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Abstract
Despite the efficacy of vaccines, some parents still reject vaccination of their children,
resulting in low vaccination coverage, a greater burden of vaccine-preventable diseases,
and high infant mortality. The purpose of this study was to investigate the sociopolitical
determinants of vaccination status among children, aged 0-24 months, and identify the
factors that drive vaccine hesitancy. The social ecological model served as the theoretical
framework. The study research design was a quantitative cross-sectional survey. An
interviewer-administered questionnaire was used to collect primary data from parents and
caregivers in 384 randomly selected households from 48 settlements in the Abuja
Municipal Area Council. The dependent variable was the vaccination status of children,
while the independent variables were tribe, religion, socioeconomic status, and parental
trust in government. Data analysis with the chi-square test and binary logistic regression
in SPSS showed statistically significant associations between tribe (p = .005), parental
income (p = .043), educational attainment (p =.003), trust (p <.001) and immunization
of children. Only tribe and trust positively predicted immunization of children at a
statistically significant level in the regression model. This study has implications for
positive social change: the determinants that drive vaccine hesitancy could be identified;
health literacy programs, behavior change communication, and social mobilization
strategies could enhance parental vaccine acceptance, improve vaccination coverage, and

reduce child mortality.
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Chapter 1: Introduction to the Study
Introduction

The purpose of this study was to describe the sociopolitical factors that determine
parental decisions about routine childhood immunization in Nigeria’s Federal Capital
Territory (FCT), Abuja. This chapter includes an introduction to the study, the
background, problem statement, purpose, and nature of the study. I also describe the
theoretical framework, research questions, scope, assumptions, limitations and
significance of the study. A quantitative cross-sectional design was used for this study,
with the social ecological model (SEM) as the theoretical framework. An interviewer-
administered questionnaire was used to collect primary data from randomly selected
participants in Abuja, Nigeria. The data were analyzed using binary logistic regression in
SPSS.

Vaccines are biological preparations consisting of products of weakened or killed
microorganisms that can be administered orally or parenterally to human beings and
animals for the purpose of inducing immunity against specific diseases (World Health
Organization, [WHO], n.d.). Vaccines have been acknowledged as one of the greatest
public health achievements in human history, because they have been responsible for the
prevention of many deadly contagious diseases that cause high mortality and morbidity of
children (Barrows et al., 2015). Globally, it is estimated that every year, 1.7 million
children die of vaccine-preventable diseases (VPDs; Ophori et al., 2018), while vaccines
prevent about 2-3 million deaths among children under 5 years of age (CDC, 2014;
Meleko, Geremew, & Birhanu, 2017). The efficacy of vaccination is further evident from

the successful eradication of smallpox in 1980 due to global mass vaccination campaigns



spearheaded by WHO (Metzger, Kohler, & Mordmiiller, 2015). The success of routine
immunization (RI) programs depends not only on the availability or accessibility of
quality vaccines and their effective, efficient and safe delivery to clients in conducive
environments by qualified healthcare providers, they also depend on the demand and
uptake of these services by eligible children for whom parents make vaccination
decisions (Bedford et al., 2018).

Unfortunately, in spite of the efficacy of vaccination as a tool for the prevention
of infectious diseases, some parents consider vaccines to be unsafe, risky, dangerous, and
unnecessary (Dube, Vivon, & MacDonald, 2015) and are, therefore, hesitant in accepting
this life-saving service for their children (Opel et al., 2013; Ophori et al., 2014; Williams
et al., 2013). Parental decisions about childhood vaccination are important, both as
determinants of RI coverage, and as the focus for interventions aimed at reducing the
scourge of VPDs and improving child survival. Some factors that influence parental
vaccination decisions have been identified as poor health literacy or educational
attainment (Adeloye et al., 2017), negative attitude of service providers (Yaqub et al.,
2014), complex belief systems such as belief in divine healing or protection by charms
and ancestral spirits (Smith et al., 2011), and fears about vaccine safety (Adeloye et al.,
2017). Vaccine refusals contribute to low immunization coverage, predispose children to
VPDs, and increase mortality among infants and children under 5 years of age. (Gunnala
et al., 2016; Ophori et al., 2014). Decrease in vaccination rates due to vaccine refusal has
been established as a major cause of the upsurge in VPDs (Phadke, 2016).

Nigeria currently faces a crisis in childhood immunization, with a national RI

coverage of 38% (Gunnala et al., 2016). The high number of unimmunized children in



Nigeria has given rise to a huge burden of VPDs, which is largely responsible for the
country’s high mortality rates among infants and children under 5 years of age (Gunnula
et al., 2016). Previous studies have identified some causes of low immunization coverage
including (a) challenges with supply and distribution of vaccines, (b) inadequate human
and material resources for the administration of vaccines at immunization centers (Ghosh
& Laxminarayan, 2017), (¢) inadequate cold chain capacity for vaccine storage, and (d)
inadequate social mobilization (Adedokun, Uthman, Adekanmbi, & Wiysonge, 2017).
However, the determinants of parental vaccine decisions need to be fully explored. In
particular, the socioeconomic, cultural, religious, and political factors that influence
parental decisions to accept or reject immunization of their children need to be
investigated in the context of Nigeria’s diversity. Therefore, this study was needed to
determine the relationship between parental education, socioeconomic status, religion,
tribe or culture, and the vaccination status of their children. The results are expected to
yield great positive social change because they will inform the development of
interventions to improve vaccine coverage and reduce the current high infant and under-5
mortality rates in Nigeria.
Background of the Study

