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ABSTRACT

Immunization is one of the most successful publealth initiatives. The World Health
Organization fact sheet, in 2017 indicates that imimation currently averts an estimated 2 to 3
million deaths every year. However, about 29,000dcdn worldwide who are under the age of
five still die every day, mainly from vaccine prewable diseases. Uptake of vaccines with
multiple doses up to the last dose has been agmolitartial or incomplete immunization against
leads to reappearance of childhood vaccine prebkntiiseases (VPD) and consequently high
infant mortality. There is limited data is availaltb explain the reason behind non-completion of
immunisation and, that could support the decisiaking. This study was aimed at identify factors

associated with completion of child immunisatiohestule in Lusaka district, Zambia.

The study employed a mixed method design wheredpmdtitative and qualitative methods were

used. The quantitative cross section design ddtebeisecondary data which will be obtained

from the Gavi Full Country Evaluation (FCE), HouskhSurvey that was conducted in 2014/15
by The University of Zambia. The qualitative aparioavere Focus group discussions and key
informant interviews conducted with mother and trealorkers respectively.

It was established in this study that mother gdhedemonstrated that they were aware about
vaccines and they knew the benefits of the vaccifide reasons for incomplete child

immunisation include the mothers low levels of etion, the negative perceptions such as the
fear of side effects of the vaccines, mothers geglte resulting from the mothers laziness or
unwillingness to bring the child for immunisatiahe bad treatment by the health workers on
mothers and various social factors such as motaeng to attend to social engagements like
funerals and weddings. Economic factors includel & transport money, mothers having to do
some work. Demographically, older mothers were ligsty to have children immunisation than

younger mothers, further older children were lésay to be fully immunised than younger ones.

All'in all, the reasons for incomplete child immsaiion found in this study hinge on the mother’s
education, age, lifestyle and the mothers expeeemath immunisation service and the vaccines.
Social and economic factors leading to incompletenunisation are mostly the mothers

competing priorities.
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CHAPTER 1: INTRODUCTION

1.1 Background

Worldwide about 29,000 children under the age wvé fdie every day, mainly from vaccine
preventable causes (Tadesse et al. 2009). A vapcawentable disease is an infectious disease
for which an effective preventive vaccine existheTmost common and serious vaccine-
preventable diseases tracked by the World Healtga®@zation (WHQO) are diphtheria,
Haemophilus influenza, hepatitis B, measles, metisngnumps, pertussis, poliomyelitis, rubella,
tetanus, tuberculosis, and yellow fever. The glaosahmunity and national governments continue
to look for novel ways to improve access to andlsation of immunisation services to reduce
vaccine preventable deaths (WHO/UNICEF 2015).

Immunization is one of the most successful publealth initiatives. The World Health
Organization fact sheet, in 2017 states that imgatin currently averts an estimated 2 to 3
million deaths every year. Immunization has ecomob@nefits in that it has the potential to
contribute substantially to improving populationalie and thereby economic growth. Healthy
children are more able to participate in educattbans preparing them to become healthy and
productive adults. Vaccination can also prevergdtibus diseases in adolescents, thus allowing
them to continue their development towards a hegadttiulthood. Protecting adults against
infectious diseases ensures that they can fullytribate to productivity and economic
development by avoiding sick leave and lower praigiitg (WHO 2017).

With 100% immunization, and 100% efficacy of thecsiaes, one out of seven deaths among
young children could be prevented, mostly in depielg country. Recent studies show that scaling
up the use of existing vaccines in 72 of the warlgborest countries could save 6.4 million lives
and avert $6.2 billion in treatment costs and $dillon in productivity losses between 2011 and
2020 (WHO/UNICEF 2015). For example, a study hasashthat the cost to treat a vaccine

preventable disease is 30 times more than theoftisé vaccine (Tadesse et al. 2009).

Even though child immunisation against disease e shown to be one of the most cost-
effective health interventions worldwide, throughigh a number of serious childhood diseases
have been successfully prevented or eradicatediaPar incomplete immunization against
vaccine preventable diseases has remained a samtifpublic health problem in the world today
(WHO/UNICEF 2015). To realise their potential, gets (vaccines) must reach all children; yet,

1



one in five children worldwide still does not haeecess to basic vaccines. Further, the
effectiveness of routine childhood immunizationgraims relies on multiple factors. Childhood

vaccines can only provide lifetime immunity to eentdiseases, but for other diseases, additional
doses of vaccine are recommended to fully proteetahild. Therefore, some vaccines have

multiple doses.

Uptake of vaccines with multiple doses up to thet Bose has been a problem. Immunisation
coverage for multiple doses shows a drop in cowerag the number of doses increases.
Furthermore, vaccine preventable diseases (VPDg baen responsible for a significant portion
of childhood morbidity and mortality in low-incommuntries, and have been re-emerging in
medium and high income countries (Glatman-Freed8irchols 2012). In Nigeria for example,

VPDs accounts for 22% mortality and 17% morbidityomg children under-five (U5) (Adedire

et al. 2013). In Zambia, under 5 children face ssveroblems with respect to their survival as
well as development. Beyond the neonatal periodupronia, and diarrhoea are among leading
contributors to the high under-5 mortality rate i@al Statistics Office, CSO Ministry of Health

2014). However, pneumonia and diarrhoea are vagreentable using the PCV and Rota virus

vaccines respectively.

Studies have found that some of the factors agsalcwgith incomplete immunisation was lack of
knowledge and awareness about schedule of vacamkekck of understanding of the benefits of
immunization, lack of education and negative petioep such as fear of side effects (Tadesse et
al, 2009, Russo et al. 2015, Tickner et al. 2006inTet al 2014, Adedokun et al. 2017). Other
factors contributing to immunisation dropout inaudocio-economic factors which hinge on
competing priorities against child immunisationoBomic factors include lack of transport money
to the facility and mother having to work (Shresthal. 2016, Favin et al 2012, Tibin et al. 2014).
Demographic factors include birth order where ba@gond to fourth in the family and being fifth
and above in the family had a higher likelihoodd&gault than being born first (Negussie et al
2016, Shrestha et al. 2016 Russo et al. 2015). AdE&GA, (200Rand Favin et al. (2012) both
explained that attitudes and behaviour of healdf streating mothers in an unfriendly,

disrespectful, or even abusive manner are frequeitdd as discouraging children’s vaccination.

The Zambia Demographics Health Survey (ZDHS) (2PQB4) reports that Infant and under-5
mortality rates in the past five years are 45 abdl@aths per 1,000 live births, respectively. At



these mortality levels, one in every 22 Zambiardecbn dies before reaching age 1, and one in
every 13 does not survive to his or her fifth bildy. In order to address child mortality and other
related issues, the Child Health Unit at the Mnyistf Health (MoH) launched several child
survival interventions like the Expanded Progranonedmmunisation (EPI). The EPI program
introduced in 1975,currently provides 11 antigereg fof charge to children under two years and
a possibility of introducing Human Papilloma Virusccine (HPV) for the prevention of cervical
cancer in girls 15 years and above (GRZ 2014). iRedmmunisation (RI) is a proven tool for
reducing morbidity and mortality associated withD& Another intervention adopted was the
Reaching Every District (RED) strategy adoptedd02as an effective approach targeting the un-
reached children and the missed opportunities baa bcaled up to all the districts (Ministry of
Health 2011).

The Government of Zambia has adopted the WHO guigefor vaccinating children through the
EPI. Children are considered fully immunized wrary have received vaccination against
tuberculosis Bacillus Calmette—Guérin (BCG), thrdeses each of diphtheria, pertusis,
tetanus/hepatitis b/haemophilus influenza type PTiHepB-HIB), and polio vaccines and a
measles vaccines by the age of 12 months. HIB mtasduced in 2004 combined with DPT and
2006 HepB was introduced in combination with DPThvHIB (Central Statistics Office, CSO
Ministry of Health 2014). The standard measure afcination coverage is the percentage of
children who have received the requisite numbaactine doses irrespective of the age at receipt
of the vaccine (Luman et al. 2005).To maximise grtbn against vaccine-preventable diseases,

a child should receive all immunizations withingeamended intervals (Glauber 2003).

To sum up, there is limited data available in Zaartbat has been documented and investigated to
explain the reasons behind non-completion of imsation. Most of the data is around non uptake
of immunisation services. This study was therefaraed at finding out the reasons for non-
completion of childhood immunization with childremder the age of 5 within Lusaka district.
This has brought new insight based on the mixedhateapproach to explain the factor associated

with incomplete child immunisation



1.2 Statement of the Problem

Incomplete or partial immunization coverage agavastcine preventable diseases is a significant
public health problem in Zambia and the world overcomplete vaccinations leads to
reappearance of childhood vaccine preventable sksedVPD) and high infant mortality.
Childhood immunisation in Zambia is not mandatong as provided free of charge in public
health facilities. Thus the cost of vaccinatinghédctby the parents may not be a barrier. This in
itself may save as an incentive for caregivers @b their children protected from vaccine
preventable diseases. However, there is a problgimuptake of these immunisation services.
More so, immunisation coverage figure records $icgmt drop out rates, and child mortality due
to vaccine preventable diseases remains alarmitigginountry. For example, the ZDHS 2013-14
highlights that coverage of the first dose of tHeTQ(diphtheria, pertussis, and tetanus) and polio
vaccines was relatively high (96 percent each). él@x, only 86 percent and 78 percent of these
children, respectively, went on to receive the dhiltoses of these vaccines, contributing to
respective dropout rates of 11 percent and 19 petoetween the first and third doses. The
findings show that 2 percent of children age 12¥#fhths did not receive any vaccine at all. The
ZDHS (2013-14) further reports that, only 58% ofildten had received all of the basic
vaccinations by age 12 months. Overall, 68 peroénthildren age 12-23 months were fully
immunised by the time of the survey. With respeapecific vaccines, 95 percent of children had

received the BCG immunisation, and 85 percent legeh immunised against measles.

Moreover, there is an unclear distinction made betwthe reasons for non-uptake of childhood
immunisation services and reason for childhood imisation dropouts in Zambia. The study will
however focus on the latter. There is scanty infdrom available in Zambia to elucidate the factors
leading to incomplete immunisation that could beduso support the decision making for
interventions in the EPI program. Furthermore, shealy will focus on Lusaka district, which is
an urban district where access to public healtiiitias is reasonably within reach. Therefore,
uptake of health services including immunisatiorosi be ideally among the highest

immunisation coverage district, however that isthetcase.

1.3 Research questions
What do mothers know about vaccines and VPD?
What are the perceptions and beliefs that motheegoser have on vaccines?



What are the socio cultural factors associated ehild immunisation completion and non-
completion?

What are the economic factors associated with amifdunisation completion and non-
completion?

1.4 Objectives

1.4.1 Primary objective
To identify factors associated with completion aath-completion of child immunisation

schedule in Lusaka district, Zambia.

1.4.2 Specific objectives
To determine the prevalence of children not futhymunised.

To determine basic knowledge on vaccines and vaqmeventable diseases among mothers/
care givers

To identify the perceptions and belief of caregsven vaccines that led to non-completion of the
immunisation schedule

To identify the socio-cultural and economic fact@ssociated with non-completion of the

immunisation schedule.

1.5 Operational definitions
Childhood immunisation dropout rate: in this study is defined as the rate differencevieen the

first and the last dose or the rate difference betwthe initial vaccine and the last vaccine.

Fully immunized child: a child that has received all the vaccines providgdhe EPI within the

minimum intervals of time as specified by natiopalicy.

Immunisation/ Vaccination: this is an act or protecting a child from ilinesxl disease by
subjecting them to a vaccine, mostly oral and ilgjele hence making them immune.
Vaccine Preventable Diseases (VPD): these are disease that can be prevented usingieacci

Mother(s): Any woman with a child who is under the age oang old.

Caregiver(s): Any significant other that usually takes a childoais under the age of 5 years for

the under 5 sessions, for example an aunty tohihe. ¢

Child: is any person aged 5 years and below and is d@iffiolimmunisation.



CHAPTER 2: LITERATURE REVIEW

2.1 Introduction

This chapter reviewed related literature on factioas lead to incomplete childhood immunisation.
Literature for this study was sourced from the masi internet sources such as Pub med, BMJ
open, Elsevier, ScienceDirect, BMC and Google sohtil mention a fewlhe search strategy
combined the terms: childhood immunisation; chilothawaccination; incomplete immunisation;
immunisation dropout and a combination childhooccuges, this was supplemented by searching
the biographies of key papers. Also visits were entadthe Ministry of Health, Child health unit
to obtain any published information on immunisatdropout rates and associated factors. The
University of Zambia main library was also visitexcheck on the available data on childhood

immunisation.

The major factors coming out of the literature aading to incomplete child immunisation
included; Mothers or caregivers knowledge of vaesjNothers perceptions and experiences of
the vaccine, socio-economic factors like competprprities between work and health,
satisfaction with child health services among mather factors. Hence, the literature review
chapter in this study has been divided into 3 nthemes namely; cognitive factors, socio-

economic factors, and service related factors.

2.2 Cognitive factors

Cognitive factors have been identified in the htere search, the factors are more related to the
mothers’ level of knowledge and awareness of tloeinas or the immunisation service. Cognitive
factors also relate to the perception and beliaf the mothers hold on these vaccines as well as
the immunisation process itself (Regmi, 2014).

2.2.1 Awareness and Knowledge of vaccines
Mother knowledge of vaccines is one of the thenmas tame out from the literature review.

Mother basic knowledge of vaccines is informatibattmothers have about the various vaccines
provided, the vaccines purpose and timing/schealullee vaccines. Vaccine knowledge has been
acknowledge to affect the decisions by motherstdioue with child immunisation. Knowledge
has also been related to awareness among mothéing @arious vaccines (Tadesse et al. 2009,
Tickner et al. 2006).



A case control study conducted by Tadesse andt{409) titled predictors of defaulting from
completion of child immunization in south Ethiopihe study focused on children in the age
group of 9 to 23 months who did not complete thrmomemended immunization schedule. The
study revealed that the knowledge about schedutaadines of mothers or immediate caretakers
had significant association with completion of inmaation. Mothers who knew the schedules of
vaccine were 3 times more likely to vaccinate thitdren fully than a mother who did not know
the vaccine schedule. Mothers or immediate caregivého did not know the benefits of
immunization in preventing the occurrence of epitemere 6.4 times more likely to have
defaulter children than mother who knew the besefitnowledge about measles and polio
vaccines were also significantly associated witmgietion of child immunization after

controlling for the effect of other variables (Tade et al. 2009)

Babalola (2011) conducted a survey to compare mateeasons for non-immunisation and for
partial immunisation in northern Nigeria, and detere the link between specific reasons and
future intentions to immunise. Babalola acknowletithat lack of knowledge played a strong role
in partial childhood immunisation. Further, noveltsas also found to be a factor that affected
immunisation uptake among caregivers (Babalola R0Akurvey of parental attitudes towards
compliance with future vaccinations in the Dutclidtood immunisation programme found that
of 283 parent participants, only 43% reported atpesattitude towards the vaccinations and 11%
had no intention to comply with any new vaccinatiblak et al. 2005). Distrust of novelty needs
to be determined so that parental concerns canldessed appropriately. Further, in Australia,
the main reasons parents gave for their childrangbmcompletely immunised were lack of

awareness that booster doses were required anctgarelifference (Tickner et al. 2006).

