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ABSTRACT
The overall objective bf the.study is to examine‘the
.influenée of sociocultural factors in the use of the Expanded

Programme on Immunization (EPI). Identifying certain

predisposing-‘factors (sociocultural and ecological) and

enabling factors (availability and accessibility of health

facilities)which may impede or promote the- usé of health

. facilities and lead_to promotion-of the most effectiﬁe means
of dissemination of information and effeétive'utilization of
EPT facilitiés. | |
Thé cohceptuai tool is based on Health éelief Model
(EBM). The model assﬁmes that prediction of health reléted

~behavioﬁr,partidularlypreventive/detectionhealthbehaviour,

depends mainly on two variables: (1) perceived 3uscepfibilityj

to a health condition, and (2) perceived seriousness of a

given heaith»problem. This varies from person to pefsoﬁ and. .

from group to group, and conditioned by sociocultural factors.

~ Three local gdvefnment areas (LGAS) were. selected based

on their cultural and ecological diversities and level of

utilization of EPI. These were: Akinyele, a Yoruba Community . = - .

in Oyo_State,AIka North-East LGA, an Ibo Community-in thé



A
uplsnd-area of Delta Stste and.Bomadi LGA,'an‘Ijaw Community
in the»riverine area of belts State.  Pilot study reﬁealed
thathAkinyele, defined as a success area, had more than 90%
corerage'of EPI target populationrwhile Tka North—East and
Bomadi; defined ~ as less successful, reported under 60%
coveraoe‘of EPT target-population. \

The study was conduored between May, 1993 and Fehruary,
1994, IDeta collection involved three ohases: (1) an-indepth
interviewjofv120 hey informants (40 from each LGA)} followed
) by (é)~ 36 focus group'discussions.(des) (6 in each LGA) with‘
a- total of 180 participants; and (3) structured intervieWs
_whlch 1nvolved 1,554 female household respondents, these are
1nd1v1duals who have given blrth to, at_least, a chlid in the'
last. 5 years._ -These_ techniques were suppiemented with
clinical case study of 50 children horn in each LGA in order
to examine the soc1ocultural charaoterlstlcs of mothers of
'well and poorly 1mmunlzed chlldren

"The study revealed that majorlty of children aged 12-23
months (909) were fully 1mmunlzed in Aklnyele, unlike Ika and .
Bomadl where 54 9°'and 55 6% were 1mmunlzed respectively.

Although statistical test _shows' significant relationships
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_ beﬁween sdciocultural_ factors and .fhe use - of Eﬁl,»
nevertheless, the‘most striking(feature of the study is the
fact that where intervention programmes (enabling féqtorS) are
éffected_ias' in Akinyele, the influeﬁce of sdciocultural~
factors as barriers was greatly reduced.. Hence,itﬁere”is no
subsfaﬁtial differenée betwéeh‘lka and Bomadi despite their
. diffeféntial sociocultufal_ and ebological backgrounds;'
| Theréfore,: the formulation of ‘appropriate intervention
pro'gralinmef_“is.iofj coﬁsidérabie_ importancé for Veffectivé
'_utilizatién of health facilities éﬁd for the achievement 6f

‘health for all by the year-QOOO.
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CHAPTER ONE
' GENERAL INTRODUCTIO;N'
1.1 THTRODUCTION
| The World Health Organization (WHO) (1978) had defined
heaith as "a complete state of physicél,'megtal and social
Wellf'being,’not merély the-absence»of disease or infirmity".
| This .définition addresses. mdsﬁly the curative; aspect- of
médiéine aﬁd there’ is- not much concern for _prevehtive
.medicine;  it-has‘béen arguéd:that the "Social well-being"
dimensioh does ﬁot'question~the ap?ropriéteness of differen£ '
Qalue Systems which cén stter_iﬁdividual health (Richman/
1987)}'. To expérienée a'm'freqﬁency" of illness in one'é-
lifééime' céuld be considered normal, for it‘ would be a
realiéfic outéome.:A_But the qUeétion. is, what level of
frequency (for a disease  or disease péttérn) is within
tolerable'limits?.
| ‘According to Richman (1987)[ ail societies have
taxonomies of disease. Although modern médicine is expandihg
in its scope of disease cbnception, it has not produced
satisfactory explanations on the causes. 'Mbét explanations .
" emphasize on' the germ theory of disease. To label ‘a disease
does not necessarily mean that its - A

!
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parameters are fully known. The avalanche of sick notes and
death certificates only have their explanations geared_more
towards administratiﬁe purpose. Therefore, disease should be
a matter of cultural notation for a holistic explanation of
man's well-being. _ _:
However, studies (Mechanic, 1964; Verbrugge, 1976; Lewis

and Lewis, 1977; Iyun, 1980; Marcus.and Seeman, 1981; Igun, .
i982; Jegede, 1991; Owunmi and Jegede, 1991) have shown that
thefe are relationships between sociocultural factofs and
causes of dieease and utilization of moderﬁ heelth facilities
in various cultural environments. Culture has been found to
play vital role in health behaviour of the people (Cke, 1993}
 Erinoso and.Oke, 1994) espeeially in the developing nations of
the.@orld where majerity of the people are tradifionally-
ofieﬁted and superstitious.- | |
The‘ierm 'illness',"disease'land 'sickneés"aCCOrding.to
Richman (1987),Vére usually joined together. Weimman'S'(1978)
distinction is ueeful in distiﬁguishing'between them. Disease
.refefsito the abnormalities in;the structure and functioning
of the organs. These need not be'cultdrally or individually"
explicit,. Illness refers to a patient's experience of disease

and other related'conditions (Richman, 1987). Sickness can be

}
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used interchaﬁgeablY’for aspécts of iliness‘andidisease. When -
applied cross—cuitufally; these éategoriés cén-'easily be
_bfoken doWn;» Some traditional societies locate diseases
outéidé the body (Jegéde, 1994). Industrial sociéties refer
more to 'stfess—rélatéd' diseasés,_also imﬁljing some externél
: causafion. The patterﬁ of disease‘and treatment distinguished
byfeach culture_révééis.the pracficél_reasoningjéh which its
wider social order is based. However, despite cﬁlfural
variatioﬁé in disease recdgnition, a nﬁmberlof'common’featurés
are ”shared;-in that, ;diseaées have origin, 'pharacteristic
indicators and ﬁndergo'sfages of development;f Nevertheless,
diééasés are perceivéd.és'affront4to human existenceﬂ |

"Genérally; péople like to be well all the time. In-order
to remain healthy,: they. employ’ preventive and detection
measures. to guide against illness. These‘meaSufes'have been
referred ﬁo as health related behaviours (HRB)_(Anderéon et.
al., 1963). | | |

Health_rreiated ‘behaﬁiour 'is "what the pebple  do
individuélly and célléctively in order to mainfain and/or .
reﬁéin in good health". fi Whaf specifié 'steps'_aré taken‘

(éometimes'called_pattern of resort) and why taken the steps?

]
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(Scrimshaw and Hurtado, 1987).

The iﬁplicatidn'of.this is that individuals will take
decisions.about what4stép to take.based on the valueé of -the
society. In other words, the aim of health practice should be
directed at prevéntiﬁe medicine rather than curative mediéine.
which has the hospital as chief corner-stone. This is:becéuse
préventive medicine is cheaper and‘has potenticiai to prevent
4 diseaseé, reduce morbidity.and ihcrease-life span.

Ih view of the neéd for preventive health care (PHC), the -
WHO in its Alma-Ata declaration of 1978 approved a propbsal
for PHC of which fhe Expanded Programme on Immunization (EPI).
is a major component. ?fimary'Health Care is "essential
health éare- based on pfactica;, scientifically sdund and
‘socially accéptable_méthods.and technology made universaily
accessible to individual and families in the community through
their full participation and at a cost that the communityAand
country can afford to maintain at every stage of their
development -in the spirit of self~relianée and self-
determination". Accepting theA objecti&e, the‘ Nigerian -
government used it as the basis for its nationél'population

and health policy which aims at providing health for all by



the year 2000

The Expanded Programme on Immunlzatlon (EPI)dwas set up
to immunize agalnst _prevent and - eradlcate the. identified
ChlthOOd diseases (Tuberoulosisﬁ Poliomyelitis, Measies,
,Dlphtherla, Whooping Cough and‘Tetanus) by the WHO. ~ The
target pooulatlon are children aged between 12 and 23 months
and preonant women. . To thlS end various strategles have been
.emoloyed in order to achleve the 80 per cent target coverage
-'level of the risk populatlon by the year 1990 but the effortsm
ylelded no commensurate results in most parts of the country‘
:(FMQH,-1991( UNICEF, 1993) The failure has always been‘
attrfbutedrto iogistio problems rather than  the attftude of
the_users who.are_the key_actors,in‘the utilization process,
" and are'conditioned‘by.different sOcio-cnltnral;valnes. But
scholars have shown that varions social and cnftural factors
militate against the use of EPT (Mechanic; 1964 Iyun, 1980;
- Igun, 1982; -and Jegede; 1991) In order therefore to solve
the problem.of partial or non- utlllzatlon of EPI desplte all
" the efforts of the governmenc and the. 1nternat10nal agenc1es,
there is need to dlrect research attentlon to the behav1oural
j.aspect-of EPI ntilization in order to nnderstand the.role of




6 -
':éocio—cultural factors on the users, and also-to investigate
possible ways of aileviating the problems. |

Hence, the study examines the rélationship between socio-
cu;tural féctors and‘thevuse of EPI. It-also investigates
what action pfogrammes ﬁay be employed to -reduce negative.
effécts of socioculfurai‘barfiérs_in ordér tb promote'them.in -
areas_whe:e'EPI services are poorlyAutilized.
1.2 STATEMENT OF PROBLEM p

Inspit=a of the generally écéeptedAimportance,ofAheaith
and despite all the efforts béing made ‘fo méke health'
_availéble to all'by tﬁévyear 2000 some peo?le afe-still hot
receptivé to modern héélth care iﬁ Nigefia. This problem also
affects the:use-bf the EPI. - Inspired'by,the guécess ofAthe,
smallpox'eradiCatiéh progfamme in the mid—1970s, the'WHO.and
the United‘Nétidns'Children Emergency Fund (UNICEF) launched
the EPI programme for ali dhildreh in the iafe-1970$; ~The
United.States,AgenCy fof InternationalADevélopment'(USAID):
also gé&e suppoft4for_thé globél initiative in thé 1980s. Thé
goal was to achieve universéi immunization.by_thé yeaf 1990;
and to stop the transﬁiésion of the six chilahoqd kiiler

diseases (Tuberculosis, Poliomyelitis, Measles, Diphtheria,



-
thoéing Cough and fetaﬁus) which were then claiming ovef 4.5
million young. lives yearly_(Eugénia( et. al., 1989). Eut
despité increased ‘availability of EPI -sefvicés, not all
motheré are'éurrently.qsing,the EPI services in Nigeria. -And
this hés fesulted iﬁ_the high'mortality-rateiof 144 deaths per
‘thousand.births, a ratioAconsideréd by UNiCEF (1893) to be cne
of the-higheSt in Africa. This is because EPT coverage was
less'than'8OTéércent.of thé target populatioﬁ by the year 1940
and Sfbod at'76,€'per cent_byll991. “A WHO report, however
indicaﬁeé_that} many babies lose their lives hefore their
fifst.birthdéy to the six diseases and many who 3ur§ive are
maimed for‘life, crippléd, blind or &eaf, or weékened by heart
and luﬁé'diseases. in fact, about 1/3 of 211 deaths in under-

five children are attributed to tlhicse discases.

(a0}

Apart from all‘these, there js'djf?exence_in the use o
the EPI services. It has been Sbowm that wmore than half of
'thldren éges i2-23 months-have never been vaécinated-iNﬁHs,
1990). The leastlprofected are those whose mothers have no
education; Mofe thah hélf of these children have never been
vaccinated._ Sixty.ﬁer cent of them haﬁe»rééeivedvthe first
dose in the three ddse seriés of DPT and polid vaccination.

!



Only 1/3 have completed the series. Half of this.category of
children in the South have completed the ﬁolio and DPT éeriés}
“compared with 1 in every 6 children living in the North. Also
less: fhan 1/2 of children have béen_ vaccinated against
' meaéles, and 28 percent received the vaccination before their
first birthday. A summary of EPI coverage according to
Primary Health'Care (PHC) Zones reveals'tﬁat Zoﬁe A KEést)
recorded full wvaccination of. 79.1 pércent, Zong B‘ (West)
recorded 76.9 percent, Zone C (North East)'84;7 pércént and
Zone D (North West):recordéd 68.1 perceﬁt (FMOH, 1991). |
| Presently, the:problén,is no ldnger that of getting.
lqgistic éupports but that of getting the peéple to use the
services provided. For instance, the World-wide sﬁpply of
- vaccines provided>bleNICEF representiﬁg three quarters of all
EPI vaccines supplied fo devéloping nations.hés increased by
almosﬁ'four—fold between 1982 and 1986 (Eugenia,.et. al.
Ibid.). Apart from the fact that many mothers do not bring
their children to be ﬁaccinated~initialiy, their continued_
pérticipation until the child completeé the-éppropriate doses -
of immunization is not ensured. As a result of this, there is

need to examine the attitudes>of mothers to EPI services. .



“From socio-behavioural perspéctive, a  mother is
influended by a numbeerf socio-cultural factors in making
decisions about whether to'use EPI or not. This is because,
apart from béing a mother, she is4also a wife, daughtér—in—
~law, income earner through farming or trading, a friend and -
neighbour, a health care seeker and giver, a prdcéssor of food.’
and clofhiﬁg,'a citizen and,a woman (Oppond, 1987): _All these
roles affect her behaviour_direcfly or indirectly.' Therefofe,
how best..to harmonize-_sociétal expectations "and her own
chéracteristibs are circumscribed by the social environment.
" within which- she lives. | |
._The-résgarch.quéStions are as follow:

1. 'What are thosé factors.thét favour the usé‘of EPI in
plaées where covérage is hiéhv(above 80 per'cent)idefined
as.success area? _ »

2. "What are the faétors that diécourage the.use'df EPI +in
:placeé where coverage is lbw:(below 80 per cent).defined
as less successful area? and - |

3. 'How can the favburable factors be applied_to improve the -
situation in the less successfulfarea? |

Thefefore, the .study sets out to answer, thé>‘ébove
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questions in the light of the folldwihg‘ébjecti§es,
1.3 'OBJE(';"I?IVES OF STUDY | | | |
| Thé'main objective of this stﬁdy is to find out those
factors that‘favour the»use of EPI and those that discoﬁragé .
it in- brder 'to promote the :favourable factors in less
‘spccessful areas. The 'étudy has. the following' specific

‘objectives:

1. To examine the awareness level of the people iabout
T;EPI; |

2. To ihvestigafe the prévéiling utilization “levél of
EPI. |

3. ‘.Té examiné.thé factors that favour the use of EPI.

