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INTRODUCTION

The Immunization coverage evaluation survey conducted in February 1993, shows as
many as 74 percent of all children aged 12-23 months have been fully immunized (1). In
1995, the coverage in all urban areas of Bangladesh for the complete immunization
among 12-23 months old children was 85% compared to 76% for the entire countrv (2).
The recent high coverage in immunization services indicates a dramatic success of the
extended program on immunization (EPI) over a period of five to six vears. The recent
survey also reveals that the overall coverage of immunization services in urban areas in
Bangladesh has been just as high or higher than in the rural areas. However, a significant
proportion of children are still not immunized, leaving population at higher than average
nsk of dying from the six vaccine preventable diseases. Many factors are likely to be
associated with the level of coverage or acceptance of immunization, such as absence of
health centers, lack of knowledge. distance from the immunization facilities, household
income and parental education (3).

A large studv was mitiated in 1996 in Bhairab to explore the situation of
immunization in Bangladesh as a part of an international study. The survey data of 1996
from the immunization study indicated a verv low status of immunization among
children. Based on this evidence, a study was undertaken by the Research and Evaluation
Division of BRAC. to assess the reasons of low coverage and identify the changes. if any,

in the compliance to the immunization status.
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OBJECTIVE
The objectives were to assess the current immunization status of children and to identify

the reasons of low immunization status.

METHODOLOGY

This study was conducted in Bhairab thana of Kishoregang district. It was found that the
river isolates three places in the municipality area, and thus it is difficult to have access to
the area. Therefore it was decided that these arcas should be selected for case studies.
These areas were Purbokanda, Mohespur and Jelepara. The households that had children
less than two vears of age. were selected for this study. For comparison between 1996
and 1998. data from both primary and secondary sources were used. Primary data were
generated from houschold survey of three areas. Focus group discussion with mothers of
target age children, and service providers were done in February 1998. Secondary data
were uséd from a previous survev. In-depth interviews with mothers of target age
children were undertaken m October-February 1996. Fifty-three households in 1996 and
63 households in 1998 were surveyed. Three focus group discussions in 1998 and seven
in-depth interviews in 1996 with mothers were arranged. Structured gquestionnaires were
used for houschold survey and a checklist for focus group discussion and in-depth

mnterview was developed.
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RESULTS

Profile of the villages:

There were forty to fifty households in to each village. Three of the villages under study
were separate paras but people considered these paras as separate villages. There 138
households in the three villages, having a population of 800, consisting of 394 males and
406 females. One cach in two villages, all people were exclusively Muslims and Hindus.
In the other village, 60% of the people were Hindus and 40% were Muslims.

In the Muslim village 25% people were involved in business, 10% in day-labour, and
11% in agricuiture. On the other hand, in the Hindu majority village 58% of the
population were involved in fishing and 11% in business. In the Hindu dominated village
61% people were engaged in fishing and 21% in business {table 3).

Twentv nine percent of the mothers of eligible children were literate in one village and it
was less than 12% in the other two villages. Among the married couples more women
were found to be literate than their husbands (table 1.2).

None of the study villages had government schools. Two of the villages had BRAC
schools only. One Mosque was situated in the Muslim village. Proshika, a NGO had a
credit programme for poor people in one village. These villages were close to the town
but isolated by water bodies. In the dry season. people moved about by foot. as there is no
road communication. But in the rainy season. people were reliant on boats to get around
for at least six months. For commercial services, countrv boats were not available in these
localities. Poor people could not afford to have a countrv boat. so they faced difficulties
to move in the rainy season. A NGO cailed Utshargo organized three to four monthly

vaccination sessions in the surrounding areas ot the study villages. which were situated
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within a distance of one to one and half a kilometer. However, people could not identify
those vaccination centres. They were not informed about the date, time and place of
vaccination sessions. The distance between the study area and the Thana Health Complex

was about three to four kilometers.

Status of immunization coverage of main study cell:

Immunization coverage was very low in the three villages than the other study areas of
the urban area. In the urban areas, 33% and 18% of the children were not immunized in
low and high coverage area respectively. However, in the study area where the case
studics were undertaken 41% children were not immunized (table 4).

In the rural areas. immunization coverage was much lower than that of the urban area.
Fortv four percent of the children in low coverage areas and 19% children in high

coverage areas were not immunized in rural area (table 4).

Reasons of low coverage:

1. Prowiders’ views

In focus group discussions, the providers identified several reasons for low immunization
coverage in the studv area. The Providers stated that it was difficult to organize
vaccination sessions in due time because these areas were considered as difficult-to-reach
areas. Consequently, the vaccinators could not go there frequently for social mobilization
work. Moreover. in the rainv season, the clients could not reach the immunization center

as the areas got inundated with water in the monsoon. The providers said that the tasks in
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these areas could not be performed adequately. Further more, ignorance and illiteracy of
the mothers were considered to be contributory factors is low immunization coverage.