Nigeria is a very populous country, the 32nd largest country in the world (Naibbi,
& Ibrahim, 2014), and the 4™ largest country in Africa (Oku et al., 2017). Nigeria has an
estimated total population of 180 million people (projected from the last 2006 census),
and children under 5 years of age constitute 20% of the population. Nigeria’s indices of
health and development are suboptimal. The proportion of Nigeria’s population with

health insurance is less than 5% (Awosusi, Folaranmi, & Yates, 2015) while average life



expectancy is 55.2 years with a range from 54.7 years for men to 55.7 years for females
(Adejumo, 2018). The maternal mortality ratio in Nigeria is 1,602 per 100,000 live births
(Okonofua et al., 2017), while the current infant mortality ratio is 92 per 1000 live births
(Kotsadam et al., 2018). VPDs are major contributors to high infant mortality and
morbidity in Nigeria (Machingaidze, Wiysonge, & Hussey, 2013) because of the low
national routine vaccination coverage. In2017, it was 34.4% (Adeloye et al., 2017). The
unduly high and tragic number of deaths of children due to childhood infections is
unfortunate and unacceptable because these deaths are preventable through the simple
use of free and available vaccination services in Nigeria. Vaccine hesitancy or parental
rejection of childhood vaccination constitutes a formidable obstacle to efforts to
immunize all children and protect them from killer infectious diseases (Machingaidze,
Wiysonge, & Hussey, 2013). It also greatly undermines Nigeria’s potential to achieve the
second target of the third sustainable development goal: to end preventable deaths of
infants and children under 5 years of age as well as to reduce the infant mortality rate
(IMR) to 12 per 1,000 live births, and the mortality rate of children under 5 years of age
to 25 per 1,000 live births by 2030 (WHO, n.d.). According to Kriss et al. (2016),
parental vaccine rejection and vaccine hesitancy are predicated on religious, economic,
political, and sociocultural influences that affect the use of vaccination services.

The WHO launched the Expanded Program on Immunization (EPI) in 1974 as a
global public health initiative to ensure access to recommended RI vaccines by all
children worldwide (Machingaidze, Wiysonge, & Hussey, 2013). Nigeria commenced its
implementation in 1976, and in order to enhance program ownership, later changed the

name from EPI to National Program on Immunization (NPI). By WHQO’s standard, a



child is expected to complete RI before he/she reaches 1 year of age and should have
received one dose of Bacillus Calmette Guerin (BCG), three doses of Pentavalent vaccine
(consisting of diphtheria, pertussis, tetanus toxoid, hepatitis B and Haemophilus influenza
type B antigens), three doses of oral polio vaccine (OPV), three doses of pneumococcal
conjugate (PCV) vaccine, and one dose of measles vaccination (Machingaidze,
Wiysonge, & Hussey, 2013). The current RI schedule in Nigeria is shown below.

Table 1

Approved Immunization Schedule for the National Immunization Program in Nigeria

Contacts Minimum Target Age Vaccines Due

At birth (HepB & OPV-
Ist 0 must be given BCG, Hep B, OPV0
within14 days of birth)
2nd 6 weeks OPV1, Penta-1, PCV-1
3rd 10 weeks OPV2, Penta-2, PCV-2
4th 14 weeks OPV-3, PCV-3, IPV
5th 9 months Measles, Yellow Fever

Source: National Primary Health Care Development Authority (NPHCDA), Nigeria

In an ongoing effort to improve child survival through RI strategy, Nigeria has
keyed into other international interventions and strategies including the Global Alliance
for Vaccines and Immunization, Millennium Development Goals, the Global
Immunization Vision and Strategy, the Global Vaccine Action Plan, and Sustainable
Development Goal, (Machingaidze, Wiysonge, & Hussey, 2013). Nigeria also
demonstrated a commitment to improve vaccination coverage by adopting the Reaching

Every Ward (REW) strategy with its five components: (a) planning and management of



resources, (b) improving access to immunization services through establishment of fixed,
outreach, and mobile immunization services, (¢) supportive supervision, (d) monitoring
for action using data tools and feedback at regular meetings, and (¢) community linkage
to enhance participation of community members (Ali et al., 2016). These global and
national interventions for immunizing all eligible children can succeed only in an
environment of effective coordination or partnership, adequate funding, good
governance, and peace and security (Kamadjeu, 2017).

There is evidence to show that the EPI program has made a significant impact in
the improvement of immunization coverage. At the African regional level, RI coverage
with DTP-3 increased from 5% in 1974 to 85% in 2010 (Machingaidze, Wiysonge, &
Hussey, 2013). At the national level, DPT3 coverage improved from 36.3% in 2006 to
67.73% in 2010 — an increase of almost 95% (Ophori, Tula, Azih, Okojie, & Ikpo, 2014).
However, over the past three years there has been a downturn in vaccination coverage
due to challenges with program management, program ownership, funding gaps, political
governance, and parental vaccine rejection or vaccine hesitancy. The high proportion of
unimmunized children is worrisome because it is an obstacle to attaining Nigeria’s target
of reaching immunization coverage of 95% by end of 2020 (National Primary Health
Care Development Agency, NPHCDA, 2015). This current study therefore comes at an
opportune time; it can contribute to the search for strategies to address low vaccination
coverage.

Nigeria partners with several international health agencies in the provision and
financing of RI of children. These international agencies mainly provide technical

support. However, EPI is financed mainly by the three levels of government, supported



by International Development Partners and the European Union. Uzochukwu,
Chukwuogo, and Onwujekwe (2014) report that the proportions of total finances
contributed by various sources for EPI and RI in Nigeria are (a) federal, state and local
governments — 76%, (b) GAVI (Global Alliance for Vaccines and Immunizations) funded
by the UN, Bill & Melinda Gates Foundations, etc. — 12%, (c) European Union — 4%, (d)
WHO - 3%, (e) United Nations Children’s Fund (UNICEF) — 3%.

Some other previous contributors to financing of EPI and RI in Nigeria were the
World Bank, Bill & Melinda Gates Foundation, United States Agency for International
Development (USAID), the British Department for International Development (DFID),
and Rotary International. However, beyond financial contributions, WHO has
consistently committed its vast and specialized human resources to offer solid and
unquantifiable technical support for EPI and RI at the national, state and local
government levels in the areas of advocacy, planning and coordination, training and
capacity building, data management, supervision, monitoring and evaluation. Similarly,
UNICEF also offers technical support in vaccine securities and logistics as well as
communication and social mobilization.