4. To\ examine the factors that discourage' the uéé- of
EPI. - C | o

5.” Tb ‘investigate action prdgrammes fhaf_'will promote

: the use of EPI regardless of socio—culturél barriers.
To achieve these objectives. there is need to examine the
existing literatures in order to know what have been done in

this area and what new contributions our study can nake.
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1.4 JUSTIFICATION OF STUDY -
Social anthropologists'have alwaysdatgued that every
practlce and behaviour in a soc1ocultural environment are '
1nterconnected w1th all other 1nst1tutlonal patterns and that
a careful analys¢s of these will reveal the reasons for the;r
existence and the purpose they serve. - In some cases;'thei
effect of such 5001ocultural factors is beneficial in that it
'helps to malntaln the soc1al 1nst1tutlons, whlle on the other
hand, they may have dysfunctlonal consequences elther for LM////
individuals or the 1nst1tutlons or both. This therefore, was’
'tbe focus of this study |
_The 'study attempted to' examine. and documentt the .
sociocuitural'factors that encourage or hinder the use of EPI.
It was_assumed that,'apart from iogistic‘supply,.certain
sociocultural factors (age, occupation, reiigious affiliation,
"location oflEPI:facilities} education, number of children per
woman, and decision making.process) ﬁay inversely affect the
" use of ‘EPI. .This is because'immunization coverage is still
low in Nigeria, far below 80 per cent target coverage by the

--'year 1991.
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This study is neécessary because'there has -not been a
broad-based study ef this nature on the problem facing.the use
of EPI in Nigeria. Mdst studies have focqsed on how.to,
,1mprove loglstlc supply. But it was observed that.suoply is"
- not the problem because in most places where vaccines are
adequately.supplled, people refuse to immunize their children.
As a result, there is.need to investigate Why_the potential
users sre_hot usihg it. Hence, the need for this behavioural
study ' ', N | ' . :

The Federal Mlnlstry of health and Social Services (1991)
in ampilot survey on the problem of low utillzatlon of EPidin
Nigeria, .observed that réther ,than logistic support, the
attrtudedof the users may likely be a great determinant,
' :therehy suggesting thst social and eultural_ facters will
influence msers attitude to EPI. For ihstance, a mother may-
be hindered from using EPI in a cultural environment like
Nigeria, where hmthers work ddtsidehthe homes to augment
.family budget because there will be heavy demand on her timeé
and this will make it difficult- for her to take a trip to the
EPI Centre © Also, ngerla. being a patrlarchal society,

mother s interest in immunizing their chlldren.may be hlndered
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by the influenoe of the fathers who take final deoieions‘in
the household especially where-they'do not favour the EPI;

Moreover, considering the amoont of money put into this
_programme and the high level of 1nfant mortallty and morbidity
rate in Nigeria, one of the hlghest in Africa (UNICEF, 1993),
there_ls need to break these_barrlers ;n order toAachieVe
- wider coveragerf the target population. Achieving high
coverage will restrlct the moveménts of the causal agents of
the EPI dlseases and also decrease the risk of contamlnatlon_
from unvac01nated individuals.

Finally, 1t will prov1de basellne 1nrormatlon for oollcy
makJng and future research as well as sen51tlze EPI providers
to the role of traditional practlces and behav1oors in the use
rofr EPI so that 'they will deliver their services‘_not, as
contradictory to the wvalues of the society but as a

complementary one.
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1.5 DEFINITION OF CONCEPTS

1.5.1 Expanded Progrimme on Immunization

Iﬁmunization as an effective means of ‘prevention,
céntribufes significantly to reductién in childhood mortality
and morbidity} The‘EPI programme covers six diseases which
were created by the World HealtthSSembly (WHAJ in-1974, The
diseases are, Tuberculosis, Whooping Cough,_PdIiomyelitis,
Diphtheria, Measles and Tetanus. This study attempted to
éxamine ways of'improvihg the coverage which is still low in
Nigeria. .

'Generally( thesevdiseaseé_kill millions of.children'each
year;and cripble{ blind ox cause menfal damage to may others.
InA the 1developing' countries the high incidence: of these
diseases is iiﬁked'to poverty, with all its implications on
nutritional status( housing, personal hygiéné etc. (Gqérin;'
1983). o
l' Although immuniiation programmés have beeh going on for
'SeVeral‘years.inAtﬁe under develqped‘countries, yet their
courage have not—been'encouréging, usualiy very low as the .-
case is in Nigeria. Thereforé}Ain 1974, the Expanded Pfogramme

in Immunization (EPI) ‘was : launched covering the six



i communicable' diséases_ mentioﬁedl aboﬁé. The gbal of this
progrémme'was to immunize all children'aged between 0-23
months, especially in the developing world, by the year 1990.
The éradication of'smallpox gave an impetus to the progrémme.
Thefefore} in 1978 it was approved.as a-majér component of thé
Primary Health Caré {(PHC) at the Alma-~-Ata declaration.

In 1982, the WHA reviewed the EPI and urged the number
states of WHO to miﬁimize all their children by the year 1990;
Tﬁe 35th WHA resol&ed‘at é:five—point-action programme bni,
which it urged itsvmeﬁbef states to take action in order to
aChieveva mdre rapid improvement of immunizatioh coverage.
cho;ding to the Director—Géneral?s report, call was méde_fof g
the pfombtion:of the expanded programme on Im@unization.within
‘the adequate primary health care, the invéstment of adequate
human and financial ‘resources -in the Expandéd Programme on
immunization, the continubus evaluation and adaptation.‘of'
.immumization programmes, -and phe_ pursuit of appropriate
reseafchb(WHA, 1982)} The diseases are discussed bélow.
1.5.2 Measles: This is a highly contagious and éruptivé .
disease. It is commonly contracted at some'timé after £he age -

of 6 mdnths by those children who have not been vaccinated.
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Infants are normally protecfed; for at least the first six
months.of life, by the antibodies transmitted through the
plaéenta by those. mothers who themselves had measles as
qhildreﬁ.

Generally, measles affects chlldren at a vulnerable time,
the weaning period, when they are often malnourlsned as a
result of the change from breast milk to adult diet. The
diseése is of a long duration,'_causing' fevér, diarxrhoea,
pulmonary complications, and'éventually, death. The_vacciﬁe
'isAadministered in single injection at the age of 12 or,
preferably, 15 months, because by this time, the proteétion
i_transmitted'by the._mcjjther,~ which would decrease the vaccinefs
effecti%enesé, has completely disappéaréd. A week later, the
child may devélop slight fever, aﬁd in some éases have mild
rash, which disappears quickly. The vaccine is highly
effective but wheﬁ it is ekposed'to heat it destroys. its

potency.

1.5.3 Pertussis (Wheooping Cough)
This disease is very contagious'and is characterized by.
~fits of coughing, -the child struggling to catch his breath and

often vomiting at the end of the fit. The disease:is more
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severe;_nore eomplicatedband risky_in ydunger-children. 'Most
Whooping Cough occur in Children under 1 year - old.
‘Vacc1natlon should begin at the age of 8 weeks at least 3
doses are requlred at 1ntervals of at least 4 weeks

A hard ball often forms in the Llssue at the 1nject10n _
site and is slow_to_dlsappear. Sometimes, the vacelnatlon'
causes‘fener and,in rare . cases neurological'comblications.
NeverthelessJ it is‘so:freduentlyleffective that*all'infants;‘
and.especiallylthose.exposed to contacts with groups_of'ether -
children] should be'vaeeinated after the age of 3 months;
1.5.4 TetanuS': |

4ThlS is not a contaglous dlsease It :esults'nhenfthe”
‘infectldus pathogens are able to enter the body tnroughba
.-Wound. There are many possibility.fof infection, including'
obstetrical, surgical, mediCal,_and'ritual interventidns. The
incidence_of.the‘disease is related.to sanitary conditiOns and
the prevalence of the pathogens in the soil, rather than to
population.densiﬁy. Infection canses muscular cbntfacfions

over the entire body/Aand swallow1ng and breathlng become.

difficult. All cases. occur under 1 year of age.
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The first dose of early childhood vaccinatien'ﬁuet'be
followed throuéhoht life by beosters every 10 years. Tetanus
immunization is ?ery etfective.__beaths‘may be avoided by
‘immunizing‘pfednant women‘whe thus develep an immunity which
they transmit to their “infants through the placenta, and by
traJnlng tradltlonal birth attendante (TBAs)

‘ 1.5. 5 :O]lmeelltls

‘This is usually referred to as 1nfant1]e paraly81s | The
disease crlpples the affected. parts of ;thev ‘body. The.
paralysis is permanent, retafds the cbild’s growth, and nakes
the child to walk with Dbraces.

‘Theretare two types of poliomyelitis'vaccines:'(l) the
Qne'diacovered by Salk in 1954 must be injected, ahd (2) the
" other type developed by Sabin in 1957 is given orally on a
1ump of sugar, with a spoon, or withAa droppet. .They are both
equally effective. They have no.side effect and they may be
~given ‘in association with. the other vaccinations usually
administered during maternaliand child'consgltations.

1.5.6 Tuberculosis o .

This is an infectious disease caused by the Koch

bacillus." It.is highly contagious as it is capable of being
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+transmitted from oné'pefson-to another. It affects people of
all-ages and it is often fatal.

The BCG is administered by injection into the skin on the
arm. Fdiiowing the vacéination, a small blister forﬁsiWhich
heals ué'by itself after éevefal weeks, and leaves a SmallA
scar) .Occasionally an underarm. gahglion may swell, but
generally no freatment- is réquired. - The ,immﬁﬁization is
particularlyl valuable when the child liveé in an under
privilegediehvironment or in coﬁtact with contagious patients.

1.5.7 Diphtheria

Thié diséase bégins with.pharyngitié, then membranes form
deepwih_the throat threatening the child with asphyxiation.
Heart; kidney, or_neurological coméliéations éause the.death
"éf one patient out of 10, a proportionlwhich has,notjvaried4in 
the recent years (Guerin, 1983). This ﬁhéreforé Jjustifies the
limits offtreétment_despite medical advances; and‘proves the
need for vaccination:' Thg vaccine was discovered by G.}Ramon
in.1923,'but became‘widely used only after 1945. |

Diphtheria is usuélly common among‘children who are notl_
immunized. It mostiy affects children aged between 1 and 5,

yeérs. Infants are protected by antibodies‘transmitted,by the
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mother4Until the age of 6 months, while adults are-protected
by natural immunity due to past occurrence of the disease or
to unnoticed naso- pharyngeal or skin infections

1.5.8 5001ocultural factoxrs: This is a compound word f

.Social and Cultural. 'These are'institUtionalized aspects'of
.soc1ety by which the day-to-day problems are solved They are
complex aggregates through which the 1ndiv1dual members of the
d8001ety interact and .achieve. their desrred goals ’ They are
the_basic determinants oflways of life and health related
behaviours. 'These_factors ere: age, education, occupation,
- religious affiliation, location ofTEPI facilities,lnumber of
children and ‘decision making process. These factors are -
defined below _ . | | »
_1.5,9 Age: This is.the'age of the study population in.yeérs
calculated from the day of birth. ‘The age of:mothers range
‘between 15 and- 49 years and that of'children.between 0 and 5
years._ _ ) ) . . _ . _ A o
.1.5.10 Education: Two tYpes of education are used in this
text. | | |
1. Formal Educationzl This is definedj:as socializationif

"process<through an established institution called school,
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which is guided by learning curricula, aﬁd teaching is
.done by trained and épecialized.personnél called teacher.
This type of educatioﬁ ranges from primary tQ:tertiary
levels. |

é.‘ Health -Educatién: This is a socialization process'
through.an informal meéns.by Which knowledge about health
care techniques and proceduies are disséminated to
?étential users for -effective' utilization -of EPI
services. It does not invo}Ve any established
institution but it is carried out by trained and
specialized persohnel called health worker. »

i.5r11 Occupation: This is defiﬁed‘as the main day-to-day

‘economic activity a respondent does. - It is that economic
activity ffom ‘which a respondent derives the ' largest
proportion of his or her income.

1.5.12 Religious Affiliation: This is the doctrine a

respondent practices by which she worship and venerate ‘the -

supreme being and which determines her'mbde of health belief.

1.5.13 Location of EPI Facilities: This is the distance of -
EPI facilities from users place of residence. The EPI

fécilities should normally be within_S km from users place of
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residence for it to bé considered available and acoessible.

1.5.14 Number of Children: This is the number of children-

born and cared for by a nother as at the time of interview

1.5.15 Decision'making Process: -This is the process by which

imoortant decisions are made at the household level It
focuses on the 1nvolvement of female members and.the degree of
male dominance in the study area.
1.6 LITERATURE REVIEW |
d_.ManyAstrategies'have been used to improve tne'ueevof EPI
in Nigefié. Suoh Sttategies inciude Community Mobilization,
'Nationalemmuniéation Days (NIDs) - and House to Hduee Visit
(HHV) ~ Howevef,-these seen to have noAcommensurate result
w1th the effort and money expended on them_ During the 19805,
1mmunlzatlon programmes only e xtended their reach: from
‘approximatelyulo% to 50% of the ohlldren in developing nations
(UNICEF, 1988), Nigeriabinclnstve. This shows_that'many
people are not using the service and consequently, the problem
iof high'infant mottalit&. |
Despite.the increased availability.of EPI services, non-
utlllzatlon and partlal utlllzatlon of EPI by certain groups

and in certaln areas contlnue to be a nmtter of 'serious

1
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concern. In 1988 only, 40% of children in countries of Africa
who aré less than one year of age, were fully vacoinated
(UNICEF, 1988). It is in sub-saharan Africa that the steepest:
decline has occurred. Overall; the immunization_level fell by
‘apptoximately 10% in 1991, with covérage_falliﬁg below 50% for
polio,‘measles, and DPT. Most ofvthis decline is acCounted'
“for by:low coverage in 1991 in Cameroon} the_Ceﬁtral African
"Republic, Ethiopia, Ghana, MozambiQue, Nigeria and Sierra—
Leone, wheré healthisystems aré'geherally Wéaker.or have been
disrupted by' sociai and political. unrest (UNICEF, 1993).
Sometlmes some mothers fail to complete the requlred

: doses. 1In fact data have shown that one half of the children
Areceiving the flrst‘dose fail to return for the~reqUired
second dose.(UNICEF, 1988). The probiem of.not using EPI or
: not completing the réquired doses has becomé a-critical issue
for programmeAplanners and health workers. .Sevérai countries
are enCouhtoriog difficulty with.maintaioing'présent levéls of
.immonizatioh_vcoverage, while many others. are facing an
unnoticeble barriér at around the 70% mark (UNICEF 1988) 1t
_has"been argued that there is danger in u81ng' a 81ngle ,

approach for information dissemination and motivation in that
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ﬂdepaﬁding 'op- the _target audience, some ‘mathods' ate_ more
efféative than. others in pramoting servide 'utilization
(Rosenstock et.ral.,'1959; Ogionwo, 1973; Hendersoﬁ ét{ al.,
1973}'Riddiough et. al., 1981 and Ginéarimbum et. al., 1986).

‘_ In this respect, a renawed'recognition:has emerged that
decision on childreﬁ's health and resulting actions are
usually made by the‘mothera, who are not alWays free to_chOose
what they would iike to do. From a .socio—behaviaufal
'perspective,ia_mothér is influénced~by a number of kin.and
nonmkin relatipnships 0verAthe choicé.she ié likély.to make’
with respect to.having_her child_vaccipated (Eﬁgenia, et. al.,-
1989) . | o

t_HeégenhOUgen and ClemehtsA'(1987) in their extensive
review of the immunization literature concluded that there is
- no single set ofpgeheralizable reaaons for low acceptability
Whiph is valid across regionai,,national; cultural, or socio-
.échoﬁic boundariea. Faptors associated with acceptance are
related to the health status -of the child and'immuniZation
services provided,-aS'Wellvas pther‘characteristics of tha_
target population. These differ from one place to the other,

and from group to group (Eugenia, et._al., 1988). However,
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Heggenhougen and Clements (1987) édyécated the édmplementary
use of social-sdienée theories in health servicés reéearch to
examine why 'some' people -use, -ori do not wuse, available
immunization'serviqes. They argued that there is need for a
Amixed_qualitative'ahd quantitative.researdh methbds to serve »
as check andvbaiance in the validity of the data collected,
“and to generéfe comprehensive results-which could not oniy
identify non—immunizétiqh groﬁp bﬁt aiso to'determine why
| people fail to use it. Thereforé; thié section will deal with
the sociccultural factors that ére likely to 'influence
mothprfs ability to uée immunization services.

