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Of all the child survival interventions, immunization has generally
 

had the greatest success thus far. Six out of 10 children
 

worldwide are now fully vaccinated by their first birthday, up from
 

only one to two children out of 10 at the beginning of the 1980s.
 

Nevertheless, as health planners think about further extending--and
 

also sustaining--gains made thus far, it becomes increasingly
 

important to focus attention on understanding and influencing the
 

behavior of community members whose children have not yet been
 

fully immunized. Every year about 3.5 million children in
 

developing countries still die and many more are disabled from
 

vaccine preventable diseases. Even when vaccination services are
 

accessible, and even free, many mothers and child caretakers do not
 

respond. Why? This monograph presents a synthesis and analysis of
 

program experience and research findings concerning the behavioral
 

issues which help explain the under-utilization of immunization.
 

Major findings and recommendations concern the importance of
 

understanding behavioral factors; reasons children don't get
 

immunized; disease-6pecific beliefs and behavior; socio-economic
 



correlates of low immunization coverage; parental knowledge and
 

understanding of immunization; parental fears of immunization; low
 

motivation for immunization; mothers' time costs and other
 

constraints; location of service provision; drop outs; vaccination
 

cards; community participation; traditional health practitioners;
 

traditional health beliefs; research methodologies and health
 

education approaches; and, counseling guidelines. This monograph
 

is the third in the series which covers the behavioral issues of
 

the fcllowing child survival interventions: Oral Rehydration
 

Therapy; Immunization; Breastfeeding, Weaning and Nutrition; and,
 

Growth Monitoring and Promotion.
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PREFACE: OVERVIEW OF THE SERIES
 

This monogioph is the third in the series Behavioral Issues in Child Survival 
Programs: A Synthesis of the Literature with Recommendations for Project 
Design & Implemientation. The series covers the major child survival interventions 
with the exceptior, of birth spacing. It thus includes the following: Oral Rehydration 
Therapy; Immur,,.ation; Breastfeeding, Weaning and Nutrition; and Growth Monitoring 
and Promotion. This monograph, like others in the series, sets forth the major 
behavioral issues related to the intervention, summarizes research findings on each 
issue, presents recommendations, and includes a bibliography. 

Behavioral Factors in Child Survival 

Success in child survival projects and programs depends not only on technical 
interventions themselves but on their being accepted and used by the millions of 
mothers and other child caretakers who determine in developing countries whether a 
child lives or dies. This requires that project designers and implementors understand 
not only the technical but also the behavioral factors that influence child survival in 
developing cointries. 

An enormous volume of research has been carried out during the 1980s on 
topics related to child survival. In addition to basic biomedical research, much of this 
has been qualitative research designed to provide answers on how to adapt 
technology, delivery systems, and promotional approaches to individual countries and 
cultures. Much of this research has been fundd by the Agency for International 
Development (AID/Washington as well as by USAID bilateral projects). Additional 
research has been supported by UNICEF, WHO, and other organizat!ons, public and 
private. Many social scientists have aiso conducted independent research that 
provides further valuable descriptive material about beliefs and practices of mothers 
and others that influence child survival. 

The findings and conclusions; of this large body of qualitative research can be 
extremely valuable for improving the design, implementation, impact, and sustainability 
of donor-funded projects and host-country programs. 

These research results are not easily available, however, to either 
AID/Washington or mission personnel outside the countries where individual studies 
were initiated. Many of the studies have not been published. Some of the reports are 
still in rough form or in languages other than English. There is no central repository of 
these studies. Nor, prior to this series, was there any comprehensive bibliography of 
research on behavioral aspects of child survival programs. It was for this reason that 
A.I.D.'s Office of Health initiated tho "Behavioral Issues in Child Survival: Literature 
Review and Consultations Project" which produced this series of monographs and 
bibliographies. 
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Purpose and Audience of This Series 

The immediate purpose of this series is to bring together the major findings,

conclusions, and recommendations of this far-flung body of qualitative research on
 
behavioral issues in child survival projects and programs. The ultimate purpose of
 
this series is to help project and program personnel:
 

o 	 First, to understand better the behavioral factors that influence whether and 
how well parents and other child caretakers utilize child survival sevices; 
and 

o 	 Second, to design and implement projects and programs that achieve 
higher levels of participation, more effective adoption of the new behaviors 
being promoted, and more sustainable impacts. 

The monographs are to be used in AID/Washington, distributed to USAID
 
missions, and made available to host-country counterparts, A.I.D. contractors,
 
researchers, and others engaged in child survival activities.
 

Methodology 

These monographs were prepared in two stages. First was the task of bringing
together the published and unpublished literature. This was done by: interviewing and 
consulting with researchers and research sponsors in the U.S. and various developing
countries; sending cables to all USAID missions and letters to researchers in other 
countries asking for relevant materials; conducting computerized and other searches 
of the published and unpublished reports; and, finally, acquiring copies of reports and 
publications that appeared germane. Computerized searches were performed by or 
accessed collections of the following organizations: A.I.D., UNICEF, Popline, the APHA 
Clearinghouse on Infant Feeding and Maternal Nutrition, Wellstart, and the International 
Development Research Centre (IDRC). The second stage was analysis and synthesis 
of the materials collected. The materials examined for the series include well over a 
thousand published and unpublished reports of research and studies conducted using
qualitative, behavioral science methodologies. 

Criteria for Selecting Materials Reviewed 

In deciding what to include from the voluminous literature relating to behavioral 
aspects of child survival, the following criteria were adopted: 

1. Child survival interventions: Concerning ORT and immunization, the goal was 
to be as comprehensive as possible. Concerning the area of nutrition improvement, 
on which an enormous amount of research has been conducted, it was decided to 
concentrate on two areas: (1) breastfeeding, weaning, and nutrition, with the greatest 
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emphasis on breastfeeding; and (2) growth monitoring and promotion. Birth spacing 
was initially included in tne series. Here, given the enormity of the family planning 
literature, the decision was made to focus on materials that explicitly discuss the use of 
family planning to increase birth intervals fc.r purposes of maternal and child health. A 
copy of the initial report, Behavioral Aspects of Child Survival: Birth Spacing, by Soheir 
Sukkary-Stolba, is available from International Health and Development Associates. 

2. Research methodologies: Research and studies included are those 
characterized as behavioral or behavioral science research, in contrast to biomedical 
research. Priority was placed on qualitative, as opposed to quantitative, studies. The 
dividing line is thin, however, as many quantitative studies (e.g. KAP surveys) seek 
to understand the same types of behavior as do the more clearly qualitative studies. 
The goal was to seek studies that researched people's motivations and behavior 
in an in-depth manner; some research on socioeconomic characteristics has been 
included, but only when it appears to look in depth at related behavior. Priority was 
placed on project-related studies and studies of intervention-related behavior (in 
contrast to research focused more exclusively cn traditional behavior--e.g., on 
mothers' knowledge of OR1 as oppoc-ed to traditional means of treating childhood 
diarrhea). 

Methodologies examined included those identified as: 

* ethnographic research.
 
anthropological research,
 

* in-depth interviewing, 
* key-informant interviewing,
 
* observation,
 
* participant observation, 
* detailed activity studies, 
* focus group studies. 
* household studies, 
* community studies, 
* community diagnosis, 
* participatory research/evaluation, 
* social marketing research, 
* formative research, 
* motivational research, 
* practice studies, 
* audience research studies, and 
* action research. 

Also included, especially when they attempted an in-depth examination of 
beneficiary behavior, were: 

* KAP (knowledge, attitudes and practice) studies, 
* baseline studies, 
* household surveys, 
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* case studies, 
* situation analyses, 
* feasibility studies,
 
* operations research,
 
* pilot studies and surveys, 
* message testing and product preference trials, and 
* evaluation research based on longitudinal or other in-depth studies. 

Project evaluations are also a rich source of information about behavior. 
Evaluations of the "rapid appraisal" type that are most commonly conducted on A.I.D. 
projects have generally not been included in this review, however, as they are the 
subject of other ongoing A.l.D.-sponsored activities (e.g., at Johns Hopkins University). 

3. Behavior: Whose behavior is included? The focus is primarily on the
behavior of mothers and other child caretakers, secondarily on service providers in
relationship to the mothers and other child caretakers and, third, some organizational
factors that directly affect mothers' benavior (e.g., hospital policies on rooming-in as
they influence breastfeeding mothers). Other research on organizational behavior and 
systems has not been included (e.g., no research on management information 
systems, health care financing arrangements, or Ministry of Health re-organizations). 

4. Research sponsor: Priority was given to studies funded by A.I.D., especially
in its 22 child-survival "target countries." Efforts were made to be as comprehensive as 
possible in finding studies funded by A.I.D.. Unfortunately, some were undoubtedly
still missed, given the fact that many USAID mission-funded studies never find their 
way back to Washington. (The same is true of UNICEF-funded field studies which 
likewise are not all available at headquarters.) 

5. Time frame: A time frame of 1980-to-present was adopted at the time the
initial draft report was completed in April 1988. Research conducted before 1980 but
reported on after 1980 is also included. Some earlier exceptions have been included 
as judged important for the particular intervention. A few documents produced since 
April 1988 have also been included. 

6. Other: Several more general items are also included. Among these are:
literature reviews, policy statements, topical overviews, and methodological materials. 

General Conclusions and Recommendations 

1. Further research should build on the findings and cumulative experience to 
date. Much has been learned during the last few years that can be applied to project
design and implementation problems cross-nationally. Issues have been identified and
general answers are available. The need is for project and program personnel to use
these as a guide and point of departure (rather than reinventing the proverbial old 
wheel) and only then decide what precise questions remain on a country-specific 
basis. 
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2. The findings presented in this series should be further developed to assist 
health planners in designing and implementing more effective, sustainable projects and 
programs. Other valuable information in the documents collected for this report but 
not presented here should also be utilized. Further work should focus on: 

o 	 Developing explicit procedural guidelines for project personnel to use in 
design, implementation, and evaluation. Partial guidance is presented in this 
monograph, but recommendations need to be streamlined and more tightly 
linked to decisions in the project process. 

o 	 Synthesizing the lessons and recommendations about methodologies for 
learning about behavioral factors in child survival. Field personnel who are 
not behavioral scientists need to know, for example, what types of 
methodologies are appropriate for investigating priority issues, what research 
can easily be organized in-house, when to call in behavioral researchers, and 
what sort of guidance to give them. Again, far more has been written than is 
regularly being used by most USAID missions. Such information is contained or 
suggested throughout the literature collected for this project. This is a wealth of 
instructive information that should be summarized. 

o 	 Analysis of "cross-cutting topics." Important cross-cutting variables (e.g., 
socioeconomic status, maternal education, and so on) affect acceptance and 
use of the child survival interventions. A synthesis of information on these 
cross-cutting variables can also assist project planning and implementation. 
These variables are discussed in each monograph as they relate to the 
particular intervention, but far more is included in the literature collected than 
could be included here. 

About the Bibliographies 

As noted above, a selective bibliography accompanies each monograph. For 
those interventions for which the behavioral literature is voluminous--namely oral 
rehydration therapy and breastfeeding, weaning, and nutrition--separate volumes,
"expanded bibliographies," have been prepared. Copies of the key documents cited 
are held in the libraries of International Health and Development Associates. 
Bibliographies are in Wordperfect 5.0 on floppy discs that could be shared with others. 
An asterisk (*) indicates work funded, partially or in full, by A.I.D. (although it has not 
been possible to identify all A.l.D.-funded reports). 
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EXECUTIVE SUMMARY 

This monograph isthe third inthe series Behavioral Issues in Child Survival 
Programs: A Synthesis of the Literature with Recommendations for Project
Design & Implementation. It sets forth the major behavioral issues related to
immunization, summarizes research findings, presents recommendations, and includes 
a comprehensive bibliography. 

Behavioral Factors in Child Survival 

Success in child survival projects and programs depends not only on technical
interventions themselves but on their being accepted and used by the millions of 
mothers and other child caretakers who determine in developing countries whether a 
child lives or dies. This requires that project designers and implementors understand 
not only the technical but also the behavioral factors that influence child survival and 
acceptance of child survival interventions. 

An enormous volume of research has now been carried out on topics related to 
child survival. Much of this has been qualitative research--anthropological research,
ethnographic studies, focus group studies, community studies, KAP (knowledge,
attitudes and practice) studies, social marketing research, and so on--designed to 
provide answers on how to adapt technology, delivery systems, and promotional
approaches to individual countries and culture?. The findings and conclusions of this 
large body of research can be extremely valuable for improving the design,
implementation, impact, and sustainability of donor-funded projects and host-country 
programs. 

Unfortunately, these research results have not been easily available outside the
countries where individual studies were initiated. It is for this reason that A.I.D.'s Office 
of Health initiated this series of monographs. 

Purpose and Audience of This Monograph 

The immediate purpose of this monograph has been to bring together the major
findings and recommendations of this extensive body of child survival research as it 
relates to behavioral issues in immunization. The ultimate purpose is to help project
and program personnel design and implement activities and programs that achieve 
higher levels of immunization coverage--especially coverage which can be sustained 
over time. 
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The Background, Goals, and Achievements of Immunization Programs 

Every year about 3.5 million children in developing countries die and many more 
are crippled, blinded, or otherwise disabled from six major diseases that are 
preventable through immunization. These six diseases are: measles, pertussis 
(whooping cough), tetanus, polio, tuberculosis, and diphtheria. For all six diseases, 
vaccines and the means to provide them are readily available, relatively inexpensive, 
and of proven effectiveness in saving lives. 

Many international agencies are engaged in the effort to provide immunization 
against these crippling and killer diseases. The U.S. Agency for International 
Development (A.I.D.) has funded immunization activities for many years as part of 
primary health care projects and their antecedents. In early 1985, A.I.D. identified 
immunization, with oral rehydration therapy (ORT), as the two lead interventions in its 
newly-launched Child Survival program. A.I.D. support in immunization relates closely 
to activities of the World Health Organization's Expanded Programme on Immunization 
(EPI), launched in 1974, and UNICEF's child survival program, initiated in 1983 with the 
goal of universal childhood immunization by 1990. The U.S. Congress has mandated 
for A.I.D. the target of 80 percent immunization coverage (meaning full immunization of 
80 percent of all children in all A.l.D.-assisted countries against the six vaccine
preventable diseases). 

Significant progress has been made. Globally, of all the child survival 
interventions, the greatest gains have been achieved in immunization. At the beginning 
of the 1980s, immunization coverage against the six target diseases was about 20 
percent globally. During the past decade many programs have expanded coverage 
greatly and some countries have now reached over 70 percent coverage or will 
shortly. In some countries the reported incidence of these diseases dropped has 
sharply. 

An important question now is whether the rapid gains of the past few years can 
be sustained. In addition, despite the successes in some countries, coverage levels in 
many other countries remain low. Coverage averages below 40 percent in A.I.D.
assisted countries as a whole, which includes many of the world's poorest nations with 
the least developed health systems. 

Behavioral Factors in Immunization 

Of all the child survival interventions, immunization has been the least studied in 
terms of behavioral factors that influence its acceptance and effectiveness. 
Immunization is the most "technology-based" of the child survival interventions and 
thus the one that demands the least from developing country parents in terms of 
behavior change or mastery of new knowledge or procedures. This means that the 
behavioral issues are less complex. Certainly this fact is related to immunization's 
relative success to date. This, and "technological fix" attitudes, also explain why 
immunization has been a relatively low priority in child survival behavioral research 
agendas. 
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MAJOR CONCLUSIONS AND RECOMMENDATIONS 

1. The Importance of behavioral factors. Planners and implementors of 
Immunization programs must make greater efforts to understand local 
perceptions and behavior that influence parental willingness to have their 
children vaccinated. Better understanding of local perceptions and behavior related 
to immunization is absolutely essential for: (1) extending coverage to the "unreached" 
and the "hard-to-reach;" (2) reducing drop-outs; and (3) building sustainable programs. 

2. Immunization acceptance. The terms "immunization acceptance,"
"continuation,"and "completion" should be used in place of "compliance." 
Programs should educate parents sufficiently about the value of immunization that they 
accept it voluntarily. Compliance often implies undesirable top-down pressures. 

3. At-risk children. The probable at-risk population (children least likely to be 
taken for immunization) are those in large families of low socioeconomic status in 
which mothers have a low educational level. The at-risk child may live in a remote 
rural village but may also be a recent migrant to the city or an urban or peri-urban 
slum-dweller. This means that those least likely to make up the group not covered are 
children in poor families, especially the "poorest of the poor." 

4. Reasons children don't get immunized. In most countries the reasons are 
similar and include the following: 

a) 	 Mothers have too many competing priorities, daily subsistence included, 
and too little time for them. 

b) 	 Many mothers don't understand immunization, have many misperceptions, 
and don't regard it as very important. 

c) 	 Vaccines produce side-effects that mothers fear and about which they 
receive little effective information. 

d) 	 In many countries, immunization services are not adequately and reliably 
available. 

e) 	 Many health workers do not adequately inform mothers as to why and when 
they should return for additional doses. 

f) 	 Missed opportunities -- many 'acilities often fail to vaccinate children who 
have come at time when they si'ould be vaccinated, even though supplies 
and trained health workers are all present. 

5. Research on reasons children don't get immunized. Project personnel 
should: (1) bring together what is known In the country about these reasons; 
and then (2) fund appropriate research to identify reasons definitively. The 
guidelines presented in this review may be used to develop country-specific questions. 
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6. Disease-specific beliefs and behavior. Conduct disease-specific studies 
to determine how mothers In rural and urban-marginal areas perceive and treat
each of the target diseases, as well as their perceptions about the vaccine for
that disease. This should be done on a country-specific and culture-specific basis.
Subsequently it may be instructive to share findings cross-nationally. Nowhere in the
literature is there any summary of perceptions and behavior specific to any of the six
vaccine-preventable diseases. Understanding disease-specific perceptions and
behavior within a country is especially important: (1)for reaching the "hard-to-reach";

and (2) for building sustainable programs.
 

7. Research on socioeconomic correlates of low Immunization coverage.

Health planners should understand socioeconomic determinants of low

immunization acceptance in their specific country. However, rather than launchlarge sophisticated studies, it is important to get this information quickly, and use it for
designing approaches to reach the low-acceptance groups. 

8. Parental knowledge and understanding of immunization. Health care
workers must first have an accurate understanding of immunization and then
focus more on educating the community about what immunization is and why it
is important. Incomplete and superficial knowledge on the part of parents results in:
(1) misperceptions and (2) unfavorable attitudes, both of which contribute to low
 
acceptance and high drop-out rates. 
 More detailed and more accurate knowledge
about immunization on the part of both fathers and mothers will be necessary for

increasing and maintaining acceptance levels. 
 This does not require a thorough,

sophisticated knowledge but, in most countries, certainly more understanding than is
 
common today.
 

9. Fears. Planners must develop better communication approaches to 
overcome parental fears. Parents fear numerous things related to immunization: 
side effects from the vaccines and from poor immunization technique and, in some
countries, criticism and pressure from health workers. These fears are more acute inless educated mothers. They also pose greater barriers for poorer mothers and those
for whom immunization services are not conveniently accessible. 

