Low turn up for vaccination clinics

Stock out for vaccines and other logistics

Lack of outreach services and inadequate staticuiniration services
Inadequate supervision

Inadequate funding for immunization

Long waiting time for immunization

Failure to trace defaulting children

Poor management of data.

negative staff attitude

The problem analysis diagram in figure 2 showsr#iationships of these factors and how

they could have led to low coverage of fully immzed children in Kawama compound of
Ndola district.



Figure 2: Problem analysis of the factors influenieg immunization coverage.
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The problem analysis diagram in figure 2 above shtwat though there are many factors
which are possibly contributing to the low coveraddully immunized children in Ndola,
some of them are directly contributing. These idetuinadequate knowledge of EPI by
health workers; inadequate supermarket and outraeti¥ities; long waiting time; failure to
trace defaulting children; and inadequate knowledfj@nmunizations by care takers; and
poor data management. Although there are so mdmr dactors that affect immunization
coverage, only knowledge of immunization, outreatimunization service delivery and

community participation have been considered irothjectives.

1.3. Definition of terms
Supermarket immunization services the provision of vaccinations to any child visdi
the health facility on any day instead of havsiegeduled days for immunizations.
Outreach immunization services s the service health workers provide for immaitians
away from the health centers.
Denominator: the figure below the line of the fraction usedcalculation of coverage
rates. These figures are provided by central stalOffice.
Community volunteer: is a community member who has been trained totabtsihealth
workers in child health activities such as growtbrpotion, health education and following
up defaulting children.
DTP1 - DTP3 drop-out rates— the percent of children who do not receive dagd3TP3
after receiving the initial dose, compared to alldren who receive the initial DTP dose.
Fully immunized children- are those who receive all the necessary doses aufines
(OPV, BCG, DPT-HepB-Hib, and measles) before oree p& age.
Care taker - is the person looking after a child under the afjfive years. It can be the
mother or any one responsible for the child.
Child tracer — is a community member who is responsible to foliggvon children and
ensure that they have received the doses accamlisghedule. He or she will handle the
community register for children.
Immunoglobulin (IgM ) - is a class of antibodies found in circulatirapi fluids, they are

the first antibodies to appear in response to dialiexposure to an antigen.



1.4. Justification of the study

Immunization programmes have been going on siné& 18 Zambia. So far only a few
evaluative studies on the practices of immunizatiave been done in few districts. Since the
introduction of the REC strategy in 2004 in the ot districts, no major evaluation has
been undertaken to determine the impact of thdeglyaon immunization coverage. The
strategy has however, scaled up, and is curremtiggbimplemented in all 72 districts of
Zambia. This strategy was aimed at improving raitimmunization services which is
cheaper than immunization through campaigns. Howewe Ndola the expected
improvement had not been realized. It was for thgparity observed that the researcher

wished to find out the factors that influencedntplementation in Ndola.

Conducting an evaluation in a systematic manngpshtd determine the extent to which a
strategy being implemented is successful in achgethe predetermined objectives. This
should involve assessment of its relevance, the ivayings about the desired results; its
effectiveness; efficiency and acceptability. It ghio also review strengths as well as
weaknesses. Evaluation should be a continuing psoagned at rendering health activities

more relevant and more effective.
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CHAPTER TWO

2.0. Literature Review

2.1. Immunization Theory

The science of immunization arose from the studynah’s resistance to infection, through

antigen stimulation and antibody production. Orfective way of controlling the spread of

infection is to strengthen the host defenses. Ty be achieved by active immunization,
which is one of the most powerful and cost-effextiveapons of modern medicine. The use
of toxoids for active immunization was begun by British forces in 1939 and the United

States forces in 1941 (Park 2005).

Immunity is acquired passively or actively. Passimenunity is the natural immunity which a
fetus gets from its mother through the placentalendictive immunity is acquired by either

suffering from a disease such as measles or bémeg @ vaccine.

There are many factors which influence the effertass of different immunizing procedures
such as potency of antigen, age of child and compéss of immunization, the presence of
blocking factors and the variable antibody respavisdifferent individuals (Harper 1962).
Furthermore, Harper (1962) contends that the ptaporof the community that must be
actively immunized to provide some herd immunityd gerevent or slow an epidemic is
dependent on each disease and local situation. I&edsr instance, which is highly

communicable requires a very high percent of pdfmriammunized naturally or artificially.

2.1.1. Importance of Immunization

Childhood immunization is cardinal because the igassnmunity a child receives whilst in
utero will diminish in the first year of life. Therare some diseases where the mother does
not pass immunity to her baby hence active immusiitguld be built through vaccination
which starts soon after birth as for BCG and pdlibe child will continue with DPT-HepB-

hib and polio at six weeks for three doses giveffioat weeks intervals. The child must
receive measles vaccine at nine months of age dineepassively acquired measles

antibodies protect the child only up to this age.
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Immunization sessions should be conducted with @arerder to prevent cross infection,

adverse effects and destruction to the potenclyeof/aiccines (King et al. 1979).

2.1.2. Types of Vaccines
Dead or weakened organisms (vaccines) are givenhwhill not cause harm but help the
child make antibodies against diseases. Thesenexare in two main forms:
» Live weakened/attenuated vaccines such as BCQX palil measles. These are very
delicate vaccines which must be freeze dried anst fvei reconstituted before use.
» Dead organisms or toxoids include whooping cougphttieria, tetanus and currently
hepatitis B and heamophilus influenza. These vascghould not be frozen but kept
cool all the time. For these reasons, the coldrchaist be maintained in order to

sustain the potency of the vaccines (King et ar9)9

2.2 Expanded Programme of Immunization

Benesh and others (2000) assessed the Expandedcammg of Immunization (EPI) in
Bosnia and Herzegovina in order to determine thieleepiological situation of vaccine
preventable diseases and review major EPlI compsramt provide recommendations. The
findings demonstrated no evidence on dramatic as@eof disease incidence rate of major
public health concern, with exception of stresatesl disorders and Tuberculosis (Benesh et
al, 2000). The reported vaccination coverage invyae Bosnia and Herzegovina was high.
Furthermore, Benesh and others (2000) state thB®90, coverage rates of all EPI antigens
were 91 per cent in Bosnia and Herzegovina. Duthmg war, that followed thereafter,
immunization was conducted mainly in centers whatk of security, vehicles, fuel and staff

affected outreach services, resulting in an eséthdtop of coverage to 30 per cent.

The study also revealed that the design of the hiprdnd annual reporting forms on
immunization does not permit calculation of timelmmunization consequently overall
vaccination numbers are artificially boosted whiteyeality, some children who are due for
immunization are missed and others not planneaiferincluded. In most facilities visited,
staff did not maintain the vaccine cold chain dgribmmunization, had incorrect or
insufficient understanding of vaccine managemenhoAg the recommendations was the
establishment of a state-level EPI with common aBse reduction/elimination targets,

vaccination coverage objectives, vaccine and ilgacsupplies management and cold chain
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system serving all parts of the country.

Yadav and others (2006) conducted a survey on inmation coverage in urban slums of
Jamnaga city in India. This was a cross sectioinaysfocused on children between 1 and 2
years of age. Immunization cards were checked aesepce of BCG scar assessed. They
found out that fully immunized children were 73.8rpcent which was higher than the
national level of 63 per cent. Partially immunizedildren were 23.8 per cent and un-
immunized 2.8 per cent. The main reason for drapoown-immunized was ignorance by
mothers at 80 per cent and for the rest it wasnmenience. Some of the reasons for partial
or no immunization were ignorance, inconvenientertssupply, schedule not planned and

problem of relations between health worker and camity.

Al-Sheikh and others (1999) conducted a crossa®altistudy to calculate coverage rate for
children 0-2 years of age. The results showed @fatper cent of children were fully
immunized in the urban city of Tikrit (Irag) comparto 28 per cent in three villages which
were rural. The results also indicated that mostroon causes of partial or completely un-
immunized children in the urban city were ignorange negligence of mother and
unavailability of vaccines in the health facilitieowever, in the rural areas ignorance,
negligence of mothers and distance to health feslwere the most common causes. They
concluded that a large gap still existed in immatian coverage between urban and rural
areas and the main cause of incomplete immunizatias lack of health education for

mothers.

A pediatric clinic in Lagos (Nigeria) reorganiziself to reduce waiting time by setting up a
separate vaccination station, and then vaccinatesick children after they had received
treatment for illness (Tembo 1993 he EPI in Mozambique re-classified its immuniaati

schedules and reorganized clinics so that vacoimativere being given at the time a child
registers, seriously sick children were vaccinabefiore leaving the clinic or soon after

required hospitalization.

2.3. Immunization coverage approaches
WHO proposed introduction of Reaching Every Dist(RED) at country level and Reaching

Every Child (REC) as a foundation for sustainableastes mortality reduction. This is
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attainable by focusing on strengthening immunizatervices at district level. The elements
of the RED strategy include:

* Re establishing outreach immunization services.

e Supportive supervision

e Community link with service delivery (community piaipation)

* Monitoring and use of data for action

* Planning and management of resources (CBOH 2004).

There has been observed challenges globally oninttmeunization services. These are
optimizing use of existing resources, integratiigeo priority public health interventions
with EPI, increasing capacity at district level;praving planning and logistics, increasing
coverage and eliminating inequities. The major foofi the RED strategy should aim at
identifying problems and causes of low immunizatiowerage and plan solutions to increase
immunization coverage. This can be achieved at level of reaching the un- reached

children, hence improving utilization (WHO 2002).

A survey conducted by USAID (1992) in Bolivia foundt that with increased immunization

coverage, a reduction in disease burden was achiél@vever, though mothers interviewed
did not understand childhood immunization, many everotivated to have their children

vaccinated as they felt immunization promoted gbedlth in children. Results indicated that
vaccinations against contagious diseases had &veosnpact not only on the vaccinated
individuals but on others who might have been aoimated. The benefits included

permanent immunity acquired through vaccinatiomg] prevention of conditions such as
brain damage and blindness as permanent impactarthaustained by the beneficiary for the
rest of his or her life (USAID 1992).

However, in the same study, some women activelisteab participation in the vaccination

programme, at least until their children were oldérey believed that infants should not be
vaccinated because the immunization might causevar for pain. While other women

associated immunizations with slowed child develept in that, their child who was

beginning to walk would revert to crawling afteriajection in the hip.

Other reasons brought out in the Bolivia study wéhnat children did not complete

immunizations because mothers were afraid of beaajded for losing the child's card, fear
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of side effects to the first vaccinations (feveain), inconvenience and time limitations

because the child got sick even after being imnaciz

WHO (2002) published 15 studies on missed Oppadrasifor Immunization (MOIs) though

they were not uniform in their methodology, inchugli definition of MOIs, age groups

surveyed, and analysis of causes. Ten of thes@stedplored the causes of MOls in detail

when vaccines were supposed to be available. Tdeeses were:

Either the health worker or parent incorrectly dedi that common illnesses are
contraindications to vaccination.

The health worker neglected to screen or incoyestiteened the child's eligibility for

vaccination.

Sometimes a vaccination was given, but at the wriimg (for instance, measles
vaccine at too early an age).

The vaccine supplies were unavailable or damagedaloold chain failure.

The clinic was too crowded or disorganized to haradll those attending.