1.7  SOCIOCULTURAL FACTCRS

1.7.1 Cultural Factors

It‘has been argued that the essence of culturél_factors
in the_utilization_of héalth care serviées'is that, behaviours
are diétinctivé and.are espebially abpropriate.within cﬁltural
circuméfanceS’(Robert,'1985; Réharjo and Corﬂer,»l991; Basu,A
1991; Caldwell et. al., 1991; Obermeyer, 1993 and Omorodion,
1993) . There 1is the’ belief thaf_ different cultural _
orientation affects the .acceptance or rejectién of health
programmes.  In this Case, the major factors. influencing the .

i



26
AaCceptance'of health:programmes may depend on how rkople.
perceive diseases. Acceptance will'therefore, be influenced
by conceptlon of such diseases as regards causes, diagnosis,-
therapy, and prodnosis._ The essence of a community's'belief
_about dlsease causation determines the nature of health care
servrces to utilize (Lasker, 1981; Odeblyl, 1989; Oke, " 1993
ErinOso and Oke, 1994) In their work, Erinoso (1976)‘and Oke-n
»(1082) observed that the Yoruba of Western Nigeria, conceive_
1llness from three etlologlcal 'perspectlves, _that is,
' preternatural supernatural or sttlcal and natural " The
- preternatural cause of- dlseases is based on the practlce of"
w1tchcraft Oor -sorcery. The Yoruba also attribute 1llness to
the . wrath of ancestors and supernatural forces From the
"natural perspectlve they further e>pla1ned the -importance of
such variables as nutrltlon, insect bltes, worms, as well as
- hereditary factors affectlng the health of- the people " This
'is referred to as natural causatlon.' In Yoruba bellef systems
'certaln categorles of chlldren are forbldden from using cold'
water to birth and eatlng a partlcular food item (Odeblyl,
1989) , Any violation of this belief will lead to the death of
such a-child. Erinoso (1976) and Oke (1982)_ also pointed out

)
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that the belief in natﬁ:al causes of diseases_méy, in fact, be
interpreted aé ’haﬁing.v supernatural and preternafural
dimensions depending‘on the duratidn and circumstances under
wﬁich the patient is suffering;

Also, traditional concept of diseases among .various
groups appears to influence health behaviours.- The“decision
.to'accépt and utili%e health services, therefore'depends on-
how disééses ére perbeived'in different societieés. The role
Véf subfcuiture factors'and préctices have been considered as
importanﬁ 'in health care utilization. GoéftSeen ét. al.
{1975) posit that_éub—culture'factors and practiceé along with
socigeéonbmicAstétus are the underlyihg factors in seekihé
medical help. Within this general framework, knowledge of
disease énd cultural factors affect heélth care utilization.
‘The inflﬁence of these twin factors are two;fold. Firét; théy
help to determine whether or not health'conditions'will be:
recognized as a problem’éttention'and éechd, they help to
determine what kind of actibn to be taken. Usually, such
“‘decisions are not devéid of cumulative mediCal experiences of .
‘the individual. . Thesefexperiences influence the knowledge of

subsequent skepticism about care. The health bélief systeﬁ
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will ‘influence whether people will decide to use EPI or not.

1.7.2 Bealth Belief Model

ROSenstoCk'(l974) expiains the role of health belief in

health decision making. He suggested some sﬁeps which people

should undertake in order to prevent-illness. Hg said that

-they'will respond to symptoms in specified ways ahd/or will -

follow professional recommendations if:

(a)
(b)

They exhibit at least moderate health motivation.

They believe they are vulnerable to or currently

suffering from serious problems.

(c)

)

- They believe the potential or existing problems could be

prevented or controlled or is controllable.

Their suggéétive time horizon (expected life span) are

1iong'enOUgh for them to juétify taking.immédiate action

to 'ward-off' future threat or impacts;

Their social group sanctions the use of particular health

treatment or providers.

They are willing to overcome barriers (such as social,

,religious, economic and cultural) involved in taking

certain personal " health actions, " entering the

professional delivery system and remaining there, and
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(g) They are willing to foilow érofessionalAadvice.

A1l these propositions are important determinants of
utilization of preventive/detection medical services. Bice
et. al. (1969) aISO'emphasize the points mentioned above;‘ In
fact, 4studies have ’showﬁ. the »impOrtance of sobiocultural.‘
factors (Lambert, 1969; Richardson; 1971; steele and Mcbrodm,
1972) . Using this'fféme,'it is imperative to diSCuss thé
' éépects of sociocultural factors of‘health-utilization. Since
belief'éyétem depends on the experience and sOcializatioﬁ
process it has direct bearing on factors such as age,
religious-éffiliation, éducation,Aoccupation, ethnic factor,
deci§ion—making, number of-children a woman beafs and loéation
of health care facilities. .

1.7.3 Rge of Mothers

Since childfen are too young to>make healfh decisions for .
themselves, fhey depend on their parenfs. Eugenia et. al.
(1989) have argued‘that'mOther'é~personal dispositions do
| influence health seeking behaviour for their' children.
Whether a child will be taken fof'immunization or not depends
onAthe mothef.whOSe action depehds on so'mény factors.she‘is

predisposed.to. In their study, Rabin et. al (1977) cbncluded

]
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that-age is positively related to the use of drugs. Use of
drug is a function of age. It is functionally related to
prescribed use of drug.but negatively related to unprescribed
>[ drug use. Bush (1976) observed that older people take more

| drugs than yohnger people. |
“Although, these studies explain: drug use,' they . havev
direct.ekplanation'for health.service utilization because the
.more one is predlsposed to the use of drugs, the more heé or
Vshe is ]1kely to maxe use of health fac111t1es Steele_and
Mcbtoom (1972) have, however, argued that the_factor of age is.

important in the use of preventive health care.

: \TWo points are significaht in these studies. Fifst, it
_oan be ihferred that the use of immunization may increase as
mothere grow older.. And seoond,jthey,show that as one 1is
growing old, he or She tends to attach importance to health.
matters and this may be extended‘to the care of the infants.
Age is the:hasis of experience and degfee of socialization in
the society. The bellef of the people about the cosmologlcal
order thus depend on the type of 5001allzatlon they pass
through. The cumulative effect of their experiences~may later

influence health behaviour. Because of the mystery-of life, -
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~religion tends to influence the conception ~of pecple
‘especially as they grow old.

1.7.4 Religious Affiliation

It has.béen argued that pefception of iilness is affected:
by religious affiliation in,the.Africah societies (Ojél 1966) .
Magico-religious belief system does influence how 'people
petceive diseases. In traditionai religion, there are cults
or movements thch focus'on.sickness and healing. In the Ika
Local Government Areas of Delta State, Bourdillon (1991)
-~ob§erVed that the members of Olokun cult are-beliévedito’
become posseésed by water spirits. Prominent mémbers of the-
cult have impbrtant roles of divining and héaling,,as well as
4performing rituals on _behalf of the whole -community.
Recruitment into the cult .1s almost invariably’-through
sickness, usually a lbng and lingerihg sickness, during which'_
the patient may have made several attempts to -be cured by
western medicihe. Ultimately, the patient is believed to be
called by the water spirit, and is healed when- he of she
accepts the spirit and becomes pésséssed. Also, there is a-
_cﬁlt which is respénsible for prevention of smallpox (Sopona)

in Yoruba.land. It could be argued that the function of
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traditional religion is to''ward off‘_evil occurrences such as
sickness ahd in most critical.periods fo heal the wvictims
(Osunwole, 1989). As a result,,iﬁ the traditional societies,
people depend mostly on traditional healing processes.
- Erinoso (1981) hés however shown that most Nigerians have
pfeferenbe' for the services of traditional healers. ~ Oke
- (1993) has also argued that most people all over the country
respond to iilnesé.in accordance with their culture: Among
the pfedominahtly‘ rural pOpulace, ill-health is cémmoﬁly
believed to be due to. the evil machination .of witches,
sorcerers, "deities and angered ancestors. " This- belief_
influences the health seeking behaviour-of the people. Today,
things are changing due to the influences of christianity and
weétern edudafion (Omorodion; 1993). |

It has been argued that people whose lives have changed
little from traditional ways may seek_héaling from traditionai
healers. Those who have broken from tréditional‘ways, through
'scﬁooi and work, often no longer haﬁe sufficient confidence'in.
traditional healers for these to be of any help. It thus .

leads to eclectic pattern of health care use (Obermeyer,

1993) .. But some have not been éufficiently incorporated into
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a modern type of society which may find impersonal faﬂd .
sciéntific treatment fér'sorting out their health problems:
Tc these people, spiritual healing churches provide a hope of
healing énd underétanding,.which doés not involve réverting to"
'4a 'pést they have th;own dut {(Bourdillon, -1991). VIt is
significént that héaling chﬁrches evén attract a significant °
number of coﬁversions from'ISlaﬁ.in communities where Islém is
a dominant religion (Asuni, 1973). In time of speciai stress,
anyone may find attractive the supporf'of the tightly knit and
enthusiastic community of a healing church, and accept their
confidence in the powerful symbols.of-their preaching and
their rituals.

Churches have rites of héaling,’which in some cases, are
central to'the rituai Qf thé churches, and many.chﬁrches pay
~a lot of éttention to healing. Christian missionaries have.
for long condemned traditional healing as dealing with the
devil. Some of the basié.for such condemnation, Bourdillon
(1991) arguéd; .comprises the experiences of. medical
missionaries who have_come across cases in which traditional_

healers did more harm than good to their patient. But the

condemnation -goes beyond aisimple judgement of efficacy. A -
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healing service usually:forms the climax of a revival méeting
of the Pentecostai Church, and preachers in this church often
'emphasize the healing powers of faith in Jesus Christ. Other
churches such as the Mount.Zion, Full Gospel ChurCh, focus on
healing. | Recrultment to these churches is primarily' bY”'
. bealing and its rltuals always contain healing rites. Taik of"
heallng mlfacles are promjnent in the propaganda w1hh whlch
these Churches try to attract members, as they are in other
churches which diverge from orthodox christianity, such:as the-
Brotherhooc'of the Cross and Star in Calabar, and Aladura
_Churches ~and other 'similar churches elsewhere> in Nigeria
* (Bourdillon, 1991). | N

The question of healing;in Islam involves a tradition of
miracles and wonders lperformed through saints’ and their.
~shrines, ‘and the inter—play between islam and non-Islamic
traditions of. healing (which is very different from fhe
interplay between _christianity and traditional healing
(Boprdillon).li99l). Qsite unlike Christianity, Isiam
| ehcourages the use of traditional medicine (Abdalla, 1979).
Islamic ,1deology is- integrated in precapitalist social'

formatlon and this 1nfluences its health belief system. There :
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is no clear break-off of'Islamic_réligion ffom traditional
medicine. So the adherents believe sfrongiy in_tfaditional
_mediciné which‘they support with 'sections of the Koﬁan. Many
Scholars (Nadel, 1954, Last 1967; Abdalla, 1979, 1981), have
discnssedrdifferent aspects of Islam and medicine and show the
pattérn of‘héalfh seeking behaviour. |

| However, whether Christianity or Islam, feligion is
concerned withvcosmoldgy, that is; the nature of.the univefse,
the sbiritsAthat may.chtrol it, beliefs abont life and death,
ana_life‘aftér death, morals, and how people should‘behave
_towards one’ another. Théfefore, a.decisionhto seek‘treafment
" does not dépend simply on the pnysical_nature of the disease’
‘and its symptoms (Mechanic, 1978). It is é npérson’s
peréeption of diséase which counts, and this perception is
based ﬁaftly-on the physical symptom, and that i#'is also
inflﬂenéedAby_a number’of envirbnmental factors_(Bourdilion}
-41991). ~These -environmentél factors include the sociél
environment within which a persbn acts and thinks.
In most cases, majority of the péople shuttle between .
orthodox traditional and spifitual-healing services (Lambo

1969 and Obermeyer, 1993). Bourdillon (1991) has argued that
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.. there are variety of possibilities froﬁ which people could
choose when they require relief from sickness.- He said that
we shoold'notice'that rhese are -possibilities within tbe
society. Not all people ha&e eqoal_access to all of them,  and
some people reject some of them on the ground_that they are‘
not real or . realistic possibilities. - The different
possibilities involve different systems of thinkipg about
disease, and commitment to one system may exclude.others. For
‘members-of the Mount Zion Church for example, faith-healing is
theOretioally the only possibility for ouriog illhess. The
plural situation, which to an outsider, offers a wide range of
eqoal choices, may be-rejected by members‘of a oommuoity who
accept only one of the systems as correct, and the rest as
erroneous or'e&en eril.' But the possibilities are there, even
those members of the coﬁmunity who reject a certain system sre
aware that others may accept it, and the rejection must be
msde each time the choice arises. _In practice, ordinary
people may try a variety of the systems in turn (Bourdillon,
'1991).' Nevertheless, mooern medicine is rhe most Widely used
-in Nigeria. 'Aln'mosr cases, this 1is combined with otber‘

sources of healing. 'For'instance, Boordillon (1991)} in his
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stﬁdy among the Efik and Ibibio people of‘Crdss Rivers State
of Nigeria,Areported that péople are often not coﬂsistent’in‘
their choices of methods of healing. Also Obermeyer (1893)
found thé same thing in his study'QnAculfure, material, heélth
aind women sﬁatus in Morocco énd Tunisia.

These choices are appafently»independent of‘any overall
belief syétem. It may depend on cher soci&—cultural féctors
which may break the bafriers”of religipﬁs belief system. One
- of such factors is education. '

'Findings>»from, numerous ‘studies -oﬁ iﬁféﬁt-:and: cﬁild'
mdrtality_copducted7in developing counfriés oVér the laét-
decade, show a nearly universal' andf'pOsitivé assdciation
"lbetwéén maternél4edﬁcation_and Chiid suivival_; a'felation,
which has Epersisted iinbvmany:AsocietiesA evén: when the
\hOusethd's' éocioecoﬁomié statﬁs - has vbeen held constaﬁt~
(Cochrane;~0ttafa and‘Lasléy; 1980{ Rutsfeiﬁ,'1984} ﬁnited
Nations, 1985; Cleland and VariAG:inneka{r‘l,_ 1988, 1989). “As a
result, the study of the.‘pathways"through”.WDichb femélé
échooling eXércise“its pésitiVe-?leverage has beéoﬁe of

increasing interest to researchers in recent years (Cleland
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‘and Van”Ginnekan, 1988, 1989, Bérfera, 1890; Singarimbum,
Steatfield and Singarimbum, 1986) .

- Education of women has been suggested to alter the
tréditional resources because of increase iﬁ family size,
leading to changes in decisioﬁ~making- and allocation of
resources in the bouséhold (Caldweil, 1979; Céldwell; Reddy
and Caldwell, 1983). Education modifies women's beliefs about
| disease .causation and cure and thus infiuence both doméétib_
éhild—care practices and the use of modern health care
services (Caldwell, 1979; Caldwell, Reddy and Caldwell, 1983).
Also, schooling enhances a woman's kpowledge of modern health
care facilities, improves her ability to communicate with
modern health.caré providers and, by inCreasinglthe value she
places on good health, resulté in heightened démand for moderﬁ
health'care services (Caldwell, 1979; Schultz, 1984; Caldwell
and Caldwell, 1938); Maternal schooling also refiects a
Ahigher standard of living.and access to financial'and other
fesourées, because better educated women are more likely to
- marry wealthiér men or because of their own incfeased earning N
‘capacity (Schultz, 1984; Ware, 1984).

One linkage befween.women's education and child healthris
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that, educatien gives women the power and confidence to make:
decisions (Ware, 1984). Iniaddition.to.providing specific
knowledge, education of women also induce changes - beliefs
and values Dby encouraging receptivity = to new ideas,
competitivenees and self—confidence.(Curtin,'1982). Women's
educatien may reduce infant and child mortality in several
ways ... (Widayatun,‘199l) because an improved understanding
of the role played'bvaomen education can assist in the design
’ef health interventions and, at the same' time, advance our
knowledge ef the association between maternal education and
child moftality (Elo, 1992). Educated mothers are more likely
to detect in good time when theif children are ill, to seek
appropriate treatment and understand and follow the medical
advice given'(Santow, 1983}. Both Barrera (1990) and Caldwell'
et,'al. (1979, 1990) have argued that ednceted metners are.
more likely, than uneducated mofhers,-to take advantage of
modern_medicine and comply with.recqmmended treétment because
education chénges women's knowledge end_perception of the
importance of-modern medicinevin the care of her chiidren. In
a study of child nutrition in the Philippines, Barrera (1990)

reported that access to health care services benefited
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children Of educated'mothers more'than childfen of mothers
with less education. . This finding suggests that educated
mothers aré more -likely to take advantage of the available
public health care services than uneducated mothers. In
Nigeria, Orubuloyé and Caldwell (1975) and Caldwell et. al.
(1979) found that educated.womeh benefited more from available:
public health care services than uneducated mothers.
Rozenéweig and Schultz (1982) have.howevér, arguea that-
femaie education and _health care services - are. partial
substitutes for information regarding knowledge of diseases,
.treétment of'illness and child care practices. -They posited
‘that, the effect of education on child health becomes less
important as access to public health care services improves.
In areas Where such services are easily accessible, they are
uSed by both educated ahd unedhcated women, thus the advantage
conferred by schooling on health outcomés is narrowed
(Widayatun, 1991).4 Using data from Columbia, Roseniweig and
Schultz (1982) observed partial support for their hypothesis.
Theirvfindings are consistent with the findings of other
studies that have shown thatvdifferentials in child mbrtality

by maternal education are less pronounced in countries with
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strong public-health programmes, such as.Costa Rica and Cuba
(Behm; 1979; Pallgni, 1981; -Schultz; 1990). However,
education may.determiné the type of obéupation an individual
will have. The length of training is usually the prime.factor
of oécupation.‘ The type of_occupation an educated woman will -
have will be_differeﬁt'frdm the énes the uneduéated will havé
and thié may' affect. utilization of modern héalthb care.

services.