10. Low motivation for immunization. Planners must also work with local
leaders and provide community members with a better understanding of
Immunization in order to raise motivational levels. Many parents simply aren't very
motivated to have their children immunized. Some become motivated through "social
mobilization" activities of an immunization campaign, but lose motivation after the
campaign is over. The reasons for low motivation depend a great deal on education,
poverty, and on other circumstances and constraints of the individual mother. 
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11. Monthers' time costs and related constraints. Project planners and 
managers must take into their planning the limited time and competing priorities 
of poor, developing country women. Women in families that live on the margin, 
depending on day-to-day subsistence activities, have little surplus time for activities that 
are not essential for daily life. In many mothers' perception, immunization is one such 
activity. 

12. Access: locati,-;n of senfice provision. Immunization programs should 
attempt to provide services close to women's homes or places of work. Many 
women are sufficiently positively inclined toward immunization to seek it out iflong 
travel and waiting time is not involved. If a major time investment is required, the cost 
is too great for many. 

13. Drop outs. Country-specific KAP studies should be conducted to 
determine why, inthe individual country, mothers initially attracted to 
immunization, don't return for the follow-up doses. Changes should then be 
made to attract them back. The average drop-out rate between DPT-I and IIIhas 
been estimated at about 25 percent. Reasons are generally known but need to be 
clearly understood in each country. If mothers could be motivated to return for 
second and third doses, coverage rates would rise by a about 15 to 20 percentage 
points. 

14. Vaccination cards should be designed so that mothers can tell easily 
by looking at them when to return for the remaining doses. Many cards in use 
today are not easily comprehended even by literate mothers. This is one major or at 
least contributing reason for drop outs--especially among mothers who are not highly 
motivated or who face major constraints. A model for improving vaccination cards 
exists. 

15. Community participation. Health workers and project personnel 
should use whatever means are available to increase community participation. 
Despite sentiments that "community participatic.n is passe', and although effective 
community participation is not easy to achieve, community narticipation isessential to 
reach the high coverage rates that are the goals of EPI and UCI programs. 

16. Traditional health practitioners should be part of the focus of health 
education efforts in countries where the public frequently consult them. 
Traditional practitioners are not necessarily opposed to "modern" medicine and may be 
useful allies as they are often the first specialist consulted by community members. 

17. Traditional health beliefs. Health education should build on traditional 
beliefs and practices whenever possible. Health workers are usually more 
successful if they build on, rther than discount, preexisting beliefs about disease 
causation. 
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18. Research methodologies and health education approaches developed 
for other child survival interventions should be adapted for learning how to 
communicate about and for popularizing immunization. This includes social 
marketing approaches (used carefully), short-timeframe ethnographic studies, and 
methodologies developed in the fields of ORT and growth monitoring. 

19. Counseling guidelines developed for family planning should be used to 
develop generic guidelines for counseling on Immunization side-effects and 
benefits. Currently little counseling on side-effects occurs. Much more has been 
developed along these lines in family planning which could easily be built upon. 
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INTRODUCTION 

Of all the child survival interventions, immunization has generally had the 
greatest success thus far. It is the most "technology-based" of these interventions and 
thus the one that demands the least from developing country parents in terms of 
behavior change or mastery of new knowledge or procedures. For immunization 
programs to succeed, they must instill some new attitudes and some new knowledge, 
but their success does not depend on parents learning and repeating new procedures, 
as the other child survival interventions generally do. This means that the behavioral 
issues are less compl6x. Certainly this fact is related to immunization's relative 
success to date. 

Nevertheless, as health planners proceed to think about further extending--and 
also sustaining--gains made thus fi, itbecomes increasingly important to focus 
attention on understanding and influencing the behavior of community members 
whose children have not yet been fully immunized. 

The Purpose of This Monograph 

The goal of this monograph is thus to bring together findings from qualitative 
research and the related literature about behavioral factors in immunization and to 
make recommendations to health planners for fine-tuning programs to increase and 
sustain immunization coverage. 

The Background and Goals of Immunization Programs 

Every year, about 3.5 million children in developing countries die and many 
more are crippled, blinded, or otherwise disabled from six major diseases that are 
preventable through immunization. For all six diseases, vaccines and the means to 
provide them are readily available, relatively inexpensive, and of proven effectiveness in 
saving lives. 

These six vaccine-preventable diseases are: measles, pertussis (whooping 
cough), tetanus, polio, tuberculosis, and diphtheria. 

A.I.D. support in immunization relates closely to activities of the World Health 
Organization (WHO) and the United Nations Children's Fund (UNICEF). Several key 
dates are important in the development of these efforts. In 1974, with the worldwide 
eradication of smallpox in sight, WHO launched worldwide an Expanded Programme 
on Immunization (EPI). In 1977, WHO adopted the specific goal of providing
immunization for all children of the world by 1990 (subsequently referred to by UNICEF 
as "UCI/1990"). In 1982, UNICEF proposed the concept of a "child survival and 
development revolution" (CSDR) as a response to the need for low-cost high-impact 
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measures during the g!obal recession of the early 1980s. This was adopted by
UNICEF and the United Nations in 1983. Immunization took a lead in this strategy. In
1984, several countries, with UNICEF support, embarked on "accelerated immunization
programs" in pursuit of the goal of universal childhood immunization by 1990.1 

A.I.D., which had been funding immunization activities for many years as part of
primary health care projects and their antecedents, joined in and, in early 1985,
identified immunization and oral rehydration therapy (ORT) as the two lead
interventions in its newly-iaunched Child Survival program. The U.S. Congress has
mandated for A.I.D. the target ot 30 percent immunization coverage--meaning full
immunization of 80 percent of all children in all A.I.D.-assisted countries against the six 
vaccine-preventable diseases. 

In nearly all countries, full immunization means, for each child: 

o Three doses of DPT (against diphtheria, pertussis, and tetanus); 
o Three doses of polio vaccine; 
o One dose of BCG (against tuberculosis); 
o One dose of measles vaccine; and 
o Two doses of tetanus toxoid for the mother before her child is born. 

"Universal childhood immunization," as presently conceived, does not actually 
mean full immunization of all children. Rather, it means: (1) availability of immunization
against the six target diseases for all children, and (2) full immunization of at least 75 to
85 percent of children against each target disease. The target coverage for "universal
immunization" is now variably established in different regions of the developing world-
for example, 75 percent coverage in Africa and 85 percent in China (UNICEF 1987a).
 

The general goal of national immunization programs is to increase immunization 
coverage and, ultimately to thereby reduce mortality and morbidity due to the target
diseases. WHO has estimated that, from the initiation of a nationwide program, most
countries require 5 to 10 years to achieve immunization coverage levels in the range of 
60 to 80 percent (Henderson 1984b). 

To improve immunization coverage rapidly, mass campaigns became 
increasingly popular during the early 1980s. Since 1984, over 60 countries have
undertaken "accelerated immunization programs" and "social mobilization" to spread 
awareness of immunization and increase coverage (Kessler and Blair 1987). This
1980s "acceleration" strategy differs from the "expanded" (EPI) strategy launched in the
1970s by WHO. Expanding meant extending coverage out and into rural areas from a
limited number of facilities; "acceleration" means stepping up and intensifying the 
process of expanding coverage. 

'Detailed analyses of these developments are presented in Assignment Children 

1985, UNICEF 1987a, Kessler and Blair 1987, and Bell 1987. 
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Significant progress has been made. Globally, of all child survival interventions, 
the greatest gains have been achieved in immunization. At the beginning of the 1980s, 
immunization coverage against the six target diseases was about 20 percent globally. 
Many programs have expanded coverage greatly in the last decade. Some countries 
have now reached over 70 percent coverage or will shortly. A number of countries 
(e.g., Malawi, Egypt, and Ecuador) have exceeded 80 percent coverage against at 
least one of the childhood diseases (A.I.D. 1989:21). In some countries the reporied 
incidence of these diseases dropped has sharply. Great progress has been made, for 
example, toward the goal of eradicating polio in Latin America. There documented 
cases of polio had decreased to only some 300 cases in 1988 and only 50-some 
cases as of mid-1989. This is a great success. 

These achievements have been due in part to the challenge presented by the 
"UCI/1990" goal, and the excitement of thb intensified campaign strategy for achieving 
it, which have succeeded in mobilizing high-level political involvement. An important 
question now is whether the rapid gains of the past few years can be sustained 
(UNICEF 1987a, Kessler and Blair 1987). In many developing countries, immunization 
programs have been functioning at unprecedented levels of performance and intensity. 
They have mobilized the media, military, and volunteers from thousands of 
communities. Hundreds of thousands of people have been part of this global effort, 
and the results are visible. But sustaining such a high level of performance will be 
difficult (A.I.D. 1988:31-32, A.I.D. 1989:33-41). 

In addition, despite the successes in some countries, coverage levels in most 
developing countries remain low. Coverage averages below 40 percent in A.I.D.
assisted countries as a whole, which include many of the world's poorest nations with 
the least developed health systems. Furthermore, although measles and neonatal 
tetanus still account for the vast majority of deaths due to vaccine-preventable 
diseases, coverage with these two vaccines has lagged (A.I.D. 1989:21). 

Behavioral Factors in the Immunization Literature 

Of all the child survival interventions, immunization is the intervention that has 
been least studied in terms of behavioral factors that influence its acceptance and 
effectiveness. The fact that immunization is the most technology-based of these 
interventions appears to have resulted in "technological fix" attitudes excluding 
behavioral studies from many research programs and action agendas. As one leading 
authority has observed: 

"Medical scientists are acutely aware of biological factors affecting 
deterioration of vaccines due to poor storage and lack of an adequate 
immune response in children because of malnutrition. Far less attention 
is given to the social constraints to effective vaccine use" (Mosely 1984). 
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The contrast in the volume of qualitative research on ORT, for example (huge),
to that on immunization (meager), is quite astonishing.2 Likewise, far fewer studies 
and research projects have been funded, and far less has been written, on behavioral 
aspects of immunization than on breastfeeding and weaning or even growth
monitoring.3 Because so few qualitative studies had been carried out concerning
immunization, the literature search for this review was expanded beyond work focusing 
on immunization to include other publications that contain some discussion, even if
only minimal, of behavioral factors in immunization. Fortunately, the picture is
beginning to change with a number of excellent reports just having been completed.4 

The costs of immunization programs have been well studied by economists."
 
Much of the cost analysis and cost effectiveness research, however, has considered
 
only the financial costs of immunization, chiefly those incurred for providing

vaccinations. Parental costs--opportunity and other--have generally not been
 
considered or assigned much importance. A recent review of cost effectiveness
 
studies concludes:
 

"Since these studies have almost uniformly only used "financial" costs and 
[since] opportunity costs for mothers' time to take their children for 
immunizations are not insignificant, these data should not be used to draw any
conclusions about urban vs. rural, clinic vs. outreach, or other such policy
decisions" (Stewart 1988). 

If supported by other economists, this conclusion appears a serious one
 
indeed. It certainly supports the need for more attention to opportunity costs and the
 
related determinants of maternal decision-making that are the subject of this
 
monograph.
 

2On the ORT literature, see Soheir Sukkary-Stolba 1989 (Monograph No. 2 in this 
series). 

3The paucity of qualitative research on immunization is also attested to by H.K. 
Heggenhougen and C.J. Clements' excellent annotated review (1987) of the literature 
on the acceptability of childhood immunization; this review is a must for anyone
interested in a full understanding of these issues. For a comprehensive bibliography 
on behavioral issues in breastfeeding and weaning, see Ann Brownlee 1989 
(Publication No. 5 in this series). 

4See Bender and Macauley (1989), Bastien (1988), Blanchet (1989), Coreil et al 
(1989), Nichter (1989), Streefland (1989), and Rifai (1989). 

5See the recent reviews by Stewart (1988) and Brenzel (1988). See also: Akin,
Guilkey, and Griffin (1985); Zubkoff and Dunlop (1974); Salkever (1976); and Betran 
(1990). 
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BEHAVIORAL ISSUES AND SIGNIFICANT FINDINGS 

I. BEHAVIORAL FACTORS IN IMMUNIZATION: ARE THEY IMPORTANT? 

Issues for Project Design and Implementation 

o 	 Do beliefs and behavior of community members matter? 
o 	 If so, why and at what point? 
o 	 How do they relate to coverage? 

Determinants of Immunization Coverage 

In developing countries, childhood immunization coverage levels are determined 
by three main factors: 

1. 	 Supply and logistics: The ability of the health and political systems to make 
vaccination available (accessible and affordable) to the public; 

2. 	 Service quality: The quality of health services, including the avoidance of 
missed opportunities. 

3. 	 Communication: The ability of the health and other systems to communicate 
effectively to the public about the value and availability of immunization; and 

4. 	 Acceptance: The decision by parents to take children to be immunized (and
by women to become immunized against tetanus) and then follow-through 
on that decision. 

The Focus on Technology 

Immunization is the most technology-based of the child survival interventions. 
Unlike oral rehydration therapy (ORT), immunization does not depend on a mother 
being able to learn, remember, and later repeat--accurately--a somewhat complicated 
new procedure. Likewise, infant and child nutrition, especially breastfeeding and 
weaning, depend, day in and day out, on the mother and what she knows and does. 
Most birth-spacing methods also demand that individuals learn and repeat--accurately-
new forms of (contraceptive) behavior whose success depends almost exclusively on 
behavior of the couple within their home. 
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In contrast, "quick fix" and "silver bullet" are expressions that have frequently
been applied to immunization. Many health personnel have viewed the issues in 
immunization as just providing the goods: produce effective vaccines, distribute them,
maintain the cold chain, announce when and where vaccinations are being provided, 
and administer the vaccine--the assumption being that, if immunization is supplied,
people will of course recognize it as an absolute good and desire it.' 

Many personnel express the belief that knowledge about vaccines is of little 
consequence to the success of a vaccination program. Of paramount importance is a 
reliable supply of vaccines, the manpower to vaccinate, and "compliance." The 
following comments by one South Asian health planner are representative: 

'The beauty of vaccination programs is that they require little from the 
community beyond lining up and holding out their arm at the proper time. 
The health worker needs only to tell them to come to the clinic. The 
technology is relatively simple and mobilizing the community may be 
done through the influence of village leaders like the school master. It 
matters little whether a soldier understands the principles of how the rifle 
he uses works so long as he knows how to aim, load, and shoot. It is 
the same with vaccinations. All this talk of community health efforts is 
good for speeches only. To get vaccination programs done, targets 
must be set and field staff must be closely supervised.... It is like the 
military" (Nichter 1988:36). 

Three Operational Issues in Immunization 

A recent progress review identifies six major operational issues in immunization 
programs that need to receive constant attention (UNICEF 1987a). Among these are: 

1. The target coverage needed to attain "herd immunity," 
2. Reaching the unreached, and 
3. Sustainability. 

These three objectives will not be achieved, we conclude here, unless 
immunization planners place greater emphasis an understanding local beliefs, 
behavior, and constraints that influence parents' willingness to have their children 
vaccinated. Even though a mother does not have to learn and accurately repeat some 
new procedure, full immunization coverage does require 10, or at least 7, "correct" 
decisions and repeat trips to a health facility. Let us examine the three issues 
identified above. 

'This assumption has instructive parallels to a similar guiding assumption which 
prevailed in family planning in the 1960s, and which experience has subsequently 
shown to be far too simplistic and optimistic. 
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1. Target Coverage Needed to Attain "Herd Immunity" 

The term "herd immunity," deriving from veterinary medicine, refers to a state in 
which the probability of a non-immunized individual coming into contact with a target 
disease is greatly reduced. 

Although the term "universal coverage" implies a total coverage of the 
population, it is unlikely that the total 100 percent will ever be covered. Actually, this 
may not be necessary for all diseases. Rather, what appears necessary is a coverage
level that, while slightly lower than 100-percent coverage, is still high enough to afford 
"herd immunity." Since the ultimate goal of universal immunization is to eradicate 
vaccine-preventable diseases such as polio, the first step is to try to reach a state of 
"herd immunity." Even with measles, for which the goal is not eradication but control, 
herd immunity remains important. 

A recent study suggests that to achieve "herd immunity" against measles or to 
eliminate pertussis (whooping cough), 92 to 96 percent of children may need to be 
immunized (UNICEF 1987a).2 

2. Reaching the Unreached 

If the immediate goal is to raise vaccination coverage in a country from, say, 5 
to 25 percent, the beliefs and behavior of parents may not be so important. When 
coverage levels are still very low, there is usually a backlog of parents whose children 
have not been immunized but who recognize the value of such modern protective 
measures and respond rather quickly once vaccines are made available locally. It is 
thus relatively easy, in a country with a well-established health infrastructure and good 
channels of communication, to increase immunization coverage up to a certain level. 
The 30-percent increase from 50 to 80 percent coverage is much harder to achieve, 
however, than the previous 30-percent increase from 20 to 50 percent. 

Once the goal is to achieve universal immunization coverage, or even "herd 
immunity," then it is essential to reach the currently "unreached" population. This 
cannot be done without better understanding of, and more attention to, the beliefs and 
behavior of mothers and other child caretakers. 

Lessons from family planning, where intensified efforts have been under way far 
longer than in immunization, are instructive here. Family planning experience has 
shown a "plateauing" at several levels of acceptance. After finding eager acceptance 

2Herd immunity does not apply to tetanus, since it is not a communicable disease 
but an environmental hazard. Against tetanus, 100 percent need to be immunized. 

3Pakistan, for example, in 1981 had coverage rates for measles and DPT III 
vaccines of only 2 and 3 percent respectively (Kessler and Blair 1987:30). 
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among a certain more ready segment of the population, increases in coverage 
become more difficult and, in individual countries, coverage "plateaus" at certain levels 
above which it may be, for a time, hard to budge. Stated another way, once the 
reservoir of overt demand, plus that of easily activated "latent demand" has been 
satisfied, achieving higher coverage levels becomes more difficult. This is especially 
true where the remaining people are poorer, women are less educated, the health 
infrastructure is feeble, and channels for communicating health messages are few. 

With immunization, the same "plateauing" phenomenon may be occurring. Even 
the best conventional immunization programs have tended to reach a "plateau" at 
around 70 percent coverage, as in Thailand. 

In such cases, the unreached 30 percent tends to consist of the most 
socioeconomically disadvantaged groups--thus, those people most in need (UNICEF 
1987a:29). These unreached are not just remote villagers, however, but also the urban 
poor, for whom services may be offered close at hand. 

3. Sustainability 

It may be easy, especially in the excitement of a high-visibility campaign, to 
increase immunization coverage to a moderately high level. Moving beyond that 
relatively easy-to-obtain level, however, and sustaining the coverage achieved requires 
a fine-tuning and institutionalization of the program. 

As in all social programs, such fine-tuning and institutionalization depend on 
understanding community behavior related to the innovation being promoted. It also 
requires that the "demand" for immunization that is created among parents by public 
media and other promotional messages during a campaign or other "acceleration" 
activity be sustained after those promotional messages are no longer being broadcast. 

Finally, immunization "drop out" rates are also an issue in sustainability. Here 
too progress can be made through greater attention to the perceptions, beliefs, and 
situational constraints of mothers which cause them to "drop out." In this regard, the 
behavior and attitudes of health workers are important ;oo, as this is a significant 
determinant of whether or not mothers return for the full course of vaccinations and 
influence their neighbors and associates to do likewise. 

