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INTRODUCTION

ABSTRACT

Background: Infectious diseases are a major cause of morbidity and mor-
tality in children. One of the most cost-effective and easy methods for the
healthy well-being of a child is immunization. In India, immunization
services are offered free in public health facilities, but despite rapid in-
creases, the immunization rate remains low in some areas.

Objectives: The objective of the study was to study the socio-
demographic profile and immunization status of the children aged less
than 5Syrs.

Materials and Methodology: The present study was carried out in a trib-
al area of Parol in Thane district. In this descriptive cross sectional study
tribal children in the age group of 1-5 years were assess for their immun-
ization status.

Results: Completely immunized children were 71.1%, partially immun-
ized were 17.8% and 11.1% were not immunized. The most common rea-
son for not immunizing the child was ‘fear of side effects’ (40%) and for
partially immunizing the child was “visit to native place’ or ‘other sibling
not well’ (37.5%). There was significant association between poor im-
munization status and Muslim religion of the children, poor socio-
economic status, home delivery, and not having immunization card.

Conclusion: The overall coverage of immunization among the tribal area
is good but still it has pockets of poor immunization.

Key words: Tribal area, complete immunization, partial immunization

are the under-five mortality rate (USMR) and Infant
Mortality Rate (IMR).About one-quarter or 25% of

Infectious diseases are a major cause of morbidity
and mortality in children. One of the most cost-
effective and easy methods for the healthy well-
being of a child is immunization. The goal of im-
munizing children against Tuberculosis, Polio,
Diphtheria, Pertussis, Tetanus, Hepatitis B, and
Measles, responsible for child mortality and mor-
bidity, is indeed a noble one.! The most important
indicators mentioned in the Millennium Develop-
ment Goals (MDGs) for which India is a signatory,

the under-five mortality is due to vaccine-
preventable diseases.? National immunization pro-
gram in India has a primary objective of reducing
morbidity and mortality due to vaccine preventable
diseases.?

Despite all the efforts put in by the governmental
and non-governmental institutes for 100% immun-
ization coverage, there are still pockets of low cov-
erage areas. In India, immunization services are
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offered free in public health facilities, but despite
rapid increases, the immunization rate remains low
in some areas. According to the National Family
Health survey (NFHS-3),* in India only 44% of the
children of age one to two years have received the
basic package. According to DLHS-3 (2007-2008)>
rural area of Maharashtra, 67.8% children were ful-
ly immunized, 1.2% of the children were unimmun-
ized, while the total rates in the state of Maharash-
tra were 69.1 and 1.1, respectively. Data of NFHS-3
revealed that the percentage of children in Maha-
rashtra, with full immunization (BCG, measles, and
three doses each of polio/DPT) was 58.8% and in
the rural area of Maharashtra it was 49.8%.¢

The present study was conducted to assess the im-
munization coverage, to find out the various rea-
sons for partial or non-immunization of children in
the tribal area, Parol, Thane district which is the
field practice area of T.N.Medical college.

OBJECTIVE

The objective of the study was to study the socio-
demographic profile of the children aged under
S5yrs and to study the immunization status of chil-
dren under 5 years

MATERIAL AND METHODS

The present study was carried out in a tribal area,
Parol, Thane district. The study population com-
prised of children in the age group of 1-5 years.
Study design: Cross sectional Descriptive epide-
miological study.

The inclusion criteria included children between 1-
5 year, those residing atleast for 6 month in study
area and those children whose parents were willing
for study.

The exclusion criteria included those children who
are seriously ill, those children whose parents were
not present during the visit and those children
whose parents were not willing for study.

Consent was taken from parents or family head.
Data was collected using preformed questionnaire,
which includes general information, anthropometry
and socio-demographic factors. The age of child
was confirmed either by parents or anganwadi
worker.

Children who received BCG, measles, and three
doses each of DPT and polio (excluding polio 0) are
considered to be fully vaccinated. All the vaccines
must be administered by the time the child is one
year of age. Information regarding birth date, vac-
cination card, dates of vaccines received, presence
of BCG scar and reasons for incomplete or no vac-

cination was collected through pretested question-
naire schedule. Dates of vaccines received were
verified from office record in case vaccination card
was not available. Response rate was 100%. The
total number of children examined was 225.

The team was trained on proper/appropriate filling
of proforma, inspection of scar mark of BCG, source
of immunization, making tally of households, rele-
vant questions to be asked.