1.7.6 Océupation of Mothers

.. Women's entry into the labour force may have. both
negative and‘positive effects. on infant and child mortality.
Thé negétive effects may.Aresultv from the reduced time
avéilable for chiid nurturing, although place of work;_family.
size and the existence of extendéd family may ameliorate such 
effects. Women in the. labour force spend less time on child-
rearing compared.with'mothers who are not in the labour force.
Lack of métérnal time’ dévoted to child—rearing.;night‘ be
expected.to have direct impact on infant and:child through
loss of specific elementsvin a desirable child-care regimen,
and-indirect impact through degradation of méternal health.

The positive effects may result from increase in household
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income  and improvements in mother's knowledge of chiid care
fhroughvthe greater contacf of workingbmothers with médern
ideas (United Nations, 1984). | |

Hoppe and Heller (1975) examined the influence of '
"familism'énd occﬁpatibnal stability on alienation and health
- care utilization among lbwer class Mexican-Americans. It was
found that familism and occupational stability'weré positively
felated to timingAQf parental care, but negétively-related to |
consulting a physician when i1l. | |

‘Separation of plaée of work from place of residence may
bé a key factor'in identifying'thé"impact of emﬁloyment upon
fertility. It has been argued that, "the work status of women
- has affected pefception of the value of childreﬁ, husband-wife.
communication and decision—making” (Cheng, 1991). Woﬁen in
the formal sector are more likely to use modern health care
services than those in the informal sector. This is because
women in thé formal sector have better access to-health care
servicés as well as have more access to health education
programmes than those in the informal sector (Orubuloye et.

al. 1991). = They can make health decisions regarding

themselves as well as their children because they have
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economic resources to meet. thé.qost independent of their
husband unlike those full-time hoﬁsewives; “The predicanent of
dependent women which fqrcés them into relative seciusion
wifhin their own household chpéund also denies them access to
economic bpportuniﬁies outside the homestead.

Diﬁision of labour among household members has evolved
~whereby women specialize in WOrk outside the hbme. vThis
_division of-labodr itself éngenders a powerful elemént of
men's éontrol over women, enforcing female dependence on men
by denying women direct access to'incdme;eafning opportunities
(Cain, 1984). The. sexual division of labour applied to all
‘women in the rural areas and the costs, in terms df abuse and
loss of status, of engéging in typeé df wofk that»require'
moVement‘outéide the homéstéad are very high indeed'(ESCAP,
1987) . |
| ‘Although occupation of'mothérs'may affect the rate of
health care service ufilization-in various societies, the -
contrary may be the case among tﬁé.Yorgba speaking tribe of: =
Western Nigeria. For instance, Maboguﬁje (1961] cites the
findings of Hugh Clappefton and other 19th Century travellersv

that as many Yoruba women as men were trading as early as 1825
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on the caravén routes which~¢amg éouthWard of Oyo, Ibadan,
-Abeokufa and Badagry (in Orubuloje et. al., 1991). Pulme
aécording to Orubuloye et; al.; (1991) after her edited survey
of women of Trdpicai Africé indicated thaf women aré
independent in many ways and closer to their children_than
their husbands. This may have positive effect oﬁ health
seeking-béhaviour. | ‘

" In conclusion, Qcéupation of mothers may not necessarily
inhibit - their use of health dare servinces 'directly, the
inhibition may be as a'resuit of the dominant wvalues of
women's Subordination.to men's sﬁperiority; Regardless of the
degree of economic independence of a woman in a patriarchal
society, she,étill gives allegiance to her husband (Rene,
71993). Though some of them are in the'labOUr'market, yet,
they still maintain the,balance'between their jobs and their
homes so that they do not ldsé the favour of their husbands
(Jegede, 1989); Therefore, a womanis‘action is constrained by
the.socio-cultural value of her society regardless of the type
of occﬁpatibn she may engage 1in. This suggests that all -
decisions méde by a woman as affecting her family must be with

the knoWledgevof the husband. But the type of oécupation she
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does may determine her economic status.

1.7.7 Economic Status of the Mothers and Decision Making

Process

It has been érgued that majOrity erchildren's sickness
is probably first identified by the mothers Idrubuloye et;
al., 1991) who later inform the fathers before any acfion is
taken fdr treatmént. Since treatment depends on fhe ability
to pay, métheré who depend econbmically on theif htSbandsA
- would not be in a pbsition. to take their children for
treatment.i In the,study of an Ekiti village, Orubuloyé et.
Aal., (1991) observed that mothers cannot rush a sick child to
‘the hospital just because.she‘hasbauunified family budget
'behind:herfhusband over which she has some- rights .and which
will meet the cost. This may uéually'fesult into delay in
treatment when a child is'siék.. Caldwell, et.al (1989) have
indicated that low mortality rate may be as a result of the
promptness with which medical assistance is obtaiﬁed anytime
an illnessAis suspected.

But since treatment costs are usually borne by family
mémbers)A it' méy not Abe a burden on -women who depend

~economically on their husbands to bear. It has been argued



46

that, among the Ekitis, men play a greater rolé than one miéht
infer from the literature, meeting the cost in over half the
‘idéntified treatments for both their children and their wives
(Orubuloye et. al., 1991). The evidence from_fhis village is
that, men usually.earn more.income than women, largely.becausé
of»ﬁhéir control of land. Hushand's income have greater
margin in the study area than in most areas fepofted in the
literatufe, because it is reported that the area is.a cocoa -
growing one; |

Although user éharges may diSébﬁrage people from using
modern-healfh facilities, the qﬁestion'is, why 1s it that
people still don't make use of free health care services like
‘the EPI?. This may be due to the reason given by.Orubuloye et.
al. (1991) that the health centres may not give adequate
publicity about it. They stated that, a reducéd raté for the
ﬁeedy or penurious,vas is the case in Nigeria, is certainly
éne approagh, but many of the most needy may‘remain:unaware of
such cohceséions, and health céntresamay'be reiuctant{to give
them too much publicity because of the potential meagre:
revenue that will accrue from them. Apart from this

cOnstraiht, it becomes difficult for nursing mothers to
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- divorce vaceination_card frem treatment;charges. Many women”
stay away because of their inability to pay for the
vaccination cards, especlally when they have to payAfor new
cards after they have lost Lhe former one or forget 1t at home,
(Eugenia et. al; 1989)

Generally, one. cannot diverce mothers economic status
from societal’yalue of submission to their husbands_who are
traditionally'regarded aszthe bread winners.'_ Even where
-services afe free, nothers still need to obtain the approval_
| of the fathers before going for EPI. This hinges mostly_on
the cultural wvalue of 'patriarchal _societies where men's
dominailon is jealously guided. "For better understandlng of
thlS, we shall then dlscuss the process of de0151on maklng at
the family level to show the role and involvement of fathers
. and how this may affect health care utllization.

1.7.8 Decision-Making at the Family Level

Women's status-yis—a—vis men's'may:affect infant and
child mottality in several ways. First, women who are»mofe
'involyed in decjéion—making are generally nore likely to use -
maternal and child health care serv1ces than those who are not,

usually involved. Second women who have equal opportunlty in
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decisi@n—making and control :ovér resourceé may initiaté
decisions about health care use and,health care expenditures.
Women's autonomy and access to the use of fheir bwn incoﬁe'and
assets will inflﬁence their‘optiohs to pﬁrchase and consume
food as well. as make health Caré%exéenditures (Widayatun,
1991) , | . -

Education may increase communicétion'bétwéen_marfiage.
partners and'enébies women:to be decisibn—makers as well as
implement deciSions regarding'fheir livesi(énd also their
éhildren's welfare). :Furthermore/ the signifiééncé of the .
'indépendénce of women :in the household is supported by
evidence that, the greater thé resources é woman brings'into
marriagé,.(in comparison with those of her husbaﬁd inclﬁding_
héf education and income), the more significant her role
within the family (Widéyatuﬁ; 1991)ﬂA "Relative equality .in
deciéion making;and‘contréllover resources 1in relation fo;
child health (mortality) between-meﬁ and Women may depend
partly on- their - levels of education and inéome. .
(Widayatun,‘i991); Women's.income is the most importént-
aspect of their freedom in decision-making, lifé options and’

controi bver'resourbes-(Blumberg, 1976) .



Orubuloye,ef.‘al.'(199l)"explained fhat Yoruba women
distinguished their economic activity and its products from
that of their husbénds. Yoruba women-éarn money ffom botn
fa:ming'and tfading.-_They have access.tn land through their
husbands and rights to sbme of the products. Also, because
most cultures in West Africa exhibit some aépects of a double
lineage system, fney have some claim on the use of land from .
theif own.familieé of origin (Beier, 1955 in.Orubuloyé et.
al.; 1991). In a study on the sources of Yoruba household
income,-Flin and Zuckernann (1981) revealed. that 70 per cent

of néusehnlds reviewed depend'on farming income and 30‘per:
cent dépend. on trading income (Orubuloye et. al.,'_léQl).
'Also; Sudarkasé acnording to.Ofubuloyé'et. al. (1991) in a’
study in Awe &illage near Oyo and in the North of.Ibadan,
shows that women's incomes were aﬁ least as high és men's -
incomes. ' The'question here is, does tnis income earning
ability of the mothers ,enablé fhem to mnke independent
'ldecisions about the héalth_of their children?

Regardless of the degree- of involvément (ywaoméniin,
deciéionémaking about family matters, the final decision will

still be subject to the husband's decision. It has also been
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shown that even wheﬁ treatmeht was less costly, Ibadan men
~often described-theif wivee as increasingly disobedient. By
this, they mean that the'women sought:treatment-for their
children and'fhemselves withouf consulting fheir husbands,
‘although formefly,'they always used to ask ‘their husbands
about euch important_mattere (Ofubuloye.et.'al. 1991).

Generally, women, are constrained to make unilateral
-, decisions about their thldren'without the approval of their. -
husbands eeen where they-(woﬁeﬁ) are.highly edueated’and have
high econocmic statﬁs._'Since fathers afe regarded as the_head
of the family, regardless of their economic status in relation
to their wives, it is expected that they make final decisions
abouﬁ'ﬁheir familyeincluding.the nuﬁber.of children the:fémily
wili haVe. Hence, decieibn.making at fhe family leVel'reduces
the power of women to make independentidecisions on aﬁylnafter
relating to children's health. Decision-making may hinder
mothers who live far aWaylfrom the healthlcare centres since
| they may not-be.able‘to go out-witﬁout the epproval of their

f}husbands{
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1.7.8 Place of Residence and Location of Eealth Care

Facilitias

Residence and proximity to medical facijities tehd to
influence the use of EPI services. Okafor (1984) has argued
that location of hospitals, health centres; clinics and so
fofth foo distant away from-the population affects the level
of ﬁtiiization. Well spaced hospitals, clinics.or tealth
céntres éf'difﬁerent categories with différent areas in a
pdpulation distribution to -sefve 4the community tends .to_
attract ﬁigher utilization of services. |

In a study in Togo (Eugenia-et. ai, 1989), distance bf
health clinic was cited as a barrier:to accessibility, but
only by mothers who lived in villages along a road that was
impassable during the rainy season. All villages included in -
the study were not more than five kilbmeters away from the
nearest health ciinic,providing immunization services. in
'locatibn theory? emphasis is placed on minimizing travel
distance by.patients in the use of héalth care services.
Okafor (1982) has argued that the idea of travel cost has
- serious implications.on the location and use of health care

services.
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Mésf pqtential users do not want_fo spend much money on
transport. = According Vto 'Owumi- and Jegede (1991); health
'facilities_in the rural areas of'former Bendel étate (now Edo
.and Delta}) were under—utilizedvdue to thé fact tﬁat they were
located very far away from users residences. Also, most of
the héalth facilities weré;not accessible due ‘to poor road-
networks and poor transportation service.h However, greater
acceés_tg health careléfter child birth has been related to
lowér rates of infant and child_mortality in such deveioping
Cbuntries as Nigeria (Orubuloye and CaldweiL, 1975), 1India
(Smucker et. al., 1580) énd Costa Rica (Hainés and Ayery;-
1978). | . | -
" In their stﬁdy» in éambia, Hanlon et. al. (1988f
discovered that‘thefe is no_significant difference in the
distance mothers of well and poorly vaninated childreﬁ;had to
walk to the health centres. ‘This may be the same for Nigeria. -
In fact, Orubuloye et. al. (1991) has observed that distanqe
of health care.facility may not_play'a significant role in a
situatidn where people embrace the uséfulness of modern health-
care servige; They may prefer to tfavel iong distances and

incur much costs to obtain the services. Regardless of the
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Sétting (rural or urban), adequate health education can negate
the effect of 1long distanqe and’persuade_thé hypbthetical
users to patronize health facilities.

- Generally, a'sﬁrvéy of liteféture reveal thét'in'some
pléces’the ﬁselof.héalth care facilities may be affected by
some sociocﬁltural factors. But in ofher plaéés the effect of
tﬁese barriers mayAhaVe béen reduced fhrough health education
and generallawareness programmes. ;Regardless of the setting.
(rural orvurban) awarenéss programmes may play significant
rble in enhancing increase use of Heélth'cére éerviéeé.such as
EPI services. | Exténéive health education'vérqgrammés are
likely to negate the effects of these sociocultural factors.

Thé poigts that emerge froﬁ this review aref |
(1) that ﬁothers are expected toAactjindividually;in responée-
" to heélth status of their éhiidren,
(2) that.their.action is'constrained by some socioéultufal
vafiablés, |
(3f‘ that these sociocultural values may.have either.ﬁegative
| of positive effécts on mothers' use of EPI, and
(4) 'that mothers 'may be influenééd by the sociocultural

factors if there is no extensive health education
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programme on the use of EPI.

Following from this, it will:be most relevant to employ
the Health Belief Model'(HBM)_as the theoretical background
for this study with a slight m@dificétion about the rational
behavidur of the mbthers. |
1.8 THEORETICAL FRAMEWORK

This section deals with the theoretical orientation of
the study. It discusses the Health Belief Model (HBM) and its
r@levance'to this study.- Weberian social aCtion-theory is
integrated to the mbdel so as to enhahcelprediction of users
behaviour and fheir pattern of choosing bet&een alternative -
_ therapeutic meééures in the face of sociocultural infiuences.
Integrating'the actioﬁ theory would help to predict usefS'
beﬁaviouralApattérn in choosing’bétween.means and end which is
the primary objectivéIOf health researches. |

1.8.1 The Health Belief Model (EBM)

Health seeking béhaﬁiour’ can be explored from three
perspectives, (1) those which utilize méinly psychblogical
processes and variables to explain decisions; (2) those which -
utilize individual demographic characferistics and health care

delivery system to explain decision; and (3) those which
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explain deéisionsv as- a vresult of social psychological
proCesses (Igun, 1882). | |
| Of those that predicaté decisibns mainly on individual
psychologicél variabies, the mqét well known example is the
health belief model. This model was suggested by Rosenstock
(1966) aﬁd modified by Gdchman (1972) and Becker'et. al.
(1975). . The model -was designed originally 'to expléin
preventive health behaviour, but it has since been.applied to
illness behaviour. |
The model assumes that the beliefs and attitudes of
people are crucial determinénts of their health related
actions. AThe'modél holds that, when cues to actions, such as.
assumptions are. present, the wvariations in wutilization’
5ehaviour.can be accounted for by‘beliefsAconcerning four sets
of variables. These are:
(1) the individual's view of his own vulnerability to
illness;
(2).‘his belief aboﬁt the severity of the illness - this may
be defined in terms of physical harm or interference with )
social functioning;

(3) the person's perception of the benefits associated with .
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actionsvto reducé the:level or Vulnerability;

(4) and his evaluation of potentiél barriers associated with
the proposed action (this may be physical, psychological-
orvfinancial)p '
in other words, the mother whé'is the actor in this study

should believe that her child.is notiprotected against attack
of‘thé éix‘childhood diseases. - .She must believe that the
episode of:tﬁe diseaSe attack may either be severe or not. As-
a.result, she must consider fhe benefits of prevenﬁing the
disease by immunizing the child against{the diseaééy She must
also take"iﬁtb consideration the coét_lor 'inconvéniences
involved in éoing for immunization. |

The ﬁodel ban.be subsuméd under tWo broad headihgs, that
is: | |
(1) health—seeking behaviour, and
{(2) decisién—making procesé.