Similarly, Tibin and others (2014) conducted a gtuzh the reasons behind incomplete
immunization in South Darfur state, Sudgace to face interviews with the parents of 218lcén
12-23 months were conducted. It was establishedhé study that the reasons for non-
immunization and incomplete immunization includddttlack of information, for example,
mothers unaware of need immunization and/or thd teesturn for 2nd or 3rd dose, mothers fear
of side effects and wrong ideas about contrainatinat(Tibin et al. 2014). In South Australia, lack

of information about the varicella vaccine consgéathan important barrier to immunisation. Lack



of appropriate information also played an importaoke in missed or delayed Hib and

MMR/measles vaccinations in Italy (Tickner et €08).

Abdulraheem and Onajole (2011) conducted a studii@neasons for incomplete vaccination and
factors for missed opportunities among rural Nigehildren. Only 14.1% of these mothers knew
that the vaccination against childhood killer dsesashould be completed at the age of nine months
with the yellow fever and measles vaccines. Leas tne-fifth of mothers knew that BCG is being
given at birth while only 6% knew that HepatitissBccine could also be given at birth and these
mothers were the teachers and other educated$tié LGA. Immunization was mentioned by
20.1% as a means of prevention against childholbetr kiiseases. Less than half of the mothers
completed routine immunization schedules for tobkildren by the age of 9 months because they
knew that the vaccination against childhood kitleseases should be completed at the age of nine
months (Abdulraheem & Onajole 2011) . However, Adednd others (2016) found that more
than three-quarters of the mothers of children 12Z3-months had good knowledge on routine

immunization.

Tadesse and others (2009) found that mothers oredrate caregivers who did not know the
benefits of immunization in preventing the occucerof epidemic were more likely to have

defaulter children than mother who knew the beseMothers who had poor knowledge about
the benefit of vaccines were more likely to havéadker children than mothers who had good
knowledge. Similarly, Favin and others (2012) iflatmoration with WHO, analysed 126 global

literature to identify reasons why eligible childriead incomplete or no vaccinations. They found
the lack of parental knowledge concerning whicHdebn, when, where was among the major
reasons for defaulting on immunisation. Furthehigh vaccination knowledge score, positive
attitudes toward vaccination, good perception ofmimization services, and the exposure to
information on vaccinations, were all associatethwomplete vaccination status (Russo et al.
2015).

On the other hand, Bukenya (1998) in Favin andretlf2012) found that very low levels of
community knowledge and understanding of the ‘ddieh foundation of immunization in

Uganda, but over 90% of parents ‘believe immunazais important, there is good will in the
midst of lack of knowledge.” From a study in Rwandtbimana and Bararwandika (1991)

concluded that ‘knowledge of vaccination on thet mdrparents is not an important factor in



vaccination coverage.’ Similarly, Leach and Faith€008) reported that in the Gambia, ‘29% of
urban and 48% of rural mothers could not correwdime any VPDs, yet reported national coverage
was 90%.(Favin et al. 2012)

2.2.2 Perceptions and experiences with vaccine

Childhood immunisation uptake can be motivated loyivar or caregiver perceptions of physical
risks associated with immunisation. Parental fegrdmerged as a major barrier to achieving better
immunisation uptake world over. Mother’s perceptaomd experiences are basically what mother
view and experience the vaccine to be, thus liiegatinder this subtheme is focused on what

mother’s perceived ideas of the vaccine and hdwastaffected immunisation dropout rates.

Tickner and others (2006) explored factors undegysuboptimal childhood immunisation. They
conducted a review of Forty-seven studies thattheeinclusion criteria.One reason identified
for sub-optimal immunisation was the considerabletioversy surrounding the triple vaccination
against measles, mumps and rubella (MMR). Emotiofadtors, including anticipated
responsibility and regret have also been foundetadsociated with their decision to accept MMR
or to opt for single-antigen vaccines. Additionallpegative experiences with primary
immunisation, coupled with a lack of perceived #trand severity of childhood diseases, may
explain why some parents refuse or delay takingr tbieildren for later doses within the

vaccination programme. (Tickner et al. 2006).

Conversely, a survey of mothers’ attitudes towddidR vaccination found that fewer mothers of
children approaching the second MMR dose (aged 2iréhths) intended to take their children
for this injection than did mothers of children amgching the first MMR dose (aged 5-12
months). This means that mother who had experieficgddose immunisation did not want to
take their child for the other dose hence leadingnmunisation dropouts. The mothers of older
infants expressed more negative beliefs about gh®ome of having MMR, were more likely to
believe it was unsafe and that it rarely protectgmhinst disease compared with mothers
approaching the first MMR injection (Pareek & Psdti 2000).

Previous studies suggest that vaccination statusflisenced by factors related to the child,
parental attitude or knowledge, social contexheffamily. Reasons related to parental attitude or
knowledge include lack of knowledge on the roleva€cinations for disease prevention, fear of

adverse reaction, belief that vaccination is natdbeial or causes damage, lack of motivation,
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mistrust of health care system and social or callforessure against vaccinations, Anti-vaccination
attitudes could be attributed to ignorance, misimation, irrationality (Tauil et al. 2016). Furthe
factors influencing vaccine uptake include vacdnesitancy, defined as a lack of confidence in
the safety and effectiveness of vaccines, anddyarto using available immunization services
(Gilbert et al. 2017).

In New Zealand, parental fears and their activeisitats not to vaccinate their children are
sufficient to enhance immunisation dropout (Petadarris et al., 2005). Elliman and Bedford
(2003) and Hilton et al, (2006) as cited by Tickeeml. (2006) argued that parental fears stem
from beliefs that combination vaccines place stressthe child’s immune system and that
increasing the number of combinations increasedikbkhood of an adverse reaction, without
knowing which component is responsible . Similaclyretakers with negative perception towards
vaccinating sick child were three times likely tvie partially immunized children than those with
a positive attitude. Development of abscess invieeination site of a child was less likely to be

a factor for incomplete immunization of the chighfestha et al. 2016)

Favin and others (2012) found that parents commuaagtion fear of side effects as a reason for
not continuing vaccinating their children. In sooases, if an older sibling or acquaintance’s child
had side effects, parents refused vaccinationgdanger children. Furthermore, some literature
also reviewed that side effects become an issua Vétleers or mothers-in-law become upset and
refuse to allow further vaccination which lead tmrcompletion of child immunisation. Mothers

fear some common vaccine side effects, even iféineyadvised of vaccine side effects. As a result,
they may postpone, or not come back for, the nehx¢duled vaccination when they see common
vaccine reactions. Furthermore, there was a mdrgigaificant association (p-value = 0.05)

between a mother’s perception about vaccine sféetefand immunization status of children after

adjusting for confounders (Negussie et al. 2016).

Additionally, a study on socio-cultural influencas vaccination-vaccinators perspective, revealed
thatcommunities and community leaders play a role irpsitathe perception of the people. The
people of the community are influenced by commuieigders and these leaders. Although mostly
positively influencing vaccination, some leader @ereither encouraging nor discouraging
immunisation (Regmi, 2014). Glatman-Freedman aictidls (2012) notes that traditional healers

often serve as primary health care providers irelibging countries and mothers use their services
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for paediatric care to various degrees. Traditiom&dicine may include herbal, spiritual or
religious practices. A study done in Haiti foundttkhe use of traditional healers by mothers was
negatively associated with the vaccination ratetheir children (Glatman-Freedman & Nichols
2012).

To summarise the cognitive factors affecting imnsation, the main issues coming out of the
literature relating to the cognitive factors thatmothers awareness and knowledge of vaccine,
which has to a greater extent, been found to bemfisant factor affecting immunisation
completion. However, it has been also reportechénliterature, though to a lesser extent, that

mother’s knowledge of the vaccines did not affbet iptake of immunisation.

Another factor coming out from the review of literee is the perceptions and experiences mother
have had with vaccines. Perception and belief eteainam cultures and various experiences
(Regmi, 2014). These myths and beliefs about vasciten be corrected through adequate
information dissemination on these vaccines. ThHiefsecoming out from the literature are more
experiential as they are ‘physiologically’ relateda child, that is the pain a child suffers after
receiving a vaccine, or simply put the adverseaggféollowing immunisation. This has greatly
negatively impacted on continuation of immunisatidhe literature does not clearly bring out the
cultural beliefs deterring immunisation completitms is the identified gap.

2.3 Socio-economic factor

Socio-economic factors have been divide into tlia$dactors and the economic factors affecting
immunisation uptake. Socially mothers have a latesponsibilities in their homes, they have to
take care of the family, ensure the chores are wtied within the house and many other
respionsibilities. These responsibility have puttimeos in a position where they have to decide

between taking the child to health clinic and loakafter their home.

Tadesse and others (2009) found that socio-econtantors were associated with childhood
immunisation dropouts. Mothers with a higher mopihcome were less likely to have defaulter
children than mothers or immediate caretakers lanmesme. However, it was also found that
demographic factors such as family size, age ofrtbther or immediate care taker, occupational
status, ethnicity, religion, parity, and educatiostatus were not associated with childhood

immunisation dropouts.
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In addition, Favin and others (2012) found thatflbcimg priorities among mother or caregivers
was identified as a factor associated to immuraeatiropout rates. It is difficult for poor parents
to travel long distances and then wait for hoursviccination, when they should be working to
feed the family that day. In addition, ceremoniakr like weddings and funerals in some
countries last up to a week and lead mothers te waiscination appointments. In many traditional
cultures, families refuse to take the baby outvaccination during a period of post-partum
seclusion. Tibin et al. (2014) like Favin et al012) found that the reasons for non-immunization
and incomplete immunization included, mother togyhuamily problem including illness of
mother. Other conflicting priorities mentioned &aiking care of sick or other children, not being
able to leave other children while traveling to thet younger ones vaccinated. Further, Shrestha
and others (2016) also notes that primary caregimio had conflicting priorities during the days
of vaccination were less likely to complete vactimaof their children (Shrestha et al. 2016).

According to Leach (2006), mothers usually forgmbdat vaccination especially as they had more
children. Also, numerous studies have documentedcgeinaccessibility as an important cause
of partial or under-vaccination. Studies condudatedligeria, Kenya, Liberia and Mozambique

claimed distance/access as a problem (Sheldon lms$ A2003). A Senegal study found that 71%
of children completely vaccinated lived less th&krh from the nearest health centre, while in

remote villages only 10% of children were complgtedccinated (Favin et al. 2012).

Favin and others (2012) notes a lack of resourgistics as leading to immunisation dropout rate.
Furthermore, Favin and others (2012) note that nsnglies indicated that vaccine stock-outs
and/or cold chain problems caused unavailabilityadcination. Therefore, when parents miss
work, travel long distances, wait for long hounsg @hen are denied service, they are naturally less
likely to return for vaccination. Similarly, Tibigt al. (2014) found that the reasons non-immunized
and partially immunized children according to maotheeport included, place of immunization

too far, time of immunization inconvenient, vacd¢oraabsent, vaccine not available.

Socially, some husbands either prohibit their wilvem taking children for vaccination or women
themselves are not comfortable being attended kgawn men. Several sources mentioned that
husbands might refuse permission for vaccinati@ntiqularly if the child previously had side
effects (Favin et al. 2012).
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In summary, the main economic factors coming aunfthe literature search is the priorities that

mothers have to choose, that is between searcbirgyliving to get some food on the table or to

take a child to the clinic for immunisation. Theefature however does not point out how and if
the significant others or spouses support the meespecially if they have to choose between the
two activities. This has put most mothers on httgpsition especially if they also have to take

care of household chores. This study will aim tsoaprobe on the help received from the

significant others or spouses. Especially considetinat, currently in Zambia male spouses are
encouraged through not making them wait in linehétp bring their children for child health

session including immunisation.

There are also social issues coming from the tiiegathese include the power relations between
a mother and a father over what is best for thielciihe overall decision is seemingly relying on
a father in most conservative nation and mostipinal Zambia. This can be seen by the husband
refusing their wives to take the child to the dieispecially if they will be attended to by a male

health worker. These is a cultural concepts théte explored in this study.

2.4 Demographic factors
Demographic factors are characteristics of the [ajoms studied in the literature reviewed and
how these factors have affected immunisation. THastrs include mother’'s age, education,

income, family size and also the child’s age and se

Child birth order was also identified to be a factbat was associated with incomplete
immunisation. Negussie and others (2016) lookirfg@ibrs associated with incomplete childhood
immunization in Arbegona district, southern Etheofmund that child birth order was found to be
associated with immunization incompletion; beingasel to fourth in the family and being fifth
and above in the family had a higher likelihoodl&sault than being born first. In another study,
it was found that a child born third or above irder was twice likely to receive partial
immunization than the former (Shrestha et al. 201&)nilarly, Children born at health facilities
had a higher immunization coverage rate compardu thhose born at home, as well as children
who were the 1st-2nd born in the family comparethwhose being the 3rd or later born (Russo
et al. 2015).

Furthermore, the risk of defaulting their childaocine series was higher in younger mothers than

older mothers (Negussie et al. 2016). Also, haamgotherx24 years- old was a factor associated
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with incomplete child immunisation. Children witlbynger mothers were less likely to be fully
immunised (Russo et al. 2015). Adedokun and otf#&%7) conducted a study titled incomplete
childhood immunization in Nigeria: a multilevel dysis of individual and contextual factors.
Children of young women (15-24 years) are morelylite be incompletely immunized when

compared with children of older women (35 years ainove)

Additionally, the level of a mother education isalidentified as a factor associated with
incomplete child immunisation. The odds of a chitd being fully immunized reduced as the level
of mothers’ education increased. Children of mathath no education and primary education are
more likely to be incompletely immunized comparethvehildren of women with secondary or
higher education (Adedokun et al. 2017).

2.5 Service related factors
The services offered by the health facilities cidmite to the uptake of immunisation services.
These are the service related factors that affiectunisation uptake, these range from the way the

staff treat the mothers to waiting time.

Differences in the way the immunisation servicenganised may explain why some mothers or
caregivers opt not to continue with their childsnmunisation.(Tickner et al. 2006). Poor health
staff motivation, performance or competence anidudts affects immunisation uptake (Leach
and Fairhead, 2008). AlConde SA, (2D@ad Favin et al. (2012) both explained that atgésiand

behaviour of health staff treating mothers in afriandly, disrespectful, or even abusive manner
are frequently cited as discouraging children’scuaation. Health staff reportedly screamed at
mothers who forgot the child’s card, missed a saleztlvaccination appointment, or had a dirty,
poorly dressed, or malnourished child. Mothers leitiliated and discouraged from returning.
Also, lack of availability of vaccine at time ofsit as Tadesse et al. (2009) points out that msther
who did not postpone vaccination schedule wereditass likely to have defaulter children as
compared with mothers who ever postponed vaccimatbedule. Nonetheless, length of waiting
times before being attended to at the health fgciiave been cited as factors leading to

immunisation drop outs.

Further, bias among professionals has also beéitidtited as an area of particular concern among
parents considering MMR vaccination and those refut have their children immunised. Some

parents believe that health education leaflets gaage the efficacy of vaccines. It is likely that
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issues of trust and parental satisfaction withalmunt and quality of information received will
be important in determining whether or not par¢ake their children for all (Tickner et al. 2006).
Additionally, Tadesse and other (2009) found mathéno had negative perception towards health
institution support were more likely to have detauthildren than mothers with positive attitude.

Furthermore, Habimana and Bararwandika (1991) deyenl in a study that there were false
contraindications that were held by health work&mnajor cause of missed opportunities is health
workers’ refusal to immunize eligible children. Bedhthis are various fears and false beliefs such
as that a sick child should not be vaccinated, dhatild should not receive multiple vaccinations
on the same visit, that a child over 12 monthsta® ‘old’ for measles vaccination, or that
underweight children should not be vaccinated.