Staff absence or lack of transport led to candehabf sessions.

Mothers were too busy to wait, were uninformeddigsatisfied.

A health worker feared wasting measles vaccingefigsed to open multi-dose vial

when only a few children showed up.

Mukonka (2007) presented the current child heatitiatives aimed at realizing tHdDGs.

One of the major initiative is to improve immunimet coverage and hence reduce vaccine

preventable diseases through routine immunizatiehdd health weeks (biannual) and

special campaigns. The measles campaign conduct2@i7 achieved a coverage rate of 87

per cent for measles. During the second quart2f07, the RED strategy had been scaled up

to the phase three where 25 remaining districaimbia were introduced to the strategy.

Ngoma and others (2007) presented a conference patelooked at the effect of special

campaigns and routine immunization on Zambia's imiration coverage in their

prospective and retrospective study. The resuttkate that the health worker practice was

professional but there were challenges of inaceui@entral Statistical Office (CSO)

population and non- payment of outreach allowanéegsvever, campaigns have benefits

such as infrastructure improvement, refresher @syrstrengthened partnerships and social
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mobilization. Their conclusion was that complex Itieasystem challenges affected
immunization coverage and some required immedidenteon such as bridging the gap

between clients and health providers through affectommunication.

WHO (2005) reported on the country experienceshi& implementation of the REC
approach. They state that early planning and wektaordinated integration of vitamin A
supplementation, Insecticide Treated Mosquito Natsl Mebendazole distribution with
measles supplementary immunization activities destrated to be cost effective, efficient
and time saving. Further, WHO (2005) indicates tima¢gration of plans for logistics,
advocacy, social mobilization, monitoring and ewtilon resulted in an effective and
efficient use of resources. Therefore integratiogvaies proved synergistic in improving
child health.

King and others (1979) contend that we can stopstesapolio, and whooping cough
spreading in a community by immunizing about 80 @amt of its children. These children
give the whole community ‘herd immunity’. This ingd that the more children in a
community that are fully immunized against certdiseases, the more everyone is safe from
those diseases (Kane et al, 2002). However, tulmsisuand tetanus do not have the herd

immunity and hence the target among children fes¢hvaccines should be 100 per cent.

World Health Organization (WHO) and United Natio@kildren’s Fund (UNICEF) have
jointly sponsored ventures aimed at improving themunization programmmes in
Developing Countries. The WHO Expanded Programmelromunization (EPI) assists
health authorities to design, implement and evelubéir immunization programmes, also
train their health personnel and acquire vaccimesadher essential supplies (Adetokumbo et
al. 2003). Furthermore, Adetokumbo and others (2@08tend that active immunization has
evolved to become a powerful tool in public heakaccination is usually the preferred

intervention in those diseases for which effectimecines are available.

2.4, Effectiveness of immunization on child healtktatus
Immunization has proved to be one of the most itgmdrand cost effective ways of ensuring
that children survive their early years. Active ionmeation is of an established value and is

recommended for routine use in children to prexanallpox, diphtheria, whooping cough,
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tetanus, poliomyelitis and measles. For infantseurtdree months of age, an initial series of
four, monthly doses of the antigens gives them lilket antibody response, especially
pertussis and poliomyelitis (Harper 1962). Immuti@aagainst vaccine preventable diseases
saves the lives of approximately 3 million childregarly (WHO 2004). In a similar view,
MOH (2007) contends that before the widespread laiéity of the measles vaccine,
virtually all children contracted the disease aades to eight million deaths occurred each
year worldwide. Childhood immunization programmessén led to a dramatic decrease in

measles morbidity and mortality.

Furthermore, immunization prevents many more frarffesing debilitating diseases and
lifelong disability. Widespread access to lifesgvivaccines is one of the greatest public
health achievements of the time (Kane et al, 20B2}he past two decades, immunization
has prevented an estimated 20 million deaths fraotine preventable infections worldwide
(UNICEF 2006). Information on immunization levelgends and the distribution of
vaccination services across districts is used tmitoo immunization performance at the
local, national and international levels and todguiefforts at polio eradication, measles
control and neonatal tetanus elimination (UNICEB&0 Reliable and timely monitoring and
reporting of data at the district, provincial arational levels help public health managers to

assess the effectiveness of immunization initistiased make more informed policy choices.

Some of the notable successes of immunization dieckradication of smallpox worldwide,
as well as poliomyelitis eradication in many coiggrincluding Zambia (UNICEF 2004).
Recently Zambia attained maternal and neonatalustalimination certification. Despite the
reported successes, much remains to be done. #) a@Gstimated 27 million infants did not
receive three doses of DTP. This indicates that évery 5 live births did not receive the
vaccine dose. An estimated 1.4 million children em8 years died from six major vaccine
preventable diseases with a further 1.1 milliontkedrom pneumococcal and rotavirus
diseases (UNICEF 2006).

However, while developing countries struggle to gatcines to children who desperately
want them, industrialized countries are facingedight challenges. Many people in North
America and Europe have become complacent abowuines; assuming that since certain

diseases rarely appear, they are no longer a tfifeat at al. 2002). These misconceptions
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have caused a resurgence of increases in contadjgreses such as measles, diphtheria, and
pertussis. In the United States, the measles akbnel1989 led to 123 deaths, 90 per cent of
those who died were not vaccinated (Kane et al2R00ontrolling the outbreak requires
expensive and difficult mass immunization campaigmgil routine immunization can

function again.

UNICEF (2006) highlights that 1 in every 6 infamtsnot immunized against tuberculosis, 1
in every 4 against measles, and only half of thedi@infants are fully immunized against
hepatitis B. Efforts to raise global immunizatioseds a strong focus on the countries where
most of the un vaccinated children live, while adssuring that the countries where children
are most likely to miss out on immunization are meglected in the search for greater global
impact. In order to achieve this all governmentsimake difficult decisions about where to
spend limited health care funds. The key is to rda@itee which interventions provide the
largest benefit for the lowest cost. Immunizatisrone of the rare interventions that, though
attracts costs, has huge benefits for the heallhwaati-being of the whole population. This is
why it is often the cornerstone of public healttogrammes (UNICEF 2006). In order to
attain vaccine independence, the Zambian governmedtPartners have been increasing
allocation of resources for vaccine procurementft® per cent in 2005, 14 per cent in 2006
and 18 per cent in 2007 while the balance has texrby GAVI/VF (Mukonka 2007).

2.5. Factors affecting immunization coverage

Sikalumba (1999) looked at factors contributingde immunization coverage in children
less than one year in Isoka district. The methagiplased in this study was not highlighted
except for the study population. The findings réedathat there was low immunization
coverage in those less than one year at 77 perEeat though 82 percent of the health
workers conducted static services for immunizatieeekly, 17 percent did not do so. The
study did not indicate whether outreach service®wweovided.

However, knowledge about importance of immunizati@s high at 97 percent. The factors
associated with low coverage were long distandeetdth facility, laziness by mothers, and
minor ailments suffered by the children that himdermothers from taking them for
immunization. The study also revealed that poadtualt by staff and traditional beliefs and
practices did not contribute to low coverage. Gudidin management was not understood by

60 percent of the health providers. Shortage afspart, logistics, and staff contributed to
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poor coverage. Some of the recommendations wereamlt services, supermarket at static
services, capacity building in cold chain and vaesj provision of transport and involvement

of community members in following up under-five Idnén (Sikalumba 1999).

Mubanga (1999) conducted a study in Nchelengeictishn factors contributing to low

utilization of child immunization services. The dyumethodology was cross sectional
comparative study, using multistage sampling metidee findings were that there were
poor quality immunization services being offeredrvices were inaccessible to many, and
lack of follow up of defaulting children. Other moisle causes identified were no children’s’
clinic conducted, long distances to health facibtyd inadequate knowledge on available

immunization services. The study did not forwarcbramendations.

During RED/REC strategy training for health workeseme constraints were identified as
contributing to high number of un-immunized childiie the country. These are:

Planning and Management

Health workers identified problems with staff slages, poor staff attitude; inadequate
knowledge and skills; poor service delivery in foahquality of service, lack of honoring
immunization appointments; lack of transport argidtical problems where there were some
vaccine stock outs, high wastage rate and constaakdown of cold chain equipment.
Revitalizing vaccination services

Lack of outreach services was identified as one¢hef major contributing factors to high
number of un-immunized children. This was saideaab a result of high dropout rates, long
distances and low turn outs for static immunizaservices.

Linking services to the community

Health workersaagreed that when community members, especiallynteérs were not fully
involved in mobilizing mothers for immunization s®es, many children were not
vaccinated leading to high drop-out rates. Comnyuniblunteers are also involved in
following up defaulting children for immunization.

Monitoring and data management:Revealed poor data quality, due to incorrect tatjyof
doses, wrong data aggregates tallied which wereaqual to cumulative figures.

Supervision

This was identified as the cornerstone to imprawehunization coverage. Supervision at all

levels of service delivery helps to identify dediccies and immediately correct mistakes as
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well as conduct technical support (Chivundu 2005).

The annual child health review reported factordugricing immunization coverage as
geographical access, leadership and managemess,sayld technical know-how of the zonal
supervisors, consistency in leadership and respilibhsiand health facility and regular
supportive supervision, support to community lealgy, defining roles of community
leaders, integrating Expanded Program of ImmuromaiEPI) with other services, and
waiting hours (Chivundu 2005).

The literature reviewed has shown various contimgufactors to un immunized children in
different countries including Zambia. These in@udervice delivery factors such as
inadequate supervision, vaccine and supplies slestanadequate funding, inaccurate CSO
figures; service provider factors such as negaditteude of staff, poor data management,
lack of involvement of community volunteers, andadequate knowledge of EPI.
Furthermore, some factors revealed concern cakeewhich include lack of knowledge of
immunization, busy schedule by caretakers, incoievexe, fear of being scolded by nurses,
and long distance to the health facilities.

2.5. Research questions
» Do inadequate outreach services for immunizatiarirdmute to low coverage of fully
immunized children in Kawama Compound of Ndolarait?
* Are community volunteers involved in mobilizing rhets for vaccination of their
children in Kawama Compound?
* Is lack of knowledge on immunization by mothers tabating to low coverage for

fully immunized children in Kawama Compound of Naid|
2.6. Objectives of the study
2 .6.1.General objective

To determine the factors contributindo immunization coverage in relation to
REC/D strategy in Kawama Compound of Mdtiktrict.
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2.6.2. Specific objectives

To determine the proportion of children fully imnzed before their first

birthday in Kawama Compound of Ndola.

To establish the frequency of outreach immunizasiervices in Kawama Compound.

To determine the participation of community volwere in motivating
caretakers/mothers to have their childrengleta vaccinations in Kawama
compound.

To establish the level of knowledge about immumaatoy mothers in Kawama

compound of Ndola district.
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3.0: Research methodology

CHAPTER THREE

Table 3.1. Variables, indicators and scale of measement.