For a c¢hild to remain heaithy tﬁe méther mﬁét'take
positive deéisions‘and act upon thenu"Decision¥making}depends
on: |
(i)' human nature,

(2) culture, and
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(3) mnature and péttérn of health related behaviours. .
For a mdtber»to make health decision about her child she

must'first believe that the-child is susceptible to that

particﬁlar disease and that the degree of susceptibilify may

either be severe or mild. In'hisAstudy, Rosenstock (1974)

observed that susceptibility is at three levels, that is:

(1) High Susceptibility - a _éituétion_in which a person

1 éx@ressés a feeling that he is in real danger of

contre ~ting é‘diSease,

K2) Medium SuSceptibility,— a situation in which a perSon
belieﬁesvthat even though he is immune to fhe disease,
yet, ét a particular mbment, he is likely tc be adversely
tormented, and

(3)  Low éusceptibility - a situation in Whiqh an individual
completely denies any possibility of his contracting a
‘disease. | | -

"It is possible for someone to feel highly susceptible to
-diseases.but his willingness to seek preventive abd detection
health care constitutes an important factor. The actioﬁ an -
iﬁdividual wéuld take debends on the percéived effecfs and

consequences of such disease. Marshall (1974) argued that
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although one may feel highly susceptiblé; yet, the seeker's
ireSponsé - pOtentialiis enormoﬁé. The individﬁal may nof
probably téke action unless he believes -that becoming ill
would résult ih serious organic or social impairment.
| Ability to take actioh -depends on several ”féctors-.
regardless of thellével of suéceptibility and these factors
have been idéhtified .and catégorized as  (a) personél
dispositionél‘factors.suqh as age, sex and marital.status, and
(b). pérsonal' enabling faétors such as income, . piace of
resideﬁce, transportation, occupation, education and insurance
" scheme. |
Although thié model is feievant-to(this.study, it is more
of an anthfépological thaﬁ sociologiéal paradigm.. It only
explains usér;s<perCéption of diseases, beliéf:SYStem and
choice of therapeutic means without explicit explanétion of
‘ behévioural batterﬁ of,uSefs and how thié can be'predicted for
‘ _gfoup procéss, which is- the pfimary aim of any sociological
research on EPI. Researches on EPI.tend to examiné-why users
may use it in certain situations.and'why they may not use it :
in some other situations. EPI résearchers ténd to eétablish

a longitudinal:éffort-for the production and administration of
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vaccines. This mocdel does not adequately answer the questioﬁ
.bf predictioﬁ fof this.study; In ofder to alléyiate this .
problem, it has been considered Qisé to integrate Weberian
‘action.theory into this model so that we can explain thé-
rationaie behind users'béhaviour and predict to a certain
extént their future écfibns or resbonses_to EPI programmes.

1.8;2 Weberian Action Theory and the Health Belief Model

According to Weber X1947);'action‘is_a unit. act. For
actionvto take place there must be an.actor. 'fo him,’ aétipn
starts with the individual;. Action-is_subjective and-in order
to make if social it must invblﬁe, at least, .two persons in
the -ihteraction process; The individuals react to one-
anéther's béhaviour and take care of“the emerging pattern of .
behaﬁiour within the group. The actor Itakes” subjective:
meaﬁihg of the situation which~he'evaluates'and acts ubon.
Before an actor's behaviour can be ﬁnderstood,. one must .
understand not'oniy the-explicit meaniﬁg of the action but
also the impiicit. For example,,dné must not assume’that a
mother takes. her child forAimmunization and therefore she has

acted out of her personal wvolition. There may be some

underlying reasons and factors that mayAhave influenced her



60
décision té_use immunizatibn(.

A’ rational action involves a utilitarian consideration
between competing alternatives for specific ends. This
emphasizes a choice between means and ends. For instance, a
mother may accept both the means and the ends, that'is, she

' may. accept that_EPi is the best means to protect her child
against the diseases and thus use it. Another may only accept
'the fact that if is necessary to protect children against the
diseases but not necessarily through EPI. She has accepted
the end but not the means.

ToAWeber,'an actor must have a goal and'perceived means
of achieving the goal. Therefdre; in choosingAa means to
achievé the goal the actgr's action can be inflﬁenéed by
social>and cultural environments and his persbnal cognition.

Integrating this theory therefpre,. it will help to
determihe how users of EPI can create cues about using it.
Thus, using EPI will not qﬁly depend on vulnerability.of
diseases as'emphagized by the HBM but on the mother's goal of

_providing good health for her child, her own interpretation of .
the prbgramme having being exposed_to health Qducationvabout

N .
- it and the behavioural pattern or reaction of her social
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envirénmenf or the significant others towafds it. In this
wise).it becomés'eaSier tbzdétermine who will use EPI service
and why they will use it; ,It.will also be easier;to know why
éome people may noﬁ want £o‘use it. This thus classifies theﬁ‘
into_rationél and non-rational users.

If a mother takes fheSe_factoré into éonsideration, she
is rational and will therefére agcept EPI as the best optimal
méansAof combatting the diseasés whereas a ﬁon—fationai mothef
will‘not accept this fact because she will always believe that
there is al£efnativ¢ means which ié rooted in.her'culture.
Many scholars have found out that some people do not ﬁsualiy_
take rational actioﬁ even though their condition calls for it.

ZQla.(i964) has found that some people whose éondition
deﬁanded a'fationally positive actioﬁ refﬁsed to téke»such
:action even when their lives were seriously in danger.“ He
con¢luded that "thereiis something about these peopie or in
'.their backgrbund ‘which haé‘ di§tu£bed their rationality;
oﬁherwise.they would naturally seek aid". Black@ell (1963)
énd Gréen et;~al. (1974) reVéaled that people delay. seeking .
cure because Qf -conflict between a 'sfrong feeling of

susceptib®lity to disease.and a feeling that there. are no
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efficacious methods of preventing‘or controliing fhe disease.
Health Belief Model (HBM) éosits that for anybody to take
actienvthere:must-be a limit about how to behave and what to
do. That is; one'must take cue from others, observe_what they
do as geide for one's own action. Cues may be created through
awareness p:ogrammes; " In a situation where deliberate
attempts ere mede to creéte_cues throﬁgh the mass media to
mqtivete a population to use health services, behavioﬁrs SO
emitted varies with fhe intensity ofvthe'messagelreceived.
Fearful messages are found to be positively-correlated with
beliefs ébout severity and preventabilitylfhan do fearless
messages (Hochbauny. 1958; Levehthal, 1859; Guékin, 11965;
Kegeles, 1965 end Becker, et. al.,‘1974). This implies that4
mothers will act depending on the empheSies laid on the degree
of susceptibility and the degree ef severity of EPI diseases.
This thus exacts pressure on mchers tO'go'fOr'immunizétion
-and therefore, their choice 1is influenced by the percéi&ed

benefits ef4the EPT services.

1.8.3 Modified Health Belief Model

The Health Belief Model (HBM) view human beings from the
following dimensions:
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(5)
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Biological - that'is, emotional effects, stature etc..
Interactidnal System - that 1is, mén's_ relation with‘

others.'

- Phenomenological System - this enables man to perceive

thé”‘interpiay of different parts of his body. It
enables man to define "and monitor behavioﬁr of his
health as well as recognize .déviations from what he

has come to regard as the normal functioning of. his

-dey;

‘Man possesses experientia14 capacity. = That is, man

lives by experience. He has historical antecedents.
Man operates within a socio-physical environment.

For the purpoéé of EPI utilization, this model can be

reformulated so as to enhance predictabilityfand awareness.

As>a result of this, it is assumed that (L) mothers will

perceive illness as undesirable, (2) they will perceive their

children-as wvulnerable to diseaéesh_(3)vthey will perceive

episode of disease as severe, (4) they will act upon their

‘experienCes, (5) they will consider both’pérsonal and social .

significances of diseases, (6) they will respond to awareness

programmes on EPI, {7) they will choose to use EPi, (8) they
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will téke into consideration the benefits of using EPI, (9)
they Will.evaluate the potential barriers associated with
probos@d'action»of usiﬁg EPI, and (10) they will make rational
choice»of usiné EéI. ~The>basis of these assumptibhs ié the

ratiénél choice made by the users. .Rationality here ﬁeans'
ﬁaking utilitérian considerations to reach decision iﬁ the
lightfof'data available to the mothers in terms of their
experiénces abouf the efficacy of EPI as bést optimal means of
preventing and eradicating the diseases. This iélpossible>
with.EPI because it doeé‘not involve any financiai cost and it
is endowed with proven suécess traék'record'for preventing the
childhongdiseases.

In‘Ordér to be able to make rétional decisiqns, four
stageS‘ﬁust be fulfilled by the mothers; (l):They:must be
exposed to the  -EPI programme, (2) they must eVaiuateAthe
mességes received from the éwareness programmé, (3) they must
take definite‘déCision about whether they will use EPI or not,-
taking into cdnsideration the édvantages and disadvantages as -
wéll as thé potential barriers of using'it/ and (4) they must .
~act upoﬁ the decision they have taken. What is most impoftanf»

is the 'end and the 'means' of achieving the end.



| 65 |

Rationality implies thafAmofherS aécept botﬁvthe end and
-,‘the'means,'that is, they accept that.EPI'(means)lis the best
optimal therapeutic measure fof preventing' the childhood
diseases (end or goal). With this belief[ they will cﬁoose to
use EPI élways, But nonfrationallméthers will accépt the goal
of pré%enting’ their <children ffom diseases “but may be
skeptical abdut EPI as fhe onlyiéppropriate means of achieving
" the goalf Mothers in this catégory may likeiy accept that
children should be prevented aéainst diseases but.may‘not
accept EPI\as the only means. This category of mothers may -
havé been influenced by many sociocultufal facfbré.

_ Using this quél it will be possible to classify EPI-
usefgxihto four categories. These categories are (i)'those
-who used EPI immediately after awareness  (2) those who uséd it
later (3) those who used.it early and aropped‘it later'aﬁd (4)
Vthéée who refused to use it at all. While some will use it
immediately after an awareness»brogramme is concluded somé
thérs will wait and take cue from those who have used it
‘earlier. As a result of this; whatever cue 'is taken) some may
continue to use it while others mayAdecide not to use it.

Also, due to such reasons as side-effects of vaccines;_health
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workers" arrogant behaviours and 'perbeived time waste Vat
immuhization.centres, mothers may not be receptive to it.
Anqthér group will be those who do not accépt the means at all
and who will not use it for any reason. This bategory of
mothers. may _bev more inclined. to hbme .remédies ‘and other
alternative medical care; It must be emphasized that since
preVentive health care does not involﬁe diaghostic meaSureé or
symptométié céndifionalities the desire for §00d health will
motivate mothers to take 'positive' éues about EPI during .
awéreness'programmés'and act ﬁpon them.

Using this model, it will‘be possib;e to predict various
categories'of potential users of EPI in any society.' Tt - will
also be possible to.device various action programme strategies
targeting different categories of pebple iﬁ every_community.
Finélly, it willlbe péssible to éxplain whybEPI Covefage may
be low in some areas and high in others. Hence, for the
purpose of tﬁis study, certain.hypotheses are stated to guidé
the:research.

1.9 HBYPOTHESES

Tﬁe general hypothesis  is that certain socioculturall

factofs, such-as education, age,'religion, deciéion making,

!



ethnicity, occupation, 1ecation of health facilities and

number of children under 5'yeare; will_influence the use of

EPT.

(1)
(2)

(3)

(6)

The specific hypotheses are stated as follow:

The higher the age of mothers the ibwer the ruse of -

EPI.

“The higher the level of education of mothers the higher
"the use of EPI.

'Religious 'affilietion of mothers will positively

influence their use of EPI.
The. type of 4occupation -a mother engages in will
p031t1vely 1nfluence her use of EPI

The nearer the locatlon of EPT fa0111t1es to mother's -

t e

place of "‘residence the hlgher the use of EPI.

Every additional child in a family will reduce: the use

- of EPI.

(1)

Mothers who are more 'involvedf in household decision

maklng w1ll use EPI more than those not 1nvolved
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CHAPTER ?WO

| RESEARCH DESIGN AND METHODOLOGY
2.1 PILOT STUDY | o

A ﬁilét.étudy was barried out in the B zone-  of the
Primafy_Heélth Care (PHC) which comprises La§Qs, Oyo, Ogun,f
ondo, Osun,'Edo and Délta States to find out the utilization
_rate of EPI. -This was informed by tﬁe inabilityABf fhe zohe
. to meet thefBO per - cent target by thé'year.1991 with only-
avéfage'éoverage rate of 76.9 per'éent (UNiCEF, 1993).‘ Duringl'
;_ theAsurvey, if was;bbserved that EPI utilization was high in
some_afeas and low ih others;l It.waé discovered that Akinyele
local:gqvernment area of-Oyo State had almost 100 per cent
succesé%While'Bomadi and Ika Northeast LGAs of Delta State had
50 per .cent sudceSs rate, Hence}'We chose the three LGAs for
comparison; | |

.'During_the survey it wés nbted that utilizatibn‘may vary
:\with~ cﬁitural ;and -ecoldgical’ backgrounds. It was alsq
. observed that-certain factors ﬁay favbur,the use of EPI while:

some may hinder it. ‘ ' I _ oL
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2.2 PRETEST SURVEY

Ih.order to sharpen the study instruments, we carried-out
a pretest surVey.“ During the survey it was discovéred that .
the'instruments have some irregularities which were noted and
rectified in the final-version'of the}study instruments. It
also helped to determine the respoﬁse rate and strategies td
be'émployed in administering the study instruments. |
2.3 THE STUDYAREA
4 The study waé'carried outAin the B ane of fﬁe PHC.
Three LGAs were used as study sites. 'They were Akinyele in
Oyo StatéL Bomadi and Ika North-East in Delta State.' The
choice of thé I.GAs was ihformed by their pérformance~rate in
 EEI_;6§érage'as well asxculturél'and ecologicai differences. -

Akinyele LGA, (a model LGA‘for EPI inltﬁe zdne) has aA
population of 139,587 (males ¥_69}576 and'females = 70,011).
The LGA is located in the Norﬁherh-pért of Ibadan, the capital"
of Oyo State. It is bounded in the east by Lagelﬁ LGA, in the
north byiAfijio LGA, in the west by IdQ.LGA aﬁd in the south
by the Ibadan North-West LGA. Becausé the area is not far-
aWay-frém Ibadan it has bécome‘a'satellite area to the city.