2. Clients’ views

Focus group discussions were also conducted with the mothers of the children. Distant
location of thana health complex and non availabilitv of doctors and medicine were
mentioned by the participant mothers. Some of the mothers’ said that due to child’s
sickness, they failed to attend the vaccination session. Some of them were not aware of
their child’s age, therefore, did not know when to go for vaccination. The participants
also mentioned that no one came to the village for social mobilization. Some women also
meniioned household work and carelessness of the mothers as major factors in the non-
attendance to immunization sessions. Some mothers admitted losing the Tika cards. and
thus is a problem as the vaccinators do not agree to vaccinate clients without Tika cards.
Some respondents said vaccinators charged money for vaccination, and they could not
afford the amount. as thev were poor. A few mothers mentioned that there was lack of
awareness about immunization ot both father and mother about the importance of
vaccination, which contributed to low coverage of immunization. They also blamed the

rainy season for low immunization coverage.

Differences of immunization coverage between 1996 and 1998:

It was found that 81% children were not immunized in 1996, whose ages ranged 0-11
months but only 35% were not immunized in 1998. In 1996 none of the children under
one-vear were fully immunized. In 1998, 12° children were fullv immunized. About

19% children were partially immunized in 1996 whereas 54% children were partially
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immunized in 1998. Immunization coverage of 1998 was much higher than that of 1996
(table 5).

Between 1996 and 1998 the difference in immunization coverage was very little among
children aged 12-23 months (table 6).

Overall, immunization coverage increased in 1998. It was found that among the children
of under two years, 08% children were fully immunized in 1996, whereas, 14.3%
children were fully immunized m 1998. Dunng 1996, 32% of such children were
partially immunized and 60% of them were not immunized. Similarly in 1998, 48%

children were partiaily immunized and 38% children were not immunized {table 7).

Reasons for increased immunization coverage:

Increased immunization coverage in 1998 could be due to two reasons, which are 1)-
increased source of messages about time. place and knowledge of vaccination, and ii)
access to vaceination services.

Dunng in-depth mterviews carried out in 1996, the informants mentioned thewr neighbors
informed them about the time and place of vaccinations. Theyv also stated that when the
villagers discussed Tika other people heard of it by word of mouth and general
discussions. In 1998, they received messages about Tika from several sources. Some of
the informants stated that the vaccinators sent messages from the vaccination centre, and
thev came to their villages before the vaccination session started. Three informants stated.
“In the last vear. iwo women came and encouraged us to ensure vaccination to the
children.” Some of the informants said that the vaccinators informed them about the

vaccination session by giving a call from the other side of the canal. One informant said
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that she was informed about the vaccination session at the house of her parents, which
was located close to the place of outreach vaccination centre.

Regarding the sites of vaccination, it was revealed that only 05% mothers received
vaccine from the nearest outreach center in 1996, but in 1998 as much as 31% mothers
recetved vaccine from the same site (table 9). Compared t01996 in 1998 clients were

informed more about the nearest vaccination centre.

308



DISCUSSION

Immunization coverage is likely to be better in the area that is nearer to the outreach
center. But in 1996, immunization coverage was low in such place. The current study
demonstrates that in 1996 only 5% of clients received vaccine from the nearest outreach
center and 71% of clients received vaccine from the THC which was far way from the
residence of the clients. Low immunization coverage in 1996 could be related either to
people not bemng informed about time and place of vaccination or session not being
organized regularly. In 1998, 31% of clients received vaccine from the nearest center and
59% of clients received vaccine from the THC situated at a distant location. The greater
coverage of vaccine in 1998 indicates that people were informed about time and place of
vaccination ahead of the event.

In 1996, the clients received messages about vaccination services mainly from the
villagers. but in 1998 thev received messages from the providers, villagers and other
sources. In 1998. the ficld workers were more active than in 1996. This study confirms
the immportance of wvisits by the field workers towards improving the coverage of
childhood immunization.

In 1996, it was found that in one village immunization coverage was lower than other
study villages in spite of the hgh literacy rate but the status changed in 1998. In 1998.
immunization coverage was found to be almost similar regardless of literacy rates. The
importance of mother’s education was not reflected on immunization coverage.