Conclusions and Recommendations 

The Importance of behavioral factors. Planners and Implementors of 
immunization programs must make greater efforts to understand local 
perceptions and behavior that influence parental willingness to have their 
children vaccinated. Better understanding of local perceptions and behavior related 
to immunization is absolutely essential for: (1) extending coverage to the "unreached" 
and the "hard-to-reach;" (2) reducing drop-outs; and (3) building sustainable programs. 
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IS COMPLIANCE THE ISSUE?11. 


Issues for Project Design and Implementation 

o Is "compliance" a useful conceptual approach for increasing immunization 
coverage?
 

o If not, what is? 

The Importance of Terminology 

Because immunization activity in developing countries has been so focused on 
the "supply side," understanding of "demand side" factors has been much more limited 
and superficial. In the medical and health services literature on immunization the term 
"compliance" is often used and blame appears to be put on the public for not 
"complying" with the regimen for full immunization. For example, a recent article titled 
"Immunization Non-Compliance--Time for Action" asks: 

"Why is non-compliance such a problem with immunization? Perhaps the 
answer is not immediately apparent and, indeed, has not been sufficiently 
studied. Considerable energy has been expended on documenting 
non-compliance but more effort is needed to ascertain its cause and, 
subsequently, to suggest appropriate remedies" (Buchanan and Spencer 
1981). 

In fact, part of the problem may have to do with inappropriateness of the 
terminology used--which suggests and permits inadequate underlying concepts and 
understanding. It is difficult for planners and implementors to "suggest appropriate 
remedies" if they are not clear about basic concepts, or about constraining factors on 
the demand side. Just as it is important to be precise and scientific about terminology 
for vaccines themselves, so too with terminology for discussing community response 
toward vaccines and immunization. 

Terms currently used include the following: 

1. Immunization coverage. This term refers to the number or percent of eligible 
persons (children and, for tetanus toxoid, women) who have been "covered," or 
received the correct number of doses of a vaccine, for the target disease(s). This term 
does not usually focus thinking on community factors, but on "bottom-line" numbers 
and on the supply-side making available effective vaccines and vaccinators. 
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2. Immunization compliance (and "immunization non-compliance"). The problem
of low coverage rates is very often expressed by medical and technical personnel as 
"how to improve compliance." This is a medical term used by physicians in many
settings in a pejorative sense against patients (as in "poor compliance"). The term''compliance" also appears to have been common in Africa and elsewhere during the 
colonial period when a military model for immunization prevailed and immunization was 
imposed upon "the natives" by authorities who often used force to achieve
"compliance" (an approach that still prevails in some 3reas today). The term is also
 
common in the U.S. and other developed countries where a subtler mechanism,
 
mandatory immunization for school entrance in a system where school attendance is
 
required by law, is used to "enforce" compliance.
 

In fact, this authoritarian term is quite inappropriate--and misses the realities of 
developing countries. In developing countries today, "compliance" is a faulty way of 
looking at the problem. Neither health nor educational systems can force rural 
villagers "to comply." Instead, the focus must be on making services more accessible, 
acceptable, and understood so that parents will desire and seek them out. 
"Compliance" is certainly not consistent with the philosophy of self-help and 
empowerment of parents that is set forth in many donor statements about 
immunization (e.g., UNICEF 1987a), let alone the stated philosophies of primary health 
care, of which immunization must be part. 

3. Immunization demand. This term is technically used by economists to refer 
to the quantity of immunization consumed at a given price (time, money,
inconvenience, etc.). In non-technical English, however, it seems somewhat 
inaccurate. Some parents do demand (or at least ask for) immunization, but many
others are just going along with what others demand or ask of them. 

4. Immunization use (and non-use). This term is not wholly inappropriate, but it 
implies immunization is something to be used habitually, as in contraceptive use or use 
of ORT. 

5. Participation (and non-participation) in immunization. These is vague.
Sometimes participation is used to mean getting vaccinated (generally, through the 
government program). At other times it is used to mean participating in the provision 
of vaccinations to others (as in community participation). 

r. Immunization attendance (and non-attendance). This is too narrow and 
means, properly, attending a clinic or other designated place where immunization is 
being offered. 

7. Immunization acceptability. This doesn't capture the full dynamics. It implies
it is the immunization itself which is or is not acceptable. In reality, many parents 
consider immunization "acceptable" but still don't take their children to be immunized 
because of other reasons (e.g., distance or competing priorities on their scarce time). 

10
 



8. Immunization acceptance. This appears to be the most precise and accurate 
term, and the one most useful for helping project personnel understand more clearly
how community members perceive immunization (rather than how physicians,
economists, or other researchers do). It means, simply, whether people accept
immunization or not. Appropriate companion terms, with reference to a series of 
vaccinations, are continuation and, finally, immunization completion. Together these 
must be the immunization goals on the community side: acceptance, continuation, and 
completion. 

Conclusion and Recommendation 

The terms "immunization acceptance," "continuation," and "completion"
should be used In place of "compliance." Immunization programs should educate 
parents sufficiently about the value of immunization that they accept it voluntarily.
Compliance implies undesirable top-down pressures. 
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III. REASONS CHILDREN DON'T GET IMMUNIZED: OVERVIEW 

Issues for Prolect Design and Implementation 

o 	 What are the reasons for low acceptance rates? 
o 	 Why do many parents never bring their children for any immunizations at 

all? 
o 	 Why do some parents begin the immunization series but not follow 

through? 
o 	 Why do parents who take other preventive measures not see the value of 

immunizing their children? 
o 	 Why do parents who go to doctors for some services not seek or accept 

immunizations? 
o 	 What is the relative importance of these reasons? 
o 	 How universal are the answers to these questions? 

Reasons for Non-Acceptance of Immunization 

Assuming immunization is being offered locally, there is no one reason that 
explains low acceptance rates cross-nationally. Even within a single country, culture, 
or geographic region within a country, multiple factors influence immunization 
acceptance (Heggenhougen and Clements 1987, Hingson et al. 1976). 

Factors that influence acceptance rates--and thus explain low acceptance rates

-may be categorized as follows.' 

1. 	 Reasons related to characteristics of the mother and other caretakers, 

2. Reasons related to characteristics of the vaccines, 

' Reasons for non-acceptance are also referred to in the literature as "user and 
system variables," 'factors affecting immunization acceptance," "determinants of 
immunization acceptance," "characteristics of non-users" and so on. The term 
"reasons" seems preferable in helping project personnel and health planners see more 
clearly how mothers themselves perceive immunization (rather than how researchers 
do). 

Among studies that discuss reasons for non-acceptance are: Heggenhougen 
and Clements (1987), Coreil (1987a and b), Nichter (1988), AI-Hadi (1981), Bastien 
(1989), Blanchet (1989), Brown et al. (1982), Booth and Mata (1985), Bonilla et al. 
(1985), Clark (1983), Friede et al. (1985), and Hassouna (1983). 
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3. 	 Reasons related to characteristics of the delivery of immunization 

services, and 

4. 	 Reasons related to communication to the public about immunization. 

For some purposes it is useful to think about these as either "user side" reasons
(chiefly number 1) and "supply side" reasons (chiefly numbers 2,3,4). "User side" reasons include many constraints that project personnel should understand but can do
little to change.' "User side" reasons also include problems that project personnel can
address through health education and improved communication and interaction. 
"Supply side" reasons are health system problems that project personnel and health 
planners may be able to solve." 

In some cases there is overlap between whether a problem is seen as having todo with the parent (user) or with the health system (supply side). To illustrate: one
 
reason for high drop-out rates in some communities is that mothers forget when to
 
return for the next dose in a series. This might be considered a user-side problem

(and health workers might moan "Oh! Those illiterate mothers!). But the reason

mothers forget is in part supply-side related--the fact that health workers often do not

take the time to explain adequately to mothers about when to return and why it's

important. For their part, some health workers simply may not have time for this.

Such a problem is definitely a "supply-side" system problem. 

The 	Central Role of Mothers 

As with other child survival interventions, it is mothers who play the key role on
the "user side" in immt nization. In most countries it is usually mothers who take
children for health care services, including immunization. Fathers may occasionally
take a child to be vaccinated, but more likely than not their involvement is within the
household at the decision-making level. In many households in some countries (for
example, Honduras, Bangladesh, and the United Arab Emirates) fathers appear to
be major decision-makers with respect to children being immunized (Bonilla et al.
1985; Blanchet 1989:10; Rifai 1989:92). Nevertheless, it is upon mothers that the
burden of responsibility for immunization usually falls. 

"See, for example, anthropologist Nancy Scheper-Hughes' insightful volume Child
Survival: Anthropological Perspectives on the Treatment and Maltreatment of Children
(Scheper-Hughes 1987) and her article therein, "Culture, Scarcity, and Maternal 
Thinking: Mother Love and Child Death in Northeast Brazil." 

6See also Steinglass et al. (1988), "Missed Opportunities for Measles Immunization."
This report provides an excellent model for studying how a health system misses 
opportunities, some quite easy, to immunize. Also see Keja et al. (1988). 
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Reasons Mothers Give for Not Immunizing Their Children 

What follows below is a comprehensive listing of reasons mothers give for not 
getting their children immunized.7 Obviously the same reasons are not equally a 
problem inevery country (and no ranking has been done here as to imiportance). For 
example, when the immunization site isfar away, amother's competing priorities and 
lack of time are more serious constraints when immunization is provided close by.
Discussion of many of these reasons follows below in other sections of this 
monograph. 

1. Reasons related to characteristics of the mother and other caretakers: 

(1)Time constraints and competing priorities 
a. 	 Meeting subsistence needs ismore essential. 
b. 	Other economic activities are higher priority. 
c. 	 Family problems consume large amounts of time. 

(2)Other socioeccnomic constraints 
a. 	Older children restrict mobility but can't be left behind alone. 
b. 	Lack of clean or proper clothes. 

(3)Lack of knowiedge about immunization 
a. 	 Lack of knowledge about kinds of vaccines and how vaccination 

works. 
b. 	 Lack of knowledge about schedules and repeat doses. 
c. 	 Beliefs about contraindications for vaccination. 

(4) 	Low motivation for immunization 
a. 	Health is a relatively low value. 
b. 	Unconvinced of importance of immunization. 
c. 	 Unconvinced of efficacy of immunization. 
d. 	 Discouragement over continuing poor health of child despite efforts 

to make child thrive. 
e. 	Fatalism about child survival. 
f. 	 Maternal "negligence" (too many children or the child is a girl). 

(5)Fears 
a. 	 Fears of side-effects. 
b. 	Fears of criticism or other unsupportive comments. 
c. 	 Fear that health workers will apply pressure to use family planning.
d. 	 Fear that vaccination is a covert form of family planning or that it 

might result insterilization. 
e. 	Fear that acceptance creates indebtedness to the vaccinator. 
f. 	 Public shyness or embarrassment. 

7Adapted from findings by Jeannine Coreil (1987a and b). 
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(6) Community Opinion 
a. 	 Negative opinions within the community about immunization. 

b. 	 Esteemed community leaders have not advised or told community
members to immunize their children. 

2. Reasons related to characteristics of the vaccines: 

(1)Side-effects of the vaccines 

(2)Belief that vaccination is not effective 

3. 	 Reasons related to characteristics of the delivery of Immunization 
services (including patient-provider Interaction): 

(1)Accessibility 
a. Immunization site is too far away. 
b. 	 Road or path to clinic is hazardous or impassable after rain or in the 

rainy season. 

(2)Availability 
a. 	 Immunization services are scheduled at atime that conflicts with 

other duties. 
b. 	 Not adequately informed of the immunization schedule. 
c. 	 Arrival of vaccinators is unpredictable (e.g., due to weather or 

distance). 
d. 	Vaccines not insupply (or staff won't open new vial) 
e. 	 Some vaccines systematically not used on certain days of the week. 

(3)Acceptability 
a. 	 Poor treatment from health staff (experience personally or reported 

by others in community).
b. 	 Poor injection technique causing pain or side-effects. 
c. 	 Mistrust of government vaccinators. 
d. 	 Curative services aren't provided (nor material aid). 
e. 	 Facility is overcrowded: long wait, service rushed. 

(4)Affordability 
a. 	 Direct costs. 
b. 	 High opportunity cost of the mother's time. 
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4. 	 Reasons related to communication to the public about 

Immunization: 

Inadequate communication: 

(a) About the nature and benefits of immunization. 
(b) About when and where immunization is being provided. 
(c) About when to return for follow-up doses. 

Checklist to Identify Reasons for Low Coverage 

With these reasons in mind, planners may find useful the following diagnostic 
check list to identify reasons for low coverage.8 

o 	 Socioeconomic and Cultural Characteristics: 

1. 	 Are there differences in acceptance between different socioeconomic 
groups? 

2. 	 Are there differences between ethnic groups? 
3. 	 Are there rural-urban differences or differences among
 

neighborhoods?
 
4. 	 Are there differences between newly arrived migrants and 

other groups? 
5. 	 Are there differences between malnourished and nourished 

children? 

o 	 Poor Immunization System: 

1. 	 Are immunization sites inconvenient? 
2. 	 Are immunization sessions held irregularly? 
3. 	 Do immunization services cost too much? 
4. 	 Are the procedures too complicated or too time consuming? 
5. 	 Does the staff's language or culture differ from the users'? 
6. 	 Do parents suffer indignities? 
7. 	 Does the immunization team lack methods for finding non-immunized 

children? 
8. 	 Missed opportuities: Do children who should receive a vaccination leave 

an immunization facility without it? 

8Based on a checklist developed by anthropologist Judith Brown and colleagues 

(Brown et al. 1982). 
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o 	 Parents' Lack of Information: 

1. 	 Do parents lack information on childhood diseases? 
2. 	 Do parents lack information on vaccines? 
3. 	 Do parents lack information on their children's ages? 
4. 	 Do parents lack information about the immunization program? 

o 	 Unfavorable Attitudes Toward Immunization: 

1. 	 Are influential people opposed to immunization? 
2. 	 Do parents believe supernatural causes are more powerful? 
3. 	 Have parents had past experience with poor immunization
 

services?
 

In each country it is often the case that a great deal of such information is 
already available but has not been analyzed. This should be synthesized first and 
subsequent analysis should build on what is already known. Personnel should ask: 

1. 	 Which of these reasons apply in this country (and for which ethnic, religious, 

or othp- local sectors of the country's population)? 

2. 	 What is the relative importance of these reasons? 

3. 	 What are the local dynamics? 

Methodgology 

To discover reasons for non-immunization, researchers may use some 
combination of the following approaches: 

o 	 Informal and formal discussion with staff; 
o 	 Informal and formal discussion with people attending immunization services; 
o 	 Informal and formal discussions with key community members, including 

traditional health practitioners; 
o 	 Focus group studies; 
o 	 Anthropological case studies; and 
o 	 Community surveys in different parts of the country (interviewing families, 

cluster sampl:ng, etc). 
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Conclusions and Recommendations 

Project personnel should: (1) bring together what is known In the country 
about reasons that children aren't brought for Immunization; and (2) then fund 
appropriate research to identify reasons definitively. The diagnostic outlines 
lbove may be used to develop the country-specific set of questions. Obviously this 
listing does not apply in the same way in each country and project personnel should 
not generalize directly to the local situation. 

19
 



IV. 	 THE CULTURAL BASELINE: BELIEFS AND PRACTICES RELATED TO 
PREVENTION AND THE SIX TARGET DISEASES 

Issues for Project Design and Implementation 

o 	 Are there cultural universals (explanations common to all cultures) about 
what causes disease? 

o 	 Do community members traditionally believe that disease can, or should 
be, prevented? 

o 	 Ifso, what do they do to prevent disease? 
o 	 Are people abandoning traditional beliefs under the influence of 

"modernization"? 
o 	 How do local communities perceive each of the six target diseases? 

What do they regard as the cause of the disease? Do they regard it as 
fatal or curable? How do they treat it? 

o 	 How much variation is there from country to country? 
o 	 How much variation is there within countries? 

What 	Causes Disease? 

Worldwide there are hundreds of local disease etiologies--explanations for what 
causes illness. All cultures have traditional beliefs about how disease is caused. In 
general, however, explanations fall into one of three categories: supernaturally-caused, 
naturally-caused, or socially-caused (often with considerable overlap). In each 
country, each of these causes is believed by some people. Nevertheless, there are 
major differences in interpretation from country to country, and even within countries. 

Supernaturally-Caused Illness 

This means that people say a disease is caused by an angry or unhappy god, 
angry or unhappy ancestors, witchcraft, fate, Allah, in., or some other powerful 
supernatural force. 

Witchcraft: In Nigeria, one group of illiterate mothers who had not immunized 
their children explained that diseases like polio, measles, and tuberculosis cannot be 
prevented by "Western medicine." The reason is that these diseases are due to the 
works of evils and witches who are trying to punish, not the child, but the parents by 
making the child incapacitated and thereby an everlasting burden to the parents 
(Adekunli 1978:356). 
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Ancestral displeasure: In Swaziland, most people believe illness is caused bysorcery. A second explanation is ancestors becoming angry and thus withdrawing
their protection (Green 1985:278). 

Naturally-Caused IllneLs 

Traditional medical theory in many parts of the developing world holds that
various illnesses are caused by forces in nature: wind, moisture, and the "hot" and
"cold" properties of certain foods (referring not to their temperature but to their

"intrinsic" nature). This is true, for example, in much of Asia and Latin America,
where many educated and uneducated people alike attribute illnesses to an imbalance 
of "hot" and "cold." 

Traditional Concepts of Prevention 

In all countries and cultures people have the concept of preventing disease.
Western medicine may not agree with the effectiveness of some traditional preventive
methods, but they persist. Some cultures regard ritual ceremonies to appease local
gods, ancestors, or evil forces as prevention against illness. In much of Asia, peopleconsume certain "hot" or "cold" foods or tonics to prevent illness. These are concepts
that can be built upon for making immunization better understood. 

Traditional Vaccination. Some cultures even have a form of traditional

vaccination. 
 For instance, in Swaziland, kugata is a traditional vaccination performed
around a baby's naval. A razor blade is used to make shallow cuts into which arerubbed ashes of herbal medicines burned over hot coals. Simijar herbal mixtures
(tinyamatane) are burned in preparation for prophylactic fumigations (kubhunyisela)
with which Swazis fortify children against a variety of dangers. Typically within the first
few weeks of a child's life a traditional healer or clan elder burns the herbal mixture byplacing it on hot coals. As smoke rises from the coals the child is positioned, covered
by blankets, so as to inhale the smoke. Virtually all Swazi children have undergone
protection of this sort. It is believed that those who are unprotected will become
victims of serious childhood afflictions (Green 1985:281). 