VARIABLE &DEFINITION

I’\IDICATOR

SICALE OF MEASUREMENT

DEPENDENT VARIABLE

Fully immunized children

The children who receive

Proportion of children fully
vaccinated before their firs
birthday

over tota

Low=below 50 percent
stModerate=between 50 & 7

percent

services away from the
heath facility

all required doses of | population of children belowHigh =At 80 percent or above
vaccines before their first | one year.
birthday.
INDEPENDENT VARIABLES
Community volunteer e« Number of childl Low= less than 5-7
participation tracers in the High= 8-10
Active follow up of children community
who default for « Number of timegLow= less than one time per
immuni zation services child tracers visit the month
children mothers High= one or more times per
« Type of activities month
performed
Outreach immunization | Number of outreach visitsLow=one visit per three
services conducted over planngdnonths
visits. Moderate=one visit per twp
Conducting vaccination month

high=one visit per month

Knowledge of
immunization

Understanding the value
vaccines

and types of

available

Number of correct respons

g ow=below 50%

by mothers on immunizatio

NModerate=50-74%

over total questions asked.

High = 75% and above
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3.2 Research design

A descriptive cross sectional design was used is $tudy. Yadav and others (2006)

conducted a cross sectional survey on immunizataverage in India where the researcher
adapted the design from as this study also exantimegrocess of immunization. Research
design is the overall plan for addressing a reseguestion including specifications for

enhancing the integrity of the study (Polit and Blen 2000). This study focused on

evaluating the implementation process of the REGcé%s evaluation is mostly carried out
on services and programmes, as well as policy impfgation (Ovretveit 1998). Document

review was used to assess the service deliverfidhealth centre on immunization. In-depth

interview and structured questionnaire were usenbliect data.

3.3 Study setting

Kawama health center is located in one of the pdran areas of Ndola town on the
Copperbelt province. The health center is locatethe northern part of Ndola urban about
10 kilometers from town. It is a council gazetteaawith a population of 19,567 projected for
the year 2009. The compound is predominantly dese¢int area for retired people who
constructed houses (brick with iron roofing she€lffe water source is from communal taps
as well as shallow wells while sanitation is throygit latrines. The residents engage in
subsistence farming that is done near and acrasdahder into Democratic Republic of
Congo. This is where the study was conducted.

Kawama compound was purposefully sampled by theareker due to it being located
within Ndola district revealing low coverage of lfummunized children even after the
introduction of the REC strategy in 2004. AccordingMOH reports, Ndola district in 2006
had full immunization coverage of 43 percent.

Kawamacompound is highly populated but subdivided intoewhich made the researcher
collect data from all the zones. Within the zowese the community volunteers who assisted

the researcher and data collectors enter the cmitynwithout any problems.

3.4 Study population

The study population was children below five yeafrage found within the Kawama health

center catchment area. The proxies were their mothearetakers found at home at the time
of data collection. The health workers at the teedinter and the Maternal and Child Health

Coordinator for Ndola district were included in thieidy to verify the information collected
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from the mothers/caretakers. Some community vorst@ot involved in guiding the data

collectors in the field were also included in thedy as key informants.

3.5Sampling and sample size

A sample is a selected subset of a population (Baesbhappa 2006). The researcher
calculated the sample size by using the numbendéufives in Ndola District. During data
collection, the researcher conveniently sampledhersicaretakers of children under five
who were found at their homes in Kawama Compoutis Was done in order to ascertain
the views of the respondents about the processmiunization within the catchment area.
The data collectors were assigned to the five wiffe zones where they systematically
moved from house to house until each interviewedrdthers/caretakers. The nurses and a
clinical officer found at the health center durithg time of data collection were included in
the sample. Some community volunteers working wite health center staff were also

included in the sample.

To calculate the sample size, the following formukes used as follows:
n=22PQ/e?

n=Sample size

p=prevalence (43)

Q=100-p (100-43=57)

e=margin of error +5% (2e=14, then e=7)
Z=1.96 from normal distribution
Therefore:

n= Z*Z*P*Qle*e

n= 213 rounded to 220

3.6.1 Inclusion criteria

Mothers and caretakers with children under fiveryeat the time of data collection were
included. All health workers involved in immunizatis at Kawama health centre and some
community volunteers in the compound were alsouithetl. The health center in charge and
the district maternal and child health coordinaggave key information about immunization

services in Kawama.
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3.6.2 Exclusion criteria
Mothers/caretakers with children above five yeard #tnose mothers without children in the
compound. Doctors and other health workers notli@gb in immunization services were

also excluded.

3.7 Data collection tools and techniques

The researcher entered the study area througlotia¢ thealth centre (Kawama). The health
centre has community volunteers in each of the fmmes of the catchment area, who were
requested to guide the study team into the commublhilst at the local health centre,
health workers involved in immunization programmerev identified and requested to
complete a self administered structured questioandifter entry into the community, the
study team identified caretakers/mothers with usitker children, who were requested to

participate in in-depth interview that were coneuacby the data collectors.

Community volunteers involved in child health aittes were identified in each zone and
requested to be interviewed. Data collection tased were: structured questionnaire for
health workers which provided quantitative datéenview guide for caretakers/mothers and
community volunteers that elicited qualitative dat&ocus group discussion guide was used
for the community volunteers to validate informatioollected. The data collection tools

have been attached as appendix 2, 3 and 4.

Data collection was done within the month of May020or two weeks. This was after
approval to proceed with the study from The Regedtthics Committee and obtaining

permission from the Ministry of Health.

3.8 Data collection/field activities
The researcher collected data from the field withine month after approval to proceed by
UNZA Ethics Committee. Five research assistantevesgaged, trained and collected data.

A statistician was consulted during data entry amalysis.

3.9 Data quality control
The researcher trained the research assistantiseoresearch tools and how to collect the

required data. The instruments were pre-testedréeftey were used in the field. Data
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collected was cleaned whilst in Ndola to determinenpleteness and identify if there was
need to counter check the information obtaineds Tas achieved by going through all the

guestionnaires whilst in the field with the datdlextors.

3.10. Data processing and analysis

The data was screened to ensure consistency anglatemess whilst in the field and
thereafter was entered into computer. Data proecgssnd analysis was conducted in two
folds: quantitative data processing and analysiscaralitative data processing and analysis.
a) Quantitative Data processing and analysis

The data were assigned a number to each resp@msehat helped in data entry. The data
was then arranged into tables and bar graphs 8y @aderstanding. Cross tabulation would
have been ideal to study relationships between albomordinal variables; however, further
statistical analysis was not practical as the nunabeespondents utilizing the quantitative
data collection tool were less than 30.

b) Qualitative Data processing and analysis

Purposive rather than random sampling was utiliretthe field in order to include all cases,
even deviant ones that could have been missedidona sampling, for observation in order
to uncover the full array of multiple realitieseeant to the inquiry. Inductive data analysis
was used in order to reveal unanticipated outcanesdevelop understanding of the process
of immunization programme in the community, asttia used for data collection was semi
structured. The data were segmented, coded intoehehat were later utilized to multiple
regression analysis including statistical techniqte examine the relationship between the
independent variables and the dependent variabtavelfer, the exact meaning were

protected as data were entered using the respadents.

The data were entered into computer SPSS softwateanalyzed. Chi-square statistic was
used in order to determine the statistical sigaifie of difference between the observed
frequencies with would be expected frequencies. ifitent was not to generalize findings,
but to form a unique interpretation of the evemisKawama compound pertaining to
immunization.

The data has been presented using frequency tgidesharts and bar graphs, which are the

most effective and simple way of communicating agsle results.
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3.11 Ethical considerations

The proposal and the associated forms contain@g@endices were reviewed and approved by
the University of Zambia Research Ethics Commi(REC) with respect to scientific content and
compliance with applicable research and human stfdjeegulations.The researcher sought
permission from the Ministry of Health as well dgtee Provincial Health Office and the District
Health Office in Ndola. The Health centre in chamteKawama clinic gave permission to
proceed with data collectiofcvaluation research on performance of immunizatiohdola
was important because information collected fromhkalth facility needed to be cleared by
the supervisors. The nature and purpose of they siad explained to all participants, this
included the benefits to the respondents about itltiermation they provided, while
confidentiality and anonymity was assured. Whentigpants were satisfied with the
explanation, they were asked to sign a writtenrimied consentOnly those willing and
offering to be interviewed were interviewed. Andrmhation sheet and a consent form have been

attached as appendix 1.

3.12. Limitations and outcome of study

Cross sectional studies capture information attome and hence cannot provide a kind of a
trend analysis to determine contributing factorthephenomenon. However, cross-sectional
studies measure prevalence by depending on in@dand duration. In this way they do not
demonstrate temporal link. They do not measure timed analysis. Therefore this study
only analyzed performance of immunization programatethe time of data collection.
However, even with such limitations, evaluationdsts are important in that the information

obtained about the effects of an intervention edus compare its value to the alternatives.

3.13. Project management

The researcher prepared to conduct the study byaprey a research proposal that was
presented to Graduate Forum at the UNZA School @fdibine. After the suggested
corrections were attended to, the proposal was #tduhior ethical approval with the UNZA
research ethics committee (approval letter is hetd@t the back). After ethical approval, the
researcher proceeded to collect data for the studydola during the month of May 2009.
Three student midwives at Ndola School of Midwifaryd two University of Zambia second
year students were hired, trained and assisteddaith collection. Whilst in the study district,
the researcher obtained permission from both tlwipeial and district health offices to

conduct research (authority letter is attachedhatbiack). The data collectors engaged were
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trained for one day in order for them to understdnadtools for data collection as well as the
process of data collection to be employed.

The data were collected within fourteen days in Em& compound, at Kawama Health
centre and at the Ndola Health Office. Furthermdregjng field activities, five community
volunteers were employed to guide the data coliscio the compound. These were the

volunteers working with the health facility in htratelated programmes.

After the data were collected and quality contsslaed, the researcher engaged a statistician
who helped with data processing and analysis. & deaearch report was then written and
submitted to the supervisors. The researcher edlia budget of Zambian Kwacha
(K11,071,000.00)eleven million and seventy one thousand kwach@letailed budget is
attached as appendix 8.8) that was used for purghad stationary; payment of data
collectors and statistician; transportation to gtstte; accommodation and meals for the

researcher as well as for report writing, printamgl binding of documents.
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CHAPTER FOUR

4.0 Findings

4.1 Introduction

The data presented in this study was obtained fitérnhealth workers, 203 mothers/caretaker,
and 5 community volunteers in Ndola district of thepperbelt province. The data has been
presented as: Section A-qualitative data obtainexn f mothers/caretakers in kawama
compound Section B-quantitative data obtained froealth workers at kawama health
center; and Section C-qualitative data obtainednfrkey informants (District MCH
coordinator, Kawama health center in charge andr@anity Volunteers). The breakdown of

the respondents is shown in table 4.1.1.

Table 4.1.1 Description of sample

Category Sample Actual Remarks

Mothers/caretakers220 203 Rest of respondents were heglth
workers

Health workers 14 13 One could not participate as she |
just started work at the center

Key informants 7 7 For verification of data

Total 241 223 Three extra respondents wi
community volunteers for validatiogn
of information

Table 4.1.1 shows the breakdown of the sample uBeel.study focused on children under
five years of age but the mothers/caretakers wieee proxies. Health workers and key
informants were interviewed to verify the infornmaticollected from the mothers/caretakers.
There was 100 percent response rate from the saiypi@ 3 respondents were community

volunteers for verification of data.