Proof of immunization: The child was considered
as immunized or not immunized based on infor-
mation on the immunization card. For those with-
out an immunization card, information from the
mother or any other responsible and reliable person
in the family stating that the child had been im-
munized was considered. If the mother could not
remember anything about the vaccination or in
presence of any other confounding factor, the child
was considered as not immunized with the vaccine
under consideration. The child was considered ful-
ly immunized if he/she had received one dose of
BCG, three doses of DPT, three doses of OPV, and
one dose of measles, and as unimmunized if he/she
had received none of these vaccines, and partially
immunized if some doses were given, but immun-
ization was not complete. The OPV given in PPI
was not considered for classification. In case of a
partially /non-immunized child the most important
single reason for not immunizing was asked

The data was compiled and analyzed using statisti-
cal package for social sciences software for appro-
priate statistical tests.

Ethical clearance: The study was approved by ethi-
cal committee of T.N. medical college, Mumbai.

RESULTS

As observed from Table 1, among the study group,
54.6% were males and 45.4% were females. 45.3% of
the mothers were illiterate and 10.7% of the fathers
were illiterate According to the Kuppuswamy's
scale of socioeconomic status classification 52%
belonged to class IV. Higher proportions (78.67%)
of women in the study area were of parity 1-2. Im-
munization cards were available with 80% of the
mothers' of children. Among the study group, the
percentage of births occurring in a health facility is
84.9%. Vaccination coverage: 71.1% of the children
had complete immunization,17.8% were partially
immunized and 11.1% were not immunized among
the study group.

The gender of the child significantly affects the
immunization status of the child. There was signifi-
cant association between immunization status and
religion of the children, socio-economic status,
those children born in hospital, the place of deliv-

National Journal of Community Medicine | Volume 6 | Issue 4 | Oct - Dec 2015

Page 523



a Open Access Journal |www.njemindia.org

PISSN 0976 3325 | eISSN 2229 6816

ery of the children and the presence of the immun-
ization card. Male gender has more complete im-
munization when compared to female gender.
Hindu children have more complete immunization
when compared to Muslim children. The children
of illiterate fathers were more unimmunized when
compared to children of literate fathers. The chil-

dren from joint family were more completely im-
munized compared to those from nuclear family.
Higher the socioeconomic status, more is the com-
plete immunization. Delivery in health facility had
more complete immunization compared to home
delivery.

Table 1: Distribution of children according to sociodemographic factors and the association of immun-

ization coverage with socio-demographic factors

Socio-demographic factors

Immunization status of Children (n=225)

Total P value

Complete (N=160)

Partial (N=40) Unimmunized (N=25)

Sex
Male 98 (61.3) 10 (25.0) 15 (60.0) 123  <0.001
Female 62 (38.8) 30 (75.0) 10 (40.0) 102
Religion
Hindu 159 (99.4) 37 (92.5) 23 (92.0) 219 <0.01
Muslim 1 (0.6) 3(7.5) 2 (8.0) 6
Education of mothers
[lliterate 52 (32.5) 28 (70.0) 22 (88.0) 102 <0.001
Primary 103 (64.4) 8 (20.0) 2 (8.0) 113
Secondary 5(3.1) 4 (10.0) 1 (4.0) 10
Higher secondary 0(0.0) 0 (0.0) 0 (0.0) 0
College/Degree 0 (0.0 0 (0.0) 0 (0.0 0
Education of father
[lliterate 4 (2.5) 2(5.0) 18 (72.0) 24 <0.001
Primary 68 (42.5) 19 (47.5) 7 (28.0) 94
Secondary 70 (43.8) 15 (37.5) 0 (0.0) 85
Higher secondary 10 (6.3) 4 (10.0) 0 (0.0) 14
College/Degree 8 (5.0 0 (0.0) 0 (0.0 8
Type of family
Nuclear 80 (50.0) 20 (50.0) 15 (60.0) 115 <0.01
Joint 68 (42.5) 10 (25.0) 6 (24.0) 84
Three generation 12 (7.5) 10 (25.0) 4 (16.0) 26
Socioeconomic status
I 9 (5.6) 0 (0.0) 0 (0.0) 9 <0.01
II 15 (94) 1(2.5) 0 (0.0 16
I 19 (11.9) 10 (25.0) 0 (0.0) 29
v 111 (69.4) 4 (10.0) 2 (8.0) 117
\% 6 (3.8) 25 (62.5) 23 (92.0) 54
Birth order
1 47 (29.4) 24 (60.0) 17 (68.0) 88 <0.01
2 75 (46.9) 8 (20.0) 6 (24.0) 89
3 36 (22.5) 7 (17.5) 2(8.0) 45
4 2 (1.3) 1(2.5) 0 (0.0) 3
Place of birth
Health facility 154 (96.3) 37 (92.5) 0 (0.0 191 <0.001
Home 6 (3.8) 3(7.5) 25 (100.0) 34
Presence of immunization card
Yes 151 (94.4) 29 (72.5) 0 (0.0) 180 <0.001
No 9(5.6) 11 (27.5) 25 (100.0) 45
Figure in parenthesis indicate percentage
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As observed from Table 2, according to the re-
spondents, the most common reasons for not im-
munizing the child were: fear of side effects (40%)
followed by unaware of need for immuniza-