Therefore, the people are urbanized in attitude. The people
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are 'predominantly "farmers  with a considerable proportion
engaging in tréding and white collar jobs. The population
»cgnsists mainly of Yoruba ethﬁic grguﬁbwith othef ethnic .
grgups making up a substantial ‘minority.. ‘Héalth Care
Facilities are evenly lOCatéd. in 'the area With adequate
outreach progtammes. |

Bomadi LGA iS'iocated in the southern part of Delta
State. - It has é populatign of 140,436 (males = 70,100 and-
Female - 76,336).” It‘has'its-heédquarter ét Bomadi about
350km from Asaba, the étate capitél,vacross river Focados.
Most of‘the towns and gillages ére located Qn‘water. ‘The'
peoble are Ijaw (Izons) who ate predominantly_fishermen'and
wOmen;g Although‘theyvengage ih farming and other economic
activities, fishing dis a hobby for all. 'They'are'usuaily-
trained in s&imming from childhood. Health Care facilities
are poorly lbcated ih the area. The outreach programmes are
-hindered by pogf transportation systém. Boats are the-major
means of transportétion in the'ateé._

'Ika North-East LGA is located.in thé upland area of Delta
State withAits-headguartér at'Owa¥Oyibu, about'70 kilometres
frombAsaba."It'has'a'population of 110,576 (males = 52,820_

]
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and feﬁéies = 57,696)-acéording to 1§91'census. The peoblé
are predbﬁihantly farmers. Although some of.them éngage in
‘some other occupations, yet, faimiﬁg is a supplementary source
of livelihood in the area. The people are Ibos. ‘They. lack
social amenities like light, water and health.facilitiesf
Bicycles are ?he major méans of.transpbftation‘in the area.
Health Care Faciiities are poorly located.
'2.4 JUSTIFICATION 'FOR: THE CHOICE OF STiJDY éITES

‘Akinyele LGA was chosen ;bécausé of 'its outstanding .
success record.'.As a model LGA for EPI, it has logistiC-
supports froﬁ doﬁor agencies and the governﬁent;,:The.health.
facilities.aré eyeniy located with easy éccessiﬁiiity and
qualifiéd staff, Aiso,vbecause it is a.Yoruba'community with. -
different ecologipal baCkground, it thus énﬁanées objective
'coméérative analysis with 6ther non-Yoruba communities within
‘the B heélth’ zone _iﬁ order to examine the. cultural and
: ecdlogical differencés'bétween‘them,

On the other hénd;'Bomadi and Tka were'chosen-because of
:the:low covefage Qf‘EﬁI'in the areas.. Apart frbm tﬁié thej
Iaék_functional health-care'facilities and the available ones

- are poorly- staffed quite uﬁlike‘whatfobtains'in Akinyele.
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They have poor butreach programmes and lack logistic supports.
’ The . main concern of the study is to identify

socioculﬁural factors that promote or impede the use of EPI.
The choice of study areés was purposive because:the éréas are
within thé same PHC zoné but with cultural and ‘ecological
diversities aﬁd differéntial health care facilities.'
2.5  PROCEDURE FOR DATA COLLECTI;ON

‘ Datancollection was by a combination of field'teéhniqueé
which include:indepth interview, focus group discussion (FGD)
and structured interview 'énd. case study.  These provide
information on »knowlédge, attitude, belief and practiceé
(KABP) related to the use of EPI. They'enhahce'validity of -
\instrﬁments as well as increase the degree of reliability of
data cdllected which might not have beeﬁ_guarahteed-if only
one. technigue had been émployed. According to Knodel (1984),
Caldwell '(1987) and " Ringham (1993) cultural attitude aﬁd
behaviour studies can bést be éxplored by usihg ethnography
and the focus group discussion.

. The study was in three phases. The first phasé‘was fhe;
indepth interview. This was foliowea'by the FGDs énd finally

_the structured interview. - The preliminary result of the

H
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indepth interview provided infofmatién for  preparing 'FGD
instrument, while the result of both ihdepth infefview and
FGDs were used to prepare.the instrument for the stfﬁcturéd

interview. The techniques are discussed below.

2.5.1 Imdépth Interview

Indépfh intérviewé were condﬁcted simultaneously'in the
three‘locations within the first four weeks of data collection
betweeh 1ﬁay 1étj and--BOth; 1993. 'Informants_ Were chosén'
randomly from certain-categories of peoble in the study_aréas
sﬁch as policy makers, paramount rulers, opinién leaders,
'herbalists,v health implementers (Health Workers) and the
cémmunity_people. Two separate study guides were used. Onev
wasgédministered ét'the‘qommUnity level to key infgrménts and’
the other.at the household level. The étudyvguides.Centéred-~
around the theme of the study (see'Appendix II and II11). .
| Thé interviews were conducted by two tréined RésearchA
Assistants (RAS)'in each,LGAd -They wére traiqed on how to use
the instruménts and they participated in the ptetest sur§ey as
rehearsal. The résearcher  himself cogduéted. personal:
observation of -the study aréas one after the other and-tdok

notes. At the end of each day's work,,thé interviewers
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revieWed and éomﬁared notes. At the‘end of the interviews,_a
'preiiminary ahalySis_waé made béfore proceedihg to the next
phase of the study.

| Fgrty informants,were.interviewéd in each of the LGAs.
"The distribution is és follows - 30‘community membérs_(ZO‘male
and 1Q.femalesj wﬁo.Were randomly éelécted. The remaining 10
infqrﬁants comprise l'policy‘ﬁakef, 2Hpéramouht rulers, 3 .
opinion‘leaders, 2 herbalists or traditional birth attendants
(TBAs)' and 2 ﬁealth xﬁdrkers.' The key informants were .
' ideqtified by'the researcher.

2.5.2 Focus CGroup Discussion

Focus group discussion (FGD) technique was used to
cbmpiement the indepth interviews. This was a group interviéw
of between 6 énd 12 participants at a time.- Thé pérticipants
have commoh'social'characteristics.-They were Qrgaﬁized to
discuss the theme of.thé studybwith the aid of a study guide
administefed. by"a lnoderatof (see kAppéndig Iv) . .Six FGD
sessions were conducted in- each LGAAAaﬁong: the following-
categories of peoplet— iiterate nursing mothers, illiterété-
pregﬁant wbmen,‘illiteréte.ﬁﬁrsiﬁg moihers,‘literate male

adults, illiterate male adults and literate pregnant women.
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Each.discussion lastedhfor a minimum of 30.ndnutes and a-
maximum of ohe hour depending,on-the response -rate of theA__
participants and hew insights from their discussions. An
’eligible participant is ah addit who is married and has a
child aged between O"»and' 5'.years as at the time of the
interview. ‘ |

. 'The FGD sessions- were Conducted by the researcher whot
moderated the discu331on sessions w1th the ‘assistance of a
Research A381stant (RA) who served as recorder by recording
the responses of the partic1pants verbatim. Also_a magnetic .
'tape was used to record the discussions in order to'enhance
accurate reportihg. Discussion sessions.were COnducted dnderA
cohddCive atmosphere in.borrowed apartments."Participants,-
who Were'selected_randomly,iwere notified ih-advance, The
»,notioelincluded the aim of the discussion, venue ahd time;
They were usually_brOught'to the venues by the researcher in
‘hisrpersonal car, at least 10 minutes before the start of
’ every'meetihg._ At the start of the.meeting the'moderator
ihtroduced- theé members of -the panel as .well 'as .the
A particioahts who hormally introduced themseives.':He usﬁally"

informed the participants 'bf» the need. to record their
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réspoﬁses in tapéé and ‘in writing. Refreshmenté‘weré provided
during the seésiohs and gifts were-given_té tﬁe'participants
at the end of each session. They were usually taken baék_to
theiﬁ.résidéncés..TheAfeSearcher'served as moderator in all
the. FGD sessions for the-LGAs. o | |

At the;énd'of‘each éesSioh} the recorder'usually updated
'thé note before submiéSidn_fo the researcher who horﬁally
feviewéd the note. Tapé-recdrdings were transcribed by the
rééearcher himseif at the end'bthhe'exercise. THe_FGDs wefe
carried out bétween,July'lst and Aﬁéust_BOth,'1993. This.
precedes the last phase.” - In-all, 180 participants took part
in thevFGDs; N | : R

. - Te— . )
2.5.3 Housechold. Survey

'Household éurvey was conducted betﬁeeh December lst,'1993
and February 28th,'1994._-This foilOwed immediéteiy'the FGD.
The éurvey'_cdvéred a wider population than the indepth
interviews énd'tﬁe FGDs. Questions were both pré—céded and
6pen—ended. Questiéﬂs‘weré.asked about sociodemography of
reépondents,.uée of EPI, sources of informafion about. EPI and-
décisibﬁ4making”process about EPI at.the household level.- The

questidns_wefe-drawn in such a way that they were'not-tod_long:
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very bsinple to - understand. The questionnaires = were
:administered'by RAs, who understand ‘the local']anouages and
were able to interpret the questions in local ]anouages of the
respondents from the original format of English. As a result
of this the RAs were recruited’directly from the communities.
ThisAWaa to enhance>adequate interpretation of the questions.
Therefore, secondary SChool teachers were employed as RAs.

‘In ail l 600 respondents were interviewed. FortY—six
questlonnalres were not wvalid due to 1ncon81stency in the
responses, bad completlon of questionnaires and ambiguity in
most of tne responses. Hence, a total of 1,554.qUestionnaires

were\found valid and were processed for all the three local

government areas. Four Research Assistants conducted -the
interviews in each LGA.

2.5.3 Case Study

Case study of immunization status of children in the
'study -areas was canried out. This was carrled out among 50
chlldren aged 12 to 18 months 1n each of the study areas.
These category of children are enpected to have completed .
1mmunlzatlon schedules. Reault from this study - revealed.

soc1ocultural characterlstlcs of mothers of well and poorly

!
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immunized children.'.This ‘was - used to corroborate the
- ethnographic data.
2.6 TEE UNI_T GF sTUDY

'-The‘unit of study fof.the survey was the housebpld. A
household was defined as a family unit _compfising the
parent(s), children and maids living .togetﬁer _and' eatingf
togéther. ‘Samples were drawnrusing the enumeration area (EA).
maps of the National Pdpulation. Commission (NPC) for the
areas. The sampled EAs were selected randomly from the.list
of EAs in each»of1the.study areas. ‘Therefore,-30 EAs'were
selected from cach of the LGAs. |

_In each LGA 600 households’were-selécted with an.averaée
of 20 ﬁoﬁseholds per EA. In all, 500 responses were processed f
énd aﬁalyséd_for Akinyele, 504‘for Bomadi and 550 for Ika.
The samples were“répresenfative of the female‘population who
are the’fespondents..:In Akinyeleland Bomadi, 1 out of every
140 women was intervie&ed while‘inrlka 1 out of every 104
women was interviewed. | | |

An eligible‘household.was any.househdld Where a female )

member had given birth to, at least, a child in‘the»last 5

years. The female member must élso be resident  in the
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houséhold. In'any»household with more than ohe‘eligible
female memberAsimple balotting system.was used to pick one out
of them as respondent. Also in some places the method of
choosing the first 'identifiedr eligiblev female member &as
employed. . The methods were Aapplied depending onb.the
circumstances prevailing in each case.

2.7 SAMPLlNG TECENIQUE

o Selection process was at three levels First was the:
-selection of the LGA purpOSively for reasons earlier stated
above.‘ Secondly, haVing identified the EAs a random selection
was made. In each of the selected EAs all .the structures ‘
(houses) within the EAs were numbered serially and listed in-
‘the hoﬁse liSting sheet (HLS) provided (see Appendix VIII).. =
From.-the: list of strUctUres; all households .in Aeach
residential housing unit were identified and listed out
serially for random selection of 20 eligible householos uSing
~ the fisher and Yates statistical table of random.sampling In
any EA_where there were less than 20 eligible households, all
identified eligible‘households were ahtomatically surveyed.,
Only,one,household.WasAsurveyed in any building with more thah

one household'inhabitants.
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2.8 PROCEDURE. EQR DATA ANALYSIS
Preliminary anélysis of both ﬁhe'indebth interViews and
the FGDs Were'made,‘ The analysis was hoWéver an integration
of all the techniques used in the study. Household survey
-'questibnnaires were collated, edited, coded‘and\ie—editéd to
cor?eét_thé erfofs befbfe transferring them into fhe computer
for analysis.. Chi—squére Statistical method was>uséd_to tesf
hypotheses, While bercentage frequehcy distribution was uséd
“to inteipret fhe data. Dué to the nature of data collected,
interpretation was both inferential ~and deécriptive.
Freqﬁency'tabies were consfrﬁéted to highlight_thé variabies_
‘according to categories. . | |
\fﬁfbrmatiOﬁ from the qualitative data (indepth interviews
and FGDs) were used toi substantiate and véorroborate the
quantitétive data.. ~ Where necessary, certaiﬁifesponSes from
the indepth interviews and FGDs were quoted verbatim to either

support or refute quantitative data.



CHARTER THREE
THE COMMUNITY SETTING
3.1 TRE PEOPLE - AKINYELE LGA

The iﬁhabitants of.Akinyéle,LGA.are predominantly'Ybrﬁba.
The~composition.qf the_popuiation is not differeﬁt from any
- other Yoruba>community with the Yoruba people forming the
lérgest ethnic group (aboﬁt 90 per cent)} But a mixture of
other ethﬁic;groups make up a substantial minority.

Like any othersYdruba bommunity the people'in the area
have traditional marks similar to that of Ibadan. Thié is-
very coﬁmon with the elderly_people bﬁt lessléommon with tﬁe'.
yoﬁﬁhs>aé thé practice 1is gradually dying out. They speak
Vpure\Yofuba lan@uage usually referred to as 'Oyo' dialect. .
The people are.mostlyAdark in Qompléxion with the exception of
very few ones. They are between 5ft and 6ft with broad nose
énd moderate head. | |

The . people usually dress in traditioﬁal attirés. Men
usually dress in an.'embroidered fiowing material :called~
'Agbada' puf over a lower garment known és "Dansiki'’ or"Buba;'-
all over a pair of trbusers called 'Sbkoto' with cap to match,

"Fila'. Occasionally, they complete their dressing_withAa
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walking stick called 'Papa'. Usually chiefs wear necklaces
made of beéds as paraphérnalia of offiée, "Akun'. Womeﬁ'on-
the‘othér hand weaf an upperigarmenf known,as 'Buba' tucked
into a-Wrapper called ;IroY with headgéar to match 'Gélé‘ and
a piece of clothing material for deéorating the éhouldef,
;IbOrun'. - Also, female chiefs wusually’ wéar 'Akun" as
paraphernalié of offipe. _Althéugh many young peéple tend to
weaf English dfesses especially those working in:the officeé,'
the'traditional dresses still fémain the most valuable in the
society especially for important océasions like marriage:v
'ceremony. 4 | |

-‘.?he staple food of the peépie are mostly_'améla'-and-
'eko! . \Although they'eat other variety of food items, these
-two remain the dominant food which -are usually ser§éd on
important occasions like ‘funeial, Vnéming and " wedding
ceremonies. ”While.'amala' is uéually served with 'éhedu; type
of &egétable soup, 'eko' is sefved with 'moinﬁoin' madé'from
beans. |

3.1.1 Residential Unit

The basic traditional residential units . are compounds,

compactly discrete fenced areas, each accommodating about one

I
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to} ten families Hou51ng' within the area varles but is
'typlcally constructed with mud and brlcks and roofed with
corrugated iron sheets. |

Each compound accommodates an extended famlly w1th the
eldest male being the head, 'baale . Each compound maJntalnst
a distinct boundary with its neighbour, A combination of such -
compounds makes up a quarter which is normally headed by a
chief known as ‘Mooaji' - And a combination‘ofkthis makes a

v1llage or town normally headed by a "Baale' or 'Oba’. Like

o any‘ other _Yoruba communlty the people llve} in towns and

villages;

. Although.majority of the residential units are occupied -

by extended families, there are a few flat system
accommodating nuclear families especialiy in Moniya; the LGA
headquarter.

In a-large compound.with adequate rooms, husband and wife
live in separate rooms usually next to each other but in a .
small compound they live together. Chi]dreq'who have come of
._age are accommodated separately accordlng to sex.
3.1.2 The Family Settlng v . : -

Extended Family wunit is the basis of  kinship

~relationship. Every individual has social obligations to his
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or her extended family. The right of the individual isv
embedded in the fuhctions_ of the extended family system.
}Being a ﬁatrilineal Society the head of the family (agbo-ile)
who is ﬁsually'ma1e hold in trust, the immovable prOperty
(espe01ally land) on behalf of other membera~ He has the -
right to allocate land Lo needy members of the Tamily.