Attitudes Toward Infant Death. In many cultures people regard the death of 
an infant as natural and do not even confer a name until the infant has passed the firstweek, month, moon, thirty, or forty days. This itself does not mean a child's life is notvalued, but rather that people have accommodated to what has long been inevitable.
In rural Haiti, for example, neonatal tetanus is clearly recognized as a common and
fatal disease. Rural people agree that no infant could recover from this disease,
regardless of treatment. Thus usually, if the family perceives a child as having this or 
any other fatal disease, it does not invest either time or money seeking treatment 
(Coreil 1983). 
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Son Preference and Discrimination Against Daughters. Preference for sons
-and thus preferential treatment of male children--is deeply rooted in the social, 
economic, and inheritance systems of many countries. it is well-documented that in 
cultures with strong son preference boys are likely to receive more expensive and 
better health care than are girls (Ravindran 1986).1 This appea,'s to be especially true 
for higher birth order girls--that is, girls who are the fourth or subsequent child born to 
a couple. Parents are more likely to take a sick son to a doctor ("Western"-type) 
instead of only a traditional health practitioner, or in addition to a traditional 
practitioner, while the same parents may take their daughter to only a traditional 
practitioner.2 Obviously this has important consequences for the health of female 
children, and for child survival programs, including immunization, in many countries. 

In South Asia intra-household discrimination against daughters in the allocation 
of food and medical care is especially strong. There, recent studies have 
demonstrated that such discrimination lowers the health and nutritional status of girls 
and also results in higher death rates for girls than boys (Miller 1989). It is not only in 
South Asia, however, that son preference puts female children at greater risk. Of 40 
countries studied by the World Fertility Survey, countries showing the strongest son 
preference were Pakistan, Nepal, Bangladesh, Korea, Syria, and Jordan. Asia and 
Near East countries ranked as having moderate son preference were Thailand, 
Malaysia, Sri Lanka; Egypt, Turkey, Yemen Arab Republic, Tunisia, and Morocco. 
Of the eight sub-Saharan African countries studied, six -- Cameroon, Ivory Coast, 
Lesotho, Nigeria, Senegal, and Sudan -- also recorded moderate son preference. Of 
the 12 Latin American countries studied, only two -- Mexico and the Dominican 
Republic -- were found to show son preference.3 

While discrimination against daughters is often intentional in South Asia, the 
neglect of female children is not always willful. Often neglect of female children is more 
a conditioned response in a situation of scarcity where limited resources need to be 
optimally invested -- as, for example, in Northeast Brazil (Scheper-Hughes 1987).' 

1See also Akesode (1982), Bhatia (1983, 1989), Bhuiya et al. (1987), Das Gupta 
(1987), Ghosh (1986), Goldstone (1984, 1986), Makinson (1985), McKee (1984), Miller 
(1981, 1985), and Rosenzweig and Schultz (1982). 

2Blanchet (1989) discusses this common phenomenon in the context of 
immunization. This pattern is well-documented throughout the medical anthropological 
literature. 

3World Fertility Survey, Cross-National Summaries, No. 27, October 1983 and First 
Country Reports (in Ravindran 1986:5-6). India was not among the countries 
surveyed. 

'See Cassidy (1980), Hatem (1987), Korbin (1981), Prough and Harlow (1966), and 
Scheper-Hughes (1984 and 1987). 
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Regardless of whether discrimination against daughters is casual or deliberate, 
however, the damage it does to female health is considerable (Ravindran 1986). 

Traditional vs. "Modern"?5 

Medical Pluralism. It is definitely not the case that people must choose 
between either "traditional" or "modern" medicine. Many if not most poor people in 
developing countries engage in "medical pluralism," from time to time consulting both 
traditional health practitioners as well as modern-sector practitioners. In many 
countries a sick child may be treated with therapies from several traditional and 
modern practitioners in quick succession or even simultaneously. 

This varies considerably from one region to another, however. In Asia, 
coexisting different etiologies, or explanations about the cause of illness, are 
commonplace. In many Asian countries, illiterates and elites alike continue to consult 
practitioners of the Ayurvedic, Unani, Sinhala, or Chinese traditional medical systems. 
This is true in Africa as well. In the Middle East, in contrast, most elites think 
traditional healers are quacks who should be outlawed. 

How Fast Do Health Beliefs Change? How likely is it that traditional beliefs
 
described in the literature ten years or so ago still prevail today? It is both true that
 
"beliefs change rapidly" and that "beliefs change slowly."
 

Beliefs change-rapidly. Greatly increased communication with the outside world 
during recent years means that ,- ,,,,y eople in each developing country have 
abandoned the old beliefs that their parents and grandparents accepted as absolute 
truth. Many educated middle-age urban residents view health and illness much as an 
American or European does. 

Beliefs change slowly. At the same time, beliefs that have prevailed for 
generations in a country are not going to disappear overnight. (This is one reason, 
along with ethnic and religious differences, for the wide variety within a country of 
beliefs about disease cause and cures.) If Nigerian villagers ten years ago believed 
that a disease is caused by an angry god, some Nigerian villagers today will still 
believe this. Those who maintain the old beliefs are usually the most remote (if rural) 
or the most socioeconomically disadvantaged (if urban). But even many urban elites, 
as in much of Africa, follow traditional practices for familial reasons if nothing else. 

One consequence for immunization is that the parents who have not yet
immunized their children are probably the ones who still maintain many of the old 
beliefs. This suggests that project personnel should not discount studies and 

5This section derives from well-documented conclusions in the vast literature on 
traditional and indigenous health systems and practitioners. See, for example, 
Bannerman, Burton, and Ch'en (1983). 
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descriptions from, say, a decade ago of the health beliefs and practices of local 
people. Rather, these descriptions can be taken as a point of departure for updating
kncwledge about the local culture and community. Reports on immunization coverage 
statistics or the local health infrastructure become more quickly outdated, but 
traditional beliefs, while abandoned by some, are still clung to by many. 

Germs. Many rural and urban-marginal people have accepted the concept of 
germs and understand that germs cause disease, but have not yet come to 
understand that there are different types of germs which cause different types of 
diseases. Furthermore, acceptance of the term "germ" does not mean that people
have abandoned traditional disease etiologies, or explanations about disease 
causation. In Sri Lanka, for example, many people have simply incorporated germs
into their traditional etiology alongside hot and cold, digestion, impurity, and other such 
causes (Nichter 1988). In a classic study of a cholera epidemic in China, the 
community used spiri, water, in which it believed, while also going along with the 
government's cornplim6ntary magical practice, cholera vaccine (Hsu 1947). 

The power of Western medicine. Many people in developing countries have 
culture-specific local beliefs about the nature of Western medicine. In most Asian 
countries, for example, people generally believe that Western ("allopathic") medicines 
are more powerful and thus work more rapidly than Asian medicine but have bad side 
effects as a consequence. In contrast, they believe, traditional Asian medicines 
(Ayurvedic, Unani, Sinhala, or Chinese) work more slowly but have no or minimal side 
effects. Beliefs in Swaziland represent another variant. There mothers may take their 
child to both a traditional and a modern practitioner under some circumstances, but 
often they bplieve that the child must receive traditional treatment in order to empower 
the c!inical medicine (Green 1985:284). 

Disease-Specific Beliefs and Behavior 

Nowhere in the literature before 1988 was there any summary of perceptions
and behavior specific to any of the six vaccine-preventable diseases. Nor was there 
any summary of behavioral issues related to the specific immunizations. In fact, not 
much appears about indigenous beliefs and practices regarding each disease. What 
follows below is a synthesis of what appears scattered throughout the very sparse
literature on this topic. While by no means comprehensive, this provides a start.6 

Since 1988, two A.I.D.-funded studies have been undertaken which afford good
models for similar studies that should be undertaken elsewhere. These are: "Cultural 
Perceptions of Neonatal Tetanus and Programming Implications, Bolivia" (Bastien
1988); and "Perceptions of Childhood Diseases and Attitudes Towards Immunization 

6Excellent, succinct descriptions of each of the six diseases, and their treatment 
and consequences, are presented in the very useful EPI Essentials: A Guide for 
Program Officers (John Snow, Inc., 1989). 
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among Slum Dwellers -- Dhaka, Bangladesh" (Blanchet 1989)." The table below, 
"Perceptions of Immunizable Diseases," summarizes results of the Bangladesh study. 

Measles 

Measles is highly contagious. Without immunization, almost 100 percent of 
children in developing countries contract measles between the ages of six months and 
three years. (Maternal antibodies protect the infant during the first months of life.) 

The age at which the child becomes infected is influenced by social and 
economic conditions as well as by epidemiological patterns. Where housing is poor 
and overcrowded, measles may occur before nine months of age. !n better, less 
crowded housing conditions, measles may not strike until the second year or even 
later. 

Poor nutrition seems to be the main factor leading to the most severe 
consequences of measles, which occur in about 30 percent of cases. These include 
blindness, deafness, and pneumonia or diarrhea leading to death. Overall, some three 
percent of children in developing countries who acquire measles will die from it or its 
complications. During famine or among refugee children, death rates may approach 
40 percent (Henderson 1984a:2-3, WFPHA 1984:10). 

Many rural populations know a great deal about measles. Nevertheless, beliefs 
surrounding the disease still prevent many parents from bringing their children for 
treatment at an early stage or otherwise perpetuate detrimental practices. 

Many people believe food should be withheld from a child when it is sick. If the 
child has measles, this can severely exacerbate the condition (WFPHA 1984). 

The cause of measles is frequently believed to be supernatural. In Nigeria this 
may be especially true among people of lower socioeconomic status (Odebiyi and 
Ekong 1982). In Nigeria many people, Christian and Muslim, believe measles to be 
caused by witchcraft, while others believe it is caused by Sonponna, the smallpox god. 
Many Yoruba mothers take preventive measures against measles. The most common 
is bathing and rubbing the body with a herbal mixture, some of which is also drunk 
daily (Morgan 1969; Odebiyi and Ekong 1982). 

In Ethiopia children with severe measles are not washed for 40 days. In the 
meantime, mothers use an appeasement ceremony for "fairies or hidden sisters who 
come to take the child." Foods including popcorn, coca-cola, and fruit are prepared 
as a gift for the fairies (Barnabas 1982). 

7The Blanchet report was available only in draft form at this time; its findings have 

not been fully incorporated here. 
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In Bangladesh itwas found that measles mortality is likely to be greater if the 
mother is less educated, if the household is poorer, and if the child is a girl. Measles 
cases are also under-reported in poorer households and when the victim is a girl
(Bhuiya et al. 1987). This corresponds with the many other reports on sex-biased 
child mortality differentials in South Asia (see above). 

Pertussis (Whooping Cough) 

Of the vaccine-preventable diseases, pertussis is second to measles as a cause 
of morbidity and mortality in some developing countries. It is an acute bacterial 
infection that affects the respiratrv tract causing spasmodic coughing or "whooping"
which lasts about one to three mor 'is. It is highly contagious; at least 80 percent of 
children in an non-immunized com 'unity contract the disease. Death occurs directly
through damage to the respiratory tract or indirectly as a cause of severe malnutrition. 
Pneumonia is a common complication (Henderson 1984a:3, WFPHA 1984:10). 

The "whooping" is easily recognized in older children. In Ghana, the public's 
easy recognition of whooping cough (and measles) are cited as reasons for attending
vaccination sessions (Belcher et al. 1978). In younger children, however, whooping
cough is often difficult to recognize as itdoes not produce the characteristic "whoop." 

Tetanus 

Tetanus is caused by a toxin of the tetanus bacillus which resides in the soil and 
enters the body through broken skin. Neonatal tetanus, a major killer of infants in 
developing countries, results from contamination of the umbilical stump by unsterile 
methods of cutting the cord or by application to the stump of matter such as cow 
dung or mud. The infected newborn will first be unable to suck and soon thereafter 
unable to swallow or breathe. In about 85 percent of cases, the infant bies, usually in 
the first two weeks of life. 

In rural Haiti, as noted above, neonatal tetanus is clearly recognized as a 
common and fatal disease. Rural people agree that no infant could recover from this 
disease, regardless of treatment. Generally, if parents perceive a child as having
neonatal tetanus, they invest neither time nor money in seeking treatment (Coreil
1983:715). 

Because tetanus bacteria reside in the soil, there is no hope of eliminating the 
reservoir of harmful organisms (as was possible with smallpox). Instead, protection 
comes only through immunization or improved hygiene. Women who have received 
their second tetanus toxoid immunization during the three years prior to a birth pass
immunity to the newborn which protects it during the first few months of life 
(Henderson 1984a:3-4, WFPHA 1984:10). Immunization with tetanus toxoid is 95 
percent effective in preventing maternal and neonatal tetanus if given in two doses with 
boosters every five or 10 years (and the vaccine is not spoiled). 
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Tetanus toxoid immunization rates are generally quite low--often lower than
 
rates for child immunizatiorn. Once reason given (for example, by women in
 
Bangladesh), is that they fear immunization will hurt the fetus.
 

Formerly it was standard practice to immunize just pregnant women. However, 
many pregnant women do not have access to or do not seek prenatal health care 
from the formal system. Furthermore, even where they do, many women refuse 
immunization during pregnancy. Therefore, in many developing countries the policy is 
now to provide tetanus toxoid immunization to all women of reproductive age in areas 
where prenatal coverage is low. 

Polio 

Poliomyelitis (polio) is less a killer than a crippler. It is a viral disease spread 
mainly by contact with excreta-contaminated food or water. Although nearly everyone 
in an non-immunized community becomes infected, most persons experience no 
symptoms. About one out of every 200 children infected develops paralysis. The 
older the child at the time of infection, the more likely it is to develop severe paralysis. 

Where housing and sanitation are poor, polio may not be a very noticeable 
disease to the community. Because infection spreads rapidly and continuously, most 
children become infected while still under protection of maternal antibodies. ironically, 
as living standards improve children are more susceptible to becoming paralyzed,
since spread is less common and children are thus infected at older ages when no 
longer protected by maternal antibodies (Henderson 1984a:5, WFPHA 1984:10). 

Tuberculosis 

Tuberculosis (TB) is a bacterial disease spread by coughing and the sputum of 
infected persons. It is especially common where many people share the same 
crowded living quarters. TB most commonly afflicts adolescents and adults. While the 
protective effect of BCG immunization against TB in older persons is questioned, its 
efficacy in young children has not been put in doubt (Henderson 1984a:6, WFPHA 
1984:10). 

In children, TB takes many forms. Often the lay person does not recognize it as 
the same disease that affects adults. In Haiti, for example, TB, unlike neonatal 
tetanus, is not perceived as a common childhood illness. Only adults are thought to 
be susceptible to TB. When TB occurs in Haitian children, it is diagnosed as "chest 
malady" (Coreil 1983). 
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Diphtieria 

D'phtheria is the least well-documented of the six "EPI diseases." It typically 
appears as an acute infection of the throat but can also affect the heart or brain of 
infants and young children (Henderson 1984a:5, WFPHA 1984:11). A classic case 
study, "Diphtheria Immunization in a Thai Community," shows why villagers failed to 
respond to the call for immunization during a diphtheria epidemic and provides many
instructive lessons related to diphtheria, communication about immunization, and social 
networks as they influence the flow of information in a community and parental
decisions to not immunize children (Hanks 1955). 

Conclusions and Recommendations 

Disease-Specific Beliefs and Behavior. Conduct disease-specific studies 
to determine how mothers in rural and urban-marginal areas perceive and treat 
each of the target diseases, as well as their perceptions about the vaccine for 
that disease. This should be done on a country-specific and culture-specific basis. 
Subsequently it may be instructive to share findings cross-nationally. Nowhere in the 
literature is there any summary of perceptions and behavior specific to any of the six 
vaccine-preventable diseases. Understanding disease-specific perceptions and 
behavior within a country is especially important: (1)for reaching the "hard-to-reach"; 
and (2)for building sustainable programs. 

30
 



V. SOCIOECONOMIC STATUS AND CHARACTERISTICS 

Issues for Project Design and Implementation 

o 	 Within the same culture, are there differences between different 
socioeconomic groups in their acceptance of immunization for their 
children? 

o 	 What are these differences? 
o 	 Does acceptance correlate with income?
 

With education? With literacy?
 
o 	 Are there differences between migrants and others? 
o 	 Are the patterns sufficiently consistent cross-culturally that generalizations 

can be made for project design? 

Socioeconomic Status 

It is clear that even within the same culture, ethnic, or religious group, there are 
correlations between socioeconomic characteristics of sub-groups and their 
acceptance of immunization. Precisely how generalizable these differences and 
patterns are cross-culturally and cross-nationally is less clear. 

At least a couple dozen studies have sought to determine the relationships
between socioeconomic characteristics and high or low immunization acceptance-
what we can call the "socioeconomic determinants of immunization acceptance. '"" An 
excellent WHO-sponsored study by Kris Heggenhougen and John Clements (1987) 
summarizes this research. 

The main conclusion is that low socioeconomic status, and especially low 
educational level of mothers, is usually associated with low acceptance of 
immunization (Heggenhougen and Clements 1987:19-20). 

A study in the Cameroon, for example, found low coverage associated with"certain neighborhoods, particular ethnic groups, socioeconomic status and newly
arrived families" (Brown 1982, 1983). In Nigeria a study found that among fully
immunized children, the family size was low, parents were better educated, mothers 
were younger, and a higher proportion of children were boys (Akesode 1982). 

"Among these are: Brown et al. (1982), Caldwell (1981), Markland and Durand 
(1976), Streatfield et al. (1986), Olugbile (1974), Bachani et al. (1983), Bhuiya et al. 
(1987), Friede et al. (1985), Rosenstock et al. (1959), Selwyn (1978), Clark (1983),
Howard (1978), and Hulka and Wheat (1985). 
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Maternal Education. In nearly all countries, mothers who are illiterate or who 
have little formal education are less likely to have their children immunized. A study in 
Nigeria found that children of illiterate mothers or mothers with only primary education 
had the least complete immunization rates (Adekunli 1978:354). The education of 
fathers is seldom mentioned. 

Socioeconomic Status and Cultural Beliefs. Along with socioeconomic 
status, "cultural beliefs" are often cited as a reason parents don't have their children 
immunized. The two are often interrelated. Some researchers suggest that a reason 
for low immunization rates among people of low socioeconomic status is that such 
people have a greater tendency to believe in supernatural causation of diseases. It is 
this belief in the supernatural causation of disease, rather than social class itself, that is 
linked with lower use of immunization services (Odebiyi and Ekong 1982, 
Heggenhougen and Clements 1987:19). 

Social Networks and Social Integration 

Social conformity has an important influence on having children immunized. 
Since availability of information is at least one factor associated with use, and since 
obtaining such information is influenced by a person's social network, children of 
parents most socially integrated usually tend to have higher coverage rates. 

A study in Central America, for instance, found that people most integrated 
into interpersonal communication networks were the most likely to learn about 
immunization services (Burt 1973). 

In Indonesia, as in many other countries, children of mothers who are 
members of local community organizations are more likely to be immunized 
(Singarimbun et al. 1986). Likewise in the Philippines, it was found that children are 
less likely to be immunized if parents are not members of community associations or 
councils (Friede et al. 1985). 

Migration and Isolation. In contrast, migration appears to lead to social 
isolation which tends to correlate with low acceptance of immunization (Lin et al. 1971, 
Heggenhougen and Clements 1987:20). In Bangladesh, temporary migration of the 
new mother makes her less likely to her child immunized (Rahman et al. (1982). 
Seasonal or urban migration have been found to have similar deterring effects on 
childhood immunization elsewhere too (Dick 1985). 