tion(28%). The common reasons for partially im-
munizing the child were due to visit to native place
or other sibling not well(37.5%) followed by time of
immunization inconvenient(32.5%).

Table 2: Reasons for non immunization and partial immunization

Reasons

Frequency (%)

Reasons for non immunization
Lack of information

Unaware for need for immunization

Unaware of need to return for 2nd and 34 dose
Place and / or time of immunization unknown
Fear of side effects / reactions

Wrong ideas about contraindications

7 (28.0)
4 (16.0)
5 (20.0)
10 (40.0)
4 (16.0)

Lack of motivation
Postponed until another time
Reasons for partial immunization
Place of immunization too far

Time of immunization inconvenient

Vaccinator absent
Vaccine not available
Mother too busy

Family problem including illness of mother

Child ill not brought

Child ill, brought but not given immunization

Long waiting time
Others *

5 (20.0)

11 (27.5)
13 (32.5)
2 (5.0)
3(7.5)
10 (25.0)
5 (12.5)
6 (15.0)
9 (22.5)
7 (17.5)
15 (37.5)

*includes visit to native place or other sibling not well

DISCUSSION

In the present study, the percentage of fully im-
munized children (71.1%) has been more for males
(79.6%) than for females (60.8%). The NFHS-3 (2005
- 2006)* data of Maharashtra has reviewed the full
immunization coverage in the rural area of Maha-
rashtra, which is 49.8%, and is lower than that in
the present study, and the coverage is 38.6% in ru-
ral India. A survey done by DLHS-3 (2007-2008),5
has shown that full immunization coverage in rural
Mabharashtra is 67.6%. DLHS-3 data also shows a
higher percentage of immunization in males than in
females.> The full immunization coverage in the
present study is higher, may be because the area is
near the city (peri-urban) and DLHS/NFHS data is
for the entire state of Maharashtra, which includes
the backward districts/tribal areas also. The com-
plete immunization status of children, against all
six vaccine preventable diseases in other studies
conducted by Chaturvedi M.7 in the urban area of
Agra (49.7%), Sharma et al 8 in Surat (25.1%), Singh
and Yadav’® in the BIMARU states (48%), a Rapid
household survey-RCH II'° (42%), and a study by
Varsha Chaudhary and Rajeev Kumar! in Bareilly
city (61.9%) have been much lower than in the pre-
sent study. This could be due to regional variation.
However, the same and higher coverage of full
immunization (73.33, 84.09, and 93.25%) has been
reported by various other studies.!1213

In the present study, immunization cards were
available with 80% of the mothers' of children.
Coverage was better in case of children who had
their immunization cards available. This shows that
mothers probably were well motivated and have
understood the importance of maintaining such
records with them for follow-up. Similar results
were shown in the studies conducted by Tapare et
al** and Kadri et al’®. in which 81.25% and 88.4% of
the mothers possessed the immunization card with
them, respectively. Similarly the study conducted
by Yadav et al.’® for evaluation of immunization
coverage in urban slums of Jamnagar city, showed
that the immunization card was possessed with
74.28% mothers of children. It was also evident
from National Family Health Survey III (NFHS-III)
4 survey results that only 12.22% of the mothers did
not have the immunization cards with them.