4.2 SECTION A: QUALITATIVE FINDINGS OF MOTHERS/CARETAKERS

4.2.1 Knowledge of immunization among mothers/carakers
The mothers/caretakers were asked to state wheyettlok their children for immunization services,
the majority (93%) of the respondents indicated thay took their children for immunization to

Kawama Clinic Zone 2, followed by Zone 1 and 3.YO%(1%) mothers took children to centers outside
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their catchment area. The mothers/caretakers fudtagded that they took their children monthly for
immunization and other children’s clinic servic&8(5%) reported that they only went there wheneher

was need and 5(2%) did not know when they sholidel tizeir children for their vaccinations.

When asked about the immunization schedule fodwil under five, slightly above half (63%) of the
mothers/caretakers understood that children shsiad getting vaccinations one week after birth.
Only 12% gave the ideal (soon after birth) timedtarting vaccinatiorHowever, the majority (99%)
of respondents said it was necessary for a balygdeive vaccination while 2(1%) said it wasn't.
Those who said it was necessary gave various reassin134(66%) for protection from diseases,
67(33%) for having a healthy baby, while 2(1%) sfeally indicated protection from Tuberculosis.

Knowledge of ideal time to give measles vaccine foasd to be high as 172 (86%) of women
gave the correct age at which measles vaccinevengdiat 9 months). However, 14 (7%) did not
know when a child should receive a measles vactifigle 15 (7%) gave wrong ages at which
measles vaccine should be given, an indicationadeéquate information given to mothers.

Knowledge of ideal age forompletion of vaccinations by children under five s
mothers/caretakers gave various ages as tabutatadle 4.2.1.1.

Table 4.2.1.1 Immunization status of children* Knoviedge of correct for
triple vaccine Cross tabulation

Immunization status
Knowledge | Fully immunized Not fully immunized Chi- p-
of correct | Frequency % Frequency % | square | Value
interval for
triple
vaccine
One month | 143 91 0 0 134.44 | <0.001
Wrong 14 9 41 100
interval
Total 157 100 41 100

Table 4.2.1.1 above shows that knowledge of intdorariple vaccine has
significant relationship to immunization statuscbfldren (Chi-square 134.44 and
And P-value=< 0.001).
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Table 4.2.1.2 Immunization status of children* Knovledge of correct age to
finish vaccination Cross tabulation

Immunization status

Knowledge | v immunized Not fully immunized | Chi- | p-
of correct

age to| Frequency % Frequency % | square | Value
finish

vaccination

Correct age | 157 100 9 25 136.90 | <0.001
Wrongage | O 0 27 75

Total 157 100 36 100

Table 4.2.1.2 above show that knowledge of comgetfor a child to complete

vaccination has an association with the immunizatstatus of children (Chi-square

136.90; P-value=<0.001).

Majority (98%) of respondents stated that it wasessary to take their child for

vaccination even when they are not feeling wellilevB% said it was not necessary.

4.2.2 Immunization status of under-five children inkawama compound

Mothers/caretakers with children under the agevef years provided under-five cards which

were assessed for their children’s immunizatiotustas tabulated in table 4.2.2.1.

Table 4.2.2.1 Immunization status of children

Category Frequency Percent
Fully immunized 103 51

On schedule 40 20
Defaulted 38 19
Delayed getting some vaccines 17 8

No under five clinic card 05 2
Total 203 100
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Table 4.2.2.1 shows that of the children whoseeurfide cards were screened, 51% were
fully immunized, 20% were on schedule for immunizat 19% defaulted, 8% delayed
receiving some vaccines, and 2% had no evidengarofinization status due to lost cards or

having a new card without transferring immunizatitata from the old card.

4.2.3 Activities of community volunteers in kawamaompound
Mothers/caretakers were asked whether they wereeagfaactive community volunteers in
their compound, the majority (88%) of respondenididated that they were aware of the

active community volunteers in their community vehll2% were not aware.

Activities conducted by the community volunteers iKawama according to
mothers/caretakers were: advising mothers on hovodk after children (14%); conduct
growth monitoring and checking the under five cé38%); TB treatment support-DOTs
(14%), visiting the sick (12%); giving medicatio#); health campaigns (6%); another 6%
of respondents did not know what community volurgedo and the rest said conducting
deliveries; environmental health; door to door #&aion; educating mothers on family

planning.

The type of support the community given to volurdeanothers/caretakers gave various
means of support as shown in figure 4.2.3.1
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Figure 4.2.3.1

Support provided to the community volunteers by
the community members

Don’t know

®m Each mother contribute K500
No support

B Organize workshops for them

M Provide the materials to use

Figure 4.2.3.1 indicate that 55% of respondentedtéthat community volunteers were not
given any support, 28% said that they were givertierrads for use, 7% said that they
benefitted through attending workshops organibedhem, and 5% said that each mother
pays K500 during child health activities while a@mat 5% did not know of any support

rendered to them.

Mothers/caretakers indicated that majority of th€n%) were visited by community
volunteers to check if their children received reseaey vaccines while few (25%) said they

were not visited.

The mothers/caretakers gave various suggestionsiniprovement of children's clinics
including outreach services in Kawama compouhdese were: health workers to open the
clinic early and attend to clients on time; pernrdrstructures to be built in outreach posts; to
increase number of vaccination posts; to increasentimber of visits per month at the posts;
health workers to provide more weighing scales; gioernment to employ more health
workers who should attend to clients; and to engagee volunteers. Some suggestions relate
to the community as: community to clean the weighposts; community volunteers to have

good attitude towards children; community to reriteveaccination posts; and engaging the
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community in decision making by the health centaffs

4.2.4 Outreach vaccination service activities

According to 112(56%) mother/caretakers, healthkers last conducted outreach services
for immunization during the last month prior toantiew; while 53(26%) said more than a
month ago, and 34(17%) said they don’t know whealtheworkers last conducted outreach
services in Kawama compound. However, 1% of respotsdsaid that they had never seen

health workers conducting outreach vaccinationisesv

Majority (95%) of mothers/caretakers indicated thfa¢y went to the outreach posts for their
children’s health services while 10(5%) did noto$é that did not go were discouraged by the K500
payment, while others were ignorant of the servi@ey to take their children, too busy, or saw no

benefit in taking their children for vaccinations.

Mothers/caretakers were asked to highlight reaseng some mothers did not take their

children for vaccination services, reasons giverelzen tabulated in table 4.2.4.1.

Table 4.2.4.1 Reasons preventing mothers from hawrtheir children vaccinated

Reason Frequency Percent
Some mothers are lazy 100 49
Ignorance 34 18
Don't know 17 9
Some mothers think that the vaccine contains HIV 18 9
Congestions and payments 10 5
Some mothers are busy 7 3
Don't have time 4 2
Lack of seriousness 4 2
Don't care about their children 3 1
Lack of interest 3 1
Attitude of health workers 2 1
Total 203 100

34




Table 4.2.4.1 indicates that the major reason ptévg mothers from enabling their children
receive all the vaccine is due to laziness (49%% bf respondents said some mothers were
ignorant about the service available. However soma¢hers (9%) thought that the vaccine

contains the HIV virus and others could not giveason.

4.3 SECTION B: QUANTITATIVE FINDINGS OF HEALTH WORK ERS

4.3.1 Demographic data of health workers

Health workers interviewed were aged between 203ndnd above as tabulated in figure
4.3.1.1.

Figure 4.3.1.1 Age group of the respondents

[Eny
o

o B, N W b U1 O N 0O O

20-25 31-35 Above 35

Figure 4.3.1.1 shows more health workers in the aagegory of 35 and above. There were fewer

health workers in the lowest category of 20 to 8@arg of age.

The sex of health workers interviewed is categarizelow.

Table 4.3.1.2 Sex of the respondents

Sex Frequency
Male 1

Female 12

Total 13
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Table 4.3.1.2 shows more female health workers thales.

Professional qualification of health workers iniewved was tabulated as:

Table 4.3.1.3 Professional qualification of resporehts

Profession Frequency
Nurse 12

Clinical officer

Environmental Health Technician 0

Other (specify) 0

Total 13

Table 4.3.1.3 shows more nurses than clinical efficThere was no environmental health technician

found at the health centre at the time of the surve

The length of stay at the health facility by iniewed health workers was tabulated in table 4.3.1.4

Table 4.3.1.4 Duration of working at health centre

Duration Frequency
Less than six months 0

Six months to one year 2

One to two years 1

More than two years 10

Total 13

Table 4.3.1.4 shows that there were more healtkevemwho had worked for more than two years at

the health centre (10). No health worker intervidwad worked for less than six months.

4.3.2 Knowledge of EPI among health workers

Health workers were asked the ideal age at whibhly should start receiving vaccinations and the

responses were tabulated in table 4.3.2.1
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Table 4.3.2.1 Age at which baby should start gettqnvaccinations

Age Frequency
Soon after birth 12

At six weeks

At nine months 0

At any time the mother wishes to bring baby 0

Total 13

Table 4.3.2.1 shows that more health workers utalgdsthe ideal age at which the baby should start

receiving vaccinations. Only 1 health worker indéchthat baby should start at 6 weeks.

Health workers were asked the correct immunizasohedule in Zambia and responses were

tabulated as:

Table 4.3.2.2 Correct immunization schedule in Zania

Immunization schedule Frequency

BCG and OPV; OPV and DPT-HepB-Hib; | 4
OPV and DPT-HepB-Hib; OPV and DPT-
HepB-Hib; Measles

OPV0 and BCG;0OPV1 and DPT-HepB- 9
Hib1;,0PV2 and DPT-HepB-Hip2; OPV3 and
DPT-HebB-Hib3; Measles

Total 13

Table 4.3.2.2 shows that more respondents knewdirect immunization schedule used in Zambia.

However 4 respondents did not know.

Knowledge of the time measles should be given todn was tabulated in table 4.3.2.3.

Table 4.3.2.3 Age for measles vaccine

Age Frequency
At six months 0

At seven months 0

At nine months 13

At one year 0

Total 13
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Table 4.3.2.3 shows that all the health workersaknden a child should receive the measles vaccine
which is at 9 months.

Knowledge of type of vaccines polio and measlesvessessed and the responses were identified as

tabulated below.

Table 4.3.2.4 Type of vaccine polio and measles are

Type Frequency
Attenuated live organisms 11

Killed organisms 0

Toxins 0
Combination of the above three 2

Total 13

Table 4.3.2.4 shows that the majority of resporglé&ntew what type of vaccines measles and polio

are. However, 2 respondents did not understand typatof vaccines polio and measles were.

The recommended vaccine storage temperature wessasisand the responses were tabulated in table
4.3.2.5.

Table 4.3.2.5 Correct temperature for vaccine storge

Temperature Frequency
0 to +8 degrees Celsius 4

+2 to +8 degrees Celsius 7

+4 to +10 degrees Celsius 0

-2 to -8 degrees Celsius 2

Total 13

Table 4.3.2.5 shows that only 7 respondents knewctinrect fridge temperature for vaccine storage.

The rest of the respondents (6) gave wrong tenmyrest

Management of reconstituted measles vaccine wassess as tabulated in table 4.3.2.6.
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Table 4.3.2.6 Management of reconstituted vaccines

Action Frequency
Put back into fridge for use later 0

Kept until next immunization session 0

Thrown away 10

Kept cool and used within 6 hours |08

reconstitution

Total 13

Table 4.3.2.6 shows that only 3 respondents urastdtow to manage reconstituted vaccines, while

10 respondents did not understand.