Finally, Favin et al. (2012) notes that the mosdréture reviewed documents offered limited
findings on reasons for non-vaccination versusnmglete vaccination, this is also prevailing in
this study. However, most of the evidence sugg#stischildren having no vaccinations appears
to be associated with: difficult access, inconvenibours, negative beliefs or rumours or
misinformation, and minority status; whereas thennneasons for incomplete vaccination which
is the focus of the study appear to be: poor treatfhad experiences, missed opportunities, fears
(of side effects, abusive treatment), and lack mdasstanding of the need to return or when.
Furthermore, most of the studies in the literasg@ ch employed quantitative methods, this study
will however employ a mixed method, and this widll filling in some of the information gaps
through the qualitative approach employed in thiglg. Information relating to social and cultural
constructs such as perception and beliefs will biebetter from the qualitative approach.

2.6 Conceptual framework

Andersen and Newman Framework of Health Services Wization

This research study has adopted Andersen and Nedaraework of health services utilization.
The purpose of this framework is to discover cdndg that either facilitate or impede utilization
of a health service. According to Andersen (1968ndividual's access and use of health services
is considered to be a function of three charadiesi$éactors, namely the Predisposing
characteristics, Enabling factors and Need factors.

15



PREDISPOSING ENABLING NEED
CHARACTERISTICS RESOURCES USE OF

eDemographic ePersonal/family *Percieved H EALTH

need
eSocial structure eCommunity (evalutated)
«Health beliefs SERVICE

- J

Figure 1: Graphic presentation of conceptual framework model

2.6.1 Predisposing characteristics
Predisposing characteristics are the socio-culthratacteristics of individuals that exist prior to

utilizing immunisation. This category representg tendency of individuals to utilize the
immunisation services. According to Andersen, ahvidual is more or less likely to use health
services based on demographics, position withisttogal structure, and beliefs of health services
benefits. In this case mother who believe immurosas a useful measure to protect their children
will take up the immunisation service. Social stuuwe like education, occupation, ethnicity, social

networks, social interactions, and culture affaetutilisation of the immunisation service.

Andersen also highlighted health beliefs like attés, values, and knowledge that people have
concerning and towards the health care systemalfféict the utilisation of the immunisation
service. Mothers have a lot of beliefs, myths andconceptions about vaccines and this has
affected its uptake of immunisation services. Fertdemographics like age and gender have also
been seen to influence immunisation uptake. Theigpesing characteristics will information the

socio-cultural factors which includes perceptiond heliefs of the study.

2.6.2 Enabling Factors
This category includes resources found within @raify and the community, it is more of the

logistical aspects of child immunisation servicEamily resources comprise economic status,
these are the means and know how to access imrtionis®ervices, income, health and the
location of residence. This can also be how theherobr caregiver gets to the health facility to
access these immunisation services. Family factais also include genetic factors and
psychological characteristics especially underlyargily beliefs for example Autism as resulting

from immunisation. Community resources incorporateess to health care facilities and the
availability of health persons for assistance waging time. This also hinges on the satisfaction
of with the immunisation services provided. Thisnpmnent of the framework will inform

economic status objective.
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2.6.3 Need Factors
Need based characteristics is the third categoay ihcludes the perception of need for

immunisation services, whether individual, soca@l,clinically evaluated perceptions of need.

Perceived needs are basically how people view their general health and functional state, as
well as how they experience symptoms of illness),@and worries about their health and whether
or not they judge their problems to be of suffitienportance and magnitude to seek professional
help. Perceived need for immunisation will bettelpito understand completion of immunisation

as well as adherence to immunisation. Mother kndggeas well as understanding of the purpose
of child immunisation has greatly affected its Wgetaliterature has suggested that mothers lack

the necessary knowledge about vaccine to decidehether or not to complete immunisation.

Finally, the framework bring out aspects of theeahiyes which will be addressed in this research.
For example, predisposing factors like educatiormafthers will be explained based on this
framework, demographic factors like age will also daptured in the framework of this study.
Enabling factor like family structures and resosrae among the major contributor of
immunisation uptake, mothers usually take respditgilof a home and significant others also
contribute to the availability of a mother to take child to health centre. Lastly, the need factor
is also paramount to this study, in that motheednte firstly be aware about these vaccine and
after the awareness, mothers should be able tastadd the importance of the vaccines. This will
in turn result into a necessity of the vaccinescleethe need for the vaccine will arise. The need
for vaccines will be influenced by the perceptiansl beliefs mother hold about these vaccines.
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CHAPTER 3: METHODOLOGY

3.1 Introduction
The following section presents the methodologiggtraaches used in the study. The section
describes the population in the study, the stutéyasid the data collection and analysis methods

involved.

3.2 Study Design

The study employed a concurrent mixed method destggre both quantitative and qualitative
methods were used. The concurrent mixed methoisnparticular study ensured completeness
of the study, in the sense that this design carglingether a more comprehensive account of the

factors associated to incomplete Immunisation.

The quantitative cross section design data wassiecy data which was obtained from the Gavi
Full Country Evaluation (FCE), Household Surveyttlaas conducted in 2014/15 by The
University of Zambia, Department of Economics. Phienary objective of the Household survey
was to establish baseline household estimatesrmatimzation coverage in Zambia. On the other
hand, the qualitative approach was used to explachunderstand in depth some of the factors
associated with incomplete child Immunisation. §halitative approach involved collecting data
through Focus Group Discussions (FDGs) and Keyrinémt Interviews (KIIs) to help explain

issues that affect immunization uptake. The quatgéaapproach will be a case study.

3.3 Study site

The Gavi FCE household study, where the quantdatiata was drawn from, focused on 26
districts in Zambia. The quantitative approachhid study focused on all the 26 selected districts.
On the other hand, the study site for the qualiéaipproach was Lusaka district, and all the
community sites selected in the Gavi FCE housebidey. The sites/communities are Kamwala,
Mandevu, Mtendere, Matero, and Kanyama. Thesewges purposively selected to overlap with

the Gavi FCE household survey. This was to giveraprehensive view of Lusaka district.

3.4 Study population
The Gauvi full country evaluation household survieydg population consisted of mothers/primary

caregivers of children aged 0 — 59 months. Theomdgnts were women in the reproductive age
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group. This study however, only focused on motketis children who were aged 12-59 months

for the quantitative approach.

Similarly, for the qualitative approach, the stuggpulation included mothers/caregiver with
children aged 12-59 months, the age bracket 12-&#ms was selected because at this age a child
is expected to have received all the vaccines erstihedule. Furthermore, these were mothers
identified by the community health workers, thesgmars were not consistently bring their child

for immunisation based on their child under 5 cards

3.5 Sampling and Sample Size

Cluster sampling within the 26 districts was cortddavith clusters defined using the 2010 census
Standard Enumeration Areas (SEAs). Approximateleseclusters (SEAs) per district were
selected, with seven households per cluster fata sample size of 1,099 households. Of the
1,099 households sampled, 1,070 completed intesviggre received— A response rate of 97%.
Households with mothers who have children aged®Btmonths from the selected districts was

the sampling frame. This study used the whole sarsigk used in the household survey.

For the qualitative data, Lusaka district was psipely selected as it is part of the sampled
districts in the Gavi Full Country Evaluation Hohséd survey conducted. The sample size was
all the 5 communities where the household surveg w@nducted. The 5 communities were
selected to overlap with the visited facilities tine household survey. The mothers were
purposively sampled to fit the criteria of mothariso were inconsistent with immunisation and
with children aged 12-59 months. These mothers wselected because it is expected that by that
age a child would have completed the child immuiozeschedule according to WHO guidelines.
The health workers and the community health wohedped to identify these type of mothers
using their records and the child’'s under-five ca&Cdmmunity health workers at the selected
health facility were part of the study as well. 8 because the community health workers are
the ones that are on the ground in the communitly kamow mothers that are inconsistent with
immunisation, also because the community healthkersr are the ones that conduct socio
mobilization activities for immunisation. A totalimber of 5 Focus Group Discussion (FGDs) - 1
from each site was conducted at the facility, 5 Kggrmant interview were also conducted with

the community health workers at each health fgdilit the researcher.
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3.6 Data Collection

The Household survey data set was available inleocmat, the variables of interest were

extracted by dropping out the variables not reléewarnhe topic under investigation. The data set
was then saved into Stata format for analysis. vidraables of interest are indicated in the table
below and have been identified from the Gavi hoakkburvey questionnaire as relating to the
study topic. These variable were manipulated toteaiobjectives of the topic under investigation.

The manipulation of variables involved categoriaatof continuous variables, variables that also

had multiple responses and Likert scales were oz,

Table 1. The quantitative variables identified.

Outcome - Dependent Variable

Variable name

Variable definition

Fully immunised

Completion of the immunisation Sthie-
0= No
1=Yes

Explanatory- Independent Variables

Variable name

Variable definition

Mothers Education level

0 = No education
1 = Primary
2 = Secondary
3 = Tertiary

Mothers / caregivers Age

1= Less than 20
2=21-40
3=41-60
4=61 and above

Sex of head of household

0=Male
1=Female

Child sex

Female
Male

Child age

0=12-23
1=24-35
2=36-47
3=48-59

Number of children living in
the household aged 0-59
months

0=0-4
1=5-8
2=9 or more

Religious affiliation

What is your religion?
1=Catholic
2=Protestant
3=Muslim and others
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Knowledge about Vaccines

Mothers know at leastvareine
0=No
1=Yes

Mothers know all vaccines
0=No
1=Yes

Vaccine purpose-To prevent the child from gettirdisease
0=No
1=Yes

Vaccine purpose- To keep the child healthy
0=No
1=Yes

Vaccine purpose-To cure disease
0=No
1=Yes

Vaccine purpose-To save the child from paralysis
0=No
1=Yes

Vaccine purpose-To save the child from death
0=No
1=Yes

Experience with services at
health facility

Satisfaction with service
1=Unsatisfied

2=Neutral

3=Satisfied

Respect received at facility
1=Disrespected

2=Neutral

3=Respected

Waiting time at the facility
0=Up to 1 hour
1=More than 1 hour

Rate the facility
1=Bad
2=Moderate
3=Good

Experienced attempted failed visit to the facifity immunisation last 6months
0=No
1=Yes

Number of unsuccessful attempts
0=0-3
1=4-7

Did you face any difficulties in vaccinating younild during this last visit
0= No
1=Yes

When is vaccination offered
0=Only at certain times
1=Always

21




Form of transportation Mode of transport to fagilit
0=Walking
1=Cther transport means

On the other hand, focus group discussion (FGD) kand informant interviews (KIIs) were
conducted by the researcher using a FDG topic qandeKll topic guide. A total of 5 FDGs were
conducted by the researcher, each FDG had an a&vefag mothers participating. FDGs are a
good way to gather together people from similakigaaunds or experiences to discuss a specific
topic of interest, in this case the factors asgedito incomplete immunization. The FGDs allowed
the mothers to agree or disagree with each otheutathe range of opinion and ideas on
immunization, and the inconsistencies and varidtia exists in a particular community in terms
of immunization beliefs and their experiences aratiices. Further, 5 Klls were conducted with
the community health workers. Klls informed thedstualso about the factors to incomplete
immunization as it involves interviewing of knowtpgghble participants who interact with the
mothers in this case the health workers. Key informinterviews were conducted with the
community health worker who know their communitresll, and have the skills to work with the
mainstream culture, and provided the informatioedeel on immunization uptake. Klls and FDGs
help explain in depth the factor associated witomplete child immunisation as given by the

health workers and mothers respectively.

3.7 Data management and analysis

The extracted data set was cleaned in excel amuftexito Stata version 13 for analysis. The data
variables were adjusted to meet the objectivesisfresearch, for example some variables were
recategories. Some continuous variables of intevest categorised. Firstly, descriptive statistics
were produced to highlight the number of childreithwncomplete immunisation as well as
complete immunisation, the age distributions ofrtieghers and all the demographic aspects have
been presented graphically and table formats. Hifiere the bivariate logistic regression analysis
was run to test for association of the predictaralde with outcome variables considering 95%
confidence interval. Lastly backward-stepwise nvaltiate logistic regression was conducted to
measure association of the outcome variable - @rldully immunization verses those with
incomplete immunization against the predictor Ja@ga. This involved running multivariate

logistic regression with all the predictor variabbind the outcome variable and using elimination
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method to remove the variables that were not siamnf. Some variable were also left out due to
the low response rate in the variables as this dvatfect the results. Finally, the best fit model
was reached to explain the factor leading to indetepchild immunisation. Odds ratios are

reported with cut off point for significance P valQ.05 at 95% CI.

Thematic analysis was used to analyse the quabtalata. The qualitative data from the FGDs
and the KllIs was in the form of field notes andiaudcordings.. Inmediately after the field visits,
the notes were consolidated by transcribing titkcaecorded interviews and discussion sessions
into a typed word document. Each facility was asstgan alphabetical letter and each mother in
the FDG was randomly assigned a number. Commuresitth workers were also assigned
numerical unique identifiers. The researcher fanie themselves with the data so as to identify
the emerging themes. Themes were developed withugaidentification codes which were then
pulled out from every typed interview and discussiotes. Quotes have been used to explain the
various theme identified in the interview noteseThable below shows the themes, category and

codes identified.

Table 2: Themes identified from the interviews

Theme Category Examples of codes
Mother’s knowledge on vaccination There is BCG, Rota....
« Naming vaccines

The purpose of the vaccine is to protect the child

Reasons for « Purposes of vaccines trom di
incomplete child , : ' rom aisease .
immunisation Mother’s perception, myths and beliefs |ofVe are told at church that vaccines are not good.

vaccines
« Religious and ethnic beliefs
* Mistrust on vaccines
e Olden days growing up was
without vaccines Vaccine make the child sick
« Use of tradition medicine

Our belief from the leaders in the community
say not to use vaccines
Vaccines can make the child lame

People in the olden days have survived without
vaccines
Some mothers opt to use tradition medicine in
the place of vaccines

Mother’s negligence Some mothers are lazy

Mothers lack of understanding the Some mothers do not appreciate vaccines
importance of immunisation because they do not know the importance
Mother’s lifestyle - Alcohol abuse Mothers havendting habits that inhibits

immunisation completion
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Birth order

Children born after other children viitithe
same family tend to receive less attention witl
regards to immunisation

Il

Other competing priorities

Mothers have a sociglagement plan on the
same day of immunisation

Mothers have to work

Mothers travel for funeral or business

Lack of transport money to facility

Mothers lackrabney for transport to get to th
facility

e

Experiences with immunisation services

. Child adverse reaction to vaccine

. Health worker attitude towards
mothers

. Time spent waiting for
immunization

5 Childs has reaction after vaccination such as
high temperature, develop body rushes, loss
appetite.

Of

Health workers shouting, scolding and sendin
away mothers during immunisation

Long queue waiting to receive a vaccine

Reasons for
completion of

Care and love for the child

Mothers love their @¢ithat why they complete
immunisation

immunisation

Under-five care as a requirement for

school enrolment

Mothers believes that under-five cards are a
school requirement for enrolment

Reinforcement and gifts received by

consistent mothers

Mother also hope to be recognised for

completing immunization.

3.8 Merge of Quantitative and Qualitative data

As indicated above, the study employed a concumared method design and therefore the

guantitative and the qualitative approaches alldradqual significance. Similarly, the quantitative

data was aimed to measure the associated factarsronization incompletion, using bivariate

and multivariate logistic regression and a beshttlel established. Thus, the qualitative data from

the FDGs and Klls helped to complete as well ada@xpsome of the factors associated to

immunization in-depth. FGDs were used to explorelapth the meanings of the factors that

cannot be explained statistically such as percegtibeliefs and attitudes, related to incomplete

immunization. Key informant interviews helped topkxe the research subject in depth by

interviewing key people on the ground, that is, ltlealth worker and community health worker.