Providers stated those difficulties in reaching vaccine centres as a reason for low
coverage. Thus the vaccinators could not go for vaccinarion and social mobilization

duties in those areas and the clients also could not go anvwhere tor vaccmation. The
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clients were not informed about time and place of vaccination session and they did not
have any knowledge of the actual immunizable discases. They did not have enough
knowledge about target age of children and contraindications and side effects of vaccine.
Lack of knowledge of the target group has been associated with low acceptance of
immunization services. When people believgd that immunization might have negative
effects. then acceptance will be obviously affected. There i8 need to increase awareness
among ignorant and illiterate mothers about effectiveness and importance of vaccine. It is
well known that the immunization services are provided free of charge (7). However, the
clients reported that they paid some money to obtain immunization services. It was found
in a session observation of the main study that one NGO charged the clients Taka 5 per
head as service charge.

It was evident that factors. which are associated with acceptance, are related to certain
characteristics of the immunization service providers and target population (3).
Availability and accessibility of immunization services and the manner of dissemination
ot appropriate information and provision ot health education are important. The degree of
acceptability has been linked with socioeconomic factors as well as beliefs and attitudes
of the clients.

It is concluded that immunization services should be given at convenient time and places.
Steps should be taken to provide appropriate information to and motivation of the
community. This mav result in higher acceptability and ultimately in better immunization

coverage.
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Appendix

Table 1: Education status of eligible children mothers in1996

; Village name ' Literate Illiterate Total
| Purbokanda 28.6 71.4 100
| (04) (10) (14)

Jele para 09.5 90.4 100
(02) (19) (21)

Mohespur 11.1 88.9 100
(02) (16) (18)

All 15.1 84.9 ‘ 100
(08) (45) (53)

Table 2:  Education status of husband of eligibie children mothers in 1996

. Village name i Literate | Iliterate ] Total
. Pubokanda : 21.4 | 78.6 | 100
| : (03) ? (a1 (14)
‘ Jele para : 04.8 ' 95.2 100
i = (01) (20) (213
' Mohespur 05.6 , 94.4 100
! | (O1) | (17) (18)
LAl ; 09.4 90.6 100
| ; (05) (48) (53)
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Table 3: Occupation of household members

i Name of study village/para
eeupatian Purbokanda | Jele para Mohespur | Tatal
Business 24.6 20.8 11.1 18.9
(27 (16) ) (34)
HH work 43.6 14.3 29.3 30.8
(48) an (29) (88)
Service 03.6 - - 01.4
(04) (04)
Day Labour 10.0 - 0L.0 04.2
(11) (01) (12)
Teacher 00.9 - - 00.4
(01) 01 |
Agriculture 10.9 01.3 0O i 049 |
! (12) (01) ©0n ! (a4 |
i Skilled Labour 0.8 | 026 - 014
| AN ) W N (') N R
| Fishing | 046 | 610 576 1 381
| SN CE) B C 1) Gn . (09 |
L All ? 100 ’ 100 100 | 100 |
! o) L an L 99 1 (286)

Table 4: Immunization status of the children 12-23 months of age by the cell of
Main study

ira.-z l Rural Urban

% | Low in low | High in high | Low in low ; High in high ; Case study area :
| { 1 . :
' Full [ 18.3 4.5 17.7 1 447 i 14.8

i S - S S =) an ., sho (04)

© Partial | 75 1 370 90 377 : $4

{ NG N R ) 49 43 ; (12)

| None P2 l 18.5 L 333 173 ; 40.7

5 SN ¢ ) W N o) NN N ) N ) ; (11)

i Total | 100 | 100 100 1100 é 100

! 20 L (119) 96) | (114) (27)
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Table §:

Immunization status of the children 0-11 months of age by study villages

Area 1996 1998
Full Partial Not | Total Full Partiali | Not | Total
Jelepara 00 25.0 09 100 222 | 222 55.6 | 100
(00) | (03) (75.0) | (12) (02) (02) 05) | (09)
Purbokanda 00 00 07 100 00 62.5 37.5 | 100
00) | (00 (100 | (0D (00) (03 | (03) | (08)
Mohespur 00 28.6 71.4 100 11.1 77.8 11.1 | 100
(00) | (02) 05) | (07 (01) (07) (01) | (09)
All 00 05 80.8 100 11.5 539 | 346 | 100
(00) | (19.2) | (2D (26) (03) (14) | (09) | (26)
Table 6: Immunization status of the children 12-23 months of age by study villages
L Area 1996 1998
" Full | Partial | Not | Total | Full | Partial | Not | Total |
i i ! ] J
 Jelepara 1L 1 333 55.6 100 294 | 235 47.1 | 100 |
| Lo | (03) 0 | 0 | © | on | 08 | an |
Purbokanda  14.3 | 429 42,9 100 | 07.7 | 65.2 23.1 | 100
LD | (03) | (03 (07) (0D (09) (03) | (13)
| Mohespur | 18.2 l 546 | 273 71 100 00.0 | 42.9 47.1 | 100 |
L (02) | (06) (03) (11) (00) (03) (04) | (©@7)
| All |48 | M 40.7 100 16.2 43.2 40.5 | 100
| L0 | a2 any | en | ©e | a6 | (15 | 3N |
Table 7: Immunization status of the children 0-23 months of age by study villages
' Area ; 1996 { 1998
| Full | Partial | Not | Total i Full | Partial | Not Total
| Jelepara 048 | 286 | 667 | 100 | 269 | 231 ! 300 100
: L (0h) e) | (14 | @n | (o7 (06) {13} (26)
s Purbokanda ¢ 071 1 214 | 714 | 100 | 048 | 66.7 28.6 100
j 1y (03 1 (10) | (140 | (O1) (14) (06) (21)
. Mohespur 1LL | 444 1 44 100 | 063 | 625 | 313 100
02) © (08) | (08) (18) | (01 (10) | (03) (16)
L All 07.6 | 321 | 604 | 100 | 143 | 476 | 381 100
= (04) (A7 L (32 1 (53) | (09 (B | @24 (63)
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Table 8:

Immunization status of the children 0-23 months of age

Status 1996 1998 B

0-11 12-23 Total 0-11 12-23 Total
Full 00.0 14.8 07.6 11.5 16.2 14.3

(00) (04) (04) (03) (06) (09)
Partial 19.2 444 32.1 53.9 43.2 47.6

(05) (12) (17 (14) (16) (13)
Not 80.8 10.7 60.4 34.6 40.5 38.1

1) (11) (32) (09) (15) (24)
Total 100 100 100 100 100 100

| (26) (27 (53) (26) (37) (63)

Table 9:  Source of vaccination of the children by study villages
| Sources | 1996 ; 1998 :
| | Mohes- | Jele ! Purbo- | Total ! Mohes- | Jele | Purbo- i Total
: . pur | para  Kanda | | pur para | kanda
| THC 667 ' 857 « 60.0 | 714 700 | 857 © 267 39.0
: L {06) 1 (06) . (03 L (13 L (07 (12 i {04) (23)
| Kalipur Co- - 200 | 048 1 100 | 143 ¢ 600 30.8
' (outreach) | i on L oon D oon oy | 09 (12) |
Ramsank. | 11.1 | - - ) 3 S - - Poo- -
| (outreach) | (01) | OV | :
| Uthsargo | 111 | - - o048 0 - 1 - 067 026 °
(NGO fixed) | (01) | oy | B CI N
Matrisadon - - - L. Poo- - 1067 ¢ 026
(Mu. Fixed) ! ! : 5 ERCO RO
Railway 1.1 | 143 | 200 | 143 | 200 i - { - i 051 |
(outreach) (01) ' on oo 1 03 (02 : ; P2y !
Total 100 | 100 | 100 | 100 | 100 | 100 | 100 , 100 !

09 | (7 | 0 | @y ! ao { oas o o3y -
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ABSTRACT: This study was conducted in Bhairab thana of Kishoregang district. For
comparison between 1996 and 1998, data from both primary and secondary sources were
used. The objectives were to assess the current immunization status of children and to
identify the reasons of low immunization status. Immunization coverage is likely to be
better in the area that is nearer to outreach centre. The current study demonstrates that in
1996 only 5% clients received vaccine from the nearest outreach centre but in 1998, 31%
clients received vaccine from the nearest centre. Low immunization coverage in 1996
could be related either to people not being informed about time and place of vaccination
or session not being organized regularlyv. The greater coverage of vaccine in 1998
indicates that people were informed about time and place of vaccination ahead of the
cvent. In 1996, the clients recetved messages about vaccination services mainly from the
villagers, but in 1998 thev received messages from the providers, villagers and other
sources. [n 1998 the field workers were more active than 1996. This study confirms the
importance of visits by the field workers towards mimproving the coverage of childhood
immunization. Providers viewed difficulty in reaching the vaccine centre as a reason of
low coverage. For this reason the vaccinators could not go for vaccination and social
mobilization duties in those arcas and the clients also could not go anvwhere for
vaccination. So lack of knowledge of the target group has been associated with low
acceptance of immunization services. When people belicved that immunization might
have negative effects, then acceptance will be obviously affected. There is need to
increase awareness among ignorant and illiterate mothers about effectiveness and
importance of vaccine. Availability and accessibility of immunization services and the
manner of dissemination of appropriate information and provision of health education are

important for better immunization coverage.
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