Problem Statement

Vaccines are among the safest and most cost-effective medical interventions that
can prevent infectious diseases and reduce childhood mortality and morbidity (Oku et al.,
2017; Ophori, Tula, Azih, Okojie, & Ikpo, 2014; Pezzotti et al., 2018). Globally, it is
estimated that every year, vaccination prevents about 2-3 million deaths frequently
caused by VPDs among children less than 5 years of age (CDC, 2014; Meleko,

Geremew, & Birhanu, 2017). In spite of the efficacy of vaccination as a tool for the



prevention of infectious diseases, some parents are hesitant to accept this life-saving
service for their children due to different factors (Opel et al., 2013; Ophori et al., 2014;
Williams et al., 2013). These factors include poor health literacy or educational
attainment (Adeloye et al., 2017), negative attitude of service providers (Yaqub et al.,
2014), complex belief systems (Smith et al., 2011), and fears about vaccine safety
(Adeloye et al., 2017). Vaccine refusals by parents contribute to low immunization
coverage, predispose children to VPDs, and increase infant and under-5 mortality rates
(Gunnala et al., 2016; Ophori et al., 2014).

The National Immunization Coverage Survey, conducted in 2017, revealed that
the national RI coverage in Nigeria was 34.4% (Adeloye et al., 2017). Among the
programmatic challenges already identified as responsible for low vaccine coverage are
faulty planning or scheduling of immunization sessions, poor access to immunization
centers (proximity and poor road infrastructure), poor community participation (weak
sensitization and mobilization to create demand for immunization services), irregular
availability of vaccines at immunization centers (supply issues), and inadequate cold
chain facility for vaccine storage (Adedokun, Uthman, Adekanmbi, & Wiysonge, 2017).

Internationally, other factors that have contributed to parental vaccine refusals
include their lack of trust in government and safety concerns. Salmon et al. (2005) found
that parental vaccination decisions and attitudes are correlated with their political beliefs
and their level of trust in their government and its scientific institutions, especially those
that manage public health and immunization. Findings from a recent study indicated that
parents with conservative political beliefs are less likely to trust government and its

scientific agencies, less likely to take risks, more likely to believe that vaccines are



unsafe, and therefore less likely to support or accept vaccination (Baumgaertner, Carlisle,
& Justwan, 2018). However, the social, political, religious, cultural, and economic
determinants of vaccine acceptance in the Nigerian context are poorly understood, and
may be insufficiently explored (Abdulraheem, Onajole, Jimoh, & Oladipo, 2011). The
Strategic Advisory Group of Experts (SAGE) Working Group on vaccine hesitancy
created a matrix that includes all the factors mentioned. However, this was not an
empirical study, but a definition and scope matrix that researchers and health policy
experts can use (MacDonald, 2015). The current study sought to fill the research gap in
identifying the determinants of vaccine acceptance by situating the sociopolitical
determinants of vaccine acceptance in the Abuja Federal Capital Territory, which is the
center of Nigeria’s ethnic, political, cultural and religious diversity.
Purpose of the Study

The purpose of this quantitative study was to examine the association between
parental religion, tribe, socioeconomic status, trust in government and vaccination status
of their children, aged 0-24 months, in Abuja, Nigeria.

Research Questions and Hypotheses

This study sought to answer the following four research questions and associated
hypotheses:

Research Question 1. Is there an association between parental tribe and

vaccination status of children, aged 0-24 months?
HylI: There is no statistically significant association between parental tribe and

vaccination status of children, aged 0-24 months.
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HyI: There is a statistically significant association between parental tribe and
vaccination status of children, aged 0-24 months.

Research Question 2. Is there an association between parental religion and
vaccination status of children, aged 0-24 months?

Hy2: There is no statistically significant association between parental religion
and vaccination status of children, aged 0-24 months.

H42: There is a statistically significant association between parental religion
and vaccination status of children, aged 0-24 months.

Research Question 3. Is there an association between parental socioeconomic
status and vaccination status of children, aged 0-24 months?

Hy3: There is no statistically significant association between parental
socioeconomic status and vaccination status of children, aged 0-24
months.

H43: There is a statistically significant association between parental
socioeconomic status and vaccination status of children, aged 0-24
months.

Research Question 4. Is there an association between parental trust of political
governance and vaccination status of children, aged 0-24 months?

Ho4: There is no statistically significant association between parental trust of
political governance and vaccination status of children, aged 0-24 months.

H44: There is a statistically significant association between parental trust of

political governance and vaccination status of children, aged 0-24 months.
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Theoretical Framework

This study was anchored on the theoretical framework of the SEM, which adopts
an ecological approach in consideration of decision-making and situates the individual in
the context of the environment (Kumar et al., 2012). The SEM is, therefore, useful as a
framework to understand how factors within the individuals and the environment in
which they live can influence or determine their behavior and decisions. It posits that the
factors and pressures that influence peoples’ decision-making process occur at five
hierarchical levels (Nyambe, Hal, & Kampen, 2016): the individual (intrapersonal),
interpersonal, institutional, community, and policy levels. The SEM recognizes that such
factors as knowledge (education), income, cultural norms, local beliefs, economic and
political situations can operate, sometimes, at multiple levels, and through several
pathways, to influence individual behaviors and decisions outcomes especially those
related to health and immunization (Wold & Mittelmark, 2018). The SEM is therefore
well-aligned with this study, in which the independent variables—consisting of religion,
tribe, socioeconomic status, and trust in government and its health authorities—are
hypothesized to influence parental vaccine decision at individual, interpersonal,
community, institutional, and policy levels.

Nature of the Study

This quantitative, cross-sectional study used a semi-structured questionnaire to
survey every member of the target population. The questionnaire was self-reported, but
with interviewer administration to ensure clarity and understanding for parents who may
be at different levels of literacy. The dependent variable was the vaccination status of

children (yes or no), which was binary. This variable was assessed by a combination of
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parental, self-reported vaccination status of their children, and validated with child
immunization card and BCG scar on the child’s left upper arm. The independent
variables in this study were tribe (categorical), religion (categorical variable),
socioeconomic status (ordinal variable), and parental trust in government. The covariate
in the study was the age of the child (in months). The operational measures for all study
variables are described in detail in Chapter 3.

This questionnaire was used to generate mathematically coded data that described
the participants’ attributes, opinions, attitudes, and trends for statistical analysis
(Creswell, 2014; Rudestam & Newton, 2015). Quantitative research is consistent with
exploring and understanding the association between sociopolitical variables and parental
acceptance of childhood vaccination, which is the main purpose of this dissertation.
Furthermore, focusing on factors that influence parental decisions about acceptance of
childhood vaccination is consistent with the SEM, which is used to explain the factors
that influence people to adopt a particular health behavior at individual, interpersonal,
community, institutional, and policy levels within an ecological background. Statistical
analysis of the data will determine the statistical significance of any association between
the sociopolitical factors and parental acceptance of vaccinations.