Marrlage is usually the resoon51blllty of the extended
family,"It is responsible for'the consummation and payment of
the bride wealth. They Qperafe a patgilocal system of
resideﬁce with the wife leaviﬁg her family‘hbuse to reside in
her hﬁéband'3~family compound. All childrén»born to the
_ marriage‘ are UnderA the direct .authority of tha husband.
Generaiiy, grand—parents Usﬁally.hava unchailengeablevcontrél
over their grand childrenaand the entire family. The-in;law's
avoidance rule is still very much in practica'because'respect
is expected.from,a'wife to every‘member of her husband's
familyaregardless of age.'Nevé;theleSa, the-husband.is usually
the head of his family and he is the 'bfeadwinnerf. He is
expected to care for the &ife and the children and at the same,
.time to protect her.‘ The wife_an the othér hand, is expected.

to respect her husband. .
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Women do not always have the right of inheritance in the
‘ family. Rather, women are shared along with other.prooerties
at the demise of their husbands. But their (wife's)
properties are inhetited‘by their husbands at their demise.
Like any other Yoruha.society, it is their custom that a
child should receivevthe‘name.given itaby the oldest male’
»member-of4that family, parents and felatives‘at birth. It is
not uncommon for a.Yornbauchild to.havefmany names,'but only
about two or three of these-are normaily'used; The rest are )
usually discarded. In the course of ‘the ceremony, it isa
'customary'that certain materials such as sugar, salt, kolanut,
dry fish, aliigator peppet,-palﬁ_oil, water-and gin are made
to touch the child's lips as a symbol of étarting point of
' hls/her journey through llfe | |
. Polygyneous marriage is very common among the people | An
averaoe man is expected to have at least four wives. Children
procreatlon and surv1val becomes the baSlS of competltlon and
jealousy among the co- w1ves, whlle a male child consolldates
women's p051tlon in her matrimonial home as well as increases
her favour before the husband and the relatives. Monogamous

marriage is also practiced but not as common as polygyny.
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Divorce is allowed. Either.of the couple can‘inifiate
divorce dn grounds of ihfertility, laék of(adequate bére,'
quarrél'and SO on. Generally, marriage 1is stable;amOng the
people. In the-caée of a divorce, the new husband of the
divofqéd womén..woﬁld;.éff—set, all the bills _covering: the
_expenses which the formér husband had expehded on her and be
made. payéblé'_to “the man in 'the Qustomary1 dourt. After
dinrCej_ marriége can be recOntracted'if the-womén'still
wishes to come back and the man is ready to take her back and
© vice versa.. | |

Husbands have two rights over their wives, thét is the»
jural right and rights in unicemn. Marriage'js usﬁally‘
endogaﬁbﬁs} | 'Occasipnally, people do marry outside their
group."The youhger éenerations nowadays do engage in inter-
efhnic.marriagé.b | | ’.

3.1.3 Political Organization

The LGA comprises autonomous - commuhities with‘ a
‘centralized political system. Thére is:usualiy the_heqd of a
‘town or village-known as king (oba) in the town and 'Baalef>in_
fhe villages. There is also the council of chiefs which

- compriseés all sectional or quarter heads. These chiefs, in

.']
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close relatiohshib with the head; see, to. the day-to-day
administration of their towns and viilages, |
| Each viliage or town is divided into streets and quarters
usually headed by a chief. The administration of a particular
street or quarter _is done by the sectional head in
consultation with his chiefa ahdvhead of families known'as:
'Baale’. |
Information is rassed down from.the town or'village head
through the seotlonal heaos to the chlefs and flnally to the
famlly heads and association heads who usually’moblllze thelr'

members.
.Succession to the headshib ié usually by inheritanoe
throughfﬁale 1ine.‘ Ushally, the first son (aremo) becomes the
next head’at'the demfee of his‘father A female child,
usually the flrst daughter after ascending the throne, is
normally appointed the 'regent' when the head or father is
dead pehding.the ihstaliation of a new head which usually
should not'be longer than three months.. |
| The head usuallyiexercise politioal authority over his .
subjects. He holds land in truet for the coﬁmunity and he is-

responsible for the settlement of land disputes and similar.
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diéputes among the subjécfs. He.sees‘to the welfare and.
‘sécurity of the people. Therefdre, before anything éan be
introduced to the people his mandate‘isiusually sought. He
mobilizes his people for‘community deVelépmént-as well as.
discharging their ciﬁic responéibilities. As a result of the - -
authérity repbséd'in him any information paséed through him is
considered authentic. The people pay obeisance to fhe head.

3.1.4 Economic Activity

The people are predomiﬁantlY'faimers who produce food and
a few cash Crops like kolanuts, palm oil and cocoa. Apart
from this éccupatioﬁ, there are -also a good number of

professional artists and craftsmen who are skilled in the art .

—

of castiﬁg( carving.and’pottery. Also, there‘afe'a good
'numbeerf trédérs énd goverﬁment_workers. Generaily,Athe
greatest majority of the people afe in the unskilled labour.
workihg as laboureré. | | |
The average income of -the majority of -the people is
génerally low,. uéually below N4,000 per annum. This income
usually.come from sales of farm-produéts("pétti trading and
handcrafts. What'ié significant here is that this low.level
of inCome does not affect the practice of leygamyﬂ  The
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reéson is that they grow'their own food crops guch as cassava
and yam. They spend little méney on food; .Most of their
expenses go to health care service and edﬁcation of their
cﬁildren. | |

Like any other Yoruba éommunity,. the Women are
économically independent. Despite the fact that they aon't
own land/ they-éﬁgage in some inpome'generating‘activitiés
.such. as trading and théy’ have -absolute control Of. their
incdme. Only very few join their income to their husbands and
thesé people do . it in a situation where there are no competing
co-wives or do it to 1seek the févbux‘ of their husbands.
Althgggh husbands usually bear fhe household budget in mény4
cases “ghis is supplemented by the wives espécially'-in }
polygambus families where a mean and her children remain the
,.economic unit. - Irrespective .of the Contfibution of the wife
the husband still-takes final decision on any matter at home.
Regafdlesé of ‘the economic'prosperity'of a Woman she still
regards and submits -to thepauthority of her hﬁsband.

Marketing activities are usually done,by women while men.,
cultivéte the land. Théugh few women do cultivate land yet,

these are few and are exceptional cases. Women assist their
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husbands to sell their farm products.

~.In the area, tﬁere is a market day system duriné which
all sdfts bf articles and products are brbught to the ﬁarkef
for sa1é. On thesevdays (mafket days) almost everybody,'
éspecially women attend to sell or buy. The market days are
five days'intervali Markets are lécated iﬁ the'frontagerf
the traditional héad's_feéidéncé. Market in thesé"commﬁnitieé
perfdrm'many functions. _Impoffant informatidn are passedvtq
the people on market déys. It is a day that sucﬁ.information'-
can bést be dissemiﬁated. The market“aiso serveé_as an avenﬁe
to performing'religiéus functions because sacrifices are made
to gods in the market for the peace and security of the
comﬁﬁﬁity. Also, judi¢ial functions are performed there
because disputes between_members of the coﬁmunity and.seétiohs'
of the commﬁnity are settled at>the ﬁarkef square with a-
covénant following it. 1Its social function includes éathéring
at the market square during festivals and public meetings such

as for EPI programme on immunization days.

3.1.5 Belief Systems
‘Although their religion is characterized by a "wide

diversity of belief systems and ritual'forms, they believe:in
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fhe supreme being known as "Olodumare". Their religious
beliefs and practices éhéped and wefe shaped by the livelihood
of the society such as the hunting'and‘agricultural activities
and by the scale of social and pélitical organization.

Central to religion was the’cbncept'of power of wvital
fofce through prayers, invocation; éacrifices, witchcraft and
sorcery.“The peéple seek iike other Yoruba peopie to éctivate,
.increase 'or diminish that- vital ~force which layﬁ within._
fthemselves and within_animate.and-inanimate objects.
| ' Ancestor worship isACOmmonly practised by the pebple and
it serves és a stablising éocial férce. "Also, belief in a
nbn—spiritual fOrCe-called magic is‘anvimpdrtaht part of their
reliéion. Magic is used tobproﬁbte good or'évil-to hélp and
‘_toicureiand to harm. The chief categorieé in fhe traditional
religion are priésts, diviners and rainmakers.

Priests are intérmediaries bétween_individual_deitieé énd
the people. .They serve a parficular god or spirit and.they
watch over the behaviour of the adherents.

Diviners serve their clients és bdth doctors and

ascertainers of the unknown.
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RaJnmakers not only ensure su£f1c1ent ralnfall but also
stop rain if flood threatens They were called upon during
the 1880 Ogunpa flood dlsaster which ravaged many parts of
,Ibadan_01ty and its env1ronment.

However; it would be wrong to assume that thérpeople.are

vpagané,-majority of them are’mﬁslims and chrlstlans Only
very few plactlse the traditional religion but ma]orlty still
shuttle between Christianity or Islam and traditional religion
-éspeciélly the veneration of ancestor worship. Most cure to
health pfoblems are being sought through-the ancestors. The
diﬁiners most of the time réfer peo?le back to their éncestors
or 1dols in times. of trouble Sc, there is still wideépread
bellef and practlse of ancestor worshlp among the people and
this influences their health seeking behaviour.!

. 3.2 THE PECPLE - IKA NORTH EAST |

| The people are pfedominantly Ibo. The composition is not
different from fhe other communities with the Ibos forming the
largest:ethnié group but a mixture of other ethnic groups

makes up a substantial minority.

. !Source: Personal communication with Chief Olomowewe, a
traditional healer in Moniya and the Women Leader in the area on -
10th November and 15th December, 1993 respectlvely
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.They speak Ika-Ibo which'ié a bit different from eastern
Ibo. ‘Thus, a person_from}eastern.lbo area is not likely to
understand the real Ika dialect.’ The dialect has some
features with other western Tbo. 'Pidgin English' is widely
Squen in the area. This is irrespective of educational
backgreﬁnd. It serves as the official>langﬁage among the
peeple used ih communieating with peeple from other cultures.
‘They usually dress in a thick henq—wovenAleth_called
'mpe'_for the women which theyvuse to tie round their waist.:.
Men aiso tie theirs around the waist and knot it on the left
hand side.. This is calledA’mpOlu'. This‘is usually worn by'
theucgmmohers, But‘the Qealthy use.'nge>apani‘.. 'Tbe éfo'_—_
a three piece maferial —thieh_is for the ﬁen which they
fﬁormally throw over ‘their shoulder. 'Ibe-nabi' is thé
' matetial for WOmen. It_has.two'pieces. These arezusuélly_
| tied'one at the waist, the other around the chest - 'Tke-obi'.:
The ‘staple foed ise"Nniji".— pounded " yam, 'akpu' or
"fufu" and "garri".' The local soup is ’osefanifeusuaily
‘ﬁrepared in flat . mortar witheut cooking it. . This is,
occasidnally alterpated with Ybenga soﬁp', 'egusi',.YagbOnoV

éhd.'nsala soup', - a black soup without oil.
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3.2.1 Residential Unit

The basic residéntial unit is the compound house which
-may-or'may not be fenced. >Ea¢h cémpound‘may abcommodate'
betﬁeen 1 and 10 families with a house built.with mud and
roofed with ﬁhatChed—leavés or wood. The houses are scattered
and'surrounded by.a iarge acreage of farm land with thick
forests. The'eldest_méh in the family is called the ;Diokpa',
who is_ﬁhe head of‘the faﬂily.}'Extended family unit is the
basis of kinship relation which has the obligation of
providing andvprotebting the members. They ‘reciprocate by‘
giving corporate support to the family. | |

~ A young man who’haé just married lives within the family
compouna with his wife. As a resulf Qf this a_Wifé living -~
among the extended family member usually receive child caring

‘assistance from other family members.

°3.2.2 Political Orgaﬁiégtioﬁ'v

7Towns and villages are divided into guarters or family
groups, that is, the descendants of a common ancestor. The
various quérters. are more or‘ less distinct géographical_
entities; though a quarter may extend over qﬁite a large érea

. usually called 'Ogbe'.

1
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In each town/ there are tiﬁle holdérs'who'mostly inherit
.théir titles from their ancestors. Inheritance is along the
" male line. The title holders are known as ‘Ndi Olinzéne' and
such people usually pafticipate-iﬁ the ‘governance of the'tOWn.‘
At times, they are put in chsrge sf administration of quarters
or distant ﬁiilages by the ‘Eere’. The more important titles
are_peculiar'to certain families and certain quarters.

The traditional head is the Obi who is at the helm of
affaifs ofihis to&n,'iHe'ovérsees several- slans underihis
Adomain. The Obi is'always appointed from the royal: family.
The‘oldest son of a departed Obi always succeeds_himdisThsiobi
iives in a palabe usualiy built'by_the communify. |

The Obi makes laws and adjudicates in disputes amsng his
.;subjests. He_qarries out executive functions relating to the
laws and customs of the community. His court is the final
appellate in the»traditional setting.

Age-grade systeni’is' very iimpoftant 'in the politicai
organization. They sre aliocated responsibilities according
to age; For instance, age-grades of bstweén  0 and 12 years
are the innocent grogp.Who are used fbr ?urifisation'rites or' ]

activities on special occasions. Age—gfades of between 13 and
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20 years known as "Igbogbo' are responsible for.cleahing the
community and age—grades'of between 21 -and 60 years'called 
'Iche’ which}is4categorised.info 21 and 39 years and 40 and 60 .
years are the armiesf- At.the age of 60 and above kﬁown as
_'OlinZele' one can be conferred_with-a‘honouraryAtitle by -the
Obi in recognition of one's contributions to the devélopmént
"of theAtown.

'Usiﬁg'the political organizatién as a stratégy for. EPI
mobilizétion7 the Obi will be"in the best. position to .
infiuence his people through the'chiefs and ﬁhe'various‘age—
grade systems. . | |

3.2.3 Economic Activity.

%ﬁé‘major economic activities in the area are farming and
_hunting. These are mostly done by men especially hunting{.
The females do some farming too but mostly their traditional
occupations are WeQVing and'trading..Also, there is division
of labour by age. Children learn domestic andiexbected social
'roleé.'under their parents4 by observation and» imitation.‘
iﬁstruction is highly informal. 'The boys follow their fathers .
to the farm. -

As'agriéulturists, land is the basis of the’ibo material

3
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existence; Communities- and their..submdivisions are very
largely defined in terms of OWnership of land ~whi¢h .is
governed by thfee Caﬁainal principles: |
-(a) that land belongs to_tﬁe cQﬁmunity and cannoﬁ be takén~
éway from it without its édnSent;l
{(b) that within the commuhity; the5individual shall have
security of tenure for 1and he requires for his éompound,
his gardens énd'his farmé; andv o
(c) that noAﬁember of the community shall be without land.
-The seasdhal fafming‘activitiés determine the-peoéle?s
festival calendar."MQét of the'annqal féstivélg are held
after the harvest and beforé.the new férming season‘beginé.
EPI mébflizatioﬁ progrémmes will bezmost-effective during
these péfiods; | .
The'people have én organized market systém._ The market
day is synonymdus with the 'rest day' (known as 'Iken') of‘an
Ibo community. This is a‘particular day of the week which has
been earmarked as 'rest day' when.everybody always éfays at
home.  Public and age—grade meetings- are held on 'thisr"
particular day as well as communai labour.  This islanéther
opbortﬁnity for EPI mobilizatién in the aréé,, EPI can thus be

3
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incorporated as part of communai activities for the 'rest
. day' (Iken). »

3.2.4 Belief System

‘The peéple believe - in a éupreme béing known' as
'OsanobulUWa"whose power supercedes all other powérs in the
universe, They aléo believe in lesser gods who are fhe
intermediaries between man and the supreme being.. They have
gods for‘differént purbosés such as 'Adugbe'’ - goddess ofethe
sea, }Anii; —'qu of the earth,-'Uhuchif - god of'wpmen,
'ngugwu’;;”god of health:' They alsé believe in ancestral
worship; They believe that man\iS'composed of body whiqhzis
physical, temporal énd mortal, . and of a }soul wﬁich_ is
invigiblé and immortal. -

'Beside these gods, they also believe in mysticai powers
such as mégié} charms énd supernatural powers like wifchcréft
éﬁd sorcery. They attribﬁte all misfortunes (including health

’ problems)-to thése forces. Theréfofé, the religioﬁs beliefiof
the people can influence the perception of diseases and

subsequently influence the use of EPI.?.