In Iran, mass immunization campaigns which had begun in 1965 were 
subsequently replaced by routine immunization in health centers to which people were 
supposed to bring their children for free vaccinations. But the poor and recent 
migrants to the city did not come. Fearing new outbreaks of diphtheria, most regions 
of Iran therefore re-initiated the mass campaign strategy after 1970 (Nazari et al. 1976). 
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Rural-Urban Differences 

It has usually been assumed that the "unreached" are in remote villages. In fact, 
many of the unreached families live in the cities, in slums and squatter areas. In the 
Philippines, for example, 1983 data showed that, while most of the provinces had 
attained a two-dosage DPT coverage rate of over 70 percent, Metro Manila had the 
lowest coverage, at only 38 percent. This was generally true for all vaccines. Likewise 
during the 1985 immunization campaign in Turkey, 41 provinces reached coverage
levels of 90 percent of more, while the capital, Ankara, had a much lower coverage of 
54 percent. 

This pattern of lower coverage rates in the city does not occur everywhere, 
however. Bangkok, for instance, has achieved an overall coverage rate of 90 percent,
considerably higher than for Thailand as a whole (UNICEF 1987a:29). This pattern-
higher coverage rates in the major cities than in the country as a whole--may be the 
more common pattern. In either case, this dichotomy between city and rural rates 
indicates an area where casual generalizations should not be made and where further 
attention to tracing the unreached is needed. 

At-Risk Children 

Findings from this body of research suggests that the probable at-risk 
population (children least likely to be taken for immunization) are those in large families 
of low socioeconomic status in which mothers have a low educational level. It appears
that these mothers may also be older. The at-risk child may live in a remote rural 
village but may also be a recent migrant to the city. Finally, it appears that in some 
countries female children may be less likely to be taken for vaccination,9 and that 
special attention ought to be directed at efforts to immunize girls (Heggenhougen and 
Clements 1987:20). 

It is important to avoid generalizing or assigning too much value to any single 
factor, however. In fact, some studies have found few socioeconomic differences 
between low and high acceptor groups (e.g., Rahman et al. 1982; Heggenhougen and 
Clements 1987:20). 

So What? 

To say that low socioeconomic status is the reason (or a reason) many children 
are not immunized is not enough. We need to go further. What does this mean for 
project design and implementation? 

9See Section IV("Son Preference...") above. 
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Project managers need to learn: 

1. 	 Why people with these certain characteristics do not seek, accept, or 
continue immunization; and then, 

2. 	 Equipped with this understanding, develop strategies to begin overcoming
the specific obstacles associated by low socioeconomic status and related 
characteristics. 

Take, for example, maternal education. To say only that mothers who are
illiterate are less likely to have their children immunized doesn't set forth a course of 
action. Project personnel working toward short-term objectives can't do anything
about women's formal education. But, knowing this, they can design their approaches
to reach out to illiterate and marginally schooled mothers. 

Conclusions and Recommendations 

At-Risk Children. The probable at-risk population (children least likely to be
taken for immunization) are those in large families of low socioeconomic status in
which mothers have a low educational level. The at-risk child may live in a remote
rural village but may also be a recent migrant to the city or an urban or peri-urban
slum-dweller. 

Research on socioeconomic correlates of low immunization coverage.
Health planners should understand socioeconomic determinants of low 
immunization acceptance In their specific country. However, rather than launch
large sophisticated studies that only produce results after several years, it is important
to get this information quickly, and use it for designing approaches to reach the low
acceptance groups. 0 

'0Many analyses of socioeconomic determinants of use and non-use of
immunization do not give us any understanding of what is really going on in the 
household, and mind, of the mother who does not take her child to be immunized. 
One study which affords excellent insights into just what the consequences are of such
factors as "low socioeconomic status" is an anthropological (including focus-group)
study initiated in 1987 in Haiti (Coreil 1987a). This study is a model that should be 
adapted in other countries. Phase One of the study sought to: (1) identify
characteristics of non-users (and non-completers) of immunization; and (2)determine
wh!ch factors contributing to non-use could be ameliorated. (The study was supported
by A.I.D. through the Rapid Epidemiologic Assessment Program of the BOSTID 
program of the National Academy of Sciences.) 
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Vl. 	 KNOWLEDGE, ATTITUDES-AND MISPERCEPTIONS 

Issues for Project Design and Implementation 

o 	 Is it necessary for mothers and other community members to 
understand what immunization is and how itworks 

o 	 Is it necessary for parents to know what diseases immunization 
protects against and which vaccination is for what? 

o 	 Does knowledge about immunization influence acceptance rates? 
o 	 Does it influence continuation rates? 
o 	 What do local people know about immunization against the six target 

diseases? 
o 	 How accurate is their knowledge? 
o 	 What misperceptions do they have? 
o 	 How much variation is there from country to country? 
o 	 How much variation is there within countries? 
o 	 How important is completeness or accuracy of knowledge? 

Relative to other child survival measures, very few "knowledge, attitude, and 
practice" (KAP) studies have been done on immunization. It appears, however, that 
most people in developing countries do have some knowledge about immunization,
but that this knowledge is only partial and quite superficial. Attitudes range from 
positive to neutral to negative. In many countries the partial and superficial knowledge
about immuniza-tion has resulted in many misperceptions and negative attitudes that 
disincline parents to have their children immunized. 

At present fewer than 10 vaccines are in general use in developing countries. 
However, at least 48 additional vaccines are under development with the possibility
that 20 new vaccines may be available for use in the next 20 years, including for 
diarrheal and respiratory diseases (Warren 1986). Taking this into consideration, 
together with questions currently being raised about the sustainability of gains
achieved during the current acceleration campaigns, it becomes important to examine 
popular perceptions of immunization and the consequences of recent immunization 
strategies (Nichter 1988:1). 

While parental knowledge about immunization appears everywhere to be spotty
and superficial, the exact nature of this knowledge and the resulting attitudes and 
misperceptions vary considerably from country to country. Attitudes and 
misperceptions also vary considerably among different cultural and socioeconomic 
groups within a country. 
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Knowledge about immunization means two things: 

1. 	 Knowledge about what immunization does, including (a) how it 
works to prevent disease, and (b) which specific diseases it 
prevents; and 

2. 	 Knowledge about vaccination schedules (e.g.,when and where immunization 
is being provided and age groups being immunized). 

Here we are discussing only the first kind of knowledge--understanding about 
what immunization is and does. 

Parental Knowledge about Immunization. It appears that many parents are never told, or never learn, the names of the vaccinations they are being asked to
accept for themselves or their children. Most of the emphasis in communication about
immunization is on the "when and where" with very little on the "what is it" (Nichter
1988:43). 

As a result, most mothers have a poor understanding of immunization. Many
do 	not know which diseases are prevented by which vaccines or how many doses ofeach are needed. In Indonesia, for example, a study in Yogyakarta province foundmothers believing, incorrectly, that only one dose is sufficient against polio or for DPT
(Singarimbun et al. 1986). Incentral Haiti, many mothers are not aware that the red
liquid given orally is polio vaccine; most assume it is a vitamin. Mothers generally do
not 	know how many vaccines or doses their child has left, and some say a child needs 
to be taken to get vaccines every month until five years old (Coreil 1987a). 

An 	AID-funded study in Honduras similarly found that very few mothers
understood the concept of immuni7ation Many mothers know of immunization and
had 	a positive attitude toward immunization, but had not had their children vaccinated.
Despite past campaigns and communication from health workers, mothers interviewedtotally lacked understanding as to how vaccines work and had received absolutely no
information on the subject (Bonilla et al. 1985:445). 

Likewise in much of South Asia little attempt has been made to explain whatvaccinations are, how they function, which illnesses they protect against, and for whom
they are or are not intended. In many cases, health workers explain only that
"Vaccinations are good for health and prevent disease" (Nichter 1988:32). 

A survey in 14 districts in five states of India found that high percentages of women do not know what diseases are prevented by immunization. Two-thirds of the 
women in one district could not name even one disease prevented by immunization
(Government of India 1985). In India's Karnataka state, ethnographic research
revealed that, in over three-quarters of the households surveyed, at least one member
had received what was believed to be a vaccination. Household members, however, 
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were not always sure what kind of injection had been administered to them by health 
staff. Except for smallpox, only a few of the villagers (11 percent in one district and 28 
percent in a second) had been informed as to the illness prevented by the vaccination 
a family member had received (Nichter 1988:7). 

Likewise in Sri Lanka, a study in 1984-85 showed that villagers had little idea as 
to the illnesses prevented by the vaccines they were asked to receive and had been 
given little information about the vaccinations aside from the general 'They are good 
for the health" (Nichter 1988). A study in southern Sri Lanka revealed that, of 110 
lower middle class mothers with children under five, 42 percent did not know what 
illnesses were prevented by the two tetanus toxoid vaccinations they had been asked 
to take. In the same group, 45 percent did not know the illnesses prevented by "the 
triple vaccine," and 43 percent did not associate BCG with any particular illness 
(Ratnayaka 1985). Even literate rural women, when asked about the purpose of 
tetanus toxoid, gave such answers as: prevent heavy bleeding, reduce body pain
during delivery, ease delivery, promote better growth of the baby, blood purification, 
good for the body, vitamin deficiency, if not taken something bad will happen, and 
prevent germs attracted to the afterbirth (Nichter 1988). 

Health Care Providers' Knowledge about Immunization. Even health 
professionals responsible for immunization often lack basic knowledge about 
immunization. For example, when field staff responsible for immunization in Karnataka 
state in India were asked to name the diseases covered by Karnataka's immunization 
program, less than half of the 30 persons questioned could name all five; a third of the 
rest could not name even three. Knowledge about immunization among doctors 
working in rural areas has also been found to be sketchy. In Rajasthan, for example, 
among 48 rural doctors, fewer than one third could name all six diseases covered by
the EPI program (Nichter 1988). In Guatemala a siudy ui inaternal and child health 
care providers' knowledge and practices revealed their knowledge about the five EPI 
vaccines to be very uneven in all ways, with knowledge levels about tetanus toxoid 
being alarmingly low (Enge and Harrison 1:.).. . ,-,,w. ,oossa j.,,inn" ,'- -utan,and ce"-ainly
in many other countries, inadequate provider knowledge is a major contributor to
"missed opportunities in immunization" (Steinglass et al. 1988). 

Misperceptions 

1. Misperceptions Related to Prevention 

The belief that immunization is curative. Many parents believe that 
immunization is for curing diseases, not for prevention. This helps explains why, in 
Honduras, many mothers knew of immunization and had a positive attitude toward 
immunization, but had not had their children vaccinated. Some of these mothers 
believe immunization has a curative rather than preventive function, and even those 
who mentioned prevention did not really know what this concept means (Bonilla et al. 
1985:445). 
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The belief that healthy children don't need immunization. In Indonesia'sYogyakarta province a major reason for non-immunization is the belief that, so long asa child appears healthy, there is no reason to approach any health service(Singarimbun et al. 1986). In Nigeria too, some mothers say they do not see whythey should expose a healthy child to fever and other complications. "Ido not believein vaccination because it leads to malaria fever and convulsion," explained one motherin Ibadan. This misperception is apparently an extension of traditional Yoruba beliefsin which ideas about prevention of illness run parallel with ideas about cure (Adekunli
1978:356). 

2. Beliefs about Contraindications 

Belief that a sick child should not be immunized. In all regions of thedeveloping world, many mothers fail to take their child for immunization because theybelieve a sick child should not be immunized. Many parents in Honduras, forexample, say they believe immunization is good but explain the reason their child is notimmunized is because the child was too sick. Many mothers do not take even childrenwith mild colds or diarrhea to be immunized (Booth and Mata 1985). Likewise in SriLanka many parents do not take a child for immunization who has a cough or diarrhea
(Nichter 1988). 

Reasons for beliefs about contraindications for immunization are two: folk
beliefs and advice from health workers.
 

Folk beliefs. In many cultures there are folk beliefs about a sick or otherwiseweak child not being able to tolerate immunization. In Sri Lanka, for example, manyparents believe that their child, if suffering from poor digestion or mandama dosha, afolk illness associated with protein calorie malnutrition, should not be vaccinated(Nichter 1988:28, Ratnayaka 1985). Apparently the problem is even more common inIndia. The result is that malnourished children, who are at greatest risk for a cycle of
infections, are least likely to be vaccinated (Nichter 1988:29).
 

In central Haiti, some mothers still adhere to the folk belief that it is bad for achild to be vaccinated when the child has a cold, a rash, or is teething. This"contraindication" derives from the traditional "hot and cold" theory which definesfoods, medicines, illnesses, and other physical states as intrinsically "hot" or "cold" innature. Injections are generally considered "hot" and thus may be dangerous to givesomeone who is already suffering from a "hot" illness (e.g., teething or rash), or maybe too strong in opposite tendencies for someone with a cold illness (Coreil 1987a). 

Advice from health workers. Current EPI norms explicitly state that the onlyreason not to vaccinate is "very serious illness" (indicated by the presence of feverover 102 degrees Fahrenheit [38 degrees Celsius]). Previously doctors and otherhealth workers were trained to reject sick children brought for immunization. Althoughrecent international health research has since demonstrated that immunization iseffective even if a child is mildly ill, some doctors and other health workers still reject all 
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sick children brought for immunization. In Guatemala, for instance, a KAP study 
revealed that about one-quarter of physicians and other health personnel interviewed 
still believe that malnutrition and diarrhea are also reasons for not vaccinating.11 

Such beliefs and advice on the part of health workers have caused many 
parents to believe that no sick child should be immunized. In Sri Lanka, as in many 
other countries, parents receive contradictory messages from health workers 
concerning vaccination during illness (Nichter 1988). In Honduras, for example, under 
earlier regulations, nurses would not immunize children with a low grade fever and 
instrucied mothers to go home and return at a later date. As a result, many mothers, 
to avoid an unnecessary journey, stopped bringing in a child with a fever. Honduran 
health center regulations have been since changed and nurses now immunize sick 
children, unless they are suffering from a serious illness, but mothers still keep ill 
children home (Bonilla et al. 1985:445-446). In Abu Dhabi too, health professionals 
have recently been directed to give the new, less restrictive message about 
contraindications, but many mothers (73 percent in one recent study) do not yet 
understand or believe this new information (Rifai 1989:62-63). 

Belief that a child who Is weak cannot withstand vaccination. In Karnataka 
state, India, many people have been told, and believe, that vaccinations are powerful 
"health injections." Medicines that are powerful are not always thought suitable to 
when the body is weak. Many parents thus believe that vaccinations are dangerous if 
taken when a child is weak and that children suffering from weakness are "unable to 
stand the shock" of a "health injection" (Nichter:1988). 

Belief in climatic or seasonal contraindications. Some people believe that 
there are seasonal or climatic restrictions on immunization. In both !ndi~a and Sri 
Lanka, rainy days (associated with exacerbation of illness and bad digestion) are 
considered a bad time to receive an immunization. In Sri Lanka, the summer season 
is also judged an "unhealthy season" or bad time of the year for immunization (e.g., 
because of the abundance of sour, "heat-producing" fruits which make the blood 
humorally "unbalanced") (Nichter 1988:31). 

Given that children in rural poor households may be sick for one third of the 
year up to age three, it is likely that a large proportion of children are judged by their 
parents as unfit to receive immunizations at scheduled clinic times. These beliefs thus 
mean that many children are not being immunized who otherwise might be. Given the 
widespread nature of these "contraindication" beliefs, and where curative care is not 
available alongside immunization, many mothers view taking children to be immunized 
as placing them at increased risk during times of prevailing vulnerability (Nichter 
1988:30). 

"See Enge and Harrison (1987:15). This excellent study is one of the few to 
explore in depth the knowledge, attitudes and practices of providers of immunization. 
It should be used as a point of departure for provider studies in other countries. 
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Belief that Immunization will lead local gods to Inflict misfortune on the
household. Where disease is believed to be caused by a god, this belief is the basis 
for an importa, ac "contraindication." In India and Nigeria, for example, many people
are reluctant to use immunization or other "modern" measures against measles on the
grounds that it is supernaturally caused. Many parents believe that immunization will 
anger a disease-causing local god (or goddess) who will then cause misfortune to
befall the child or the family (Adekunle 1978:356, Mather and John 1972, Odebiyi and
Ekong 1982). This is an illustration of why understanding and relating immunization to 
the local cultural etiology is important. 

Belief a woman should not be immunized while pregnant. Some women
 
fear that their having an immunization will harm the fetus. This is one reason in

Bangladesh for low tetanus toxoid coverage (Rahman et al. 1982).
 

Many health workers fail to recognize the extent of parents' worries over these
"folk contraindications." In Haiti, for example, a 1987 study found that health workers' 
and community members' views as to barriers to increasing immunization use were
quite consistent in all but a few areas. One is contraindications. Health workers do 
not regard local beliefs about contraindications for vaccines as a matter for concern
while, in fact, they worry many mothers and are the reason that some do not have 
their children immunized (Coreil 1987a). 

3. Belief That Immunization is Not Effective 

Beliefs due to ineffective vaccines. Whenever children have been immunized 
against a disease (or are believed to have been immunized against a disease) and

then later contract it anyway, community confidence in immunization is shaken. From

Africa, for example, come reports of "bad stories" circulating about children who

contracted measles after receiving the measles vaccine. The vaccine was ineffective
because of careless handling. In one case in the Cameroon, only 40 percent of the
vaccinated children developed antibodies against measles, a fact that led many
parents thereafter to conclude, and repeat to others, that measles vaccine is not 
effective (Brown et al. 1982). 

Beliefs due to over-attribution and false expectations. In some communities 
where people have a general awareness that immunization protects against some
disease, a "spill-over effect" occurs: people expect protection from a wider range of
diseases than is actually afforded. A recent study in India, for example, found that 
many people of diverse backgrounds believe that immunization protects the child from 
diarrhea, dysentery, vomiting, fever, pneumonia, malaria, and even coughs and colds 
(Indian Market Research Bureau 1987). 

In India, and in Sri Lanka, a significant proportion of the populace who have
received vaccinations do not perceive them to be efficacious. The reason lies with the
promotion of immunization through overly-simplistic messages such as "Vaccinations 
are good for health." In the absence of further information, such messages have 
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created false expectations among parents who now tend to attribute far more 
preventive power to immunizations than they have. 

As a result, in both India and Sri Lanka, many mothers think vaccinations are 
for a child's general health and serve as protection against coughs, colds, fever, skin 
ailments, and diarrhea. In India's Karnataka state, for instance, many parents, rural 
and urban alike, state that vaccinations are to prevent rashes, coughs, fevers, and 
diarrhea. Even mothers familiar with the purpose of "the triple vaccine" (DPT) still 
believe that vaccinations protect against these other ailments too. Some semi
educated people believe vaccinations protect against all serious infectious illnesses. 
Other Indian mothers, when asked why they had their children immunized, responded 
"We heard that the injection prevents sickness," but were at a loss as to just which 
diseases were prevented by these "injections" (UNICEF 1984, Nichter 1988). 

Nevertheless, these same parents observe that children who have been 
immunized are no healthier than children who have not been immunized, as they still 
have fevers, colds and diarrhea. Because they believe immunization is supposed to 
protect against these ailments too, they conclude immu.-iization is not effective. In the 
absence of governmental pressure, it is likely that many of these parents would not 
take their children to be immunized. 