Ultimately, the quantitative and qualitative dagsult were presented separately with each other

according to similar or related themes. Althougk thiscussion section discussed the result

simultaneously.
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3.9 Ethical consideration and consent

Potential risks to participants

The risk to participants from taking part in theP$or Klls of the study was minimal. Potential
harm include anxiety, stress, fatigue result fresearch possible from among mothers who have
not completed their children’s immunisation schedul

Potential intrusion on privacy

There was little to no intrusion of privacy on thethers and the community health workers. Child
immunisation may not be a sensitive matter thataféects ones privacy. The possible privacy
intrusion situation is where mothers are uncomfbetawith revealing their children’s
immunisation status. Revealing of a child’s immatien was emphasised in the discussions.
Mothers were hesitant to speak about the healthwarker attitude towards them. Some mothers
were also hesitant to review their age. Howeveg, ittothers were assured that this was purely
confidential and anything they said will be keptiwitmost privacy and nothing will identify who
said what.

Confidentiality of respondent’s information

A high level of confidentiality was strictly adhekréo in handling the data from the study. Names
of individual respondents were not captured butais were assigned unique identifiers. Unique
identification (ID) numbers were assigned to eagpondent, and these IDs have been used in the
analysis. Anonymity was maintained. The naming eoton used was such that the first sight
visited was labelled A, the second B and so on.heist where assigned numbers.

Approvals- Informed consent procedures

The protocol to the report and the informed condectiments were be submitted to UNZABREC
for ethical clearance, the study was approved by ABREC. Permission to use the quantitative
Household data was obtained from the Principalstigator of the Gavi full country evaluation
project, the permission was also granted. Permmgsiovisit health facilities was be sought and
granted by the Ministry of Health, through the NMatHealth Research Authority. At facility level
permission was also sought from the in charge @ddthealth facilities, the permission here was
also granted.

Before conducting the FDGs or Klls, consent wagjebfrom the mothers and the health worker
present at the facilities. The informed conseneshad information sheets containing all of the
information the respondent needed to make an irddrrdecision about whether or not to
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participate in the study were made available tHréicipant. The informed consent was translated
in the appropriate language that the participamtiderstand which was mostly English, Nyanja
and Bemba. If a study participant was unable td mrawrite, their fingerprint was substitute for

a signature.

Potential benefits to participants

There were no potential direct benefits to the tpdrticipants. The study participant only
received a snack in form of biscuits and a drinkéwvaach during the FDGs and KllIs. The results
coming out of the study shall be shared with thenisry of Health, the Health facilities
interviewed as well as other interested partied,this study may potentially benefit the Ministry
of Health and health facilities as it will inforrh@m on the factors associated to non-completion

of child immunisation.
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CHAPTER 4: QUANTITATIVE RESULTS

4.1 Introduction
The following section presents the results from dmalysed secondary data from Gavi FCE

household survey data that have been analysed Stata

4.2 Demographic Factors

Table 3 below shows the demographic distributiothefrespondents in the frequency and percent
column. From the table, the majority of the mothieterviewed where aged 21-40 years old
(68.4%). Only 4 mothers who were below the ageQoye€ars. The sex of the head of the house is
also presented below, more than half (58.6%) ohtheseholds were headed by males, and 41.5%
households were female headed. Child sex wasisfdialmost half were the males were 51.8%
and females were 48.2%. The age of the childregedifrom 12 months to 59 months, with 26.1%
aged 12-23 months, 26.4% aged 24-35 months, 24g&%h 48-59 months and 22.9% aged 36-47
months old. The number of children living in theukehold is presented in the table below, the
majority of the number of children from 0-4 childriving in the household represented by 69.5%.
The number of children 5-8 were 28.3% while onlpOmore children lived in 2.1% of the
household represented. The majority of the mothetsrviewed had primary school level
education (44.9%) while 37.4% had attained secgondael education and only 3.1% had attained
tertiary level education, the rest 14.6% stateg tieel no education at all. Most of the respondents
interviewed were Protestants with 73.3% while 16wéte catholic and 9.9% were Muslims and

other religions.

The table 3 below also shows bivariate logistiaceésgion model of demographic factor against
the outcome variable fully immunised in the coluoraode odds ratios (OR), with P value and
confidence intervals (Cl). Only child age, mothédegel of education and religion were significant
as shown in bold. From the table, mother’s levedadication category secondary education was
significant with p value less than 0.05 at 95% aierice interval. This means that mothers who
attained secondary level education were 2.4 timesentikely to have their children fully
immunised than mother who had no education atGf .4, 95%CI, 1.14-5.05). Religion also
attained significance with the category protestaPistestant mothers were 2 more times likely to
have their children fully immunised than catholiotirers (OR 1.74, 95% CI 1.09-2.74).

Furthermore, child age was also significant, asatpe of the child increases. Children who were
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aged 36-47 months old were 51% less likely to By fmmunised than children aged 12-23
months old (P<0.05, OR 0.49, 95% ClI, 0.25-0.95}tHar, children aged 48-59 months old were
61% less likely to be fully immunised than childraged 12-23 months old (OR 0.39, 95% CI
0.23-0.67)

Table 3; Demographic factors associated with incompl ete immunisation

Predictor variable  Category Freq. Percent  Crude P Cl
OR value

Mothers age (yrs.) <20 4 0.51 1

(n=785) 21-40 537 68.41 1.3 0.798 (0.18-9.48)
41-60 197 25.1 0.74 0.768 (0.09-5.59)
> 61 a7 5.99 0.33 0.306 (0.40-2.77)

Head household Female 434 41.45 1

sex(n=1047) Male 613 58.55 1.03 0.893 (0.69-1.53)

Child sex Female 542 51.77 1

(n=1047) Male 505 48.23 0.83 0.268 (0.59-1.15)

Child age (mnths) 12-23 273 26.07 1

(n=1047) 24-35 276 26.36 0.69 0.274 (0.35-1.35)
36-47 240 22.92  0.49 0.036 (0.25-0.95)
48-59 258 24.64  0.39 0.001 (0.23-0.67)

Education level No education 153 14.61 1

(n=1047) Primary (1-7) 470 44.89 1.89 0.071 (0.95-3.77)
Secondary (8-12) 392 3744 24 0.021 (1.14-5.05)
Tertiary 32 3.06 2.52 0.083 (0.88-7.21)

No. of children 0-4 655 69.53 1

(n=942) 5-8 267 28.34 0.84 0.567 (0.48-1.50)
9 or more 20 2.12 0.59 0.462 (0.14-2.43)

Religion Catholic 170 16.73 1

(n=1016) Protestants 745 73.33  1.74 0.019 (1.09-2.74)
Muslim and 101 9.94 1.47 0.289 (0.71-3.02)
others
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4.3 Knowledge levels on immunisation

Table 4 below shows the mother’s level of knowledg®und immunisation. The majority of the
mothers knew at least one type of vaccine was septed by 98.5% while only 1.5% did not know
any vaccine. Further, mothers who knew all the vescwere 48.2% and 51.8% stated they did
not know all the vaccines. The purpose of vaccmprevent disease was affirmed by 86.3% of
mothers while 13.7% declined that as a purposecoéination. The purpose of vaccination was to
save the child from death was declined by 96.2%eMBi8% of the mothers indicated that the
purpose of vaccination was to save their child frd@ath. The purpose of vaccine to keep child
health was affirmed by 24.1% and 75.9% declinetlaba purpose for vaccination. Curing disease
as a purpose for vaccination was declined by 90#te 9.1% affirmed. The purpose saving
child from paralysis was declined by 94.8% whil2%.of the mothers affirmed that as a purpose.
The table also shows the bivariate logistic regoessf mother’s knowledge on immunisation
against full immunisation. None of the variablegeveignificant at 95% CI.

Table 4: Knowledge factors associated with incomplete immunisation

Predictor variable Category Freq. Percent Crude P Cl
OR value

Mothers know at least one  Nqg 15 1.47 1
vaccine(n=1017) Yes 1002 98.53 0.84 0.804  (0.19-3.48)
Mothers know all vaccines No 527 51.82 1
(n=1017) Yes 490 48.18 0.7 0.164  (0.43-1.15)
Vaccine purpose - prevent No 139 13.67 1
the child from getting a 87 86.3 111 0722 (0.62-1.98
diseasgn=1017) Yes 8 33 ' ' (0.62-1.98)
Vaccine purpose - save the NoO 978 96.17 1
child from paralysis 39 3.83 112 0822 (0.42-2.98
(n=1017) Yes ' ' ' (0.42-2.98)
Vaccine purpose - cure No 925 90.95 1
diseasgn=1017) Ves 92 9.05 061 013  (0.33-1.15)
Vaccine purpose - keep the NO 772 75.91 1
child healthy (n=1017) Yes 245 2400 129 0425 (0.69-2.41)

No 964 94.79 1
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Vaccine purpose - save the Yes 53 5.21 0.87 0.861 (0.17-4.21)
child from death (n=1017)

4.4 Experience with immunisation

Table 5 below shows the various experiences motieare with the immunisation services. Most
mothers (81.5%) indicated they were satisfied whih treatment received, while 7% were not
satisfied and 11.5% were neither satisfied nor tisfsad. However, 64.3% of the mother felt they
were treated with respect at facility and 11% detrespected. Only 24.7% felt neither respected
nor disrespected. Waiting time at the facility pfta an hour was reported by 57.4% of the mothers
while 42.6% reported to have been at the faciliryrhore than an hour. Mothers were asked to
rate the facility, and 54.5% rated the facilitygamod, 17.4% indicated it was bad and 28.1% rated
the facility moderate. 73.9% of mothers indicatkeyt experienced attempted failed visit to the
facility for immmunisation last 6months and 26.1% dot have this experience. 91.2% of mothers
indicated they had made 0-3 unsuccessful attempite v8.8% had made 4-7 unsuccessful
attempts to have their child immunised. 75.5% iati#d they did not face any difficult during last
vaccination and 24.5% indicated they had facedcdities. Walking was the major means of
transport mothers used to go the facility as represi by 88.9% while 11.1% used other means
of transport. Immunisation was reported to be effleonly on certain times by 66.7% of the

mothers and 33.3% reported that immunisation waaya offered.

Table 5 below also shows a binary logistic regsbietween the variable on the experiences with
immunisation service that mothers have had agéitigtimmunised. The variable ‘vaccination
offered’ was significant. Mother who had vaccinatalways offered at their facilities were 35%
less likely to have their children fully immuniséian mothers who had immunisation at their
facilities only offered at certain times (OR 0.65% CI1 0.45-0.93). The variable ‘transport means’
to the facility was significant as shown in boldable 5 below. Mothers who had other means of
transport to get to the facility were 43% less lijki have their children fully immunised than
mothers who walked to the facility (OR 0.57, 95%0C35-0.94).
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Table 5: Immunisation service experience factors associated with incompl ete immunisation

Predictor variable Category Freq. Percent  Crude P Cl
OR value
Satisfaction with service Unsatisfied 68 7.04 1
(n=966) Neutral 111 11.49 0.51 0.243  (0.17-1.57)
Satisfied 787 81.47 0.75 0.481  (0.32-1.51)
Respect received at Disrespected 106 10.97 1
facility (n=966) Neutral 239 24.74 1.005 0.988  (0.51-1.97)
Respected 621 64.29 1.4 0.339  (0.72-2.57)
Waiting time at the Up to 1 hour 236 57.42 1
facility (n=411) More than 1 hour 175 42.58 0.86 0.67 (0.42-1.73)
Unsuccessful attempts  0-3 229 91.24 1
(n=251) 4-7 22 8.76 0.3 0.268  (0.04-2.53)
Vaccination offered Only at certain times 612 66.67 1
(n=918) Always 306 33.33  0.65 0.018  (0.45-0.93)
Rate the facility Bad 167 17.41 1
(n=959) Moderate 269 28.05 1.62 0.095  (0.92-2.85)
Good 523 54.54 1.38 0.27 (0.78-2.45)
Experienced attempted  No 760 73.86 1
failed visits to the facility yeg 269 26.14 0.99 0.945  (0.71-1.37)
(n=1029)
Face difficult during last No 314 75.48 1
vaccination (n=416) Yes 102 24.52 1.17 0.626  (0.62-2.20)
Transport means Walking 859 88.92 1
(n=966) Other means 107 11.08 0.57 0.027  (0.35-0.94)
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4.6 Immunisation coverage
Figure 2 above show the immunisation coverage daogrto WHO guidelines of full
immunisation. 54% of children aged 12-59 monthsenfally immunised while 46% of children

aged 12-59 months were not fully immunised.

Figure 2: Immunisation coverage for children aged 12-59 months
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4.7 Multivariate analysis of the factors associatedith incomplete child immunisation

The table 6 below shows the multivariate logisegression of the factors associated with
incomplete child immunisation after adjusting foe following variables; Respect received at the
facility, Attempted failed visit to facility in th&ast 6 months, Number of unsuccessful attempt to
have child immunised, Waiting time at facility, Falcdifficulty during last vaccination session,
Vaccine purpose-prevent disease and Vaccine purgase child from paralysis. The columns
frequency, percent and crude OR have been added thie bivariate analysis. The columns
adjusted OR (AOR), P value and CI are from the iwaiitate analysis.
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Table 6 below shows that mother’s age was sigmitieath 2 age groups categories. Mothers who
were aged between 41-60 years old were 88% lealy lik have their children immunised than
mothers who were less than 20 years old (AOR @3%, Cl 0.02-0.66). Also, mothers who were
61 and above were 91% less likely to have theidodm immunised than mothers who were aged
less than 20 years (AOR 0.09, 95% CI 0.01-0.56)ldCége retained its significant at both
bivariate and multivariate analysis. Children wherevaged 36-47 months old were 56% less
likely to be fully immunised than children aged 22-months old (AOR 0.44, 95% CI, 0.24-0.82).
Children aged 48-59 months were 61% less likelyetdully immunised than children aged 12-23
months (AOR 0.39, 95% Cl, 0.15-0.47). Furthermorale headed households were 2 times more
likely to be fully immunised than female headed $eholds (AOR 2.3, .95% CI, 1.15-4.79).
Mother’s level of education also retained significa in the education category secondary level.
Mothers who had attained secondary level educatiere 3 times more likely to have their
children fully immunised than mothers who had nacdion (AOR 3.3, 95% CI, 1.46-7.34).
Further, mothers who had attained tertiary levelcation were 16 times more likely to have their
child fully immunised than mothers who had no edioca(AOR 16.1, 95% CI, 2.84-91.39).
Knowledge plays a role in immunisation uptake ccaddhegative or positive, mother who knew
all the vaccine were 45% less like to have theitdobn fully immunised than mother who
indicated they did not know all the vaccine (AOBH).95% CI, 0.33-0.93).

Satisfaction with the immunisation service receivesb significant with 2 categories. Mothers
who were neither satisfied nor unsatisfied with ithenunisation service were 75% less likely to
have their children fully immunised than mothersowkere unsatisfied with the immunisation
service received (AOR 0.25, 95% CI, 0.07-0.86). hMotwho were satisfied were 67% less like
to have their children fully immunised than mothesso unsatisfied (AOR 0.33, 95% CI, 0.12-
0.90). Facility vaccination times also retainedngigance at bivariate and multivariate logistic
regression. Mother who stated that their facilityays offered vaccination at any day were 47%
less likely to have their child fully immunised thanothers who indicated that vaccination was
done only at certain times (AOR 0.53, 95% CI, 003&7). Transport means to get to the facility

for immunisation was also significant at both legEhnalysis. Mothers who used other means to
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get to the facility were 74% less likely to haveithchild fully immunised than mothers who
walked to the facility (OR 0.26, 95%CI, 0.09-0.73).