Definitions of Terms

Sociopolitical factors: Issues that have both social and political characteristics.
For example, “trust” is a social issue, but can also be political if people’s trust (or lack of
it) in their government influences their judgement and behavior, or if their political
ideologies influence their trust in government or its scientific agencies (Baumgaertner,

Carlisle, & Justwan, 2018).
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Vaccine: A biological product which when administered to an individual, can
stimulate the person’s immune system to build up biological defense system against a
particular disease and protect the individual from infection by that disease agent.

Vaccination: The process by which vaccines are introduced into an individual’s
body for the purpose of inducing immunity against a particular disease. Vaccination can
be administered orally, by injection, or by nasal spray.

Immunization: A process by which an individual becomes protected against a
disease through the act of vaccination. While vaccination introduces the vaccine into a
person’s body, immunization enables the body to develop immunity, subsequently
recognize the disease, and protect the person from future infections by that particular
disease agent.

Immunity: The protection that a person has against an infectious disease. If
somebody is immune to a disease, the individual will not get the infection even if the
person is exposed to the agent of the disease.

Routine immunization: The process of delivering recommended vaccination to
children under one year of age. It involves an efficient interaction between vaccines, the
health workers who administer the vaccines, and the children who receive the vaccines,
with the goal of fully immunizing all those who need to be protected against VPDs.

Immune system: A biological defense system (within a person’s body) that
protects the individual against diseases. It consists of some anatomical structures,
proteins, and processes that work together to resist invasion by disease agents (e.g.,
bacteria, viruses, parasites) or their toxins and thereby provide protection against those

diseases.
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Vaccine-preventable diseases (VPD): Diseases that are prevented by vaccines.
According to the CDC, 2016), there are 16 diseases that can be prevented through
vaccination. However, the Nigerian program on immunization (NPI) which was adapted
from WHO’s Expanded Program on Immunization (EPI) has targeted 11 VPDs in the RI
schedule, viz., tuberculosis, diphtheria, pertussis, measles, yellow fever, poliomyelitis,
Hemophilus influenza B, hepatitis B, tetanus, and pneumococcal pneumonia (WHO,
2005).

Assumptions

In this study, I made some assumptions. (a) First, I assumed that this study is a
cross-sectional survey of parents and caregivers and their children, aged 0-24 months in
Abuja Municipal Area Council of FCT in Nigeria. (b) I assumed that the responses to the
questionnaire were accurate. (c¢) I assumed that the BCG vaccination scar on the children,
parental recall, and the records in the child immunization cards on which the vaccination
status of children (dependent variable) was based, were authentic. (d) I assumed that the
stratified random sampling technique used for recruitment of participants was correct and
accurate. (e) I assumed that the participants recruited for this study were true
representatives of the study population. (f) I assumed that variations exist in the religion,
tribe, socioeconomic status, and political trust of parents and immunization status of their
children, (g) I assumed that the calculated target population of 384 was adequate to detect
statistically significant changes where they truly exist in the sample.

The research process and its outcome need to be objective by directly observing,
measuring, and recording the predictor (independent) and outcome (dependent) variables

in empirical terms, through assignment of numbers to the observations. (h) I assumed
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that the questionnaire used to measure the sociopolitical factors that affect parental
vaccine decisions, and the coding of the variables, accurately measured the intent and
responses of the parents. All of these assumptions regarding the study design, sampling
method, instruments for data collection, participants and target population were necessary
in the context of this study because they contributed to how valid, reliable, credible, and
generalizable were the research process and its outcomes.
Scope and Delimitations

This study was designed to examine only the relationship between four
independent variables (parental religion, tribe, income or socioeconomic status, trust in
government) and one dependent variable (vaccination status of children, aged 0-24
months). The goal was to determine if the vaccination status of children could be
predicted based on their parents stated sociopolitical variables within the theoretical
framework of the SEM. The sociopolitical focus of this study was chosen to determine if
these parental variables may be related to the current low demand for and poor coverage
in childhood vaccinations in Abuja. The study was delimited to a quantitative cross-
sectional survey. It was also delimited to the geographical area of Abuja Municipal Area
Council and to people who have children, aged 0-24 months. All nonresidents (e.g.,
visitors to families or households, and other populations outside Abuja Municipal Area
Council) of the FCT of Nigeria at the time of the survey were excluded from the study.
Therefore, the outcome of this study could be generalized only to the Abuja Municipal

Area Council from which the sample was taken.
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Limitations

Since this study was conducted with a quantitative cross-sectional survey design,
the data on parental vaccine behaviors were collected only once as a snapshot. Therefore,
it could not establish a sequential or time-based relationship between the independent and
dependent variables or a trend of vaccine decision and behavior for each participant. In
addition, recall bias could arise from the self-reported responses to the questionnaire and
tend to distort the outcome of the research. One of the measures taken to address potential
parental recall bias was to validate parental responses about the vaccination of their
children by cross-checking with vaccination scar on the children or their immunization
card usually issued to vaccinated children and kept by parents.

Significance of the Study

The burden of high mortality rates among infants and children under 5 years of
age in Nigeria has been largely attributed to the scourge of VPDs (Gunnala et al., 2016).
The attainment of high coverages for childhood vaccinations as a strategy for reducing
the burden of VPDs, depends to a large extent, on parental acceptance of these services
for their eligible children. Previous scholars have approached the challenges to childhood
vaccination by analyzing the variables of supply and demand. However, the decision-
making process by each parent regarding childhood vaccination is “complex and multi-
dimensional” (Dube et al., 2013, p. 1770). The present study, which examines the broader
context of political, socioeconomic and socio-cultural variables that influence parental
decisions concerning childhood vaccination, is, therefore, unique and significant. An

understanding of this perspective complements the findings of previous researchers and
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gives a holistic picture of the challenges of vaccine acceptance and coverage for
childhood immunizations.