In South India, some people who questioned the efficacy of the vaccines 
speculated that the after-effects were caused by adulteration. Several reasons account 
for this. First, given the common false expectations that vaccinations are good for 
general health, coughs, malaria, rashes, and so on, it is understandable that the 
effectiveness of the vaccines would be questioned. A second reason is that many 
government doctors, especially those in private practice, downplay the quality of 
government medicine (in some cases asking patients to buy better medicines from 
them directly, or to bring medicines from a pharmacy). This fosters the already 
existing idea that anything free is of dubious quality (Nichter 1988). 

The belief that immunization bolsters resistance to illness in general is illustrated 
dramatically by an incident in Haiti. There, in a community where immunization 
acceptance was generally low, an epidemic broke out in 1977 of cutaneous anthrax, 
an acute bacterial disease (traced to eating beef from an infected cow). Initial 
symptoms--blackish pustules--are dramatic and within a week, 27 cases had been 
diagnosed, 13 among children, 7 of whom died. A surprising consequence was an 
unprecedented increase of more than 400 percent in ihe number of children brought to 
the weekly vaccination clinic for DPT, despite the fact that DPT provides no protection 
whatsoever against anthrax. At the height of the epidemic, the turnout for vaccinations 
escalated from an average of about 50 children per week to over 230. This response 
revealed that most villagers held the inaccurate view that immunization provides a 
generalized resistance to all forms of infection, rather than a disease-specific immunity. 
The DPT immunization, they thought, would strengthen their children's resistance to 
any infection, anthrax included (Coreil 1980). 
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In summary, it appears that many parents do not have their children immunizedbecause they do not think immunization is very effective. To begin with, they do notunderstand what specific diseases immunization protects against.immunization is good for the health in general and offers 3 
Rather they think 

protection against awide variety of illnesses. In other words, they think immunization provides astrengthened resistance to illness in general rather than disease-specific immunity. Butmany children who have been immunized later come down with these illnesses
anyway, which is taken as proof that immunization is not so effective.
 
Confusion of immunization with other nLeciosM. In at least some countrieswhere injections have become common and popular, parents confuse immunizationwith other injections (of antibiotic, vitamins, or tonics). In central Haiti, for instance,many mothers believe the red liquid given orally is (polio vaccine) is a vitamin (Coreil1987a). In India, about one-third of mothers in the Karnataka study said they had
received a government health injection during a previous pregnancy. 
 Presumably thiswas tetanus toxoid, although this is uncertain as in some cases a doctor had told thewomen the injection was a vitamin or tonic injection. 

4. Other Misperceptions 

About the power of Westernmedicine. In India, some people state thatvaccinations are given to small children to help them "become accustomed to"
allopathic (or "Western") medicines. 
 Once three doses are received, a child would becapable of "taking to" allopathic medicine when it was needed later in life (Nichter

1988).
 

Family planning. In Turkey, Indonesia, and India, some people associatevaccinations with family planning activities. In south India some villagers explainedthat, while vaccinations offer children good health while young, they reduce their abilityto have more than one or two children when they grow older (Nichter 1988). 
Perceptions about therelationship to other health services. In Karnatakastate in India, some women refuse tetanus toxoid immunization during pregnancy,associating it either with hospital births or covert attempts by the government to
introduce family planning. 
 Some women express the fear that these "tonic injections"
will cause them to have big babies and therefore difficult deliveries (Nichter and Nichter


1983).
 

Knowledge vs. Compiance 

In some countries, approaches to immunization relying on social control andgovernment coercion have led to negative attitudes as well as false expectations thatundermine public confidence in immunization and related public health programs. Inthese contexts, personnel employing the "compliance" approach have tended toassume that people do not need to unoerstand what immunization is for what disease
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-just get parents to come and give tho vaccine. Compliance is gained more by power
relation-s .:ips than through understanding, felt need, or perceptions of efficacy (Nichter
1988:2). 

South India and Sri Lanka aro:j cases in point. In both countries many people
receive vaccinations because of coercion and prodding. Family health workers put 
pressure on households to accept immunizations because the government requires
them. To a lesser extent immunizations art sought by citizens because they are a felt 
need or because the populace knows what illnesses they protect against. It is not 
surprising therefore that many South Indian and Sri Lankan villagers have come to
view immunization as "injections that government health workers tell people it is their 
duty to receive" or "injections provided by the government for which the people do not
have to pay." Villagers have told researchers that government health workers are very
anxious to find children and mothers to vaccinate because th6y, the health workers,
receive some cash benefit from the government for each case. It has also been the 
villagers' impression that the health workers are scolded if their case number is too 
low. Some villagers have said that health workers are so concerned about meeting
their targets that they even ask children to receive vaccinations "at times that are 
dangerous for children to be vaccinated" (Nichter 1988). 

Sri Lanka offers a particularly interesting case. Regardless of a lack of 
knowledge about what diseases are prevented by immunization, Sri Lanka has 
achieved a remarkable increasn in immunization coverage over the last decade. This 
is attributable to several factors, including political commitment, an active media 
campaign, improved record-keeping, and improvements in immunization scheduling.
Is this an unqualified success? To answer this we must look beyond coverage to the 
distribution of knowledge aboL't immunization, says antl-ropologist Mark Nichter, one 
of the few researchers to have studied immunization-related beliefs or behavior in 
detail. 

'Thinking about vaccination programs in militaristic terms" leads health workers 
to allocate high priority to meeting targets at the expense of community education 
about immunization, states Nichter (1988:4). Without meaningful education, efforts to 
achieve immunization compliance may lead to long-term ambivalence about 
vaccination and other public health programs. An immunization program may achieve 
coverage without a population gaining understanding of the purpose of vaccines, but 
at a cost. Households and the community assume little responsibility for their health;
health field staff come to be viewed in terms of social control; false expectations lead 
the public to question the value of immunization during crises; and records based on 
self-report are of questionable reliability (Nichter 1988:27-28). 

The Importance of Knowledge about Immunization 

Does knowledge about immunization make a difference? Are mothers who 
understand more about immunization more likely to have their children immunized? 
The answer appears to be yes. 
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In central Haiti, for example, acceptors and non-acceptors alike have littleknowledge of which diseases are prevenv' d by which vaccines or how many doses ofeach are needed. Nevertheless, acceptors of immunizations do appear to have moreknowledge about vaccines, including the diseasev' protected against, the age vaccines
should begin, the names of vaccines, and the number of doses required (Coreil
1987b). 

There are exceptions, however--circumstances under which high coverage rateshave been achieved despite low levels of parental knowledge about and understanding
of immunization. One exception appears to occur in communities where culturaltradition has instilled in the public a deep respect for the authority of local leaders.
This may be the case in parts of Indonesia and Bhutan where many parents taketheir children to be vaccinated largely, it appears, because local leaders tell them to do 
so (Singarimbun et al. 1986).2 

A second and very important exception depends on the quality of healthworkers. From many countries there ;s evidence that, where health workers treat their
clientele with respect and have developed with them a high level of trust, vaccination 
coverage is higher; parents take their children for immunization on the advice of thosehealth workers, trusting them that immunization will be beneficia without necessarily
understanding much about it. In Bolivia, for example, research indicates that wherepeople have confidence in the health workers, they also have positive perceptions ofvaccinations (Bastien 1988:19). In Bangladesh the success of tetanus toxoid
vaccination has been found to depend very much on the provision of dependable

services by health workers who are trusted by the community (131anchet 1989:17). 

A third exception is imitation, when people who lack knowledge and

understanding of immunization imitate the immunization-seeking behavior of others.
For example, in Bangladesh some poor servant women take their children for
immunization, understanding little about it, simply because their employer immunizes

her children and recommends it (Blanchet 1989). Imitation of elatives is also a
 
reason, as in Bolivia (Bastien 1988:25).
 

Finally, there are exceptions, as in the United States and other developedcountries, where mothers lack knowledge of the specific diseases but immunize their
children nevertheless. Here the circumstance is one in which well-educated parentsunderstand the value of prevention and the principles of immunization, even thoughthey rarely encounter and lack personal knowledge of the specific diseases. 

12Finding from Bhutan provided by Robert Steinglass, (personal communication). 

See also Steinglass et al. (1988). 
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Parental knowledge is thus not the only factor, and often is not the most 
immediate factor, influencing immunization acceptance rates." Where immunization 
services are relatively good and accessible, superficial knowledge about immunization 
may not be a major problem. However, where immunization services are poor or not 
very accessible, spotty, superficial knowledge often results in: (1) misperceptions and 
(2) unfavorable attitudes, both of which contribute to low motivation for immunization 
and, consequently, low acceptance rates. In many other countries, "no knowledge" or 
"incorrect knowledge" is also a major reason for "drop outs," or non-completion of an 
immunization series. 

Finally, the accuracy of provider knowledge.about immunization is a very
important factor. This includes: general knowledge about immunization; knowledge
about cold chain management; and knowledge about vaccine administration. 

Conclusions and Recommendation 

Health care workers must themselves have an accurate understanding of 
Immunization and then need to focus more on educating the community about 
what Immunization is and why it is important. Incomplete and superficial
knowledge on the part of parents results in: (1) misperceptions and (2) unfavorable 
attitudes, both of which contribute to low acceptance and high drop-out rates. More 
detailed and more accurate knowledge about immunization on the part of both fathers 
and mothers will be necessary for increasing and maintaining acceptance levels. This 
does not require a thorough, sophisticated knowledge but, in most countries, certainly 
more understanding than is common today. 

1
3Numerous researchers have discussed the "health belief model" for immunization, 

(see Heggenhougen and Clements 1987). This model does not seem very useful for 
practical purposes. It hypothesizes that people most likely to accept immunization 
services are those who believe that: (1)their children's susceptibility to the disease is 
high; (2) if the disease is acquired, it could be serious; (3) immunization is effective in 
preventing the disease; and (4)there are no serious barriers to immunization. This 
model does not seem so useful because of the big if of number four. Points 1,2, and 
3 can be boiled down to say that people are more likely to accept immunization if they
have accurate knowledge about its purpose and value. This is appropriate. Where the 
model falls short is in minimizing other barriers to immunization which, for many 
mothers, are very serious constraints. 
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VII. COSTS. CONSTRAINTS, AND COMPETING PRIORITIES 

Issues for Project Design and Implementation 

o Are costs of immunization a deterring factor? 
o What other constraints do parents face? 
o What could possibly be higher priority than health care? 
o Is time really a factor when immunization requires so little time? 

Women in poor families simply have far greater demands and constraints on 
their time than health planners sitting in distant urban offices usually comprehend. 
Women in families that live on the margin, depending on day-to-day subsistence 

In theactivities, have no surplus time for activities that are not essential for daily life. 
perception of many mothers, immunization is one of those activities that would be 
good to do but is simply not essential for daily life. 

Who Takes The Child for Immunization? Use of the term "mother" above 
indicates the reality. As the burden of responsibility for child care usually falls on the 
mother, so too do visits for immunization. In Indonesia it is sometimes the mother-in
law who takes the child to the clinic (Singarimbun 1986:14). 

Fathers may occasionally take a child for vaccination, but more likely than not 
their involvement is within the household at the level of pronouncing whether 

Often he does not understandimmunization is needed or not for a particular child. 
immunization, and prevents it. In Honduras, for example, fathers are known to protest 
a wife's taking their child for a vaccination. Her absence from the home for a whole 
day in the case of a distant immunization site may leave him with no one to prepare 
meals. He might also argue that he himself had never been immunized and was 
nevertheless perfectly healthy (Bonilla et al. 1985). In Bangladesh some lower class 
men who earn well but have little education forbid their wives to take their children to 
be vaccinated, arguing that, unlike the poor, if their child is ill they have enough money 
to go to a doctor and get good treatment (Blanchet 1989:10). In one recent study in 
Bangladesh, 60 percent of mothers reported that their husbands made the decisions 
about whether or not to vaccinate the children (Worldview International Foundation 
1989). 

Time Costs 

In many countries immunization is now provided by the government free of 
charge. Often the accompanying assumption is that, since services are free, there is 
no (or little) cost to the client. This is not true. Costs borne by the parents, including 
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time and opportunity costs, are often significant--and constitute significant deterrents tofull immunization.' 

In Haiti, for example, one of the assumptions has been that cost has beenminimized as a deterrent since vaccines are provided free and "rally posts" are locatedwithin walking distance of all villages. However, the opportunity cost of maternal time,as well as the social and psychological costs of obtaining services may be even moreimportant components of "cost" than strictly monetary cost (Coreil 1987b). 
In Honduras likewise, vaccines are provided free of charge by the Ministry ofHealth, but there is nevertheless a considerable cost to the mother in time spentwalking to the clinic and waiting to receive the vaccine (Booth and Mata 1985). 

Many mothers do also incur some monetary costs, even when vaccines arefree. These include fees for transport and, when the child is perceived ill as a result ofimmunization, costs for seeking curative care. By far the major cost for most women,however, is time. 

Time allocation studies have consistently found that women in developingcountries face severe time constraints. Not only do low-income women generally worklonger hours than low-income men, but mothers of pre-school children must balancethe competing demands of market work, household production, and child care (Leslie
1987). 

The time costs to women of taking their child to be immunized differ fromcountry and locale to another.2 Time expended depends on how far women have to
travel to get to a clinic or a mobile immunization site and how long they have to wait
once there. Exactly how much time is spent is not clear. 
 A review of cost-benefit andcost-effectiveness analyses of immunization programs in developing countries found
only one that included estimates of private costs (Haaga 1986). 
 This study, ofmeasles vaccination in the Cameroon (Makinen 1979), included the cost of bus
transportation to the immunization site. 
 It found that private costs--time spent and busfare--conservatively calculated, were greater than the variable costs per vaccination
incurred by the government (Leslie 1987).
 

The time costs and constraints of the journey are especially onerous in the rainyseason. In West Africa, for example, the rainy season lasts two to five months duringwhich roads, many of which are unsurfaced tracks, may be flooded making it difficult 

'As noted in the Introduction, although the costs of immunization programs havebeen well studied by economists, their analyses have often overlooked opportunitycosts and other costs to parents. 
2'Time Costs and Time Savings to Women of the Child Survival Revolution" (Leslie1987) is the most comprehensive analysis available on this subject and should be readby anyone concerned about costs in child survival and primary health care programs. 
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for mothers to reach health centers and for vaccination teams to reach villages 
(Stoeckel 1985). Similarly in Bangladesh, Nepal, and elsewhere in monsoon Asia, 
roads are often washed out and foot travel precarious for more than a quarter of the 
year. 

The Competing Priorities 

Daily subsistence. By far the greatest barrier to child immunization for many 
poor women are the competing priorities of everyday life--acquiring and preparing 
food, working in the garden, doing household chores, tending to children's immediate 
needs, and many other necessities that are considered more compelling in a mother's 
busy schedule than immunization. Subsistence needs clearly affect poorer people 
more directly, as poorer families tend to depend on day-by-day acquisition of food 
supplies and cannot afford to spend half a day at a health center at the expense of 
providing the day's main meal. In Central Haiti, for example, market activities also 
compete heavily for women's time and are a major reason that some mothers do not 
immunize their children (Coreil 1987a). 

Similar constraints also prevail in Ibadan, Nigeria, where many urban women 
are petty traders who depend for their living on being at their stalls in the market. One 
mother of six said: "My children got immunization against smallpox because the man 
who vaccinated them came to the market. I cannot go to the hospital to vaccinate my 
children against other diseases because I cannot leave my trade. There is nobody to 
look after them for me. Please help us tell the government to bring vaccination to us in 
the market." "Ido not have much time to waste lining up in the hospital for child 
immunization," explained another Nigeria mother (Adekunle 1978:356). In Ghana too, 
difficulty in taking time off from work is a major constraint (Belcher et al. 1978). 

Family problems and competing demands. Another competing priority are 
family problems. These often involve major illness. In Haiti, for example, Some 
women explain the reason they haven't taken their children for all their shots is 
because their husbands have had expensive surgery that depleted their finances and 
required the wives to devote large amounts of time to convalescent care. Other family
problems include the mother's own ill health, relatives needing help, and marital 
discord. Haitian women were asked why, despite such worries, they couldn't find time 
to go to the "rally post" (health center) just one day a month. Their responses
indicated that the other problems created a sort of psychic overload that prevented 
them from even thinking about non-essential things--which, in their perception, include 
immunization (Coreil 1987a). 

Likewise, in Nigeria, many mothers say they do not have time to take 
children for immunization because of the obligation to attend family ceremonies 
(usually outside the town) that take precedence. One woman explained: "Icould not 
complete the dose because we had to go to Abeokuta, my husband's home town, for 
his uncle's burial, for six weeks. By the time I came back, I have forgotten about the 
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immunization" (Adekunle 1978:356). In developing countries where the extended 
family ;emains important (and the social security system for many people), there are 
many such relatives and thus many such time-consuming obligations which are 
considered higher priority than immunizing a child against some future possibility. 

Socioeconomic constraints. Even when all vaccines and other preventive 
services are provided free of charge, poverty remains an obstacle to use in other 
ways. Most importantly, it places many families at the edge of survival, such that daily 
subsistence takes priority. Poverty also makes some mothers embarrassed to go to 
the health post. In rural Haiti, some mothers stay away because their children do not 
have shoes or because they lack proper or clean clothes, either because their 
garments are too old or worn, or because the mother cannot buy soap to wash them 
(Coreil 1987a). 

Other children restrict mobility. Other socioeconomic constraints include the 
presence of older children who must be cared for or taken along. In many countries it 
is not unusual for a woman to have three children of preschool age. If she must walk 
a long distance, and especially if the road is steep, rocky, or slippery, toddlers and 
other young children greatly restrict mobility. Also, keeping watch over two or more 
children while at the health facility, especially if one is a nursing infant, is difficult and 
often nerve-wracking for the mother. The alternatives -- finding child care for the older 
children or someone to take the infant for her -- are not easily accomplished either. 
Many women do not have friends or relatives to call on for such purposes and 
organized child care, of course, is not available (Coreil 1987a). 

Conclusions and Recommendation 

Project planners and managers must factor into their calculations the 
limited time and competing priorities of poor, developing country women. 
Women in families that live on the margin, depending on day-to-day subsistence 
activities, have little surplus time for activities that are not essential for daily life. In 
many mothers' perception, immunization is one such activity. Despite a positive 
attitude toward immunization, many lack the time to act upon it. 

Immunization programs should attempt to provide services close to 
women's homes or places of work. Many women are sufficiently positively inclined 
toward immunization to seek it out if long travel and waiting time is not involved. Ifa 
major time investment is required, the cost is too great for many. 
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VIII. SIDE EFFECTS, FEARS, AND LOW MOTIVATION 

Issues for Project Design and Implementation 

o 	 Are side effects really a problem? 
o 	 What other fears inhibit acceptance of immunization? 
o 	 What other factors cause parents to lack motivation to immunize their 

children? 

Attitudes toward immunization range from positive to negative, as already noted 
above. Negative attitudes relate chiefly to side effects or compliance approaches. For 
many parents, given their incomplete knowledge of immunization and the real, practical 
constraints they face, not even strategies such as "social mobilization" have been 
compelling enough to change all attitudes from neutral to positive and to overcome low 
motivation and fears. 