Table 6: Multivariate logistic regression of factors associated with incomplete immunisation

Predictor variable Category Freq. Percent Crude Adjusted P value Cl
OR  OR
Mothers/caregiver age <20 4 0.51 1 1
(yrs.) (n=785) 21-40 537 6841 1.3 0.21 0.059  (0.04-1.06)
41-60 197 251 0.74 0.12 0.015 (0.02-0.66)
> 61 47 5.99 0.33  0.09 0.010 (0.01-0.56)
Child age (months) 12-23 273 26.07 1 1
(n=1047) 24-35 276 2636 069 057 0.122 (0.28-1.17)
36-47 240 2292 049  0.44 0.010 (0.24-0.82)
48-59 258 2464 039 027 <0.001  (0.15-0.47)
Head household sex Female 434 41.45 1 1
(n=1047) Male 613 5855 103 2.34 0.020 (1.15-4.79)
Child sex(n=1047) Female 542 51.77 1
Male 505 4823 083 12 0.424 (0.76-1.91)
Number of children 0-4 655 69.53 1 1
(n=942) 5.7 267 2834 084 133 0.397 (0.68-2.60)
9 or more 20 2.12 0.59 4.2 0.064 (0.92-19.18)
Education level No education 153 14.61 1 1
(n=1047) Primary (1-7) 470 4489 189 162 0.187 (0.79-3.35)
Secondary (8-12) 392 3744 24 3.27 0.004 (1.46-7.34)
Tertiary 32 3.06 25 16.12 0.002 (2.84-91.39)
Religion Catholic 170 16.73 1 1
(n=1016) Protestants 745 7333 174 172 0.058  (0.98-3.03)
Muslims/others 101 9.94 147 07 0.372 (0.32-1.53)
Mothers know at least No 15 1.47 1 1
one vaccingn=1017) Yes 1002 9853  0.84  2.02 0.364 (0.44-9.31)
Mothers know all No 527 51.82 1 1
vaccines(n=1017) Yes 490 4818 0.7 055 0.027 (0.33-0.93)
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Vaccine purpose - cure
diseasgn=1017)

Vaccine purpose -save
the child from death
(n=1017)

Vaccine purpose - keep
the child healthy
(n=1017)

Satisfaction with service
(n=966)

Rate the facility
(n=959)

Vaccination offered
(n=918)

Transport means
(n=966)

No
Yes

No
Yes

No
Yes

Unsatisfied
Neutral
Satisfied

Bad
Moderate
Good

Only at certain times
Always

Walking
Other means

925
92

964
53

772
245

68
111
787

167
269
523

612
306

859
107

90.95 1
9.05 0.61
94.79 1
5.21 0.87
75.91 1
24.09 1.29
7.04 1
11.49 0.51
81.47 0.75
17.41 1
28.05 1.62
54.54 1.38
66.67 1
33.33 0.65
88.92 1
11.08 0.57

1
0.67 0.401 (0.26-1.72)
1
0.36 0.202 (0.08-1.73)
1
0.66 0.109 (0.39-1.10)
1
0.25 0.029 (0.07-0.86)
0.33 0.030 (0.12-0.90)
1
1.65 0.133 (0.86-3.20)
1.27 0.439 (0.69-2.31)
1
0.53 0.013  (0.32-0.87)
1
0.26 0.011 (0.09-0.73)

*borderline significance at 95% ClI
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CHAPTER 5: QUALITATIVE RESULTS
5.1 Introduction
The following are the results gathered from the B@2@Gd the Klls on some of the factors that are
associated with incomplete child immunisation. atmumber of 5 FDGs and Klls was conducted
with the mothers and the community health workespectively. The mothers were aged between
20 and 40 years old. All the mothers that partigdan the study have had at least 2 children,
because they could have experienced the immunisatiogram and some of the reason for
incomplete immunisation. The community health woskeere between aged 30 to 60 years old
and all were female. Thematic analysis was usath#dysis the qualitative data. The following
were the themes identified.

5.2 Reasons for incomplete child immunisation

There are various reason for incomplete child imisatron that were stated by the mothers and
the community health workers interviewed. Mostlté teasons given are ranged from knowing

and understanding the benefits of immunisatione©tbason were the mothers and health worker
attitudes towards the immunisation, the percepiwoth beliefs on immunisation, experiences with

immunisation. The following are the reason for imgdete child immunisation as stated by the

mothers and health workers.

5.3 Mother’s knowledge on vaccination

Knowledge on immunisation has been reported from ltterature reviewed to contribute
immunisation uptake. In Zambia, health educationnfiothers is generally given at the health
facilities from pregnancy (antenatal) to under f(p®st natal) clinics. Topics discussed during
these clinics range from general hygiene of a mrotmed their child, nutrition and child
immunisation. Mothers exhibited very little knowtgl on the particular vaccines, they knew
vaccines more generally than particularly.

5.3.1 Naming vaccines
From the FDGs conducted, mothers showed little kedge about the names of the vaccines.

When asked to list some of the vaccines they kwewy, few mothers could mention the vaccines
their children receive. The mothers called vacca®4&njections’, in their in local language the

mothers called the vaccines as ‘ma nyeleti’. Taistreferred to all vaccines regardless of them
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being injectable and non-injectable. The term vaesiseemed to be foreign to the mothers that

were interviewed. When asked to names the vacoomesmother stated the following;

We don’t know the names of the injections [vaccines], we only know them as

injections [vaccines].... (Mother of 4, 33yrs., FDG5)

However, most mothers were knowledgeable aboutevbertheir babies’ body the vaccines are
supposed to be given. The mothers would say, #rerevo (2) injection for the thighs, one (1) on
the arm and another on the shoulder and also @temds given orally in the mouth. They also
seemed fairly knowledgeable about when their c$liilduld receive the vaccine. Mothers would
say there is one vaccine given at 6 week. It ioirgmt to note that basic knowledge of the vaccines
such as naming of the vaccines does not transied@mmunisation uptake. This subtheme was

aimed to understand what mothers know about vascine

5.3.2 Purposes of vaccines
The knowing and understanding the purpose of ainags an imperative factor that can enhance

the continued uptake of vaccines. Despite not baislg to name the vaccines, mothers could
indicate generally the purpose of the vaccine®aljh not accurate about disease the vaccines can

prevent. One mother stated that:

They protect children from diseases. The one that you get on the arm protects
from HIV, and there are others for Malaria, Measles. (Mother of 4, 30 yrs.,
FDG1)

However, any form of injection administered at thaic seemed to be understood by mother to
mean a preventive measure on any disease. Hemgeknlew injections (ma nyeleti as know in
local language) more for prevention but could ristiniguish the types of vaccines (’injections’)
and its purpose.

On the other hand, a community health worker wéth@view that mothers actually knew about
the vaccines based on the fact that they teach &t vaccines beginning from antenatal clinics

up until under five clinic.

In my own understanding, | feel mothers are knowledgeable of the benefits that

come with their child being vaccinated. A few of them maybe unaware of the
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benefits, however, the larger majority is aware. For instance, mothers are
aware of the injections that their child should receive on which part of the child’s
body, one on each thigh and one on the shoulder. They just understand that one

is given oral and another injectable..... (Community health worker, Kll1)

This however can be a misguided judgement by timenoanity health worker because when
mothers are taught in the health education sesgitime clinic is not indicative of understanding

by the mothers.

5.4 Mother’s perception, myths and beliefs of vacoes

Mothers had diverse views of vaccine and seekiradtineservice. Different ethnic groups have
different cultural belief. Some of these beliefsdaeen passed on from generation to generation.
These beliefs have affected the uptake of healdh ©@rvices that include immunisation service.
5.4.1 Religious and ethnic beliefs

There are a lot of belief in the communities arotimel vaccines and their purpose. Mothers in
different communities have been indoctrinated whibse beliefs and myths and this has affected
immunisation uptake. One community health workghhghted an ethnic group that does not

believe in immunisation.

...... When we look at the hosanna groups such as the Zulus, they believed in
prayer and didn’t bring their children for immunization. For them when a child
is born they would give the child tattoos [called nembo in local language].

(community health worker, KliI3).

Others highlighted that prayer was the most imprtaing to do, immunisation was not thought
to bring protection on a child but prayers. Anotkemmunity health work talked about how
people in the community replaced vaccination wittyprs:

Some do not believe in vaccines; they depend solely on prayer because this is
what they are taught at church, their churches refuse them to do that. They tell
them that they (preachers) have had children and none of them has received

vaccines but they are still ok and health. They say for us we don’t get vaccines
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even when a child is born no matter what. These are church who are called

Apostles, those with bold heads.... (Community health worker, KIi2)

Mothers from the FDGs had indicated that a chiltl get well and protected from any harm
through prayers. A mother also narrated what thag heard about the vaccines in their

communities. She added that:

Others say it isn’t good because it is believed to be demonic. This is part of the
belief [ni mwambo zabo]. They start first by praying for the child by the pastor
and they believe that a child should grow without these vaccines or any

medication. (Mother of 6, 36 yrs., FDG3)

However, things have been changing with regardisedaptake of immunisation services, this can
be attributed to increased knowledge and awaeermé the community regarding the benefits
of vaccination, there has been substantiaingb in the perception of people of all religions
5.4.2 Mistrust on vaccines

Despite the existing scientific evidence indicatiihgt vaccines are safe and effective, many
mothers still remain sceptical. Mistrust of the eaes has been an important aspect that has been
affecting the uptake of immunisation. The internvdeand FDGs revealed some mistrust issues
with the vaccines that the communities have. Msthave been on the purpose and intention of
the vaccines. Some mothers in the communities tthiek/accine is not what they health workers

say it is. One mother stated that:

Some [mothers] say that the vaccine that is given on the leg, may cause children
to have problems with their legs, some [children] develop swollen feet and other
problems. Mothers say these vaccines increase the body temperature of the

child. (Mother of 5, 40 yrs., FDG3)

Mistrust on vaccines may have developed becauseré of the experiences that mothers have
could not have been clarified. The Measles vaceinieh is given at 9 and 18 months was thought
to be harmful to the child. A mother narrated sasseies on mistrust she has heard from fellow

mothers:
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Some mothers talk about Measles, they refuse to have their child injected with

the measles (vaccine). Some say that, the child gets many diseases when you

inject them with measles. Some believe that these vaccines are not good

because sometimes when child is injected their body temperature rises and they

also develop diarrhoea, some children develop sores all over the body. (Mother

of 3, 24yrs., FDG4)
5.4.3 A past without vaccines
From the FDGs conducted, mothers were of the vimt/they survived the olden times with less
vaccines. They argued that they grew up healthlyowit the vaccines. Indeed, the olden days was
with less conventional medicine used especiallywtazine. With globalisation and advancement
in science and technology we have seen introdustidmew vaccines to the EPI program over
the years. This has resulted in an increase inuh&er of vaccines offered. A mother wondered
by stating:

For me on the issue of vaccines, | would say others take advantage to say that
what about in the olden days, how did they used to live? That why others don’t
pay attention in bring their children or even completing the vaccines. People in
the olden days would not have their child vaccinated and some would even give
birth at home but still the baby would grow. This is why some mothers don’t
bring their children because they say no to these vaccines, and ask what about

people in the olden days. (Mother of 5, 40 yrs., FDG3)

A community health worker also added an experi@mcthe mothers wondering and questioning
the vaccines, they compared growing up now to tderodays. The community health worker

narrated:

Some say that in the olden day’s children survived without
vaccines.....(Community health worker, Kl12)

5.4.4 Use of tradition medicine
Furthermore, mother have used traditional mediciagsa replacement to the conventional

medicine. This is mainly because of some of the siflects the vaccine will have on the child

which the traditional medicine has been said ndtaee. Traditional medicines in form of roots
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and leaves have been said to be given to childrelike bring the children to the clinic for

immunisation. One mother said:

Others [mothers] don’t know so much about the clinic, they prefer to use
traditional medicine instead of bringing the child for vaccination. When there
child is sick, they look for traditional medicine They do not know that the clinic
is more effective as compared to traditional medicine, with traditional
medicines one may not be entirely sure about what is causing the child to be
unwell, they will just give a child herbs. They use traditional medicines like
tembusha [aloe vera], mileza and so on. Mileza is given when a child gets sick

diarrhoea (Mother of 4, 31 yrs., FDG2)

5.5 Mother’s negligence

Mother’s negligence was highlighted in the majoatyhe interviews and focus group discussions
conducted. When asked what the major reasons d¢omiplete child immunisation a community
health worker stated that:

.......... For some [mothers] they are just lazy, they are born lazy. There are
mothers whose child is born, and they would only have the child get BCG and

forget about the rest of the vaccines. (Community health worker, KII5)
A community health worker added that:

[It is] Laziness! Mothers will not bring the child because they are lazy. Some
mothers who are Lazy to bring their children for immunisation don’t really
understand the importance of vaccines what they protect against. (Community

health worker, Kll1)

Some mother were also of the same view statinghlo#tters were just lazy. A mother from focus
group discussion added:

It’s just laziness of other mothers. | hear others say that it is not important.

(Mother of 6, 36 yrs., FDG1)
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A community health work also added that the mot#reractually aware about these vaccine and
that their children should be immunised. Also, neothhave been followed up to their home to
just get their children immunisation. She indicateat mothers deliberately chose not to complete
immunisation. She stated that:

Mothers are Lazy because they are given full education at ANC [Antenatal
clinics] and they know the benefits, we also follow them at their homes and
even in the market places, so they have no excuses. They chose the outreach

points themselves...... (Community health worker, Kil1).

Mothers have highlighted that some mothers deltbgraniss immunisation because they belived
that forgetting completely was not possible. A neotthought that missing immunisation was
intentionally done, she said:

Sometime mothers forget to have their child vaccinated, but sometime it is done
on purpose because forgetting completely is not possible, that just means the

mother did not want the child vaccinated. (Mother of 3, 24 yrs., FDG3)

One mother narrated about what happened to hehlmaig's child because the mother was being
negligent. She said:

Some mothers are just negligent. Vaccines are really important because these
day there are a lot of diseases. Children these days are even dying of diarrhoea.
For example, my neighbour’s child died from diarrhoea after having it for a
week because the mother was busy postponing taking the child to the clinic, she
was saying let me just finish washing after an elderly woman talked to her
about the state of the child. When the child was taken to the clinic after she had
finished washing, it was already too late and the child died. (Mother of 4, 25
yrs., FDG4)

5.6 Mothers lack of education
Understand the importance of a health service mesnaiportant to enhancing the uptake of that

service. Mother’s level education can ease the nstaleding of the importance of the vaccines.
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The lack of education was said to be a contribui@agor to mothers dropping out their children’s

immunisation schedule. One mother stated that:

For me it is a must that | should bring my child for immunisation, | don’t get
tired. Others don’t understand the importance of a clinic. For some it is because
they haven’t been to school and so they don’t see the importance of a child’s

needs like vaccinations. (Mother of 2, 23 yrs., FDG1)

Similarly, community health workers were of the samew. They felt education contributed to
appreciation and understanding of the importancth@fvaccines. A community health worker
stated that:

| think it is just the education part of it....... Those who have been to school are
usually the ones that are aware. The educated ones will pay attention to the
information given by health workers and they will assimilate and appreciate it.