4. 3.3 Immunization service delivery by health workrs

When asked how often the health workers conduciedimation services at the health centre,
the majority (12) respondents indicated that thiglyribt conduct immunization services at
the clinic every week day. Only 1 respondent staited they did so. Further, 7 respondents
indicated that they conducted immunization sessiote per week; while 5 respondents said

twice per week and 1 respondent indicated threedia week.

Participation in outreach immunization services wiEntified as being done by the health
workers as tabulated in table 4.3.2.7.

Table 4.3.2.7 Frequency of outreach immunization seices

Number of times Frequency
Once a month 9

Only during child health week 2

None 2

Total 13

Table 4.3.2.7 shows that majority (9) of respongesinducted outreach once per month
while 2 respondents said they only did so durindddhealth week and 2 other respondents
stated that they never went for outreach services.

Outreach immunization posts introduced in the comitguvere said to be more than three
according to the majority (12) of respondents. Hesve 1 respondent said there was no
functioning outreach post in the community.
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More than 10 community volunteers worked with thealth centre according to 11
respondents. The other 2 respondents stated thyativa were working. Furthermore, all the
health personnel said that these volunteers hétpegigh children monthly at their posts.

At each weighing post more than thirty (30) childreere weighed and immunized per
session, according to 11 respondents. The othesgndents indicated that between twenty

and thirty children were weighed and immunized.

Health workers gave average waiting time during umination sessions as tabulated below.

Figure 4.3.2.3 Average waiting time at a vaccinatiosession

4t
3 |
0: T T

Lessthan thirty Between thirty Between one and
minutes minutes and one hour three hours

Figure 4.3.2.3 shows that (6) respondents statgchibthers wait for less than thirty minutes.
Majority (7) indicated that they wait for more thamirty minutes.
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The number of health workers attending to mothargd the immunization sessions was said
by the majority (11) of respondents to be only dneo health workers did attend to mothers
according to 1 respondent and another respondehttsae health workers attended to mothers
at each session. There was no vaccine stock ougdilne past year prior to the survey
according to 8 respondents while 4 respondentsateld that there was stock out only once.
However, all the health workers stated that thexendad a shortage of syringes and needles at

any point during the previous year prior to theveyr

Health workers brought out the way health talksenganned and delivered during

immunization sessions as highlighted in figure 24.

Figure 4.3.2.4 Kind of health talks given duringinmunization sessions

planned ,scheduled and community

pased —

focused on what is happening in the

community [

planned and schduled according to what

anything that comes to mind of the

health worker F

] 2 4 5] 8 10

Figure 4.3.2.4 shows that majority of respondehis {(ndicated that health talks were planned
and scheduled according to what is obtaining asasdlocusing on what is happening in the

community. Only 1 respondent stated that they weeddth anything that came to their mind.

However, the majority (11) of respondents stateat ttealth talks were given immediately
there were enough mothers waiting for the servimegifining of session). The rest (2)

respondents said they gave to individual mothemsngkier they came for service.

All the respondents stated that they kept Immuiopatharts, Immunization Registers, Tally

sheets, Vaccine stock control cards and data agtioegforms. They also indicated that their
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clinic had community registers for children undee tige of five years at their immunization

posts.

Only 2 respondents indicated that community volergeipdated the clinic registers once per
week. The registers were updated once per montirdiog to 11 respondents.

Most of the respondents (8) stated that they usadr@l Statistical Office (CSO) figures for
calculation of expected number of children for immzation each year. Head count data by
the community volunteers was indicated that use@ bgspondents while 2 stated that they
used both SCO and head count data.

Majority (11) respondents stated that nurses/diniofficers or environmental health
technicians tallied children due for vaccinatiomwéver, 2 respondents said that community

volunteers did the tallying.

Technical support supervision by the district wagl4o be once per quarter by 9 of the
respondents, 3 respondents said that it was dore mer month and 1 said only when there
was a problem. According to 10 respondents, the M©@brdinator at the district came for

supervision and 3 respondents said that the eB#H®& T came for supervision. During

supervisory visits, issues discussed according Xorespondents included: vaccine and
syringe stock out; management of immunization damal quality of immunization sessions.
However, only 2 respondents said that only managesfémmunization data was discussed

during the visits.

After the support supervision, 10 respondents gtlissues raised during supervision were
addressed as soon as possible. While 2 responsiaidtghat they had to follow up to the
DHMT for solutions. Only 1 respondent indicatedtttieey had to wait for the next visit to
talk about the same issues.

Respondents (7) said that they held community mgetbnce per quarter, 4 respondents said
they did so once per month and 2 said only wheretivas a problem in the community.
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4.4 SECTION C: QUALITATIVE FINDINGS OF KEY INFORMAN TS

4.4.1 Introduction

The information collected from the three categooég&ey informants has been summarized
and tabulated in table 4.4.1.1.

Table 4.4.1.1 Community views of key informants

Issue MCH Coordinator | Health Centre in| Community
Charge volunteers
Frequency of Only once per monthlinitially done every Only once per mont

outreach services arf

reasons for reducing

ger post. Initially was

done  weekly tg
different posts. Lack
of  funding and
)

D

inadequate qualifie
health workers led t
reduced number @

times to once per

f

week at each post b

currently only once

per month per pos

due to staff shortage

This ha

created overcrowdin

uper post.

tat posts discouragin

. mothers/caretakers.

«

month.
Community Not very good due to Reasonably good,Good though nee
volunteer lack of motivation.,| weigh children and motivation as they
participation and Only  given an refer to health centrehave to earn a living
reasons for allowance twice perwhen necessary. also.
inadequate year (during child
participation health week)
Reasons for ngtNot done due to sta] Not done due to stal Not done. We don’
conducting shortage shortage know why?
supermarket

immunization

services

Health education Given to mothers by Given to mothers by Given to mothers by

performance community community community
volunteers. Trained Yvolunteers. Helping volunteers. Nee

years ago as growqhnurses very much 3

l9nore trainings ang

J

[
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promoters there is usually oj:prientations.

one nurse
outreach.
Quality of outreach Has not been able toToo many| Too many
immunization follow up to monitor| mothers/caretakers atnothers/caretakers at
sessions as supervision doneeach session, waitingeach session, waiting
jointly as DHMT time too long time too long.
Sessions  disrupted
during rainy seasoh
as no permanent
structures available
Possible Adequate funding to More qualified health Incentives to

solutions/suggestionschild health servicesworkers to enablé@motivate continued
to support outreachboth outreach andcommunity volunteer
sessions. supermarket activites by the
More qualified health immunization volunteers.

workers to be postedservices.

to centers

Table 4.4.1.1. Shows convergent views of healthkeusr and community volunteers about
frequency of outreach services, community voluntegarticipation, supermarket
immunization services and quality of outreach immation sessions. It has also shown

some possible solutions/suggestions by the respiside

The respondents agreed on reduced frequency afamhtimmunization services provided in
Kawama compound. While the health centre in chargg community volunteers indicated
that community participation was good, the MCH chator stated that it was not very good
because there was no motivation to the communitynteers. Supermarket immunization
service provision was said to be lacking by the M&drdinator and health centre in charge

due to staff shortage while the community volurdessid that they did not know why.

While the three key informants agreed that healttucation was given to the

mothers/caretakers by volunteers, these cadres negrgained to educate others on health
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issues as seen by the views of the volunteers wimated that they needed more
training/orientation.

Supervision on immunization in the outreach sites wot done by the MCH coordinator as
there were no resources to enable such activiftes.health centre in charge and community
volunteers indicated that the service was of paality due to overcrowding and lack of

permanent structures.

Suggestions/possible solutions for improved immaitnin service delivery included:
* Adequate funding;
* More qualified health workers;
* Introduction of supermarket immunization service;
* Increased outreach immunization sessions; and

* Incentives for community volunteers.

45



CHAPTER FIVE

5.0 Discussion of findings

During the 1990s, the increase that had been obderv immunization coverage in the
African Region in the previous decade dropped. Reummunization coverage in the WHO
African Region dropped to 54 per cent for DTP3ra gear of age (WHO 2008).

The RED strategy that has been implemented in Zaimds helped to increase immunization
coverage in most districts while other districtdl $tave not attained the minimum of 80
percent coverage for full immunization as per AFRtategic plan. By the year 2008,
Zambia attained only 72 percent districts reporéihgeast 80 percent coverage (MOH 2009).

5.1 Challenges and constraints to the study

The research was restricted to one health centehroant area in Ndola out of the twenty
health facilities providing immunization services ¢hildren under-five years of age due to
inadequate funding and time. This gave a restrigcied of the service delivery obtaining in
the entire district. It would have been bettestiody the whole district in order to identify
salient factors obtaining in the district, pertamito the immunization of children under the
age of five years.

The focus of the study was to assess the processpdémentation of RED/C strategy by
Kawama Health Center. However, RED/C implementatiamolves five components
whereby only three were looked at as the other damponents of: monitoring and use of
data for action and planning and management ofurees are implemented sorely by the
health workers. An attempt was made to assessamlitrienmunization services, supportive
supervision and community link with service delwer(community participation),

components that involves more of community involeen

5.2 Knowledge of the EPI programme by health workes

The health workers’ knowledge on EPI was assesseédhe results show that the age of the
respondents influenced knowing the immunizatioredcite in Zambia. Those above 35 years
of age knew the correct schedule used for immuioizathan the younger respondents.
Correct immunization schedule information must bevigled to mothers/caretakers at any

time of contact in order to promote demand for ¥hecination services. Majority (12) of

46



respondents understood when a baby should begainations (soon after birth). However,
63 percent of mothers/caretakers understood tHaie®ahould start getting vaccinated one
week after birth. This can be attributed to inaddguinformation given to mothers before
delivery as they have linked the first week posthatsit to starting vaccinations. Babies

need to be given oral polio 0 and BCG vaccinesas as possible after birth.

Knowledge of correct temperature for vaccine sterégy one of the cornerstones of the
immunization programme. Vaccines are very deliceig demand observation of the various
recommended temperatures depending on the typereCloenmended storage temperatures
in the health facility are between +2 to +8 degreestigrade (MOH 2004). The fact that 4
health workers (3 nurses and a clinical officet¢imiewed gave wrong temperatures does not
help to sustain the quality of immunization serviedl health workers should know and
understand the rationale for keeping certain vascioool while others are frozen. When
health workers do not understand the right tempegat they cannot help to monitor fridge
temperatures which must be checked twice every ldathis way, significant variations in
the fridge temperatures are likely not to be regmbrand rectified, and this could lead to

vaccines losing their potency.

Majority (10) of the health workers believed thaey should throw away reconstituted
measles vaccine left after giving some childrenrduan immunization session. However,
recommendations by MOH (2004) state that once gitated, measles vaccine can be kept
cool and given to subsequent children coming ferdérvice within 6 hours and it should be
thrown away at the end of the session (only thase ad been working for more two years
understood that they could keep it cool and us&iwi6é hours). Such a large number of
respondents throwing away a vaccine which is castyld be an indication that orientation

of health providers was not adequate in the heaititers.