This study has two implications for positive social change. (a) Makers of health
policy will understand the local challenges to vaccination programs. This could inform
the development of appropriate interventions to address contextual issues in low
vaccination coverage areas and thus may help to reduce the current high infant mortality
rates in Nigeria (Abdulraheem et al., 2011; Adeloye et al., 2017). This is consistent with
WHO’s guide to tailoring immunization programs (TIP), which seeks to identify vaccine-
hesitant subgroups, diagnose the barriers and enablers to their access to immunization,
and design evidence-based interventions that are appropriate to their contexts (Butler &
MacDonald, 2015). (b) Improvement in immunization could also benefit society in terms
of child survival, a healthy work force, improved productivity, and money saved from
averted medical treatment (Doherty et al., 2016).

Summary and Transition

Vaccines have been proven to be effective in the control of various VPDs that are
responsible for the high infant and under-5 morbidity and mortality. The efficacy of
vaccines has been demonstrated by their ability to drastically reduce infectious diseases
in developed countries, and by WHQO’s estimate that vaccines prevent 2-3 million deaths
among children worldwide every year. An efficient RI system depends on the availability
and accessibility of quality vaccines, on their delivery to clients in an effective and
efficient manner, in conducive environments, by qualified healthcare providers; the
system also depends on the effective mobilization of eligible clients for adequate uptake

of the services. The current national RI coverage in Nigeria stands at a mere 38%.
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Previous interventions to address the supply side of the challenges bedeviling RI in
Nigeria have not yielded the desired result. It has been shown that one of the major
causes of poor RI coverage is parental vaccine hesitancy. Previous studies have
established some reasons for parental vaccine rejection, including fear of vaccine safety,
lack of trust in government and health agencies, poor education or health literacy level,
complex belief systems, and negative messaging from anti-vaccination propaganda.

It has become necessary, therefore, to explore the demand side of the RI system to
improve vaccination coverage and reduce incidence and prevalence of VPDs. This study
investigated the sociopolitical factors that affect parental acceptance of childhood
vaccinations in the Federal Capital Territory, Abuja. The study was conducted as a
quantitative cross-sectional survey to determine if it is possible to predict the vaccination
status of children based on parental religion, ethnicity, socioeconomic status and political
trust for government and its scientific agencies. An interviewer-administered
questionnaire was used to collect data on parental sociopolitical variables and
immunization status of their eligible children from 384 consenting participants. SPSS was
used to analyze the data to determine the relationship between the independent and
dependent variables.

In Chapter 2, I discuss in greater detail the theoretical framework on which the
study is grounded and also thoroughly discuss literature review on the current state of

knowledge of vaccine hesitancy and parental vaccine rejection.
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Chapter 2: Literature Review
Introduction

The purpose of this study was to describe the sociopolitical factors that determine
parental decisions about routine childhood immunization in Nigeria’s FCT, Abuja. This
chapter includes the literature search strategy, theoretical framework, background on
vaccine hesitancy, and the literature on key variables and concepts in parental vaccine
decisions and childhood vaccinations.

The current high infant and under-5 mortality rates in Nigeria have been largely
attributed to the high burden of VPDs (Gunnula et al., 2016). The Nigeria National
Primary Health Care Development Authority (NPHCDA) under partnership with WHO
has set 95% as the target for RI coverage necessary to prevent outbreaks of childhood
infectious diseases by 2020 (NPHCDA, 2015). With a current immunization coverage of
38% (Gunnala et al., 2016), Nigeria currently has a crisis in routine childhood
immunization. Several previous studies have identified some causes of low immunization
coverage to include supply side factors (Ghosh & Laxminarayan, 2017), inadequate cold
chain capacity for vaccine storage, and inadequate social mobilization (Adedokun,
Uthman, Adekanmbi, & Wiysonge, 2017). However, the demand side made up of eligible
children and their caregivers who consume vaccination services are germane to the
success of immunization program (Bedford et al., 2018). In particular, parental decisions
about childhood vaccination are key components of community participation and have
become major concerns because they are the common denominators for all interventions
aimed at improving RI coverage. The socioeconomic, cultural, religious, and political

factors that influence parental decisions to accept or reject immunization of their children
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need to be investigated in the context of Nigerians’ diversities. It has therefore become
necessary to conduct this study to determine the relationship between parental education,
socioeconomic status, religion, culture, and the vaccination status of their children. The
results are expected to bring about positive social change by informing the development
of targeted interventions that will improve vaccine coverage and reduce the current high
infant and under-5 mortality rates in Nigeria.
Literature Search Strategy

The databases in which I searched for relevant articles and publications for this
research were Medline with full text, Google, CINAHL, EBSCO, PubMed, Google
Scholar, as well as the WHO and UNICEF websites. I also accessed some previous
dissertations related to RI by searching through ProQuest and the Walden University
Library. The reference sections of the articles and publications that I retrieved from the
databases were searched to identify relevant articles. The key words used to search the
databases were as follows: vaccine rejection, vaccine hesitancy, vaccine refusals, non-
compliance in routine immunization, parental vaccine decision-making, childhood
vaccination, social ecological model, determinants of vaccine coverage, challenges with
immunization in Nigeria, routine immunization coverage, multi-indicator cluster survey
(MICS), expanded program on immunization, VPDs, immunization and life expectancy in
Nigeria.

During the search of the academic databases, I used filters to limit the
publications. Articles published in the past 5 years (2014-2019)—accounting for 80% of
total articles used—were included. However, some older articles that were essential or

considered “classical” papers (20% of articles used) were also included. Furthermore,
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only articles published in English and in peer-reviewed journals were included. Those
unrelated to vaccination and other key variables in the study were excluded. The search
was exhaustive; saturation was reached. The searches yielded 350 articles and
dissertations. After applying the inclusion and exclusion criteria, only 135 papers were
found to be relevant and were therefore included in the study.
Theoretical Framework

Theory is defined as “a set of interrelated concepts, definitions, and propositions
that explain or predict events or situations by specifying relations among variables”
(Glanz & Bishop, 2010, p. 401). Theories provide contexts and backgrounds for the
explanation and understanding of the of situations, behaviors and events. In the particular
context of public health, behavioral theories help to elucidate factors that motivate people
to take certain decisions or engage in some behaviors that either put life at risk or prevent
disease and promote health within their individual, cultural, social and environmental
circumstances. Since most causes of disease, disability and death are largely related to
peoples’ decisions, behaviors, and lifestyle choices (Schmidt, 2016), it is necessary to use
appropriate theoretical and behavioral models to analyze and understand the factors that
influence or motivate the decision-making process or the adoption of certain behaviors.
This understanding helps to determine the level at which interventions can be best
applied to achieve positive change in behavior. According to the WHO (2002), the
essential aim of most interventions in public health is to induce behavior change. On
account of the foregoing, this study was based on the SEM.