(community health worker, Kll4)

5.7 Mother’s lifestyle - Alcohol abuse

The mother’s lifestyle has been reported by thpaedents to have an impact of the uptake on the
immunisation services. Particularly, alcohol abwss cited as a challenge by the mother and the
health workers. Mothers have been reported to sparedin drinking place and talking alcohol,
because of this, the mothers do not bring theildodm for immunisation. Mothers ended up too

being to drunk to bring their child for immunisaticA community health worker highlighted:

For younger mothers [bakashana] mostly the problem is beer drinking because
some mothers start drinking beer very early in the morning they don’t even have
the time to bring their children for immunization. Sometimes mothers can start
[immunisation] well but just stop along the way, they don’t even go up to nine
months because of the drinking. It is bad sometimes because some mothers
would even go drinking with their child in these drinking places which open early
in the morning. (Community health worker, KII5)

Similarly, mothers was also of the view that soeléofv mothers drunk alcohol at the expense
of bring the child for immunisation. A mother nagd that:
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Other mothers like to go in bars to drink alcohol and so they don’t have time to
bring their child, early in the morning they start to drink and what time do they
bring their child for immunisation. They get home when they are drank and they
don’t have the time now to even bring the child for immunisation. (Mother of

4, 25 yrs., FDG3)

5.8 Birth order

Birth order affects uptake of vaccines. From theufogroup discussion and the interview, it can
be observed that there is a level of reluctandete a child immunised with the more number of
children a woman has. From the Klls and FDGs cotaljavomen who had many children were
reported to reluctant to continue with immunisatespecially when the older children were
looking healthy even after she had missed a vacmm#he child. A community health worker
stated:

Sometimes when a mother has many children, the younger ones are not taken
for immunisation because they look at the older children who they have and
have not finished their immunisation schedule and are just fine, | have
witnessed this myself on a mother who had four children. She just stopped like
that. Others have only had their children receive BCG only because it is given at

birth. (Community health worker, Kll1)

However, even first time mothers were reportedissahtinue immunisation based on the health
of the child. Health looking children who are sg@aying and are not experiencing any illness

were likely not to continue immunisation. A motis¢ated:

The other reason mothers don’t complete [immunisation] is because some
children don’t show any sign of sickness, they just grow health......... So that’s
the reason some mothers decide not to continue bring their children for

immunisation. (Mother of 3, 24 yrs., FDG4)

Similarly, another mother added that:

A human being is difficult, when the child seems to be looking healthy and fine
the mothers become reluctant to complete the child’s vaccination. When child
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is not well mothers do continue with the immunization [because they have to
go to the clinic]. Mothers are difficult, when they see their child just walking and
playing fine, they say that the child is just fine and forget about immunization.

(Mother of 4, 31 yrs., FDG2)

5.10 Other competing priorities

Mothers are also involved in a lot of other aciest could be social activities as well as economic
activities. Economic activities such as havingla ¢o doing a business has been reported by the
respondents to be the major competing priority thas led to mother not completing their
childrens’ immunisation schedule. Mothers and comitythealth workers have cited being busy
with work and coupled with the lack of a signifitarther to bring the child for immunisation as

the major reasons for immunisation drop outs. Onthar said this:

For others it is because they are busy, they are usually out of town and when
they don’t have someone to leave the child with so that they could take them

to complete their immunisation. (Mother of 1, 22 yrs., FDG1)

Furthermore, mothers also stated that it was ditfito continue immunisation when they are
usually doing business. Mothers referred doingrmss to mean being a trader or marketeer,

mostly the selling vegetables and fruits, clothsnéther added:

Some mothers are busy doing business and that’s why they don’t continue
bringing their children. They feel their business will slow down if they bring their
children for under-five clinics. (Mother of 6, 36 yrs., FGD1)

A community health worker also indicated that somes working mothers have a challenge with
completing immunisation. They stated this:

Yes there are those who work and it becomes a challenge when they have no
one to bring their child here and it happens that they don’t continue, this
happens, they would receive the first and second dose of a vaccines and not
continue because their mother has to go to work and there is no one to help

bring the child. (Community health worker, Kli4).

Another community health work gave a particularregbe about a mother who dropped out:
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I have a lady who told me that she has always been busy and it is a challenge
for her to come to the clinic. That has been a challenge especially when you look
at the occupation part of it. There are business women who travels to South
Africa and stay there for about a month or so and so they miss the vaccine....

(Community health worker, Kl15)

Mothers also added that sometimes they have hae pragrams or engagements on what to do
on a particular day and it becomes difficult ta fimsgo that program in order to take the child for
immunisation, some of the engagements mentionedang piece work and attending funerals.

One mother stated:

Sometimes | am busy on the day | am supposed to bring my child for
immunisation. | would have a piece work engagement somewhere and so | go.

(Mother of 4, 30 yrs., FDG1)

Furthermore, a community health worker added tttahding funerals especially out of town are
sometimes a cause for incomplete child immunisa#itending to funerals is an important aspect

of the Zambia’'s collective culture. She stated:

There are also other things that can affect the completion of the immunisation
schedule, sometimes they would tell you | went for a funeral and that’s the
reason | missed this one. Or maybe this child is been looked after by the

grandmother. (Community health worker, KlI3)

Moreover, the mothers interviewed indicated thahetimes they also have church programs to
attend to and miss taking the child for an immutieseappointment. Mothers also testified about
opting to go for prayers and church meeting thaboriieg their child for immunisation. A mother

during a focus group discussion said:

We do sometimes have to decide [and] say | cannot forget my God because of
these injections [vaccines], God will help my child and I go to church and forget.

(Mother of 3, 28 yrs., FDG4)
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5.11 Lack of transport money to facility

The lack of transport was also mentioned by thétin@srkers as a challenges. However, mothers
said they mostly walked to the facility for immuai®n and had no problem with that. They also
added that there are outreach posts within themngonities where immunisation could be
accessed. The reasons for incomplete child immuoiseere attributed to economic factors such
as luck of finances, specifically transport moneyb to the clinic. A community health worker
highlighted this:

| have seen a lot of women missing vaccines. For instance, someone is supposed
to receive maybe DPT 3months 3weeks, when you ask the mother why they
missed they would say they......... , had no transport and so on. (Community

health worker, KlI5)

Another community health work also emphasised ttaatsport to the facility was a challenge

especially when the child was just few weeks old.

Economic factors are also a challenge, if someone is not financially stable they
may be unable to take their child for vaccination because of lack of transport
money. If there is no transport, a mother can fail to continue. (Community

health worker, Kll4)

5.12 Experiences with immunisation services

Mothers have expressed various concerns aboutxjperiences they have had with the health
workers and the immunisation service in generam@ainity health workers have also noted that
some of the issues raised by the mothers are trdehave implications on the uptake of the
immunisation services. Further, mothers have atko@vledged that some mothers create some
of the problems for themselves even though it cmdgustify how the health workers treat them.
Experiences with vaccines have also been a cotitarrmpacts on the uptake of the immunisation

services.

5.12.1 Child adverse reaction to vaccine
Mothers reported some perceived side effects otimas that have led to incomplete child

immunisation. Mothers have stated that there wer&ain instances where other mothers were

hesitant to have their children immunised stathregrtchild would cry or the child is ill. Mothers
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also stated that the pain a child would go throafr getting vaccines caused the mothers not to

return. A mother stated:

When vaccine is too painful or when the vaccine causes increase in body
temperature of the child the mother may decide to stop bringing the child for
immunisation. (Mother of 3, 23 yrs., FDG3)

Mothers also indicated that the child would geafter having received the vaccines. This caused
the child to stay up all night crying and motherswd equally have to stay up all night to nurse
the child. A mother narrated:

Another reason that cause mothers not to continue with vaccines is when the
child get an injection and gets ill, so some mothers decide to hold back stating
that | cannot stay up all night even today because the child got ill last time and

so | don’t take them for the next doses...... (Mother of 2, 23 yrs., FGD2)

Similarly, a mother added:

Others would complain about the injections saying that the body temperature
increased and we couldn’t sleep in the night because the baby was crying and

so next month | am not taking my child. (Mother of 4, 25 yrs., FDG4)

A community health worker also added:

In certain instances mothers will decide not to bring their child forimmunisation
because of pain and increase in body temperature from the last vaccine the

child received and there are a lot like that. (Community health worker, KII1).

Further, mothers have superstitions about the mascnd health worker attending to them at the
facility. Some superstitious mothers discontinuenumisation because they suspect that the nurse
attending to them is involved in some rituals. Thés worsened when one of the mothers just lost

a child at the facility. A mother narrated what $teard in the community:

Also, when the child gets sick [develops high body temperatures] after the child

has been vaccinated. Others [mothers] attribute that to Satanism, they say the
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one injecting [nurse] has got ‘very bad hand’ and was a Satanist and | will not
return there as a result they will not complete. This is bad when a fellow mother
loses a child (Mother of 2, 35 yrs., FDG4).
A community health worker also highlighted sometled experiences that have led to mothers

having superstitions resulting in withdraw from imnmsation. One community health worker
narrated;

.. when the child’s body temperature increases the mother would say that
nurse has ‘bad hands’ and that discourages them to come for the other doses.
(Community health worker, Kl14)

5.12.2 Health worker attitude towards mothers
The service that the mothers receive at the fadibis been reported to contribute to immunisation

completion. Bad treatment has resulted as in duavbimmunisation especially by mother who
are said to be short tempered and cannot standatisé treatment. Scolding and shouting at the
mothers has been reported by the mothers and heatlters as a reason for incomplete child

immunisation. A community health worker expressedoern about the treatment:

The manner in which the health care team handles these people [mother] in
important. For instance, the way a mother is received by health care givers may
affect the completion. The reception they receive will determine whether or not
they will come back. For instance when someone comes to the clinic and instead
of welcoming them you shout at them and don’t give them the respect they
deserve. Some of these people have got offices as well. In as much as they came
here as our client they have a life beyond just receiving vaccines and other
things. If those women are not properly handled probably they may be
discouraged to come for the subsequent doses. (Community health worker,

KiI2)

Mothers have reported to have experienced the featinient., they have stated that nurses are
sometime harsh and this has discouraged some raatheto continue immunisation. A mother

stated:
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Nurse get annoyed and shout at us, especially for those that are not consistent
with bringing their children here. Others who are short tempered just quit

immunisation.... (Mother of 4, 33yrs., FDG5)

Similarly, mothers some mothers are sent awaydopus reasons, some could be not coming for
immunisation on an appointment date, while othetgccbe sent away to come back on a specific
date for immunisation to avoid vaccine wastage. &oithese mothers that are sent back home
never come back, and this has led to incompletd ahmunisation. Another mother stated:

In most cases nurse will shout if a mother doesn’t bring the child on the date
that they are supposed to and in most cases the mother is sent back and
assigned another date. They would say that you have done that on purpose.
They chase you away so that next time you should be much more serious when
you come and bring the child on that specific day you are given...(Mother of 4,

30yrs., FDG1)

To avoid wastage of vaccines when opened espedsiatigines with multiple dose vails, health
workers sometimes send mothers away to come baeklater date. This has negatively affect

continued uptake of immunisation. Another motheoaldded:

Like for BCG we were told to come the following day when we are a few here,
they tell us the BCG would expire when opened. Other mothers end up giving
up....(Mother of 4, 36 yrs., FDG5)

In the same line, a community health worker stalted sending mothers back home when they
came to the facility could affect immunisation cdatjpn. A community health worker narrated
that:

We vaccinate everyday expect for BCG which is done on a Friday. When a
mother comes any other day for BCG, we tell them to come back on Friday. This
is a factor [leading to incomplete immunisation] as well because if someone

comes on a Tuesday for example and they have used up the only transport
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money they had. Surely, it will be difficult for them to come back. (Community

health worker, KlI5)
5.12.3 Time spent waiting for immunisation
Time spent at the facility was also identified ashallenge leading to immunisation drop outs.
Mothers indicated that they spent a lot of timetingifor their children to be vaccinated, although
the mother acknowledged that they were too marhetattended to by the limited health work
force, they said, they spend a lot of time waitidgmother narrates how much time she spends at

the clinic:

We start our day early for vaccination as early as 7 hours [in the morning] up to

somewhere 15 hours [in the afternoon] at the clinic. (Mother of 2, 23 yrs., FDG1)
Another mother also added:

Time spent on the queue can contribute to dropout as some mothers decide to
give up. Some mothers decide to stay away because too much time is spent
waiting. Others who can dafford decide to take their children to private clinics
because less time is spent waiting. Some of us can’t afford... (Mother of 4, 31

yrs., FDG2).

Time spent at the facility has been stated to daute to immunisation drop out. All the facility
visited are high volume facilities which means tthegtre are a lot of clients that are attended to by
the health workers at the facility. This can cdnite to the time that mothers spend at the facility
Community health workers have also acknowledged tgra contributing factor. One community

health worker stated:

Even time frame is also a factor; you can’t keep someone for long hours just
waiting for a vaccine. If really the time frame is reduced, they [mothers] can be

encouraged to come. (Community health worker, Kil1)
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Also tied to time are vaccine stock, Mothers intidathat vaccine stocks running out when they
are already in a queue discouraged them to completeinisation, especially when they have

been waiting a long time just to have their chddeive the vaccine. A mother also added:

This thing of medicine finishing when we are in a queue is a problem. We have
to walk and sometimes run from on outreach post to another in the hot sun so
that we can be the first on the other post. Also these same outreach post start
late, immunisation start at 12 hours. So by the time we are coming from here
maybe around 15hours is when the will go in the posts to start vaccination.

(Mother of 3, 28 yrs., FDG1).
Further, a mother from a FGD said:

...Sometimes medicines [vaccines] finishes while | am on the queue, when this
happens, | am told to return the next day but | already have a program for the
next day and so | feel lazy to continue, | just let it be. (Mother of 3, 23 yrs.,
FDG3).

5.13 Reasons for completion of immunisation

When concluding the interview and discussions, Mthand community health worker were
asked what could be some of the possible reasottsensocomplete their child’s immunisation.
According to the mothers and community health wiekehe reasons for complete child
immunisation are based on love and care the magwfor their child. Mother have also thought
an under five card were child immunisation wascatkd was a requirement for school enrolment.
Mother also stated that they fear the consequearfasssing a vaccine.

Care and love for the child

Community health worker and mothers were of thewvihat mothers mostly completed
immunisation because they love and cared for thkildren. A community health worker

explained about how mothers showed they caredh@r thild, she said that:

They [mothers] complete because of love for the child, they want their child to
be strong and healthy. As a parent you should care for your children.

(Community health worker, KlI5)
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A mother also added that how they felt bringingrtieild for immunisation was because they

cared and loved their child. She stated this:

The reason we complete immunisation is because we look at the health of the
child. A mothers want to know the health of their child and how they are
growing up. (Mother of 2, 26 yrs., FDG3)

The community health worker also added that, sommen out there have responsible husbands
who bring their children for immunisation. Male olvement is encouraged in all the facilities and
some husbands take their children or remind thaiesvto bring their children for immunisation.

A community health worker pointed out:

Others have responsible husbands who keep reminding their wives to bring the
children here. We follow them in the communities and tell them that a man can
bring the child for under five and we are happy when that happens, we have a
lot of men that bring their children here when the wife does not. (Community

health worker, Kll4)

Under-five card as a requirement for school enrolment

Mothers from the interview have indicated thatpmplete under-five child’s card is a requirement
to be enrolled into a public (government) scho@rade one. Further, a community health worker
also indicated that mothers have been told thisasdo encourage them to continue with
immunisation. One community health stated that:

Usually they are told that the under-five card will be needed for someone to
enrol into grade one. So sometimes they feel that if they don’t finish the
immunization the child won’t start grade one.... (Community health worker,

K1)

Similarly, mothers also thought that an under freed was a requirement for first grade school
enrolment. They thought the under-five card neededshow completed immunisation
appointments and also other growth monitoring aspgaech as health. A mother from an FDG
stated that:
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[The] Under-five card is needed for child to be enrolled into grade one....