In this study, vaccination coverage was: 71.1% of
the children were completely immunized, 17.8%
were partially immunized and 11.1% of the chil-
dren were not fully immunized among the study
group, which is less than the desired goal of achiev-
ing 85% coverage.* Somewhat similar findings were
seen in the study by Tapare ef al.’* at Miraj. Yadav
et al.'° revealed that percentage for fully immunized
children was 73.3% and for partially immunized
children it was 23.8%, and for unimmunized it was
2.8%. Another study by Punith et al.'7 also found
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that overall vaccination coverage of completely
immunized children was 92.10% and the percent-
age of partially immunized was 6.58%, and unim-
munized children accounted for 1.31%. Similar lev-
el of coverage was also documented in other stud-
ies by Kadri et al., 1> Khokhar et al.,'® and Kar et al."®
in urban slums of Ahmadabad and Delhi city, re-
spectively.

According to the respondents, the most common
reasons for not immunizing the child was: fear of
side effects(40%) followed by unaware of need for
immunization(28%). The common reasons for par-
tially immunizing the child were due to visit to na-
tive place or other sibling not well(37.5%) followed
by time of immunization inconvenient(32.5%). A
study conducted at Lucknow by Nath et al.20
showed visit to the native place/village (14.7%),
carelessness (11.7%), apprehensiveness due to sick-
ness of the child or an elder sibling as a result of
vaccination (11.7%), and lack of knowledge (10.4%).
Kar et al.’® also revealed that the major cause for
incomplete immunization was postponement of
vaccination due to illness of the child (30.8%), lack
of knowledge of immunization schedule (23.1%),
and migration to native village (23.1%). Another
study by Yadav et al.’® also found that the main
reasons for dropout or unimmunization of children
were visit to native place/village in about 80% and
20% inconvenience in the rest. Kadri et al.’> also
revealed that the main reason for dropout or
nonimmunization of the children may be ignorance
and illiteracy among parents. Punith et al.'7 also
revealed that unaware of the need of immunization
followed by fear of side reaction was the major rea-
son for nonacceptance/discontinuation of immun-
ization.

As observed, gender of the child significantly affect
the immunization status of the child. In another
study at Delhi by Kar et al.,’® which reported that
the sex of the child did not affect significantly the
immunization of the child. The percentage of births
occurring in a health facility is 84.9% and remaining
mothers gave birth to their babies at home among
the study group. NFHS-III data, which shows that
67.5% of the births in urban area do occur in the
health facility. 4 This might be due to the availabil-
ity of health facilities in their vicinity. Present study
shows higher vaccination coverage (71.1%) as com-
pared with the National data 43.5% * and studies
conducted in Madhya Pradesh ! and in Rajasthan 2
that found 60.8% and 67.3% coverage rate of vac-
cination, respectively.

There was significant association between religion
and immunization status of the children. The chil-
dren belonging to the Hindu community have a
higher coverage of vaccination as compared with
the Muslim community. A study conducted at

Lucknow by Nath ef al.? found similar results with
the impact of religion on the immunization status

of the children.

In the study, it was found that those children born
in hospital had a higher immunization coverage
rates than those delivered at home. Similarly the
study conducted at urban slums of Lucknow by
Nath et al.?% found that children born at home were
found to be less likely to receive any vaccination.

The importance of having a card should be stressed
to them as being similar to the other documents.
The DLHS-3 data® mentioned that the percentage of
the unimmunized in rural Maharashtra was 1.1%.

The present study was in a tribal area, where the
population was defined, and the service provided
by the Health Department was better than in the
urban area. In the tribal area, contact between field
staff and population is also better than in the urban
area, probably resulting in a lesser dropout rate. In
the present study, the main single reason for partial
immunization was, ‘inconvenient time of immun-
ization’. The same reason was also given by other
studies like that by Swami.?® The immunization was
usually in the mornings when most of the parents
went to the field or for work. Hence, this time was
possibly inconvenient for immunization for parents
as this was their work time and they could not af-
ford to lose their daily wages. Yadav ef al.,'! Ugade
et al.** and Ray et al.,? in their studies, mentioned
that the fear of side effects was the most common
reason for partial immunization and unimmuniza-
tion.

CONCLUSION

In this study we found that the overall coverage of
immunization among the tribal area is good but
still it has pockets of poor immunization. Immun-
ization is often cited as being one of the most cost-
effective public health interventions. Hence, more
vigilant surveys should be conducted so that these
pockets are identified properly and proper actions
can be taken.

RECOMMENDATION

Regular health education sessions and motivation
through an encouraging and persuasive interper-
sonal approach, regular reminders and removal of
misconceptions prevailing among people and im-
proving the quality of the services at the health fa-
cility will solve the problems of nonimmunization.
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