The SEM is a theoretical framework that explains how factors within the

individuals and the environment in which they live can interact with and influence their
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behaviors and decisions (Kilanowski, 2017). In its original form, the SEM was first
formulated by Bronfenbrenner in the1970s as ecological framework for understanding
human development. He had conceptualized each individual as being at a center
surrounded by multiple levels of what he called “systems” which interacted with and
influenced the person’s decisions at different levels (Bronfenbrenner, 1977). These
systems were identified and segmented into five namely: microsystem (the individual),
mesosystem (people who have direct contact with the individual at work, school, church
etc.), exosystem (including community and social networks), macro-system (societal,
religious and cultural influences), and chronosystem (time and historical elements
including policies). Over the years, Bronfenbrenner’s original Ecological framework has
been modified by different scholars including Daniel Stokol and McLeroy in an attempt
to clarify, identify and map out various levels at which different factors influence the
individual’s decision-making process (Nyambe, Van-Hal, & Kampen, 2016). These
modifications have led to the development of what is now commonly known as the SEM
as articulated by McLeroy, Bibeau, Stechler, and Glanz in 1988. The essential hypothesis
of the SEM is the reciprocal interrelationship between an individuals and their
environments (Moore, Buchanan, Fairley, & Smith, 2015)—that a person’s behavior or
decision shapes and is in turn shaped by multiple levels of environmental influence, and
that an individual’s behavior or decision-making process is influenced by factors that
operate at 5 hierarchical levels. At the core of these spheres of influence is the individual
(intrapersonal) level bounded by four other hierarchical concentric circles which signify
the interpersonal (relationships), institutional (organizational), community and policy

levels (Scholmerich, & Kawachi, 2016).
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The SEM posits that the decisions made by an individual are influenced not only
by the person’s education, knowledge, perception, and attitudes, but also “by the wider
environment in which people live and make choices, influenced by family, peers, local
beliefs and values, cultural norms and practices and political and economic
circumstances” (Busza et al., 2012, p. 173). A major emphasis of the SEM is that
individuals and their environments are interconnected in a reciprocal relationship such
that changes that occur in the components of the social environment comprising of
groups, communities, organizations and policies, will elicit behavioral changes at the
individual level while individuals can also induce changes in their environment (Lanning,
Golman, & Crosslin, 2017). In addition to its applicability to decision-making process,
the SEM also offers diverse multilevel platforms at which specific interventions can be
targeted to achieve behavior change in the individual (Schélmerich, & Kawachi, 2016). A

detailed description of the various constructs of the SEM is provided in Table 2.
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Table 2

Description of various levels of the Social Ecological Model

SEM Level Description

Characteristics of an individual that influence behavior change, including
knowledge, attitudes, behavior, self-efficacy, developmental history,
gender, age, religious identity, racial and ethnic origins, caste identity,
sexual orientation, socioeconomic status, financial resources, values,
goals, expectations, literacy, stigma, and others.

Individual

Formal (and informal) social networks and social support systems that
can influence individual behaviors, including family, friends, peers, co-
workers, religious networks, customs or traditions.

Interpersonal

Relationships among organizations, institutions, and informational
Community networks within defined boundaries, including the built environment
(e.g., parks), village associations, community leaders, businesses, and
transportation.
Organizations or social institutions with rules and regulations for
operations that affect how, or how well, for example, MNCHN services
are provided to an individual or group; schools that include MNCHN in
the curriculum.
Local, state, national and global laws and policies, including policies
regarding the allocation of resources for maternal, newborn, and child
Policy/enabling  health and access to healthcare services, restrictive policies (e.g., high
environment fees or taxes for health services), or lack of policies that require

childhood immunizations.

Organizational

Note. From “Module 1: What are the Social Ecological Model (SEM), Communication for
Development (C4D)?” Open source material by UNICEF (n.d.). available at:
www.unicef.org/cbsc/files/Module 1 SEM-C4D.docx

The rationale for the use of the SEM to anchor this study is predicated on the type
of variables and research questions. This dissertation seeks to explore the sociopolitical
determinants of parental decisions about childhood vaccination. It has been shown that
although vaccines and resources for their administration may be readily available, and
provided by government at no cost to clients, the vaccination coverages in Nigeria are

still very low, and vary widely across different states, religious persuasions, and cultural
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groups in Nigeria (Gunnula et al., 2016). Parental rejection of vaccination (known locally
in Nigeria as non-compliance) has been incriminated as one of the causes of low vaccine
coverages in Nigeria (Adeloye et al., 2017). An understanding of the factors that
influence parental acceptance or rejection of routine vaccination for their children at the
various levels of decision-making process is an important step towards the development
of effective multilevel public health strategies to increase vaccination coverage and stem
the tide of preventable infectious diseases that kill children needlessly (Lanning, Golman,
& Crosslin, 2017). The SEM offers a multifaceted and multilevel theoretical framework
to understand the interactive effects of personal, community, social, political and
economic factors in decision-making process (Kilanowski, 2017). It is therefore the
appropriate theory for framing this study because its constructs of hierarchical influence
on decision-making process through a reciprocal interaction between the individuals and
their ecological (social, economic, political) environment is well aligned with this study
in which the research questions seek to explore the relationship between parental religion,
culture, educational attainment, income or socioeconomic status, political trust for
government and parental decision to accept or reject vaccination of their children. The
SEM is therefore very relevant to this study because it provides a platform for the
integration of multiple levels of influence that determine an individual’s decision or
overall health behavior with regards to uptake of vaccines. This view is supported by the
fact that “the SEM is advocated to be an effective model in determining vaccination
screening and behavior” (Nyambe, Van-Hal, & Kampen, 2016, p. 7) because unlike some
other theories (e.g., health belief model) that focus only at the individual level, the

variables within different levels of the SEM construct provide a holistic view of both
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individual and environmental influences in decision-making (Lanning, Golman, &
Crosslin, 2017).