(Mother of 3, 25 yrs., FDG1)

Reinforcement and gifts received by consistent mothers

Gifts and praises that mothers receive after cotmmple@f immunisation has been reported by the
community health workers and mothers, as havingimpact on the completion of the
immunisation schedule. Community health workersehetated that mothers are encouraged when
reinforced. One community health worker stated:

Others finish all the vaccines and we give them some gifts such as mosquito
nets. And when others [mothers] see that they also work towards finishing

hoping to receive a gift. (Community health worker, KlI4)

Mother were also encouraged by the praise and eagements they received from the health
workers and community health workers. They statatlit was rewarding to be recognised by the

health workers on your completion of immunisati@me mother who stated that:

....\When you come to the clinic and your child has received all the vaccines and
you show them [health workers] the under-five card, they [health workers] feel

good and encourage you. (Mother of 2, 29 yrs., FGD4)

Furthermore, negative reinforcement has been notemcourage mothers to continue bringing
their children for immunisation. Mother stated thizy are afraid of not being attended to as a

result of the child’s poor immunisation. A mothéated:

There are times when a child gets sick and the child has not been receiving any
vaccines, so when you come here at the clinic and you asked what vaccines the
child has received and the under-five card. The nurse will tell you that they will
not give you any medication for your child because the child has not received

any vaccines. (Mother of 4, 30 yrs., FDG1).
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CHAPTER 6: DISCUSSION

6.1 Introduction
The sections presented in this chapter have bestifiéd to be common ideas from the themes
in the qualitative data and variables quantitatiaéa result. The following are the reasons why

mothers do not complete immunisation of their aleitd

6.2 Mother’s knowledge on vaccination

Knowledge remains an important aspect of utilizatid a service. Mothers basic knowledge of
vaccines is information that mothers have about#i®us vaccines provided, the vaccines basic
purpose and schedules, and generally the diseaseich they prevent. Andersen’s conceptual
framework highlighted that the knowledge that pedphve concerning and towards the health
care system will affect the utilisation of the hbakervice. From the results shown in the
guantitative results section, of the majority ofothers indicated they knew at least one type of
vaccine while only a few indicated they did not Wwnany vaccine. Further, less than half of the
mothers stated they knew all vaccine. The purpbdsaaxine to prevent disease was affirmed by

the majority of mothers.

The qualitative results similarly shows that, calfew mothers could be able to name any vaccines
they knew. Most mother in the FDGs in this studyi¢ated that they did not know the particular
vaccines by name, they generally referred to vascias ‘injection. The results suggest that
mothers are more generally knowledgeable abowdbeines. They do appreciate that vaccines

have a purpose in prevent child illness, which riesaardinal to the immunisation program.

Similarly, Leach and Fairhead (2008) reported ithhéhe Gambia, less than half of urban and rural
mothers could not correctly name any vaccine pra@e diseases (VPDs). Abdulraheem and
Onajole (2011) found that very few mothers knewt 8@G is being given at birth while only a
few mothers knew that Hepatitis B vaccine could als given at birth. However, Favin and others.
(2012) found that very low levels of community kdedge and understanding of the ‘scientific’
foundation of immunization in Uganda, although astrall of parents in that community believed
that immunization was important. Favin further rsotleat there is good will in the midst of lack
of knowledge. From a study in Rwanda, Habimana Bachrwandika (1991) concluded that

‘knowledge of vaccination on the part of parentsasan important factor in vaccination coverage
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This shows that there is generally low level of Wielge on immunisation despite being aware of
immunisation. Mother indicated to know vaccines engenerally, this meant they were aware
about the vaccines that were currently being offeneder the EPI program. Naming the vaccines
and the specific diseases for which they preverd veghnical for the mothers to respond.
However, knowing the benefits of the vaccines wgsorted to be understood by the mothers.
Furthermore, this study found that mothers who ka#ihe vaccines were found to be less likely
to have their child fully immunised than mothersoathd not know the vaccine. This could further
suggest that the level of ‘scientific’ knowledgeedmot necessary result in increased immunisation
uptake.

Additionally, Education also remains an importaspect to immunisation. Andersen in the
conceptual framework also highlighted social suteetlike education, occupation, culture and
many other structures can affect the utilisatioa bealth service. Mothers and community health
workers indicated that some mothers do not seeomtterstand the benefits of immunisation
because they lack education and this has leades® dppreciation for immunisation. The
guantitative results similarly show that mothersowtad attained tertiary and secondary level
education were more likely to have their childretlyf immunised than mothers who had no
education. Similarly, other studies have also shthahthe education of the mothers is associated
with incomplete child immunisation. For examplejldten of mothers with no education and
primary education are more likely to have theildiign incompletely immunized compared with
children of women with secondary or higher educatdedokun et al. 2017).. This suggests that
education can improve and ease understanding abugrissues relation to health, more

particularly immunisation. This can result in ugtad the immunisation service.

6.3 Mother’s perception, myths and beliefs of vacoes

Perception and belief have been one of the obstacl@ealth service utilisation. According to
Andersen, an individual is more or less likely seunealth services based on the beliefs of health
services benefits. Health beliefs according to As€le are predisposing characteristics to health
service uptake. Shrestha and others (2016) naaesdhegivers with negative perception towards
vaccinating sick child were more likely to have tgdly immunized children than those with a
positive attitude. Religion was the only variabéptured in the quantitative data set that could be
used to explain some beliefs.
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Mothers religion was found to be borderline sigrafit were the protestant were more likely to be
fully immunised than catholic. According to theentiew, mothers have been influenced by
religion and ethnic group on immunisation uptakem$ religions have been said to stop mothers
from coming for immunisation stating that prayethis most important. Some mothers have also
attested that they have on some occasion not br@ughild for immunisation because they had
to go and pray. Others mothers reported that sathenf mothers felt that the vaccines were
demonic. Further, there are also similar beliefbge ethnic groups that are somewhat religious.
In one area where the FDGs were done, there idiaydar ethnic group that believes that children
can survive without vaccines or any medication. iy, Tauil and others (2016) notes that
immunisation uptake has been negatively affectedbddief such vaccination not beneficial or
causes damage. However, Regmi (2014) argued tha sommunity leaders have positively
influenced the uptake of child immunisation.

Further, some mothers have over the years remaoegtical about vaccines. Although not
statistically significant, the purpose of vaccine&keep child health was only affirmed by a quarter
of the mothers. This indicates the level of migsukat mothers have. This can be because of some
of the experiences mothers have had with vaccesggcially the reactions children normally have
from the vaccines. There is a lot of mistrust ettund the Measles vaccine, most mothers felt
that the Measles vaccine was not safe and coule ek child lame. A possible explanation to
this is that vaccine is given at a time when &l ¥accines have been received and all the adverse

effects have been felt and some time has passethesel effects are now felt anew.

Similar studies have shown that mothers who hadmpced bad experiences with immunisation
did not want to take their child for the other démmce leading to immunisation dropouts. The
mothers of older infants expressed more negatiltefb@about the outcome of having MMR, were
more likely to believe it was unsafe and that ieha protected against disease compared with
mothers approaching the first MMR injection (Tickret al. 2006). Furthermore, Favin et al.
(2012) found that parents commonly mention feasidé effects as a reason for not continuing
vaccinating their children. In some cases, if ateplsibling or acquaintance’s child had side
effects, parents refused vaccinations for yound@dmien. Further, factors influencing vaccine
uptake include vaccine hesitancy, defined as ad@donfidence in the safety and effectiveness
of vaccines (Gilbert et al. 2017).
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Furthermore, mothers from the FDGs conducted se¢ompakstion the use of immunisation based
on the basis that people in the olden days surwvidtbut immunisation and they still alive and
health. This kind of belief system has been saitidoourage some mothers to bring their children
for immunisation. This is also true for older mather caregivers reported in the quantitative
analysis. Older mothers were less like to haver ttigidren immunised than younger mothers.
The older mothers can be said in this case to her®from the olden days. This entails that
younger mother are more likely to have their clefdimmunised. There is a similar pattern of
older mothers or caregivers not to immunise thieildeen, this can be possibly explained by the
belief that people in the olden days were not imisech The interviews on the other hand suggest

that younger mothers are the problematic with cimichunisation completion

Nevertheless, studies have shown that children fsom younger mothers are less likely to be
fully immunised than those born from older moth@sisso et al 2015, Adedokun et al 2017).
Nonetheless, Negussie and others (2016) foundyiatger mothers were at a high risk of
defaulting on their child’s immunizations than aldeothers. It is well recognized that age plays
an important role in womens’ utilization of headervices and maternal age may sometimes serve
as a proxy for accumulated knowledge of health sareices. Negussie and others further argued
that age may be a factor, which may have a positikeence on accepting the full immunization
of children. This may be due to older mothers hgvimore knowledge about health care services

and valuing the full immunization of their childremore than younger mothers.

However, this line of thought can however be disagrwith based on the current study. This is
because, older mothers can be equally said toinave of folk medicine and traditional or olden
day’s experiences and dependence on traditionacagd bring up a child, therefore could be
discourage to complete immunisation. Further, gaunmothers can be said to be lacking

experiences on traditional or folk medicines and®y opt for conventional medicines.

Furthermore, mothers have been reported to repiaoane for traditional medicine, this usually

happens when a child has some side effects aftervieg immunisation. Some mothers have
therefore quit immunisation and relied on traditrmedicines for every illness or problem, they
believe that the medicine has very little side @feompared to the vaccines. Similarly, Glatman-
Freedman and Nichols (2012) have highlighted thatuse of traditional healers by mothers was

negatively associated with the vaccination ratetheif children.
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Additionally, the side effect that children havéeafreceiving immunisation seem to be one of the
major causes of the perceptions and beliefs tlaak te immunisation dropout. This can possibly
suggest that there is a lapse in communicationdsrivthe health worker and the mothers on the
side effects. Health workers can be said to bectatu to inform the mothers about these adverse
events following immunisation so as not to discgerghe mothers. If mothers were very well
aware about the side effects, this could not lsetof. The vaccines side effects for some mothers
can be discouraging especially where the child getg ill. On the contrary, Shrestha and others
(2016) notes that the development of abscess imabanation site of a child was less likely to be

a factor for incomplete immunization of the child.

6.4 Mother’s negligence

The major cause of immunisation dropout accordinthe mother and health workers from the
interviews conducted in this study is negligencéhef mothers. The negligence here refers to the
mother’s laziness or unwillingness to take thedcckor immunisation despite having the relevant
information about immunisation. Almost all FDGs dfids noted that mothers were lazy to bring
their children for immunisation.. Community healtbrker indicated that there are a lot of efforts
to have every child immunised, there is outreacht tls within the communities, to take
immunisation at the mothers ‘door step’ and thergoicio-mobilisation activities just to reach the
mothers. The quantitative results also offers aibbes validation to the unwillingness or laziness

of mothers as the reason for incomplete immunisatio

Firstly, mothers who stated that their facility alyg offered vaccination were less likely to have
their child fully immunised than mothers who inded that vaccination was done only at certain
times. This is one possible explanation to confim mothers laziness as those who have
immunisation always offered could be expected teehheir children fully immunised compared

to those who have immunisation only offered ataiartimes.

Secondly, community health workers indicated thatthrars knew about vaccines from the
gualitative interviews. The quantitative analydish@ result section shows that mother who knew
all the vaccine were less like to have their cleitdfully immunised than mother who indicated
they did not know all the vaccine. This can pogsfalther qualify the reason, that mothers are

lazy to complete their child’s immunisation despite®wing about vaccines.
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Lastly, mothers who were neither satisfied nor tisBad with the immunisation service were less
likely to have their children fully immunised thanothers who were unsatisfied with the
immunisation service received. Further, mother wiare satisfied were less like to have their
children fully immunised than mothers who unsadgfiThis, could further confirm that mother’s
laziness to immunisation their child was a majantgbutor to immunisation drop out. Mothers

can be said to be satisfied because the servibe &icility was good.

Therefore, the expectation is that mothers whoaarare about immunisation, and satisfied with
immunisation services, and have immunisation alwafyered at their facility to have their
children fully immunised. However, that is not ttesse. Mother’s negligence, which in this case
is the mother’s laziness could be the possibleaggtlon for incomplete child immunisation.

Mothers’ lifestyle has also been noted in the datiie interviews. The younger mothers have
been reported to taking alcohol at the expenseind bhe child for immunisation. This is another
aspect of negligence. Mothers reported that soft@venothers drink a lot of alcohol and start

early in the morning. The community health workalso noted this as a challenge.

However, some husbands were said to be resporaiblencouraged their wives to bring their
children for immunisation, and in some situationsdpthe child to the facility for immunisation.
Further confirming mothers negligence was that raleded households were more likely to be
fully immunised than female headed households ilnportant to note here, that there are other
factors here that can be said to affect the femesgled households, considering that the female
has to provide for all the needs of the household.

Furthermore negligence was linked to birth orddothers were reported to be lazy to bring their
children for immunisation based on their experientth their other children. Birth order was
highlighted as a factor that leads to incompletédcimmunisation. Although the number of
children a mother had was not statistically sigmifit, mothers reported that fellow mothers who
had more children say four children and may notheampleted immunisation for the older 3
children were also reported not to complete immatros for the others younger children. This is
because when the mother does not notice any illmebgalth problems with her older children
who have not completed immunisation, this indicatethe mothers that immunisation was not
important because the other older children looKtheand are just fine. Similarly, a case control

study conducted in Ethiopia, child birth order wiaand to be associated with immunization
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incompletion; being second to fourth in the fan@lyd being fifth and above in the family had a
higher likelihood to default than being born fi(stegussie et al. 2016).

However, mothers were reported to have not condinmenunisation even with just one child
because as soon as the child grows and is lookeadfthand can play on their own. Mothers
become relaxed and reluctant, and do not contintleimmunisation. Mothers further reported
that only when a child frequently gets ill and neetedical attention. The mothers go to the facility
frequently and the child would receive immunisataomd sometimes in such a case complete the
immunisation schedule. It was found that olderdreih were less likely to be fully immunised
than younger children. Younger children are mokelyi to be immunised because mothers are
said to be much more prudent with the health ofctiméd in their early years of life. However,
immediately a child grows to have some strengtplay and does not need that much attention,

mother become reluctant to have the child immunised

6.5 Experiences with the immunisation service

Experiences with the immunisation service herersefie the treatment that mothers received at
the health facility and also the time spent waitiagimmunisation. Health care worker attitude
remains important in ensuring that mothers comé& EEammunisation. AlConde SA, (20p2and
Favin et al. (2012) both explained that attituded behaviour of health staff treating mothers in
an unfriendly, disrespectful, or even abusive maname frequently cited as discouraging
children’s vaccination. Health staff reportedlyesamed at mothers who forgot the child’s card,
missed a scheduled vaccination appointment, oaltady, poorly dressed, or malnourished child.
Mothers felt humiliated and discouraged from retagr(Favin et al. 2012).

This is true for this study, mothers complained wboow some health workers would scold
mothers and sometimes send the mothers away. Heaiters also indicated that the treatment
given to mothers here does affect immunisationkgbsecause if mother are shouted at, some do
not actually return for immunisation. Despite thiag quantitative results showing that over 80%
of the mothers were satisfied with the service.nWver half indicating that they felt respected
when at the facility. Although, mothers who wergsdeed were less likely to have their child fully

immunised.