5.3 Immunization status of children under five yeas

The study revealed that children of mothers/camalnterviewed were in various categories
for immunization status. Only 51 percent (lowemthhe national coverage of 78%) of these
children were fully immunized. However, 20 percarit the children had received the

vaccines according to schedule for their age (dvedale). Children were defined as fully

immunized if they received BCG and OPV, 3 doseBmf-HepB-Hib andOPV at four weeks
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intervals and measles dose before the age of care Yhose on schedule had received the
required doses according to the immunization sdeetlr their age at the time of the

interview.

In comparison with the immunization data obtainédha health facility, fully immunized
children in this compound should have been on aeei®1 percent in 2008, this percentage
does not tally with the field findings. A coveragdove 100 percent has a variety of
assumptions as it could indicate poor data managewligere tallying is done as guess work;
immunizing children from outside coverage areas!, thiat the services is perfect hence there
should not have been any children defaulting. T@mad bakirci (2006) postulate that routine
data in local regions of Istanbul does not prowaeurate information; hence vaccination
coverage should be estimated through surveys. Was in agreement to the observations
made by the researcher at the health facility’®nm@s for immunization coverage that were

all above 100 percent in all quarters of 2008.

However, the study has shown that 19 percent d¢dirgm in the compound had defaulted as
shown in table 4.2.1.2. Defaulting children inityalattended the children’s clinic (an
indication that there was access) where some vegaivere given and later no follow up
doses were received. Failure to receive the recordetk vaccines puts a child at risk of
contracting vaccine preventable diseases such lasrpelitis and measles. Furthermore, 8
percent of the children delayed receiving certaiocines making these vaccines not useful to
the recipients as the recommended intervals betfilestnsecond and third (polio and DTP-
HepB-Hib) doses is four weeks apart (MOH 2004).K_at observance of the interval for

triple vaccines renders the vaccination efforts leseful.

Immunization of children under-one year in any camity should strive to attain at least 90
percent coverage as targeted during the introductiadhe RED strategy in Zambia. The UN
General Assembly Special Session on children sgets of full immunization of children
under one year of age at 90 percent nationallys Tan be achieved when all communities
strive to attain higher coverage rates. Attainnamat least 80 percent coverage in measles
can promote herd immunity for the children belove thge of five years. Harper (1962)
postulates that though complete immunization ofygesceptible individual is not practical

in a free society, the number of immunized childrea community should at least be 80% in
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order for the herd immunity to apply. This wouldsitically reduce the spread of infection in
an outbreak situation. This target and the goalhefRED/C strategy have so far not been

realized as some children still remain un- immudizeKawama.

The study also revealed that Kawama Health Cerasterbleen recording dropout rates in the
two indicator vaccines- DTP3 and Measles. In 2@08ignificant drop out was observed for
DTP3 in the months of May, July and August (21,alfsl 12 percent respectively), while
Measles drop out was observed in the months ofailgniarch and July 2008 (13, 20 and
36 percent respectively). WHO (2008) states that @gnop out of more than 10% in each
cohort is significant. Every health facility ensla cohort of DTP1 children monthly who
should be the same number or close to the numben wiey receive DTP3 after three
months. Low vaccination status in any country campses the benefits of herd immunity

and places under-immunized children at a high&raissaccine preventable diseases.

5.4 Knowledge of immunization among mothers/caretads

Mother/caretakers interviewed in Kawama compourudk their children to their local clinic
or local outreach posts for vaccinations and otheter five clinic services. Lack of health
education about specific vaccines available andecbwaccination schedule for under five
children was revealed as only 25 (12%) of motharstakers responded that a baby should
be given first doses of vaccines soon after biftie fact that mothers were told to take their
children for post natal review and vaccination a¢ aveek after birth, in order to encourage
the ‘6 days’ post natal visits made them belivat a baby should get first doses of

vaccinations after one week after birth as seem fite 127 (63%) responses.

Inadequate information provision was linked to meses of mothers/caretakers (12%) who
indicated that a child finishes vaccinations aearg of age. In India, according to Yadav and
others (2006), fully immunized children were 63 qent while those partially immunized

were 23.8 percent. Factors associated with this ¢owerage were cited as ignorance,
inconvenience and poor health worker and cliergti@iships. This agrees with the findings
in table 4.2.4.1 where mothers/caretakers stat@dsthbme of the reasons why some children
fail to complete immunizations include laziness kothers; ignorance of value of

vaccinations by mothers; congestion at immunizaposts; and payment of K500 at each

visit.
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WHO (2004) recommends that the immunization scleedhould be single doses of BCG
and OPV at birth, OPV andPT-HepB-Hibat 6, 10, and 14 weeks and measles at 9 months.
This recommendation should be emphasized to thdermloaretakers in order for them to
demand for the service as they would know exactigmwtheir child needed to receive each
vaccine. Inadequate knowledge about immunizatibiedgle could lead to high dropouts and
missed opportunities for vaccinations. De Quadrod ather (1992) found out that the
immunization schedule was marred by high dropot#¢sraand missed opportunities for
vaccinations due to lack of knowledge, difficultgtting to the health clinic, or inappropriate
clinic hours. The health care worker may not havecked whether the child required any

vaccination during a visit at the clinic for othreasons.

However, majority of respondents (99%) understdat it was necessary for their children
to receive vaccinations as they believe that vascprotect children from various diseases.
This indicated that the community members accejated were willing to participate in
immunization services as long as they were abéetess the health center or health post.
However, the fact that the health centre reducesl mlamber of visits to outreach
immunization posts from once per week to once pemtm was reported by both
mothers/caretakers and community volunteers to hffeeted access as there were always a
large number of people seeking to be attended tke Wkalth workers were always very few.
One of the recommendations of RED/C strategy implaation was to create extra
immunization posts in order to reduce the numbeshiiiren being attended to at each post.
Kawama health centre did not create any extra @astsrding to the health centre in charge,
responses from health workers and the MCH coordinttom the district. Access to the
health post could be facilitated by increased feeqy of visits, increased number of health

workers and motivated community volunteers.

Measles vaccine, according to the vaccination adeeid the last vaccine a child should
receive. The responses reveal that 23 percent tfarsicaretakers either did not know when
their baby should finish receiving vaccines or gaweng ages. This could account for those

whose children defaulted or delayed in gettingrtdeses.
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5.5 Participation of community volunteers in immungation

With scarce human resources and overwork, optiraadrdination of different activities at
fixed health stations and in mobile or outreachm&anay almost be impossible without the
strong involvement of the community (Bardenheieale004). This study revealed that the
community understood the value of community volendein health service delivery.
However, 55 per cent of the mothers/caretakercatdd that the volunteers were not given
any support by the members of the community as dstreted in figure 4.2.3.1. Members of
the community should be fully involved in their kchien’s health as volunteers or supporters
of the volunteers. Immunization services neededédointegrated better into community
structures in an environment of consultation betwde community and health managers
(Sambo 2007).

Kawama community lacked better appreciation of ible of the community volunteer as

they did not give them adequate support. Those engttaretakers, who indicated that there
was support, linked it to what the health centers wiming for the volunteers such as
orientation meetings. While others said they coboted K500 towards the volunteers every
time there was a children’s clinic. Community vakegrs were the major providers of health
information in the compound, when little or no sappwvas given to them this resulted into
high number of them dropping out as they needezhta a living. When volunteers dropped
out in high numbers, continuity was disturbed asd¢hvould be need to train new members,
an activity that was rarely done due to resourcestaints. Un- informed volunteers did not
give value to the work they did in the community iaadequate or completely wrong

messages could be passed on.

Though 88 per cent of the mothers/caretakers krieav there were volunteers in the
community, 25 per cent of them said that no volented visited them to check if their baby
had received the necessary vaccines and othecesniihis could have been the reason why
19 per cent of the children assessed had completefgulted from the service. The
implementation of the RED strategy relies on actigeticipation of child tracers (community
volunteers) who should follow up children in theomes to assess their immunization status
after every session. However in Kawama communigyadbmmunity registers were not being
fully utilized at the time of the study. The comnityrvolunteers who were still working with

the health center were trained some 9 years backabg International as growth promoters,

51



whose emphasis was to weigh children in the comiywuamd advice on child care and
nutrition. No child tracers were identified in themmunity and there had been no refresher
courses for the growth promoters to enable theractfiely operate in the community as
child tracers.

The community volunteers were entrusted to givdtheaducation to mothers/caretakers but
with inadequate information about the changes imumization services. This could be
attributed to the inadequate knowledge about sge@sues on immunization that the
mother/caretakers displayed during the intervie®use of the volunteers interviewed did not
even know the vaccines children should receivaefoee she could not be expected to teach

others what she did not understand herself.

5.6 Outreach immunization service delivery

The implementation of the RED/C strategy focusedootreach service as an essential
strategy to routine immunization in all areas wheapulations were underserved. To
conduct effective immunization services for immuatian there was need for adequate
supplies, trained personnel, supervision, transpod funds for payment of allowances
GAVI (2002). Kawama health center reported inadéguaealth workers for outreach
services. Outreach posts should have been increasedder to reduce congestion and
distance to the post by the community. At impleragah of RED/C strategy, no new posts
were added to the available five posts that walebgting utilized. Initially health workers
used to go to each post once per week, but dusattegquate funds and staff shortage, they
were only attending to each post once per monththite/caretakers complained that it is

very difficult to access immunization services do€ongestion.

Studies carried out in Mozambique, Ghana, and Braave reported low vaccination

coverage associated with health system relatedorfacsuch as the number of days
vaccination was performed and distance to the seam&ccination posts. This study has
revealed that reducing the number of days for aatrefrom one per week per post to once a
month per post, and lack of supermarket at thetteanter has affected immunization

coverage. Though this study was conducted in a-ysben area where issues of long
distances do not apply, waiting time at the vadamaposts discouraged mothers/caretakers

as there were always too many people waiting fersrvice. It was however found that 96
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percent of mother/caretakers had no problems vaiking their children for immunization

even when their child was not feeling well. Thigrgfore could be interpreted to mean that
children defaulted mostly due to health provideasans such as long waiting time in
accessing the service and not providing clear a@led@ate information to them on when they

should take their children for the service.

Inadequate funding resulted into reduction of ttigutated allowance for outreach services
from Zambian Kwacha ZK 50,000.00 to ZK 25,000.00 pealth worker per day by the
District Health Management Team. The government dat provide allowances for
volunteers who worked with health workers duringreach service. However, the health
center tried to provide at least sugar for the nt#ers to have tea; mothers/caretakers also
contributed ZK 500 each towards refreshments fdunteers. This money had been viewed
as deterrent for some community members who felt e government should have given
something to the volunteers who did a lot of wook fhe health center. The community
volunteers were only paid an allowance of ZK 300,000 per day during Child health Week
activities that were conducted twice per year. Pmg@ out from active participation by
community volunteers was high in the community tluéack of incentives from the health

facility as well as the community.