The SEM has been successfully applied and adapted by different scholars in
different public health research scenarios involving decision-making or behavioral
choices as well as in the application and evaluation of impact of interventions at multiple
levels. Some of the most successful public health applications of SEM are in the areas of
health promotion (Wold, & Mittelmark, 2018), cancer screening and control programs
(Moore et al., 2015; CDC, n.d.), access to health care (Haper et al., 2018), violence
(CDC, n.d.), and vaccination (Nyambe, Van-Hal, & Kampen, 2016; Kumar et al., 2012;
Lanning, Golman, & Crosslin, 2017).

However, vaccination is a thematic area of research in which scholars have
successfully applied the SEM. A few examples will suffice. Nyambe, Van-Hal, &
Kampen, (2016) conducted a systematic literature review of screening and vaccination as
determined by the SEM and concluded that the SEM is very effective in vaccination
studies because it is flexible and differentiates the society according to levels of
influence. Similarly, Kumar et al. (2012) used the SEM as a framework to assess the
acceptance of influenza vaccine and found that all levels of the SEM — individual,
interpersonal, institutional, community, and policy levels—were valid as determinants of
vaccine uptake. They concluded that “variables at each level of the SEM were significant
predictors of uptake as well as intent to get the vaccine” (p. 229). In addition, Kolff,
Scott, & Stockwell, (2018) explored the use of technological innovations to promote
vaccinations and affirmed that the SEM is a useful framework for both researchers and

practitioners to understand the interactive influence of various levels of SEM on attitudes
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and behavior to improve education, communication, data collection and vaccine
coverage.

The SEM identifies the individuals as rooted within, and surrounded by
multilayered larger ecological, cultural, economic, and social systems and recognizes that
these environmental elements continuously interact with the individuals to influence their
decisions and determine health outcomes (Golden, & Earp, 2012). The SEM also
presupposes that these layers of influence on individual decision-making process —
personal, interpersonal, institutional, community and policy layers — can be targeted
independently or collectively with appropriate interventions as may be necessary to
produce desired behavior change.

The SEM aligns with the sociopolitical determinants of parental vaccine
decisions. Since children who are eligible for RI are minors, their parents usually make
vaccinations decisions on their behalf. Some scholars have suggested that decision-
making process about vaccination of children is greatly influenced by individual parental
perceptions, attitudes, and behavior as well as environmental factors, social networks and
media announcements or publications (Brunson, 2013; He et al., 2015; Allan, & Harden,
2014).The SEM appropriately therefore aligns with this dissertation because the study
variables fit properly into the various SEM’s levels of influence in the individual’s
decision-making process. A brief analysis of various SEM levels of influence and how
they relate or align with parental vaccine decisions and the variables in this study is given
below.

At the intrapersonal level, individual beliefs, attitudes and perception of risk about

vaccine safety in relation to VPDs as enunciated by the SEM will influence parental
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Principal Investigator: Lawrence Ohammah, MBBS, MPH Date: [ J-[_ I J[ I ]

Study ID: Ward [__-__ ]- Settlement[ - ]-HH No. -Form No. - -

25. Are you able to openly discuss your concerns about vaccination of your child with your
doctor or healthcare provider?

1 | Yes [0] Idon’t know
2 | No
3 | I have no concerns

The next questions are about parent's beliefs about vaccine safety and efficacy

26. Children get more vaccinations than are good for them

1 | Agree [ 0] Idon’t know
2 | Disagree
27. I believe that many of the illnesses that vaccinations prevent are severe
1 | Agree [ 0] Idon’t know
2 | Disagree
28. It is better for my child to develop immunity by getting sick than to get a vaccination
1 | Agree [ 0] Idon’t know
2 | Disagree
29. It is better for children to get fewer vaccines at the same time
1 | Agree [0] Idon’t know
2 | Disagree
30. How concerned are you that your child might have a serious side effect from vaccination?
1 | Not concerned [0] Idon’t know
2 | Concerned
31. How concerned are you that any one of the childhood vaccinations might not be safe?
1 | Not concerned [0] Idon’tknow
2 | Concerned
32. How concerned are you that a vaccination might not prevent the disease?
1 | Not concerned [0] Idon’tknow
2 | Concerned

End of the Questionnaire on Child Immunizations

Thank you very much for taking the time to provide very important information

Continue on Next Page b
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Appendix F: Survey Questionnaire — Hausa Translation

Principal Investigator: Lawrence Ohammah, MBBS, MPH

Date: I LI J-L_ 1]

Study ID: Ward [__-__]- Settlement[ - ]-HH No. -Form No. - -

Survey Questionnaire

Socio-Political Determinants of Parental Acceptance
of Childhood Vaccination in Abuja, Nigeria

Instructions: Circle the number that best represents your answer

Example: Is the child male or female?

child is female

Sashen A: Bayanai akan alkalumar Iyaye

1. Wani rukunine yayi daidai da misalign shekarunka / ki a yau?

Ina shekara 30 ko kasa da haka

Shekara 31 zuwa 40

Shekara 41 zuwa 50

Shekara 51 zuwa 60

(O F NN (OS] § ISR

Shekara 61 ko fiye da haka

2. Kai / Ke namijine ko tamace?

—

Ni namijine

2 | Ni mace ce
3. Da aura ko menene matsayin?

1 | Daaura

2 | An kasha auren / an rabu

3 | Bazaawara

4
4. Menene dangantakarka /ki da yaron / yarinya?

1 | Mabhai fiya/ uwa

2 | Mahaifi / uba

3 | Mai reno
5. Menene yaren ka / ki?

1 | Gbagyi

2 | Hausa/Fulani

3 | Igbo

4 | Yoruba

5 | Idan wanine, arubuta don Allah?
6. Menene addinin ka / ki?

1 | Krista

2 | Musulmi / ma

3 | Addinin gargajiya

4 | Idan wanine, arubuta wannene?
7. Wani matakin karatu ka/kin gaina?