Fears 

Parents fear numerous things related to immunization. They fear side effects 
from the vaccines and from careless or unskilled vaccinators, they fear criticism and 
unsupportive comments from others and, in some countries, they fear pressure from 
health workers and other consequences related to family planning. Not surprisingly, 
these fears are more acute in less educated mothers. They also pose greater barriers 
to immunization for poorer mothers who face severe poverty-imposed constraints and 
they also pose greater barriers to mothers for whom immunization services are not 
conveniently accessible. 

1. Fears of 'vaccine Side Effects 

Vaccines have some undesirable side effects. Side effects are of two types: 
common, relatively mild side effects; and rare but severe side effects. Most experts 
believe that the benefits of vaccines far outweigh the risk of side effects. Severe 
reactions occur far less frequently than death or serious side effects from the disease 
itself in unimmunized children. 

3See UNICEF (1985g) as well as case studies presented in: Bertan and Reid 
(1985), Burkina Faso and UNICEF (1985), Stoeckel (1985), Argueta and Jaramillo 
(1985), Government of Colombia (1985), and UNICEF (1984a, 1985a, 1985b, 1985c, 
1985d, 1986b, and 1986c). 
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Nevertheless, health professionals appear to have underestimated the adverse 
impact of side effects on immunization acceptability. The severe side effects are so 
rare that little has been written about their impact in developing countries on 
community attitudes toward immunization. It is rather the ordinary milder side effects 
that cause many parents to stay away from immunization, or to discontinue the 
sequence. In Haiti, for example, researchers found that health workers' and mothers' 
views as to barriers to increasing immunization use were similar in all but a few areas. 
The greatest difference concerned how the community perceives the vaccines. Health 
workers do not regard vaccine side effects as a matter for concern while, in fact, they 
worry many mothers and are the reason that at some do not have their children 
immunized (Coreil 1987a). 

The 	common side effects are as follows: 

o 	 BCG causes a small sore to develop at the vaccination site. This usually
lasts one to two months and then disappears. 

o 	 DPT frequently produces fever and redness, swelling, and pain at the 
injection site. 

o 	 Measles vaccination produces a mild fever and a rash which 
may occur 8 to 12 days after vaccination. The fever can be 
controlled by aspirin. 

In nearly all developing countries, fears about harmful side effects are a major 
reason for lower-than-desired immunization coverage (Heggenhougen and Clements 
1987). Case studies from Honduras (Booth and Mata 1985), Botswana (Ulin and Ulin 
1981), Ghana (Belcher et al. 1978), and Haiti (Coreil 19,-7a) illustrate the problem.
Many parents are afraid the vaccines will even cause the disease itself. Stories 
circulate about children dying after having been immunized (Coreil 1987a). 

Many mothers become angry about side effects and distrustful for this reason of 
the health services. In one Botswana community, a household study found that more 
than half of 620 women interviewed (53 percent) regarded immunization as potentially
dangerous. This group was divided between those who claim it is either worthless or 
dangerous but allow it because they believe it is the law, and those who say they
would do anything to protect their children from the imminent danger of government
immunization. The most common explanation for the widespread fear of immunization 
is the mothers' observation of fever, malaise, and a skin eruption that follow 
immunization. As one irate mother exclaimed: "They said the immunization would 
make my child strong and healthy, but it only made her sick. Then I had to take her to 
the clinic and pay forty cents." Another common response reflects the conflict 
between the fear of immunizations and fear of authorities. As one woman explained: "I 
hate mekento (immunization injections) and see no good in them, but we have to obey
the law. We have no choice" (Ulin and Ulin 1981). 
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In each country and culture, community members have developed their own 
particular explanation for the side effects of immunization. For example, in parts of 
India, vaccination side effects are often regarded as "the power of the injection 
shocking the body." Some Indians regard the fever and pain following vaccinations as 
an unfortunate but necessary set of responses the body must go through "to become 
habituated to the powerful Western (allopathic) medicine" (Nichter 1988). Here, as in 
most Asian countries, this perception relates to the general view that Western 
medicines are more powerful than traditional Asian medicine, but have strong side 
effects as a consequence. 

This is clearly an area that health communicators have ignored, or to which they 
have given very little attention. In .'ontrast to family planning, very little appears in the 
immunization literature about counseling on side effects. Nevertheless: 

o In Honduras, radio messages explained to mothers that reactions to some 
vaccinations are natural and indicate that the child needed the vaccination. (Radio 
also taught mothers that mildly ill children could be immunized. If the child was too 
sick to receive an immunization, she needed medical treatment anyway) (Booth and 
Mata 1985:120). 

o In India's Karnataka state, researchers found that vaccination side effects 
could be transformed from having negative to positive associations if health staff make 
the point that the side effects are evidence of the worth of the vaccination 
(Nichter:1988:15). 

2. Fears of Side Effects from Poor Injection Techniques 

More common than side effects of the vaccines themselves are the negative 
consequences of poor injection procedures, especially infections and abscesses 
caused by contaminated needles and syringes (WFPHA 1984:11). 

In Karnataka state in South India, over 40 percent of people surveyed said they 
do not trust primary health care health center staff to administer injections. Caste 
consciousness about purity and pollution, and inter-caste concern about needles 
polluting higher caste persons was not voiced as a concern. Rather the concern was 
the technical competence of the person administering the vaccination--and the extent 
to which that person is known to have good "aim." 

Villagers believe that "aim" is an important determinant of the effectiveness of a 
vaccination. In the villagers' perception, if the person giving the injection has good
"aim," then the medicine enters the mainstream of the blood and moves quickly 
through the body. But if the health worker's "aim" is poor, then the medicine does not 
enter the mainstream but rather some small tributary, with the result that its effect, just 
like a tablet, takes more time. Villagers speak of private doctors taking the time to take 
good aim, because their popularity, and thus their fees, depend on a good reputation. 
In contrast, it is said, since the public pays no fees for government vaccinations, 
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government health workers do not exercise care in giving them. Many villagers fear 
that the vaccinator might hit a nerve, causing permanent damage, and some cite 
cases of paralysis following vaccination. It is not clear whether paralysis actually
occurred as a result of immunization, but the fact that vil'agers say it did has a 
deterring effect on immunization acceptance in such a community. 

Furthermore, these same villagers ask, if health center staff giving vaccinations 
were really well-trained, why are they not routinely allowed to administer all injections?
The opinion is that vaccinators have "uncertain aim" and therefore can only administer 
free medicine, not ccstly medicine, for fear that they might waste it (Nichter 1988). 

3. Other Fears, and Mistrust, Related to Health Workers 

Fear that government workers will Immunize a child who Is too sick or 
weak for Immunization. This is a fear especially in countries where workers are given
immunization targets and incentive payments for meeting them. Parents fear the 
health workers will be more motivated by the incentive or pressure on them than by 
concern for the child's health. 

Fears related to family planning. Such fears inhibit some mothers in India,
Indonesia, Turkey, and perhaps other countries where health workers also have 
responsibility for promoting family planning (Nichter 1988, Singarimbun et al. 1986, 
UNICEF 1985c). Most simply, as in Indonesia, some mothers fear that health workers 
will pressure them to use family planning. Others fear that immunization is actually a 
covert form of family planning or that it might restlt in sterilization, as in Bolivia 
(Bastien 1988:1-2, 12). Likewise in Bangladesh some women believe the needle 
might contain a contraceptive (Blanchet 1989:16-17). In south India, some women 
also express the fear that, if they do not take the vaccinations health workers ask them 
to receive, then they will be offered only poor government health services should they 
require them. Several women viewed involvement with government midwives as 
requiring reciprocity: if the auxiliary nurse midwife assisted a woman during delivery,
then the woman's family would be in the midwife's debt and be asked by the midwife 
to receive immunizations, or go for family planning, to help the midwife fill her quota. 
Some women ore reported to delver their babies alone at home for this reason, rather 
than call on a nearby government midwife (Nichter:1988:10-11). 

Fears of criticism or embarrassment related to the child's nutritional 
status. Malnutrition is often a sensitive issue. For a mother who tries her hardest to 
provide for her children, to be told her child is weighing low is discouraging news. For 
this to happen repeatadly may be crushing, especially when the health post is so small 
that privacy is impossible. In Haiti, as elsewhere, some health workers who do the 
weighing tend to come across as scolding in their instructions. This can greatly 
embarrass the mother in front of oti ier women and be the reason she does not bring 
her baby back for immunization (Coreil 1987a). 
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Low Motivation for Immunization 

Many parents simply aren't very motivated to have their children immunized. 
Some become motivated through the "social mobilization" activities of an immunization 
campaign, but lose motivation after the campaign isover. Reasons for low motivation 
depend a great deal on education, poverty, and on other circumstances and 
constraints (see following section) of the individual mother. Among reasons for low 
motivation are the following. 

1. Health is a relatively low value. Some families accord low value to health 
ingeneral, and tend to neglect seeking even curative care. Others who value curative 
care may still be unconvinced of the Importance or efficacy of Immunization. 

2. Discouragement over the health of the child. Some mothers do not 
complete the full vaccine series because they become discouraged after their infant 
fails to show adequate growth, despite what they perceive as their best efforts. Rather 
than face disappointment, and mild criticism, they avoid returning for the remaining
immunizations. InHaiti, and other especially poor countries, many parents are 
fatalistic about child survival. Some parents say they do not consider itworthwhile 
to take preventive measures "because so many children die anyway" (Coreil 1987a). 

3. Maternal "negligence" (too many children or child is a girl). This is 
mentioned by many mothers and health workers alike as a reason for underutilization 
of health services, including immunization. It issaid that there are "some people who 
just don't care," that are lazy, that "cannot be bothered," or that simply lack concern 
for the health of their children (Coreil 1987a). Maternal negligence, benign neglect,
and selective neglect of less-favored children are particularly common invery poor
households where mothers lack resources and supportive networks. Inmany
countries, and especially inSouth Asia, parents are more likely to neglect immunizing 
a female child than ason, particularly if she isone of several daughters in the family.4 

4. Fears of public embarrassment or criticism. Some women are shy about 
being in public and put off going to ahealth post where immunization isprovided
because of timidity. Innorthwest Ethiopia immunization has been provided free of 
charge, but at an emotional cost. To qualify for free care, patients had to go to an 
administrative office which required long waiting time and caused the mothers agreat
deal of embarrassment, especially as they were required to produce three witnesses to 
testify about their poverty (Dagnew 1984). 

InHaiti some mothers are put on the defensive by neighbors' teasing remarks 
that they are seeking handouts from the health post. Conversely, having friends and 
neighbors who encourage and give positive support for getting immunizations is a big
incentive. Social support isan important positive reinforcement. The task iseased in 

4See Section IVabove ("Son Preference and Discrimination Against Daughters"). 
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those neighborhoods in which groups of women walk together to the health post, thenwatch each other's children while they take turns getting served (Coreil 1987a). 

5. Esteemed community leaders did not advise parents tO Immunizechildren. In traditional communities where local leaders still have great authority, thisis also an important factor. Thus in Indonesia the village headman is often a keyperson who can motivate mothers to use immunization services. Many mothers whohave not had their children immunized say the reason is that the village headman hadnot told them to do so (Singarimbun et al. 1986). In some communities, village leadershave actually deterred villagers from having their children immunized (Heggenhougenand Clements 1987). Traditional social structures do indeed have consequences for 
acceptance of immunization. 

6. Poor follow-up and non-accountability by health staff. Staff organizingvaccination camps or providing mobile services are often outsiders unknown to andnot accountable to the community. Government health workers assigned to a healthcenter from outside the community are often transferred every few years These arereasons cited in Indonesia, India, and elsewhere as lessening villagers' faith inimmunization programs (Singarimbun 1986, Nichter 1988). In India's Karnataka
province, one parent explained: 

"Strangers come and give injections to our children without first doing tapas(diagnosis of their state of health). Can we trust them with so many children tosee? And then they disappear and we are left with children having fever. Thesepeople do not inquire about the health of our children on the days following thevaccination, nor do they give medicines! Later the government sends people toask if our children have taken vaccinations two times or three times. Our sonhas taken once and was ill for three days. This is a sign the medicine was notgood for his body. So when these government people come I say 'Yes, my sonhas taken three government injections: two here and one at the village of mymother last year"' (Nichter 1988). 5 

7. No curative care provided. Many parents are not highly enough motivated forimmunization as to make their way to a health facility for this reason alone, but saythey would go if curative care were also provided. Mothers in Haiti express this clearly 

'As in maoy countries, immunization statistics are very unreli.ble in India. In onearea, the coverage rates reported by field staff were as much as double those reportedby villagers. This is probably due both to inflated figures being turned in to the stateby the field staff and to the lack of knowledge by mothers that an immunization (asopposed to a curative injection) had been received (Nichter 1988:45). This illustrateswhy immunization knowledge and popularity cannot be accurately judged by measuressuch as coverage rates. Ethnographic research in Sri Lanka, a country with highimmunization coverage, also indicates that coverage rates do not always corresponddirectly to knowledge about immunizations or felt need, but rather compliance
enforcement and "public policing efforts" (Nichter 1988:3). 
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(Coreil 1987a). Elsewhere too many mothers say they would be more eager to take a 

child for immunization if medicines were also available, including for other family 
members. 

goncluslon$s and RegommendationS 

Fears. Planners must develop better communication approaches to overcome 
parental fears. Parents fear numerous things related to immunization: side effects from 
the vaccines and from the poor technique or careless or unskilled vaccinators and, in 

some countries, criticism and pressure from health workers. These fears are more 
acute in less educated mothers. They also pose greatpr barriers for poorer mothers 
and for mothers for whom immunization services are not cot veniently accessible. 

Low Motivation for Immunization. Planners must also work with local 
leaders and provide community members with a better understanding of 
immunization in order to raise motivational levels. Many parents simply aren't very 
motivated to have their children immunized. Some become motivated through "social 
mobilization" activities of an immunization campaign, but lose motivation after the 
campaign is over. Reasons for low motivation depend a great deal on education, 
poverty: and on other circumstances and constraints of the individual mother. 

57
 



IX. DROP OUTS 

issues for Prol|ct Design and Implementation 

o Why do mothers start an immunization series but then disccntinue? 

o How can continuation rates be increased? 

Complete immunization coverage for a child requires several repeat visits to the
clinic, health center, or other locale where imminization is being provided. Both DPT 
and polio vaccine require multiple (three) doses. The universally-recognized schedule 
means five visits, or contacts, within the first year of life.' 

WHO-Recommended Course of Child Immunization: 

BCG At birth or soon after 
DPT-I and polio 6-12 weeks of age 
DPT-Il and polio At least 4 weeks later 
DPT-III and polio At least 4 weeks later 
Measles After 9 months of age 

High Drop-Out Rates for Multiple-Dose Immunization 

Unfortunately, in all countries, it is very common that many mothers, and 
especially illiterate mothers, do not return for the follow-up doses of DPT and polio
vaccines, without which the earlier dose is ineffective. The average drop-out rate 
between DPT-I and III has been estimated at around 24 percent. Over one third of the 
94 countries on which data are available have drop-out rates over 30 percent arid 14 
countries have rates over 40 percent (Kessler arid Blair 1987:6). 

The DPT drop-out rate in the Cameroon was not long ago estimated to be 
about 65 percent, and one clinic in Accra, Ghana, reported giving only 2 percent as 
many third doses of polio vaccine (Agudzi 1979, cited in Leslie 1987). In West Africa 
as a whole as many as 20 to 30 percent of children may drop out between one 
session and the next (Stoeckel 1985). Even the highly successful campaign in Syria
had a 12 percent drop out between DPT I and Ill. If drop outs in Bangladesh could 
be covered with seccnd and third doses, full coverage of under-fours in Mymensingh
district, for instance, would be 92 percent--instead of 6 percent (Kessler & Blair 1985). 

'This schedule has been reduced to two sessions in some places (e.g., parts of 

West Africa), but the wisdom of this reduction is debated (see Stoeckel 1985). 
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Ifmothers could be motivated to return for second and third doses, coverage
rates would rise by a sizeable 15 to 20 percentage points (Kessler and Blair 1987).
This would be a significant gain indeea. 

Reasons for Drop Outs 

There are many reasons for the drop-off in completion of immunization series. 
Many of these are similar to reasons discussed above for general non-acceptance of
immunization. Some are chiefly "user reasons" and others chiefly "health system
reasons," although there is considerable overlap.2 

User reasons: 

o 	 Many mothers believe that one dose is enough; 
o 	 Many mothers simpPy forget the date on which they are to return; 
o 	 Mott eis may know when they are to return, but the child is sick and the 

mother believes a sick child should not be immunized; 
o 	 The mother has lost the child's record and doesn't know if the child needs 

another irjection; 
o 	 The family may move, either seasonally or for a longer duration; and 
o 	 The child's crying or side effects of previous immunization may alarm 

parents. 

Health system reason.: 

o 	 Health staff often fail to give the parent a specific date for return; 
o 	 The health clinic or office may lose records and not know who needs 

injections;
 
o 
 The parent may return but the clinic may be too crowded, lines too long, or 

the vaccine not available; 
o The parent may return but the health worker may resist opening a new vial 

of vaccine for just one child; 
o 	 Previous encounters with the clinic (or mobile team staff) may have been so 

unpleasant that the mother does not want or dare to return; and 
o 	 Initial immunization may have been during an intensified campaign that was 

not followed up with promotional activities (e.g., community involvement, 
media messages) of similar intensivity. 

2Based on a similar listing in World Federation of Pub!ic Health Associations 

(1984:22). 
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Mothers generally do not know how many vaccines or doses their child has left.
In Haiti mothers explain that the nurse never tells them which ones she is giving or
 
which ones are left (Coreil 1987a). In Indonesia, and many other countries, "no

knowledge" or "incorrect knowledge" is also a major reason for non-completion of

immunization (Singarimbun et al. 1986). In many countries, Nepal, Bangladesh, and
others, such records are often destroyed by humidity, insects, or children in play
(Blanchet 1989). 

In Honduras some mothers do not realize that, if they fail to take the child for
immunization on the day they have been told, it is possible to go back on a different 
day. Some believe the vaccines are not effective unless administered on fixed dates.
Others stay away because they are afraid of being scolded by health center staff for 
missing the specified date (Bonilla et al. 1985:446). 

Clearly a remedy to this problem is desperately needed. Mothers who come for
the first dose are already sufficiently motivated. Their fai!ure to return should be
preventable. Unfortunately, not many programs seem to have invested energy in 
seeking a solution. 

One Solution: Improved Vaccination Cards 

Issues for Project Design and Implementation 

o Do vaccination cards make a difference? 
o What do mothers do with them?
 
o 
 Do they influence initial acceptance of immunization? 
o Do they influence continuation sates? 
o Can better-designed vaccination cards help reduce drop-out rates? 
o What characteristics should a vaccination card have? 