Outreach immunization services were also affectethbk of permanent structures. During
the rainy season, outreach immunization sessions disrupted due to heavy rains. Though
the health center requested for plots from the cdyncil for construction of permanent
structures as outreach posts, they had not beecatdld any. The volunteers felt that child
health in the community was neglected as most Nt&soperated there tended to focus on
other areas such as Malaria, Tuberculosis and Hi¥ AIDS, where most resources were

directed to.
Lack of supermarket immunization service at thaiclivhere all eligible children attending

clinic on any week day could be vaccinated resulta congestion at the outreach posts as

mothers did not have alternative places to visiiffimunization services.
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CHAPTER SIX

6.0 Conclusion

The risk of disease due to delay in vaccine adrmatisn varies, and depends on the vaccine,
disease circulating, transmissibility, likelihool importation, and severity of the outcome.
Vaccination timeliness is particularly important ftiseases that have the potential to cause
outbreaks, such as measles (Luman et al. 200%)iols strategies and incentives have been
implemented in order to improve immunization cogeraates in Zambia. However, there are
still barriers to the attainment of the set goaishsas that set by GAVI in 2000 of reaching
>90% DTP3 coverage in every district in >80% of deping countries by 2005.

The objectives of the study were to find out thenbar of children fully immunized by their
first birthday; establish the frequency of outreacthmunization services; determine
community volunteer participation and establish lthesl of knowledge about immunization
by mothers/caretakers in Kawama compound. The stadign used was only able to capture
information at one time without providing trend &sés. The study also was only able to
assess three components of REC/D strategy impletn@mtdue to time and financial
constraints. There were few health workers founthattime of data collection at the health
centre and this made the date collected for quivét information inadequate for statistical

analysis.

This study has revealed that only 51 percent ofctiielren screened were fully immunized
and 20 percent were following the immunization sthe. However, this figure is below the
target of at least 80 percent. It is also lowenttiee national achieved target of 78 percent for
2008. The health centre was reported to be condyudutreach only once per month per
health post, though mothers/caretakers displayeowladge of immunization, services
provision hindered their full participation. Thoughmmunity volunteers were available they
were not supported or motivated to participateyful community mobilization for child

health activities.

The major focus of RED strategy aimed at identiyiproblems and causes of low
immunization coverage and planning for solutionsidorease immunization coverage.

Efforts to increase vaccination coverage shoul@ tiako account factors that contributed to
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the incomplete vaccination status of children. ¥asi factors were identified as affecting the
immunization coverage for children in Kawama compbuThese include: inadequate
knowledge about the vaccination programme by sorothens and caretakers; inadequate
outreach immunization posts; laziness by some msthrisy schedule due to farming and
other means of survival; overcrowding at the owtheposts; inadequate qualified health
workers; lack of appreciation of the roles and ealof community volunteers by the

community; not motivating community volunteers; dadk of permanent outreach posts for
immunization sessions. Though the community hadintelers, no child tracers had been
trained to manage the children’s community regsstehich should help them identify

children that missed vaccines or dropped out of gaevice. Without following up the

children after sessions, many will continue to doopas seen from the 19 percent of children

screened who had defaulted.

The health workers felt that the immunization sesi could be facilitated by regular
technical support supervision, increase in numbér health workers involved in
immunizations, adequate funding for outreach ses/&nd frequent orientation especially on

new recommendations for implementation of immundraservices.

6.1 Recommendations

Mothers and caretakers need more information abiweitvalue of having their children
immunized. There is need to strengthen Informatolucation and Communication at all
levels (national, provincial, district, facility dncommunity) in order to help them make
informed decisions about their children’s healtinc® the community volunteers provide
health education to mothers/caretakers, they shoeldvell informed about changes in the

immunization programme through regular orientasessions.

The immunization service in Kawama compound wasdessible to the mothers/caretakers
due to overcrowding during outreach sessions. Kaavaommunity has people who survive
mostly on subsistence farming and working in neattawynships as house help. These
mothers/caretakers need to be allowed to choosa whiake their children for the service in
the community instead of being forced to attendona day in a month. Increased sessions
per month could help them attend to their meansu¥ival as well as look after their
children’s health.
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The health system should have enough health workbos would be able to provide the
services the community desire. Provision of morgeach sessions as well as supermarket
service at the health centre could only be achievkdn there are adequate qualified and

motivated health workers.

Supervisory visits provide opportunities for on-fbb training. Integrated supervision should
not compromise the quality of and time spent oresuipion of immunization services. The
DHMTs should identify non regular longer visits thye MCH coordinators to promote hands

on learning and improve quality of data for immuatian services.

Other health providers not directly involved in imnization for children should take interest
to check the immunization status of children atrgveontact area in order to identify
defaulters or those delaying in receiving theirciaation doses. These children could then be

directed to the immunization service sites for va&ion.

Training and support to child tracers will help wed the number of children defaulting or
receiving the vaccines later. These are voluntadrsse focus will be on keeping of an
updated community register for under five childrghere the vaccines will be updated as

they are given to the children.

Involvement of community members in promotion ofidien’s health by the health facility
could improve the support volunteers receive frémirtcommunities. Regular community
meetings not only provide feedback about services/iged quarterly, but also helped

community members participate in the welfare ofrthikildren’s health.

Funding to the districts must be given accordinth®oneeds of each district. The government
should consider the gains that can be attainedippating preventive health interventions
such as immunization. Reduced funding has affeaetteach services that require

allowances, human resource and transport.

Finally there is need to conduct evaluation of REhplementation in districts in order to

facilitate sharing of lessons learnt by health piexs.
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8.0 APPENDIXES

8.1 Information sheet

Dear Participant,

My name is Rosemary Masilani, a student with theivehsity of Zambia, School of
Medicine. | am here in Kawama to conduct a study tbhcuses on immunization of children
under five years of age. | am appealing to yowake tpart in this study by being interviewed
by either myself or my assistants.

The purpose of this study is to determine the factbat have contributed to low coverage
levels for fully immunized under one year childi@nNdola district. Immunization is very
important in prevention of vaccine preventable @s&ss such as measles, polio, tuberculosis,
meningitis and diphtheria. Data is being soughimfryou on your knowledge of
immunization and some practices that obtain intieato the immunization programme at

Kawama clinic.

Voluntary Participation

Your participation in the study is purely voluntaiou are free to withdraw from the study
at any time you wish to do so. Your withdrawal @nnparticipation will not affect your
relationship with your supervisors and other heaitinkers in the district. You have the right

to ask or seek any clarification from the researgteenever you wish to do so.

Risk and benefits

This is a questionnaire based research where quesivill be asked regarding your
knowledge and practices obtaining in the healthlifidas and the community. There is no
physical risk involved in this research. There aoedirect benefits or monetary gain to you
by participating in this study. However, the knodde and information you will give by your

participation will help strengthen the deliveryimimunization services to the community.

Confidentiality
All information gathered will be highly confidentiand privacy will be maintained at all
times. The research information will be dissemidatethe relevant authorities but no such

information released will lead directly to you aaymity will be maintained.
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8.2 Consent form

The purpose of this study has been explained tol ether understand that: if | agree to
take part in the study, | can withdraw at anytim#éwaut having to give an explanation and
that taking part in this study is purely voluntary.

L e .CONSENT to

participate in the study that has been explaineddo

SIGNALUIE e, Date ..o,
Orthumb print........ocooiii e, Date.......covvviiie
Name OfWitNesS..........ccvevviiiiiiiiiieannes signature..................... Date............

NAME OfINEEIVIEWET ... e e e e e e e e e e e e e e e

SIgNature ..o Date ..o,

If you wish to seek any clarification, please edlthe following address:-
Ms. Rosemary Masilani

UNZA- Dept. of Community Medicine

Lusaka Or

Ministry of Health

Health Promotion Unit

Box 30205

Lusaka. Phone: 0977355385

For any ethical clarification please contact:-

The University of Zambia E-maihzarec@zamtel.zm
Research Ethics Committee Fax: +2@B0753
P.O. Box 50110 Tred. 01 256067

Lusaka, Zambia
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8.3 In-depth interview schedule for mothers/caretakrs

DETERMINANTS OF IMMUNIZATION COVERAGE OF CHILDREN U NDER
FIVE YEARS IN KAWAMA COMPOUND OF NDOLA URBAN DISTRI CT

Instructions:

Introduce yourself to the respondents

Explain the objective of the research and the benefits to the respondents
Obtain consent from the interviewee to proceed with the interview.
Check that the mother/caretaker has a child under five

o 0 T o

SECTION A: IMMUNIZATION KNOWLEDGE

1. Where do you usually take your child for children’s
ol 11 o ol R
2. How often do you take your child to the clinic for
(V= olol [ =Y 4] o RO SO T PP UPPPPPRP
3. At what age should your child start getting their
vaccinations?......ccocveeveeviieee e
4. Canyou mention the names of the vaccines given to children soon after their
birth?

5. What diseases do these vaccines protect the children from? (list according to
(=T oo ] 01 =) F TSRO
6. Is it necessary for your children to receive vaccination, if so
WY 2 et e e e e e e e e e et e e ——— e e e e e teeeaaaaaaaaaeeeannnnnaaes
7. At what age should a child receive the measles
VACCINE? ittt
10. At what age should a child have finished receiving their
Vaccinations?.......cccccveeeeenneee.
11. Should you take your child to the vaccination clinic even when they are not feeling
Well?

Vo] Y] o1V P UUUPRPRRRRPOE
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12. How many weeks should pass before you take a child for the next dose of DPT-
HepB- Hib? (An injection given three times which protects your baby from five
QISEASES) ceeeeiteieee ettt

SECTION B: IMMUNIZATION STATUS DATA

14. When was your child born? ...

15. How many vaccinations has the child receivadesbirth?...........cccccooveiiiiiinnnn.n.

(Please check under- five cards and record th&ccinations received)

BCG...oooiiiiiiiiieieieies Ti€k vaccine received, also indicate datgs

DPT-HepB-Hib1l..........
DPT-HepB-Hib2..........
DPT-HepB-Hib3..........
Measles........cccccvviinnnnn.
SECTION C: COMMUNITY VOLUNTEER ACTIVITIES

17.

18.

21.

22.

23.

Can you tell me the community activities conducted by the health workers from
(VLo TVl gl [ ot- | ol 1] (ol SO P TP
Do you have community health volunteers in your community?

. Does the community volunteer near your home come to check if your child has

received the necessary vaccines every month?

If not, how does the health workers identify which children have

NOt rECEIVEA VACCINES...ciiiiiiieie ettt ee et e e e e e e e e et e e e e s v ee e eeeeeeesnseaeeeeennns
In your own view what other activities should community volunteers engage in for
your children’s NEalth.........ooo o

What kind of support is provided to the community volunteers by the community
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0 T= 00 =T 3PS
24. What suggestions do you have for the improvement of children’s clinics including
outreach services?

SECTION D: OUTREACH VACINATIONS ACTIVITIES
25. When was the last time health worlkens your local clinic came to conduct
children’s clinic IN KAWaMA?.........ccueiiiiiiiiii e
26. How many vaccination outreach postsogrerating in Kawama? ..............cccvvvee.
27. What services are provided by thetheabrkers at these outreach immunization
101 KPP PPPPPPPPPPPPPPIN
28. Do mothers and caretakers go to thesaalr posts for health services of their

children?

30. In your own view, what do you think preteemothers from having their children get

all the vaccinations they NEed?..........ooo i

Thank you for your time!
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8. 4 Questionnaire for health workers

DETERMINANTS OF IMMUNIZATION COVERAGE OF CHILDREN U NDER
FIVE YEARS IN KAWAMA COMPOUND OF NDOLA URBAN DISTRI CT

Dear respondent,

This is a self administered questionnaire, howethas, interviewer is available to provide

clarifications where needed.