1 | Babu

2 | Islamiya / Firamari

3 | Sakandari

4

Gaba da sakandari

Continue on Next Page b
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Principal Investigator: Lawrence Ohammah, MBBS, MPH Date: | | I | |

Study ID: Ward [__-__]-Settlement [ - ]-HH No. -Form No. - -

8. Mene

ne Sana’arka / ki?

1 | Mai zane ko kira

2 | Dan kasuwa

3 | Dan/ yar kasuwa / ciniki

4 | Ma’ aikacin gwamnati

5 | Gwani / Kwararre

9. Mene

ne ribra ka / ki in an hada a wata agidanka / ki?

1 | Kasa da Dala 100 (kasa da 3¥36,000)

Dala 101 zuwa Dala 200 (¥36360 zuwa N72,000)

Dala 202 zuwa dala 300 (72,360 zuwa ¥108,00)

DWW N

Dala 301 zuwa dala 400 (108,360 zuwa }144,000)

Dala 401 zuwa dala 500 (144,360 zuwa ¥180,000)

6 | Fiye da Dala 500 (fiye da ¥180,000)

10. A ina kake / kike samun labara akan kiwon lafiya ko riga kafin yara?

1 | Ma’aikatan lafya (likitoci / masu kula da marasa lafiya)

2 | Sarakunan gargajiya
3 | Malaman Addini

4 | Mai Sanarwa a gari
5 | Kafafun yada labarai

Sashen B: Bayani akan yaro da matsayin rigakafin yara

11. Yaron mace ce ko namiji?

1 | Na miji
2 | Ta mace
12. Menene shekarin / watannin yaron?

1

Yaron daga wata 0 — 6

Yaron daga wata 7 — 12

Yaron daga wata 13 — 18

2
3
4

Yaron daga wata 19 — 24

13. Wannan yaro / yarinya ya / ta taba karbar cikakkiyar allyrar rigakafin yara?

A’a bai / bata taba karba ba

1
2

E yaron / yarinyar tayi

14. Menene matsayin yanayin allurer rigakaﬁn (check status appropriate for age)?

Ba’a taba yiba

Anyi kadan

Anyi dukka

QW[N] —

=

ce ce shedar amsar lamba 14?

Na tuna rigakafin yaron / yarinya

Ina da katin rigakafin

Yaron nada tambarin allurer rigakafin

Ns tuna kuma inada katin

Na tuna yaron nada tambarin allurer

NN BRI —

Na tuna yaron nada tembarin allurar kuma yanada katin rigakafin

Continue on Next Page b
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Principal

Investigator: Lawrence Ohammah, MBBS, MPH Date: - -
Study ID: Ward [__-__]- Settlement [ - ]-HH No. -Form No. - -

Sashen C: Halayyar iyaye garine da rigakafin yara

Tambaya ta gaba akan halayyar ka / ki ne akan rigakafin yara.

16. Ka / Kin taba jinkirta rigakafin yaro idan ba rashin lafiyaba ko alergi?

1|E [ 0] Ban saniba
2]A%
17. Ka / Kin taba yanke shawarar rigakin yaro / yarinya in banda ciwo ko rashinlafya?
1|E [ 0] Ban saniba
2| Aa

18. A bias

sikeli / ma’auni 1 — 3, Ka/ ki nada tabbacin cewa yin rigakafin yaro daki — daki nada

kyau ga yawn?

—

Ban tabbatarba [ 0] Ban saniba

2 | Na tabbata

The next questions are about sociopolitical influences on parental vaccine decisions

19. Addinin ka / ki ya bada goyon bayan rigakafin yara?
1| E [ 0] Ban saniba
2|A’a

3 | Bai bayarba kuma bai hanabar

20. Shin al

"adun yaren ka / ki ya badagoyon bayan rigakafin yara?
1| E [ 0] Ban saniba
2[A’a

3 | Bai bayarba kuma bai hanabar

21. Shin rashin kudi / tallafi ya hana ka / ki yima yara rigakafin?

1 E [ 0] Ban saniba

2|A’a
22. Shi ko sakonnin da kaji a wajen sashin da basayin rigakafin ya hana ka / ki yima yara
rigakafin?

1|E [ 0] Ban saniba

2[A’a

Tambaya nag aba akan yardarm ka / ki akan allurer rigakafinne.

23. Ka/ kin yarda da bayanen da ka / kika ji akan allurer rigakafinyaran ka / ki?

1|E [ 0] Ban saniba

2| A’a

24. A bias

la’akari da abubuwa da dama, yaya yardarm ka / ki da gwamnati da hukumomin kula

da lafiya da suke yin magungunan ke sayan magungunan ko yada rigakafin yara?

—

Na yarda [ 0] Ban saniba

2 | Ban yarda ba
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25. Shin kana / kina iya bayani kai tsaye da likitoci ko masu kula da lafiya akan rigakafin

yaro?
1 |E [ 0] Ban saniba
2 |Aa

3 | Ban damuba

Tambaya tagaba akan amincewar iyaye game da tsaro da ingancin rigakafin.

26. Yara suns samun rigakafin fiye da kima?

1 | Nayarda [ 0] Ban saniba

2 | Ban yardaba

27. Na amince cewa rigakafi na kare mafi yawancin cututtukan yara

1 | Na yarda [ 0] Ban saniba

2 | Ban yardaba

28. Gara yarona ya yi ciwo akan yin rigakafin

1 | Nayarda [ 0] Ban saniba

2 | Ban yardaba

29. Gara allurer rigakafin kar yayi yawa

1 | Na yarda [ 0] Ban saniba

2 | Ban yardaba

30. Yaya damuwarka game da cewa yaron ka / ki zai iya samun wasu damumma / illa daga yin

rigakafin?
1 | Ban Damuba [ 0] Ban saniba
2 | Na damu
31. Yaya damuwar ka / ki na cewa rigakafin yaro bashi da tsaro?
1 | Ban damuba / ba damuwa [ 0] Ban saniba

Da damuwa / na damu

32. Yaya damuwar ka / ki cewa yin rigakafin ba lallai ya hana kamuwa da ciwo ba?

1 | Ban damuwar/ba damuwa [ 0] Ban saniba

2 | Nadamu/ da damuwa

End of the Questionnaire on Child Immunizations

Thank you very much for taking the time to provide very important information
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