In the United States, a child's vaccination record is generally maintained by the
pediatrician or clinic. In developing countries, however, health staff usually give
mothers a vaccination card for their infants on which are recorded dates when the 
child has had an immunization; the mother is expected to keep this card at home and
bring it back at the time of the next immunization. Although different formats exist,
usually this card is somewhat similar to yellow "International Certificate of Vaccination" 
used by the U.S. Public Health Service for persons traveling internationally in that it
contains text and boxes in which vaccinators makes notations, but it is not graphically
attractive and certainly is not comprehensible by illiterate or semi-literate persons. 

There are several consequences of this type of vaccination card. First and
foremost, it is not understood by illiterate or semi-literate persons. This means it fails
in meeting one of its chief purposes: telling the mother when to return for the next 
dose or immunization. 

61
 



In Honduras, for ;nstance, it was found that not only illiterate but also literate 
mothers could not understand the vaccination card being used by the Ministry of 
Health. The script was too small, the graphics looked like a complex crossword 
puzzle, and some of the nurses had used roman numerals to write the dates. Even 
literate mothers looking at the card could not tell the name or number of doses of each 
vaccine that had been given to their own child or that needed to be given to complete
the vaccination series (Booth and Mata 1985:128). This card is shown in the drawing 
below. 
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Thus in 1982 when the Honduran MOH launched a new strategy of semi-annual 
"Immunization Week" campaigns, it was decided that this old vaccination card should 
be replaced. Questions to answer in designing the new card were: 

1. 	 How to represent the kind of immunization needed? 
2. 	 How to represent the number of doses needed? 
3. 	 How to indicate when a dose had been received? 
4. 	 How to indicate the date to return? 
5. 	 What size should the card be? 

Participant observation in rural clinics and in-depth interviews with mothers 
helped planners understand that mothers identified the vaccine by the way it is given: 

o 	 If given orally, it is against polio. 
o 	 If a deep shot in the arm, it is against measles. 
o 	 If a superficial shot in the arm, it is against TB. 
o 	 If a shot in the hip, it is for tetanus. (Of the three diseases DPT prevents, 

tetanus is the one most of these mothers remember.) 
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A new easy-to-understand six-page card was designed with illustrations of each
immunization and the number of doses for each. The pages for DPT and measles
 
appear as shown here:
 

Difteria, Tosferina yTitanos: Sarampi6n: 
Ties dosis. So splice desde 9 moses. 
So eserss A menos rues y medio *nre cads da4. S6o es apllca una dosla. 

* 0 1.dosisQ 

0 2'. d0s 

0 3. dsis 

On the line next to the illustration, the nurse now fills in with ink the date a dose
is received and prints in with pencil the date the mother should return. 

To determine the optimal size, vaccination cards were collected from public
institutions--the Ministry of Health and Social Security--and private institutions such as
pediatric clinics and laboratories. The vaccination cards used by private institutions 
were four times larger than the card used by the MOH--about 5" x 5", versus 2" by 2".
The reason given was to avoid loss of the card. To decide what size was best, the 
project planners (following social marketing principles) turned to the consumer, 
mothers. 

Three different models were rrepared for pre-testing by rural women. Both
illiterate and literate mothers understood the new design, whereas only a few of the 
literate mothers understood the old MOH card. The mothers overwhelmingly preferred
the smaller size, however, as it is easier to carry while also being easy to comprehend.
(Rural women in Honduras, as in many countries, carry money and valuables in a
plastic bag in their brassiere where they feel it is safe.) They also preferred the smaller
card because it presented only one (rather than two) vaccines on a single page. 

After re-design of the vaccination card, coverage of under-fives for DPT III and 
polio increased in two years from about 55 percent to an impressive 78 percent. The 
new graphics of the vaccination card are believed to have contributed significantly to 
this increase (Booth and Mata 1985:122). 
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Optimal characteristics of a vaccination card. This experience suggests the 
following guidelines for vaccination cards elsewhere. 

1. The card must be able to stand on its own. Even ifhealth staff have time to 
do a good job of explaining it at the time of vaccination (and often they don't), the 
mother must be able to comprehend it once she has returned home and time has 
passed. 

2. The card should show clearly four types of information: 
a. Which vaccines are needed, 
b. The necessary number of doses for each vaccine, 
c. How many of these doses have been received, and 
d. When to return for the next immunization. 

3. The card should be attractive. Illustrations make the card both more
 
attractive and help it communicate the information in point 2 above.
 

4. The card should be culture-specific. It should be in the local language and
 
illustrations, if used, should look like local people and adhere to cultural standards
 
(e.g., avoid faces of mothers in certain Arab countries). 

5. The size should be neither too small nrtoo large: large enough to
 
comprehend easily but small enough to carry easily.
 

Conclusions and Recommendations 

Country-specific KAP studies should be conducted to determine why, in
the Individual country, mothers initially attracted to Immunization, don't return 
for the follow-up doses. Changes should then be made to attract them back. 
The average drop-out rate between DPT-I and III has been estimated at about 25 
percent (very high). Reasons are generally known but need to be clearly understood 
in each country. If mothers could be motivated to return for second and third doses, 
coverage rates would rise by a sizeable 15 to 20 percentage points. 

Vaccination cards should be designed so that mothers can tell easily by
looking at them when to return for the remaining doses. Many cards in use today 
are not easily comprehended even by literate mothers. This is one major or at least 
contributing reason for drop outs--especially among mothers who are not highly
motivated or who face major constraints. A model for improving vaccination cards 
exists. 
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X. COMMUNITY PARTICIPATION 

Issues for Project Design and Implementation 

o 	 What is meant by "community participation" or "community involvement" 
in the context of immunization? 

o 	 Does community participation matter?
 
If so, how and to what extent?
 

o 	 Is there evidence that community participation has actually made a 
difference in progressing toward EPI goals (or is it just rhetoric)? 

"Community involvement remains more a slogan than a reality for the majority of 
immunization programmes, and much remains to be done in this area." 

This i:i not an assertion from some idealist social-scientist or left-leaning activist 
who sees community participation as an important goal chiefly for equity (or 
community ermpowerment) reasons, but a statement by the director of WHO's 
Expanded Programme on Immunization (R.H. Henderson 1984b:29). 

On the other hand, one eminent UNICEF official recently commented somewhat 
cynically: "Community participation? That's passe'. Nobody cares about that any 
more." 

The reality is that community participation is essential to reach the high 
coverage rates that are the goals of current EPI and UCI programs. Coverage rates of 
30, 40, and perhaps even 50 percent have been relatively easy to achieve in some 
developing countries, even without a great deal of attention to community participation
in the traditional PHC sense. But even the best conventional immunization programs
reach a plateau at around 70 percent coverage, as seen in Thailand (UNICEF 
1987a:29). 

The Meaning of Community Participation 

"Community participation" has two different meanings in the context of 
immunization. They are actually very different and it is important to distinguish 
between them (WFPHA 1984:28). 

1. Active participation of community members in the provision of services 
(including project design, implementation, and evaluation)--participation which involves 
self-help and the mobilization of village resources. 
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2. Acceptance of immunization services by individual community members--that 
is, the willingness of parents to "participate" in receiving immunizations for their children 
and tetanus toxoid for the woman. 

It is the first active participation meaning with which we are concerned in this
 
section.
 

Active Participation of Community Members 

Studies and evaluations show that the benefits of active community participation 
are many. These include the following. 

1. 	 Communication from respected local leaders and neighbors is better 
understood and more influential than posters or radio messages delivered 
by outsiders. 

2. 	 Community members and leaders are much more likely than outsiders to 
know the most convenient times and locations for clinic sessions; they are 
also more likely to know who are the drop-outs and the unvaccinated. 

3. 	 Community volunteers can help manage clinic sessions, remind mothers of 
upcoming immunization dates, and follow up on those who miss a date. If 
acceptance rates are low, they can help find the reason. 

4. 	 Community members cun do cheir own survey of immunization coverage;
schoolchildren can be taught about immunization and them given a small 
number of families to contact regarding missed immunizations. 

5. 	 In cultures where men control the movement of women outside the home,
the men's approval and even enthusiasm are essential. 

6. 	 Community members can provide an early warning system when rumors 
develop that can threaten the program. 

7. 	 Community members can support surveillance systems by reporting 
disease outbreaks. 

In practice, effective community participation is not easy to achieve. Project
planners and implementors usually do not allocate "3ufficienttime, personnel, or 
resource9s to communicate with and enlist the cooperation of village-level workers,
receive input from community members, or organize community groups (WFPHA 
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1984:29). Nevertheless, numerous projects and programs have successfully involved 
community members in promoting and providing immunization and, as a result, raised 
acceptance levels. 

For example, in a well-designed polio immunization campaign in Dewas District,
India, district authorities, block officials, elected village leaders, health workers, school 
teachers, and village watchmen were all informed about the campaign and asked to 
generate public enthusiasm. This they did. They produced a booklet on polio in the 
local language, had a polio song book written and taped, posters designed, and a 
photo exhibit prepared. Plays about polio were performed on market days. Village
watchmen went up and down the lanes beating their drums and spreading the 
message. Village children led processions, singing songs. Walls were painted with 
slogans and large banners displayed outside immunization centers. Extension workers 
and local volunteers made door-to-door visits to encourage attendance. Vaccination 
sessions were held at accessible village locations. Cold boxes and the cooperation of 
a local ice factory helped solve the cold chain problem (Wong 1983). 

In several countries, schools and school children have been enlisted to promote
immunization. For example, in the Ivory Coast, a school health education program
has been initiated to improve public participation in immunization activities. This 
consists of a simple lesson plan that is distributed to school teachers to use in 
teaching pupils the need for their younger siblings and neighborhood infants to be 
immunized. After completing the lesson plan, the pupils carry it home, together with 
appointment slips to have the target children immunized. Demand for immunization 
has increased dramatically in two areas where this has been carried out (WHO:19E'; 

In a sparsely settled area of the Machakos District in Kenya, the immunization 
strategy included studying the ctructure of the communty in order to plan for 
community participation, and then using schoolchildren to disseminate information 
about immunization, which was provided by mobile teams at local schools (WHO
1977). Clearly, a special study of community social structure is not affordable and 
possible everywhere. In many places, however, such information may already have 
been collected for other purposes. This should be used for building community
participation in immunization activities. 

The Danfa project in Ghana provides another example of the important
supportive role of villagers. There village volunteers were recruited and given brief 
training. They returned to their villages to tell community members about the coming
services, the diseases to be prevented, the age groups to be vaccinated, the benefits 
to the children, and expected side effects. They aided in selecting immunization sites,
reminded fellow villagers of coming dates, helped organize lines of flow, and tallied 

3See also Barbara Pillsbury, David Nicholas, and Arthur Goldsmith, Community
Organization (Washington D.C.: University Research Corporation, Primary Health Care 
Operations Research (PRICOR) Monograph No. 3, 1985). 
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numbers vaccinated--and clearly contributed significantly to increased immunization 
acceptance (Belcher et al. 1978). 

In most communities, despite some inevitable conservative traditionalists, many
people are very interested in and receptive to new ideas. They may also have high
expectations regarding project or program benefits. Problems arise, however, when 
expectations are disappointed or rumors develop and spread before they can be 
stopped. If programs wait until this point to involve the community, public
disillusionment may make it hard to recover lost ground (WFPHA 1984:29). 

Community Participation and Campaigns 

The most dramatic examples of community participation successfully
contributing to increased immunization acceptance relate, not surprisingly, to short
term campaigns. Building community participation that is sustained over time is a 
slow, long-term process. All too often, campaigns achieve high rEsults when first 
introduced, but by the time second and third doses are needed, participation has 
waned significantly. If the process moves too quickly and does not become part of the 
new conceptualization of village people, then it is questionable whether improvement in 
health status, let alone community participation, has really materialized (Rifkin 1980:7). 

The campaign in India's Dewas District, described above, illustrates this point,
that it is easier to generate a high level of community participation for short-term 
campaigns than ongoing activities. Unfortunately, despite the initial success in Dewas 
District, it proved difficult to maintain community participation and enthusiasm over time 
and immunization acceptance after the first round decreased. In part this was due to 
the staff's multiple and competing responsibilities ard in part it was due to the lack of 
follow-up publicity to motivate the community (Wong 1983). 

Community Leaders 

In many countries, local community leaders continue to be highly respected--or 
at least their authority respected if nct feared (Henderson et al. 1973, Singarimbum
and Streatfield 1986). The role played by powerful or esteemed community leaders
should be understood and appropriately built upon for motivating community members 
both to accept immunization and to participate in the provision of services. 
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Conclusions and Recommendali 

Along with measures to Impart fuller knowledge and understanding of 
Immunization, health workers and project personnel should use whatever means 
are available to Increase community participation. Despite sentiments that
"community participation is passe', and although effective community participation is 
not easy to achieve, community participation is essential io reach the high coverage 
rates that are the goals of EPI and UCI programs. 

Traditional health practitioners should 'ae part of the focus of health 
education efforts in countries where the put1ic frequeitly consult them. 
Traditional practitioners are not necessarily opposed to "modern" medicine and may be 
useful allies as they are often the first specialist consulted by community members. 
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XI. 	COMMUNICATION AND LANGUAGE 

Issues for Project Design and Implementation 

Are there names in all languages for the six vaccine-preventableo 

diseases? For the vaccines?
 

o 	 Are these direct equivalents to the scientific names? 
Whi;,h names do health workers and immunization messages presentlyo 

use for the diseases and vaccines?
 

o 	 What is the consequence of this usage? 
o 	 What names should be used? 

There is relatively little in the literature aiout efforts to colmunicate effectively to 

the public about immunization. Many of the health education and social marketing 
approaches and methodologies that have been developed during the 1980s for 
promoting other child survival interventions (especially ORT) could be adapted quite 
easily for use in popularizing and communicating about immunization.' 

Communication for Acceleration 

In the social mobilization and acceleration strategies employed during the last 
five years, communication has been aimed more at promoting the idea of immunization 
than at communicating details and addressing fears. Communication has been mor , 

at the level of a country's president or well-known entertainment personality endorsing 
immunization over television or the radio, or has been in the form of posters, 
dramatizations, and other catchy techniques. This has been an effective strategy for 
informing the public about the existence and importance of immunization. 

As we have seen above, people in developing countries now generally know of 

immunization. But many do not understand it well enough to be motivated to make all 

the necessary visits to the clinic or other immunization site. 1 lis will require more 
substantive communication tailored to local beliefs and expressed in local concepts. 

4For example, A.I.D.'s HEALTHCOM Project, imp!amented by the Academy for 

Educational Development, has focused much more of its communication efforts on 
ORT but could easily apply this body of experience and expertise to increasing 
immunization acceptance. 
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Using Local Terms and Concepts 

Experience in primary health care has shown clearly the importance of using 
local languages and linking health messages to local concepts and terminology. 
Immunization planners must recognize that medical language often obscures, 
intimidates, and confuses. Initials and acronyms that roll so easily off the tongues of 
Western health professionals--BCG and DPT among them--are meaningless to most 
developing country people, including many (or most) community-level health workers. 
Local terms must be sought for the diseases targeted for immunization. 

Several problems arise, however, with regard to local names. In many 
languages, there is no single term that is exactly equivalent to the biomedically-defined 
disease name (e.g., measles, diphtheria, tubeiculosis). 

Instead, local illness terms often encompass several diseases, or syndromes, 
that share similar symptoms and other features as the target disease. In this case, the 
community's judgment as to the efficacy of the vaccination depends on the vaccination 
preventing all illnesses and syndromes encompassed by the local term. 

In south India, for example, neonatal tetanus is often referred to by the same 
terms as other conditions involving fits and inability to suck milk (Nichter 1988). 
Likewise in Bangladesh, where three Bengali terms are used to describe tetanus 
(alga, dhanostinkar, and takuria), these terms are also used for other neonatal 
illnesses or syndromes that resemble tetanus. In one Bangladesh community, people 
came to believe that tetanus toxoid vaccine is only 50 percent effective in preventing 
these three illnesses (Chen 1986)--which means they were judging tetanus toxoid to be 
far less effective than it actually is. Similarly, in the Cameroon, it appears that stories 
about unsuccessful measles vaccine may have originated with people who were 
immunized against measles but subsequently developed an illness that, while not 
clinically measles, is known locally by the same native term that includes measles 
(Brown 1983). 

In some cultures the lameness caused by polio is not distinguished in the local 
language from the word for lameness in general (WFPHA 1984:30). Similarly, the 
childhood form of TB is often not perceived as the same disease as the adult form-
and different words are used locally for the two conditions. 

Considerable care must be used in understanding how local illness terms are 
used in the local context and for what range of health problems. Biomedical disease 
names cannot simply and directly be translated ir,'o native illness categories. 
Explanations and terms for the illness for which a vaccination provides protection must 
be based on a carefully planned strategy and a considerable degree of specificity. 
This is obviously more difficult for diseases involving symptoms like diarrhea than for 
diseases like whooping cough that have more distinctive features. 
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It may be possible, however, to identify a subtype of an illness (as locally 
defined) which corresponds more precisely to the vaccine-preventable disease. In 
fact, native healers often specify subtypes of illness categories for which they do and 
do not claim expertise (Nichter 1988). 

For example, villagers in Karnataka state in South India are familiar with tetanus 
and whooping cough and have local names they use for each. Researchers found, 
however, that health staff administering immunizations and recruiting community 
membe's to attend an immunization clinic used neither the formal names nor the local 
names by which the villagers know these diseases. As a result, some villagers thought 
the DPT immunization being offered was against malaria, about which they had little 
concern, and so didn't take their infants to be immunized. When these villagers later 
learned that the vaccine prevents whooping cough, some felt cheated. Living close 
together, these villagers knew well the cries of children coughing night after night with 
whooping cough (called locally nayi kemmu, "dog cough") and complained that, had 
they known there was an immunization against nayi kemmo they would have taken 
their children to get it (Nichter 1988). 

The explanation given by the health workers was that the local people were 
uneducated and could not understand vaccinations. Furthermore, the health workers 
said, they had not been instructed to use local terms or tell about vaccinations. 
Rather, it was the people's duty to receive vaccinations because the government 
asked this of them. And, in fact, no instruction had been given to the health workers in 
interpersonal communication concerninq vaccination. Emphasis was placed on 
vaccination timing and little else (Nichter 1988). 

Conclusions and Recommendations 

Traditional health beliefs. Health education should build on traditional 
beliefs and practices whenever possible. Health workers are usually more 
successful if they build on, rather than discount, preexisting beliefs about disease 
causation. 

Resiarch methodologies and health ejucation approaches developed for 
other child survival Interventions should be adapted for learning how to 
communicate about and for popularizing immunization. This includes social 
marketing approaches (used carefully), short-timeframe ethnographic studies, and 
methodologies developed in the fields of ORT and growth iionitoring. 5 

5See, for example, Marcia Griffiths, "Using Monitoring Results for Family Education." 
In Growth Monitoring Information for Action Issues Paper. Washington D.C.: World 
Federation of Public Health Associations, 1985. 
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Counseling guidelines developed for family planning should be used to 
develop generic guidelines for counseling on immunization side-effects and 
benefits. Currently little counseling on side-effects occurs. Much more has been 
developed in this area in family planning which could easily be built upon.6 

6See, for example, "Counseling Makes A Difference." Population Reports Series J,
No. 35, November 1987 (Baltimore, MD: Johns Hopkins University, Population 
Information Program). 
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