Time spent waiting for immunisation has been regabtd be one of the factors that was reported

to cause incomplete immunisation. Mothers repotted they spent up to 8 hours to complete
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under five activities including immunisation. Altlgh, quantitative data shows that almost half
of the mothers said they had waited up to overaur ht the facility. Community health workers
have also acknowledged that sometimes the time kkkep mothers at the facility can affect
immunisation because mothers also have other pregra attend to other than immunisation and
this could discourage their continued uptake of imisation. This can be said to be true because
of the persistent human resource shortage in thestry of health. Similarly, Tadesse and others
(2009) notes mothers who did not postpone vacanathedule were less likely to have defaulter
children as compared with mothers who ever posiphaaecination schedule. Tadesse further
notes that lengthy waiting times before being atéehto at the health facility have been cited as

factors leading to immunisation drop outs.

6.6 Socio-economic factors

There are several socio-economic factors highlgylethis study, that relate to immunisation
dropouts. Some social factors include attendintatoily gatherings like funerals, weddings or
even visiting and taking care of a sick relativmngtime this involves travelling. Economic factors
hinge on finances, for example mothers having tckw®ometimes mothers have situations where
they are engaged in periodic jobs called ‘piecekivand it becomes very difficult to turn down
the offer because these are usually once off widikse competing priorities make it difficult for
mothers to complete child immunisation especialhewthere is no significant other to help the

mothers.

Similarly, Tibin and others (2014) found that tleasons for non-immunization and incomplete
immunization included, Mother too busy, Family peoh including iliness of mother and other
conflicting priorities such as taking care of smkother children, not being able to leave older
children while traveling to get the younger onescitaated, and mothers’ iliness. In addition, Favin
and others (2012) also found that conflicting pties among mother or care givers was identified
as a factor associated to immunisation dropousr&eonomically, Favin and others argue that it
is difficult for poor parents to travel long distas and then wait for hours for vaccination, when
they should be working to feed the family that diayaddition, ceremonial event like weddings
and funerals in some countries last up to a week lead mothers to miss vaccination

appointments.
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Furthermore, the mothers and community health werkeported a lack of transport money as a
factor associated with incomplete immunisationtiStiaally, the quantitative results show that the
majority of mothers walk while the rest use otheyams of transport. Further, mothers that used
others means of transport were less likely to hiae& child fully immunised than those that
walked to the facility. This further confirms laoktransport money to get to the facility espegiall
for those that used public transport, or taxissoaiated to incomplete immunisation. This suggest
that those that did not have transport money amttamot walk to the facility, did not bring the
child for immunisation. Further, mothers who werents back to return another day for
immunisation and used up all their transport momeyre not likely to return or continue

immunisation.

6.7 Conclusion
In summary, the study has established the follovasghe factors that contribute to incomplete

child immunisation;

The lack of basic knowledge of immunisation thattmos have in this study was found to be
reason for incomplete child immunisation. The krexdge in this case refers to mothers being
aware about the schedules for immunisation andrgiyevhat disease can be prevented by the
vaccines. Similarly, studies have shown that kngvifre benefits, the schedule of immunisation
was associated with complete immunisation. The tddirmal education contributes negatively
to immunisation uptake, meaning that uneducatedhemstare more likely to default child

immunisation. Education can be said to ease themstahding and appreciation of immunisation.

Mother’'s negative perception and beliefs were dsad to contribute to incomplete child
immunisation. Perceptions of immunisation are nyoatbund the side effects a vaccine could
have on a child such as high body temperature padg pains. These experiences have resulted
in a build-up of negative perceptions resultinglafaulting by the mothers. Further, beliefs on
immunisation are mostly religious and cultural. Nets have been discouraged to continue
immunisation by their religious leaders and advisesblely depend on prayers and not to rely on
conventional medicines including vaccines. Vaccimage also been reported to be demonic. This
has equally impacted on immunisation dropout anmanthers. These perceptions and belief can

be corrected through intensive socio-mobilisatioctivéies.
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Additionally, negligence that mothers have on imisation has been said to overwhelmingly
affect the continued immunisation uptake negativiglgthers were reported to not complete child
immunisation for no particular reason, but becahsg felt lazy and were unwilling to take their
child for immunisation. Further, mothers reportéeyt were satisfied with the immunisation
service, and were aware about the vaccines andd@nation always offered but they would
default child immunisation. This can be attributedhe laziness of the mothers because provided

these conditions, these mothers are expected ®thaw children fully immunised.

The bad treatment mothers received from the heaitinkers contributes to incomplete
immunisation. Some mothers were scolded or shoatedor missing or coming late for
immunisation and in the worst case scenario sesk bame. This kind of treatment by the health
work on the mothers discourage mothers from comtgqwith immunisation. Studies have also
shown this as a factor that contributes to immurmsadropout among mother. Further, waiting
time for immunisation was indicated to be too mudch mothers and discouraged others to
continue child immunisation. Health workers needdasider alternative means to encourage the

wanted behaviour.

There are various socio economic factors that hbegen reported to negatively affect
immunisation. Socially mothers do not come for inmsation because they have other social
engagements to attend to such as funerals and mgsddFurther, mothers reported that they had
economic engagements or opportunities which leashtto miss immunisation, these include part
time work, or their daily businesses at the masgadling stuff such as vegetable, fruits, or even
groceries. Others economic reasons include thediitknsport money to get to the facility. These
factors are basically competing priority that a hestneeds to attend to beside attending to the

child’s needs such as immunisation.

6.8 Limitations of the study

The main limitation is the using of secondary dakach quantitative data set from the Gavi FCE
household survey, which was intended for a differegearch purpose. Therefore, some variables
that could have benefited this study are not ptedso, the researcher has no control over the
secondary data that was collected. Another linutatf the study was during the data collection.
The researchers is of the opposite sex with théemstand so certain socio-cultural issue might

not be brought out because of these disparities.
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The patrticipants had busy schedules and so in otdp disrupt the operations at the facility, the
researcher had to wait for mothers who had justived immunisation to come for the FDG and
also the community health workers were equally atsnding to client and the researcher had to

wait to until the community health worker was free.

Lastly, this study only focused on the demand safl@ammunisation, however, the factors
associated with incomplete child immunisation ggdrel the demand side but also the supply
side. Despite, explaining the demand side factbessupply side factors also remain important in

understanding the factors associated with incorapkiid immunisation.

6.9 Policy implications

There is an information gap existing between theroonity health workers and the mothers
especially around the side effect of the vaccing@s Tan be attributed to the fact that socio-
mobilisation activities are only conducted duringaecine launch or introduction. Therefore, a
deliberate policy around having frequent socio-rhsdiion activities and not only during vaccine
launches should be considered. There is need tsid@mnredesigning or restructuring the
messaging. Also, health workers who are mostly étlacators about immunisations should

undergo trainings and not the usual debriefing tiexe.

A policy around reinforcement in form of praisembthers for completing immunisation which
does not have any financial underpin like gift@a# should be encouraged. Health workers should
introduce possibly a list of best performing moshand award them with recognition if possible
even with items such as mosquito nets. Nonethelesdth workers treatment towards mothers
should be receptive regardless of their consistanttyimmunisation. Health workers in this case

should focus on encouraging the wanted behaviaherahan punishing the unwanted behaviour.

Also the other reason is that some husbands gpensible as they remind their wives to bring
their children for immunisation or bring the chiliemselves. This can be attributed to the male
policy involvement in mother and child health aities such as antenatal and under-five sessions.
This policy can be said to be working well basedhos study finding. This policy can be said to
encourage to have more males also supporting insation. Immunisation programs
interventions such as socio mobilisation shoulduite male involvement as part of their

messaging.
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Due to the short staffing in the health forces/theaorkers undeniably have been constrained and
overwhelmed with the number of clients they attemadvhich has resulted in frustration by some
health workers which has further resulted in of gy and scolding to mothers who are
inconsistent with immunisation. There is needddarge work forces to handle this matter. It is
worth noting that the government should also cainvith the public health nurse program

underway to help support the health worker force.

6.10 Recommendations

In order to address the problem of negligence agdtive perceptions and belief, the ministry of
health should consider intensifying socio-mobilsat messages around adverse effects of
vaccines on children. This can possibly make matharre aware of the potential side effects of

vaccines and enhance appreciation and understafatiogild immunisation.

Health workers should consider using reinforcenseich as gifts, rewards, and praise rather than
punishment like scolding and shouting to encourdige wanted behaviour of improved

immunisation uptake.
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APPENDICES

Appendix 1- Focus Group Discussion Tool

Instructions

Participants should read through, understand agual thie consent form provided before they
participate in the interview. Remember to probe gaticoncrete examples. Let the informant
speak at length and make sure that you use thysasnd true guide in the interview process, and
not as a list of questions to be covered one #itepther.

There are no right or wrong answers in this discusen. Please feel free to be open and share
your point of view. It is very important that we hear your opinion.

Discussion Points
What do mothers know about vaccines and VPD?

* Probe on what vaccines they know what their use
* Probe on what VPD they Know
* Probe on the source of information

What are the perception and beliefs that mothere ba vaccines?

» Probe on religious and cultural beliefs
* Probe on experiences with vaccines (injectable)

What are the factors child immunisation completion?

* Probe on social and cultural factors non-comptetio
* Probe on family chores
* Probe on availability of significant others

What are the economic factors associated child imsation completion?

* Probe on economic factors non-completion
* Probe on occupation

What factors are associated with completion ofccimimunisation schedule?
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Appendix 2- Key informant interview guide

Instructions

Participants should read through, understand agual thie consent form provided before they
participate in the interview. Remember to probe gaticoncrete examples. Let the informant
speak at length and make sure that you use thysasnd true guide in the interview process, and
not as a list of questions to be covered one #itepther.

There are no right or wrong answers in this intervew. Please feel free to be open and share
your point of view. It is very important that we hear your opinion.

Discussion Points
What do mothers know about vaccines and VPD?

* Probe on what vaccines they know what their use
* Probe on what VPD they Know
* Probe on the source of information

What are the perception and beliefs that mothere ba vaccines?

» Probe on religious and cultural beliefs
* Probe on experiences with vaccines (injectable)

What are the factors child immunisation completion?

* Probe on social and cultural factors non-comptetio
* Probe on family chores
* Probe on availability of significant others

What are the economic factors associated child imsation completion?

* Probe on economic factors non-completion
* Probe on occupation

What factors are associated with completion ofccimimunisation schedule?
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Appendix 3 — Information Sheet
THE UNIVERSITY OF ZAMBIA
SCHOOL OF MEDICINE
DEPARTMENT OF PUBLIC HEALTH

TITLE OF RESEARCH : FACTORS ASSOCIATED WITH INCOMPLETE CHILD
IMMUNIZATION: EVIDENCE FROM LUSAKA DISTRICT

PURPOSE OF THE STUDY:

My name is Eddie Kashinka. | am a student at thevé&tsity of Zambia under the school of
medicine with the department of public health. l@mrently pursuing a Master of Public Health,
specializing in Health Promotion and Education.past of the requirements for the awarding of
this master’s degree, | am conducting a reseatigu tiactors associated with incomplete child
immunization: evidence from Lusaka district.

The main purpose of this study will be to expldre factors associated to completion as well as
non-completion of the childhood immunization schHedan Lusaka district. The study will also
aim to:

* To determine the prevalence of children not fulthymunized.

 To determine basic knowledge on vaccines and vacpmeventable diseases among
mothers/ care givers

* To identify the perceptions and belief of caregiven vaccines that are associated with
non-completion of the immunisation schedule

* To identify the socio-cultural and economic factassociated with non-completion of the
immunisation schedule.

DESCRIPTION OF THE STUDY AND YOUR INVOLVEMENT:

This study will involve conducting key informanttémviews (KlIs) and focus group discussions
(FGDs). These methods will be applied to selectatigipants in Lusaka districts. Klls are one-
on-one interviews using an unstructured questioar{apen ended questionnaire). The Kll should
last no more than 1 hour. The questions, whichlvalasked will stem from the study topic given
above.

The FGDs are intended to collect factual informatiblom caregivers/mothers on the
immunization uptake and the issues involved. Thi$ lve an in-depth, interactive discussion
involving 4 to 10 participants and is expectedast bpproximately 1 1/2 hours.

| am inviting you to participate in the study. Metk/caregivers will participate in the FGDs while
facility health worker will participate in the KlIf you agree to participate, you will be expected
to contribute to the discussion on immunizationgpams in your facility or locality.
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CONFIDENTIALITY:

The information you provide in this study will eated with utmost confidentiality and access to
identifiable information collected will be restrict to me, the researcher. All opinions you provide
will be kept confidential and we will only repodsults in a way that will not directly identify you

VOLUNTARY PARTICIPATION AND WITHDRAWAL:

Your participation in this study is completely votary. If you do not want to participate or wish
to withdraw from the study, you can do so at ametiduring the study without any penalty, loss
of benefits, or services you would otherwise reeeiou do not have to answer any questions
which you feel are too personal or intrusive gratl feel that you cannot continue, please feel free
to stop. That is, if you choose to participate, yollinot be obliged to respond to all questions.

RISKS AND BENEFITS:

The study presents minimal risk to you and to othembers of your organization or household.
As described, all participation is voluntary anidoalrticipant information will remain confidential.
Although we are taking down your name, no namestlzgr identifying details will be published
with the research findings. As a respondent, yduramain completely anonymous. The findings
from the study will be used to help in better pliauignon immunization policies and programs for
the benefit of all Zambians.

CONTACTS FOR QUESTIONS

For more information or if you are unhappy of ifuybave a complaint concerning the manner in
which this research is conducted, you may contectdllowing:

Eddie Kashinka

C/O University of Zambia

School of Public Health,
Department of Health Promotion.
Mobile: +260 979 09 22 66,

Email: eddiekashinka@yahoo.com

Call or contact the University of Zambia BiomediBadsearch Ethics Committee office for any
ethical queries. The Ethics Committee contactrmftdion is:

Ridgeway Campus

P.O. Box 50110

Lusaka, Zambia

Telephone:  +260-1-256067

E-mail:unzarec@zamtel.zm

73



Appendix 4 - Consent Form
THE UNIVERSITY OF ZAMBIA
SCHOOL OF PUBLIC HEALTH
DEPARTMENT OF HEALTH PROMOTION

TITLE OF RESEARCH: FACTORS ASSOCIATED WITH INCOMPL ETE CHILD
IMMUNIZATION: EVIDENCE FROM LUSAKA DISTRICT

REFERENCE TO PARTICIPANT INFORMATION SHEET:

1. Make sure that you read the Information Sheet allyebr that it has been explained to
you to your satisfaction.

2. Your permission is required if tape or audio reaagds being used.

3. Your participation in this research is entirelywatary, i.e. you do not have to participate
if you do not wish to.

4. Refusal to take part will involve no penalty ordasf services to which you are otherwise
entitled.

5. If you decide to take part, you are still free tithdraw at any time without penalty or
loss of services and without giving a reason farrywithdrawal.

6. You may choose not to answer particular questibasdre asked in the study. If there is
anything that you would prefer not to discuss, péefeel free to say so.

7. The information collected in this interview will lept strictly confidential.

8. If you choose to participate in this research stydyr signed consent is required below
before | proceed with the interview with you.

VOLUNTARY CONSENT

| have read (or have had explained to me) the imédion about this research as contained in the
Participant Information Sheet. | have had the oppaty to ask questions about it and any
guestions | have asked have been answered to mfastabn.

| now consent voluntarily to be a participant irstproject and understand that | have the right to
end the interview at any time, and to choose nangwer particular questions that are asked in

the study.
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My signature below says that | am willing to pagate in this research:

= L [ 0T T L ST = 11

Participant to mark a “left thumb impression” instbox below if unable to provide a signature.

Signature of Researcher: ...........ccccevvvvvvvevDate
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