Identification no................

NaME Of NBAIN CONITE ... ettt e e e e e e

SECTION A: DEMOGRAPHIC DATA

guestion | content CODE
number
01 What is the age of respondent?
a. 20 to 25 years (|
b. 26 to 30 years (|2
c. 31to 35 years (|B
d. Above 35 years ( |p
02 What is the sex of the respondent?
a. Male 0 |1
b. Female (|
03 Professional qualification
a. Nurse () |1
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b.Clinical officer ( )2
c.Environmental health officer (
d.Other (SPeCIfY)....c.vviiie e, 4
04 How long have you worked at this clinic?
a. Less than six months ( 1
b.Six months to one year ( )2
c. One year to two years ( 3
d.More than two years ( )4
SECTION B: Knowledge of expanded programme on immuization
05 At what age should a newborn baby start recgivactcinations?
a. Soon after birth ik
b.At six weeks (|2
c.At nine months B
d.At any tme the mother wishes to bring the child ( )4
06 Which is the correct immunization schedule imB&a?
a.OPV1 and BCG; OPVand DPT-HepB-Hibl; OPVand ( )|1
DPT- HepB-Hib2; OPV and DPT-HepB-Hib3; Measles
b.BCG and OPV ; OPVand DPT-HepB-Hib; OPV and ( )2

DPT-HepB- Hib; OPV and DPT-HepB-Hib; Measles
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c.OPVO0 and BCG; OPV1l1and DPT-HepB-Hibl; OPV2 and ( )

DPT-HepB-Hib2; OPV3 and DPT-HepB-Hib3; Measles

d.Measles; OPV0 and DPT-HepB-Hibl; OPV1; OPV2 and (
DPT- HepB-Hib2; OPV3 and DPT-HepB-Hib3.

)

07 What is the ideal age for giving Measles vadang
a.At six months ( &
b.At seven months ( )2
c.At nine months ( )3
d.At one year ( )4
08 What type of vaccines are measles, and poliatiszel
a.Attenuated live organisms (D21
b.Killed organisms ( D2
c.Toxins §)
d.Combination of the above three (
09 What is the recommended temperature for stavhgaccines?
a.0 to +8 degrees Celsius ( |1
b.+2 to +8 degrees Celsius ( [P
c.+4 to +10 degrees Celsius ( |3
d.-2 to -8 degrees Celsius ( D4
10 What should be done to leftover reconstitutedsies vaccine?
a.Put back in the fridge for use later ( h1
b.Kept until next immunization session ( 2
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c.Thrown away ( |3
d.Kept cool and used within 6 hours of reconstituti ( 4
SECTION C: Immunization activities being conducted
11 Do you provide vaccinations on daily basis & tentre?
a.Yes 0
b.No 02
12 If no to question number 11 above, how many days week dg
you vaccinate?
a.One 0 1
b.Two 0 >
c.Three 0 3
d.Four 0 4
13 What do you understand by the term supermarket| f
immunizations?
a.Vaccinating all children who visit the centre ( !
b.Vaccinating eligible children when they visit t@n ( ) 2
c.Waiting for the scheduled days to provide vadooms (G 3
d.Sending children to the supermarket before imzatan () 4
14 How many times in a month do you go for outresemunization

services at each post?
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a.Once a month ( (L
b.Only during child health week ( 12
c.Once per quarter ( N3
d.None O |4
15 How many functioning outreach immunization pdsas the clinig
created since introduction of RED strategy?
a.None 0 1
b.Two 0 >
c.Three 0 3
d.More than three ( )4
16 How many community volunteers are working wita health centre
for immunization?
a.None 011
b.Five ()12
c.Ten ()13
d.More than ten ( il
17 What activities are being conducted by the conitywolunteers
a.Weighing children monthly at their posts? ( )1
a.Giving vaccinations ( )2
b.Holding political meetings ( 3
c.Nothing (
18 How many children are immunized at each outrsasision?
a.Less than ten ( L
b.Between ten and twenty ( )2
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c.Between twenty and thirty ( D3
d.More than thirty ( B
19 On average how long do mothers have to wait a&hacination
session for their children to be vaccinated?
a.Less than thirty minutes ( m
b.Between thirty minutes and one hour ( 2
c.Between one and three hours ( N3
d.More than four hours ( |4
20 How many qualified health workers attend to recth for
immunization at each session?
a.One O1
b.Two 012
c.Three §{3
d.More than three ([»
21 During the last year how many vaccines wereaddugtock in any
quarter?
a.None Ol1
b.One )12
c.Two ( )3
d.More than two (|8
22 During the last one year how often did youriclimave a shortage of

syringes and needles?

a.None @)
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b.One month (
c.More than one month (
d.More than one quarter (

k-SRI ]

23 At what level during the immunization sessianybu give health
talks?
a.lmmediately there is enough mothers waiting |for
service(beginning of session) ( D1
b.Give to individual mothers whenever they comestenvice () 2
c.At the end of the sessions ( D3
d.None at all (|3

24 What kind of health talks do you give to motheasetakers?

a.Anything that comes to the mind of the healthke&or (

b.Talks are planned and scheduled according to istuddtaining( )

c.Health talks focused on what is happening irctramunity ()| 3

d.Number b and c above ( N4
SECTION D: Immunization data management
25 What kind of record is being kept at this clifoc immunization?
a.Immunization charts, immunization registerdytsheets,
vaccine stock control cards, aggregation forms ( 1
b.Hard cover books, clinic outpatient registersidean’s
under five card. ( |2
c.None ()3
26 Does the clinic have community registers fotdtlen under five at
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the immunization posts?

a.Yes ()
b.No ()2
27 If yes to question number 23, how often do tlemmunity
volunteers update the Clinic register?
a.Once per week ( 1
b.Once per month ( 2
c.Once per quarter (
d.None ( V4
28 If no to question 23 above, how are the defagilthildren followed
up?
a.Not followed at all ( 1
b.Wait for mothers to come to the clinic ( 2
c.Do not know ( )3
d.Use of exercise books ( i}
29 Which data is used by the clinic for calculatafrexpected children
for Immunization each year?
a.Central Statistical Office figures ( 1
b.Head count by the community volunteers ( 2
c.Bothaandb ( |B
d.None () |4
30 Who is responsible for tallying of vaccines give children?
a. Nurse/Co/EHT ( i
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b. Community volunteer (
c. CDE( Clerk/Maid/Guard) (
d. Data Entry Clerk (

)2
)3

SECTION E: Supervision

31 How many times does the District Health Offieene to conduct
support supervision?
a.None ( 1
b.Once per month ( 2
c.Once per quarter ( 3
d.Only when there is a problem () |4

32 How many times do you go out to hold communityetmgs with
volunteers?
a.None ( 1
b.Once per month ( 2
c.Once per quarter ( 3
d.Only when there is a problem ( ) | 4

33 During the past quarter, which officer(s) viditdCH department?
a.District Director of Health ( )1
b.District MCH Coordinator ( )2
c.Environmental Health Officer ( 3
d.All the above ( )
e.None () |5
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34 During the support supervision visits what issaie raised?
a.Vaccine and syringes stock out ( )1
b.Management of immunization data ( 2
c.Quality of immunization sessions ( N3
d.All the above ( |'#

35 From the raised issues during support superyisithat is the

reaction of the district officers?

a.Address issues as soon as possible (
b.Nothing is done (
c.Have to follow up to DHMT for solutions (

d.Wait for next visit to talk about same issues (

)2

END OF QUESTIONNAIRE
THANK YOU FOR YOUR TIME

75




8. 5 Focus group discussion guide for community vahteers

DETRMINANTS OF IMMUNIZATION COVERAGE OF CHILDREN UN DER FIVE
YEARS IN KAWAMA COMPOUND OF NDOLA URBAN DISTRICT

Instructions:

a.
b.

C.

Introduce yourself to the respondents
Explain the objective of the research and the benis$ to the respondents

Obtain consent from respondents to proceed with thaterview

Guiding questions

1.
2.

o gk~ w

8.
9.

For how long have you been working as a commurotynteer?

When were you trained to be a child tracer apamfyour usual growth promotion
activities?

Mention all the vaccines that children should reeeind at what age?

Explain the immunization schedule in Zambia.

What is the time interval between DTP-HepB-Hibl &¥dP-HepB-Hib2?

Discuss the community activities conducted by ealbrkers from this clinic on
immunization.

How do you conduct defaulter tracing activities?

Where is the child health community register kept why?

List all the voluntary activities you conduct irethbommunity?

10.How many outreach posts are in Kawama catchmeat are

11.How frequently do you weigh children at these pbsts

12.Who is involved tallying weighed children and thakes for immunizations?

13.In your own views, what makes some mothers failtake their children for

vaccinations?

14.What suggestions do you have for improvement of uimization programme in your

community?
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8. 6: Work plan

1.0
2.0
3.0
4.0
5.0
6.0
7.0

Preparation and submission of proposal
Recruitment and training of research amsist
Data collection

Data entry and analysis

Report writing

Submit draft report

Submit final report

8.7 Gantt chart

No.

Activity | Dec | Jan Feb| Mar | Ap. | May | June | Jul

Aug

Sept

Oct

Nov

Dec

1.0

Prep& *% *% *%k% 2 Kk
sub

proposal

2.0

Train *
Res. Ass.

3.0

Data *%

collection

4.0

Data *kkk | dkkk

entry and

analysis

5.C

Report

writing

*k*k

*kkk

6.0

Submit
draft

report

*k*k

*kk

7.0

Submit
final

report
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8.8 Study budget

No | Item Quantity Unit cost Total cost Remarks
1 Stationary 500,000 500,000
2 Secretarial servicg 500,000 500,000 Payment for
secretary
3 | Transport 2,000,000 2,000,000 for researchen to
study area
4 Perdiem for] 1x 14 days | 290,000 4,060,000 For board @and
researcher lodge for
researcher in
study area
5 | Train research 1 day 150,000 150,000 Refreshmentsg &
assistants trans.
6 Payment fon 2x10 days 100,000 2,000,000 Trans. & lunch
research assistants. for researcl
assistants
7 Data analysis 1 500,000 500,000 Payment of
statistician
8 Report writing 1,000,000 1,000,000 For
photocopying,
printing and
binding
9 Miscellaneous 10% 1,071,000 1,071,000
Total cost 11,071,000

Justification for the budget:

A) Personnel and allowances

These are required for the pre testing of the rekemstruments in order to refine the
instruments. They will also help in the collectiohdata. There will be need for a secretary
who will type the work and a data analysis spestalill be required to enter data and
analyze for report writing.

78



B) Supplies and equipment

These will be used during the typing, printing, fwompying and production of the proposals,
the final report and its copies for distribution.

C) Transport

The researcher will need transport to the distaistwell as within the district for data
collection. Research assistants will also requaegport within the district as they assist with
data collection.

D) Lodge and board

The researcher will need accommodation and foothguhe time of data collection in the
district. The research assistants will be paid lhuaied transport allowances.

E) Miscellaneous

10 per cent of the total budget is required for singrtcomings the researcher may encounter

during the research.
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