_ Source: Personal communication with the Obi of Mbiri, His
Royal Highness Obi. I. Alekwe II (J.P.), on the Sth of October,
1993 in his palace. I also talked to two opinion Leaders, Mr.

i
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3.3 THE PEOPLE - BOMADI

The Bomadi people are mostly Ijaws (Izons)-livingvin the
riverine area. They speak Ijaw language. -Commnnication is
also symbolic among tne Ijaws. vDrumming is a formﬂof symbolic
means(of communication among the Ijawsl When a drum is beaten
in a partlcular way it glves message which can only be
:understood by the people. It can be used to summon people or
announce important events. ThlS can be an effective means of
propagatlon of EPI programmes in the area.

Ijaw names reflect both thelr env1ronment and their
historlcal antecedents, Suffixes are used.ln comblnatlon:w1th
real .names The suffix' nsually denotes Tthe size and
31Gnaflcance of the ‘settlement wnnn it was named or hopes of
the founder. For example, 'ama' is used for large settlements
and ‘gbene' for-smaller'ones. Therefore, the name of any
settlement w1th any of those suffix are easily catecorlzed
e.g. ‘Kalma ; ‘Opuama ~and ‘Sagbama’ for large settlement and
‘Akugbene’ and ‘Turubene’ for smaller ones. This is relevant

to this study because, for any health provider the knowledge

Bernard Okputa and Mr. Johnson Onu on different occasions and at
different locations on the 12th and 13th October, 1993
respectively.
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of this concepts will help hlm/her to know the type of
.community in which he/she is to work and. make adequate
»preparation; |

| The.Ijaw_people mostly dress like the Itsekiris mho are -
their nelghbours. The women wear silk or damask wrappers over -
local blouses. They also use gold and coral beaos, ear- rlngs,.
bracelets and necklaces The men wear long-sleeved whlte,or_
‘ colourful shlrt over a rlchly embroldered wrapper They also -
_ wear straw hats w1th feather stuck into 1t and local coral
‘necklaces; wristlets and carry walking SthkS

The people are known for thelr music and dance performed.
at trad;tlonal ceremonles. The canoe dance usually 1nvolves
more tﬁan one hundred fast moving boats.

3.3.1 Residential Unit

The residential unit sometimes accommodates between 1 and

3 families but mostly a family. The house is usually built

- w1th bamboos, raffla palms and thatched leaves. The bamboos:

and raffia palms are worn togéther before they are supported
w1th mud The floor is made of wood and planks because of the_
marshy nature of the environment. With.houses built off

shores) strong woods are'planted before the floor is laid with
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planks. The reaSoﬂjfor fhis‘tyée éf building technology is
"that the area is marshy and always flooded. Alsovthe mud
available is not stroﬁg. So, this ﬁakes the housing unit to -
be so small. Moét buildingé are temporary étrﬁctures and this.
has_implication for EPI prdgrammes. o

'Aithough wealthy individuals are now  building with
blécks, the cost is enormous because of transportation across
the riVers:énd the cést‘of éohstfucting'it.':So,_this type of
 building is not commonly built.

TheAimplicatiQn-of this'type of strﬁcturéé which are not-
perﬁaﬁent is that it may hindér_ monitdring bfj the EPI
: activity.i If will become difficult to follow up a child whose
-pareﬁts might have moved away from théir former house. This
mo&ement usually comes “up whén _a' house 1is bécoming
dilapidated. And this is more often due to the nature of the
materials used_which_usually'becomes'weék within a shdrt_
.pefiod.

©3.3.2 Belief System

The Tzon people believe in the'sup:eﬁe being - called

"Tamaran' who is believed to be a female. They also believe

in ghosts and witchcraft. The practice ,bf' traditional.

i
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medicine andvmagic is common. It is traditionally believed
that witchcraft is inheritable. A child can inherit _'
witchcraft from either of the parents but mostly from the
.méther, It can also be purchased or acquired'by’inflictingf
the spirit on another person. The people believe in curse.
It is generally believed that curse is infectious and
contagious, and it is inheritable. All these beliefs have
implication fér‘EPI utilizatioh. This is because an average
‘Ijaw woﬁan may attribute diseaées to  evil forces and,
'theréfdre} seek traditional soﬁrpe of prevention than EPI.
“In fact, tﬁe Tzons have stréng belief in water spirits.
There: are legends of. peéple who ha?e visited the water.
spiriféIT The spirits have priests and priestesses. |
- Rituals are 'a common phenomeha}aﬁong the IjaWs. 'Thére
are different types of rituals for différent pﬁrposes. Henée,-
ancestér worship is widely practised. | |
Taboos are held with awe among the Ijaws. Sacrifices are
6ffered_to.appease the gods in case of violation of tabops.
These types of sacrifice are known as 'anQo—pomQ'. Ritual

cleanliness ‘is very imperative in Izon sacrificial practices.
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3.3.3 Political Organization

Kingship has been a long tradition among tne Inons with
King Jaja of Opobo occupying a prominent position in their
tradition. Succession to kingship is‘usually by inherifance.‘
through the male 1line. The heir apparent is known as
'barrawon'. The official title of Ijan kingship institution
is"Pere' or 'Amanananowu{. |

The king performs both_spiritunl and.political_functioné.
TheAfPére Akugbene’ oversees a numbér of villages under his-
domain and he'exercises ﬁremendnus influence on the-people in
_the'area.. He adjudicates in diSputes. He is repfesented by
a subordinate chief in every community under his dbmain. Encn
_communif§ has a number of_»chiefs who administer the
communities in'trust.fOr the ‘Pere’. |

On important occasions the ‘Pere’ usually iepresents the
interest of the,‘communities under his jurisdiction. - He
uéually delegétes some of his §OWers to his subordinates and
so he can be represented. Towns are administered by divfﬁing
them into gquarters with a chief as the administrator:of each -
quarter who is direcfly responsible to the head chief of the

cormunity who himself is also directly responsible to the:
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‘Pere’. '
Therefore, for effective EPI programme the ‘Pere’ will be
the appropriate contact persbn to penetrate the Izons tthugh
his chiefs. - |

3.3.4 Economic Activity

The major eéoﬁomic activities of the people are‘fishing
‘and farming.  Sevéral'others engage in petty.trading. There
is divisioﬁ of labour'by sex as wellaas age. Women~mostly
engége in mat weaving, proCéssing' of food liké garri‘ and
sélling'local gin called 'Ogogoro'. Men usually engagé in
fishing in a large scale as well as farming. Small children
aiways accompany their'parenté to farm. Also meﬁ engage in.
~harvé§£1hg of palm fruité which are processed into oil by
wémenw; | |

The market system - is syStematically orgénized‘in this?
_area.r‘This is due to the harsh eéological environment which
poses hardship to the people. Markefs are usually heid along
the river sides.' The market day is once a week. dn this day
peoplé comeAto attend the markefAfrom ﬁéighbouring villages.'
" This ié a very importaﬁt period to make outreach prbgrammés

about EPI in the area. Market place isIUSually the only place



105

wﬁere people gather regularly_and-can bé feached_éasiiyLA.

In summary, it is}impoftant to.noﬁé that EPI prbgrammes;a
can best be carried out in these ‘areas taken into
Conéideration. the peculiér situations of the- communitiés.
Generally, EPI programmes will be .properlY' piopagatéd.-by
taking iﬁto consideration the polifical oréanization, belief -
éystem, economic syétem; and the soéial orgahizatidn of the
peoﬁle; Since the coﬁﬁunities have mafkét days EPI outreaches
will be better carried out on these aays'kﬁown és "Ojo-0Oja' in:
Akinyele and 'Ikeni'day in Ika. Apérﬁ from the fact.that'it
will hélp to-écheive a wider covefage of the population it
will also beéomes'a routine programme for the people. 1In
places Tike Ika and Bomadi, the community leaders will be very
adéquate for information dissemination. The EPI p}oviders
Shéuld first make contact with the traditional rulers as open
-gates to thé’communities.

There is need for EPI providers to understand the be}ief
SystEm4 of the people in order to be able to- develop
appropriate étfategies for service delivery. It is imeftaht
that -EPI programme should be made cﬁltufebifelevant and

| acceptable. Knowledge of the community setting wili help in
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" this direction. This is because traditional .bAeuli‘efls and birth
pfactices have been 'argued to increadse thé risk ‘of both
mortality and ihfection for both the woman and her infant
(Belsey, 1992). Iherefore; knoWledge of the éommunity éettiﬁg

will be of immense advantage to the EPI providers.?

' ’Source: Personal communication with the Pere Akugbene, the
traditional ruler of the area on 12th February, 1994 and Chief -
(Mrs.) Ebozi Amangele on 14th of February, 1994 at Akugbene and

Bomadi. R ‘ - . ’
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' CHAPYTER FOUR
m@;@iEDGE, ATTITUDE;,A:BE;LIEFS END ?@CTICES RELATED TO EPI -
| 4.1 SQCI;?&L éEZ%RACTERISTICS 'OF RESPONDENTS . |
One thousand five hundred and fifty four (1,554)
responses were analysed. The distribution is aé_folloWs:
Akinyélé 500, Ika Northeast 550 and Bomadi 504.  The

'percentage distribution frequency‘is shown .on Table 1 below.
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Table 1: Frequency Distxibution of Resp@ﬁdémts Accoxding
Their Social Characteristics By LGA o '

SOCIAL CHARACTERISTICS AKINYELE | IKANE | BOMADI | TOTAL
AGE | % | % % | %
Below 30 Years 336 | 204 s7.1 40.0
30 49 Years - . 66.4 70.6 429 60.0
Total | - 100 100 | 100 100
EE}UCAHON | | |

No Formal Education : ' 21.6 462 | - 222 '.: ) ' 30.5
Pﬁmary’ Bducation - 446 330" 45 373
Secondary Education’ 218 '12.0 .. | 298 20.7
Post Secon. Bducation? 120 8.8 135 115
Total | , 00 | 100 1l 00 | 100
RELIGION | | »
Christianity 82 | 796 72 | 687
Islam ‘ | 548 o4 ] - 17.9
Traditional ol sz ] s | so | 97
No Religion . B Y 12 438 37
Total : 100 100 100 . 100
LOCATION OF EPI

FACILITIES

Less than Skm | osss 04 na - | ns
. More than Skm - ] 144 99.6 566 56.3
‘Total - _ | 100 - - l““-'i'oo 100 100
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SOCIAL CHARACTERISTICS | AKINYELE | IKANE | BOMSDI | TOTAL
OCCUPATION i 342
Unemployed - | 12 61 8.4 13.6
Farming o B8 | 754 135 | 59
Fisking - . - 149 72
Civil Service - 96 5.1 32 0 b 258
Teaching - R 2 T B T 64 6.1
Trading . 614 | 33 127 '
Others o - 60 .| 21 104

TOTAL : 100 100 100 100

1.°  __ Secondary Education includes technical education which do not lead to diploma.

2. By Post Secondafy Education in this study we mean all those who have completed a coursé of .

study Icaﬂi_ng to OND, NCE, Nursing, HND, B.A/B.Sc. and Post-graduate diploma and degree.
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The data reveal thaL majorlty of the respondents - in
Aklnyele and Ika North-East LFAS are between 30 and 49 years
of age (66.4% and 70.6% 'respectlvely) ‘More than half (57%)
‘of the Bomadi respondents are below JO»years.  This isrdue to .
_the probiem éf early marriage amoﬁg the Ijaws It may also be'_
due to time of the day the interview was conducted because thé
1nterv1ews were conducted.when people were mosLly}at home. At
a particular pefiod of the day usUaily’between Sa;m. and 5p.m.
ydungef mothers are>likély.to be away frém hémes for ecoﬂdmié_
activitieé'. Therefore; if any interviéwer comes around that'
 per1od he is not likely to meet a good number of them. This
- is when they normally go for economic acL1v1t1es . in
allé;fétéa this  ppoblem.'appointments were 'usually made in
'_advaﬁcé with réspondentsvagainst evenings and very early‘in
the mornings. We also meet them on Sundays. aftér worship.

The level of education is generally low. Majority of the
'resp‘ond.ents in 'Akihyele and Bomadi (44.6% and 34.5%
respebtively) have primary education while majority of Ika
respondents (46.2%)'have no  formal education. Education.is
'much more lower in Ika than Akinyele and Bomédi° .This may be
due to the . fabt that parents ’often prefgr- to send m§1e~
children to schopl_than their female counterparts. It may
' ~also be due.to the category of pédpie whovare'eligible fqr

interview in the area at the time of the study ‘since the study

e
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“targeted female members who have given birth to atvleast a
- child in the last five years. |

Majority of the respondents in .Ika and Bomadi are

christians (79.6% and 87.2% respectively). But more than half‘
(54}8%) of Akinyele respondents are muslims. = The only

respondent who 1ndlcated to be a musllm in Tka is llkely to be
an 1mm1grant There 'aré more tradltlonal rellglous
practltloners 1n Ika than Akinyele and Bomadi.

Tradlng is the major occupatlon in Akinyele (61.4%,of the
respondents) whereas 75.4% of Ika respondents are farmersvand
44,9% of the Bomaditrespondents engaged in fishing. Although
‘these ocoupations are well »represented; respondents also
lndioated that they engagevin other occupations. ln-Akinyele,
a considerable proportion'of the'respondents:(13.8%)’engage in
farmino; 9.6% work in the civil service,'l.s% teach in schools.
and'6.0% are in other’occupations. Only a few proportion of
the respondents, 1.2% are unemployed. Other jobs performed by
respondents in Tka 1nclude ClVll Serv1ce (5.1%), Teaching
(7.6%), Tradlng_ (3.30) and others (2.1%), only a few
respondents 3.2% are nnemployed. Also, in Bomadi, l8.5% are '
farmers,‘3;2% are civil servants, 6.4% are Teachers; 12.7% are
Traders, 10.4% engage'in other johs and 8 4% are unemployed

In terms of accessibility to health care fa01llt1es,,

majorlty of the respondents ln.Aklnyele llve Very close (less



nthan Skn)"to _the “nearest health ‘care _facility;, on"the
contrary,'almost all respondents in Ika (99;6%) indicated
that they live .far ‘ away from the‘ nearesta health care
‘facility (more than 5km) . ' This shows that health care
facilities are nOt evenly lOCated in Ika. Although majority
(56.6%) of the respondents from Bomadi indioated that - they
live far away from the nearest health care faCility, but a
considerable proportion (42.4%) indicated that they live very
close to the nearest health oare'facility.- This inciudes
mobile:clinics which are not commonly available in Ika. . The.
data.show thatyheaith care facilitiesyare better looated in
' Akinyeie»than in the two other LGAs. - Akinyele being a model
LGA‘YOr»Eﬁl programme has all the'logisticbsnpoorts for EPI
while Tka and Bomadi whiohfdependdmainly on the local.and
'state governments meagre supports have poor availabiiity and
'access1bility to EPI services. | | |
4.2 CASE STUDY CF LMMUNTZATION STATUS OF CHILDREW
During the survey, some children who were living in the
communities, (50 in each of the local'government areas) and
who were born_in the area and were between 12Aand 18 months,
were identified. Their health cards were examined to know thef.

!

“Skm is the recommended travel distance by the World Health
Organisation as acceptable distance within which consumers should
"commune to receive health care delivery.
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vacciﬁétibn status of each ofithem as it héd'been on his or
her first birth day. Usually, every child is expectéd to
receive 9 vaccinations, as shown in table‘2 below, by-the age

of one year.
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Children - - '

Table 2: Tmmunization Schedule for Nigerian
.A.GAH\‘ST- A;GE GIVEN DOSES HOW MIN'I%I"IU 30“/
TYPE OF WHAT . MANY? M ! GIV ENE?
VACCINE DISEASE? mTF;RVA
TB At Birth 0.05ml 1 Dose . Ix_xfral- '
BCG 0-11 Month_ O‘IIml Dermal
12-24 Months |  0.tml ;
Diphtheria 6 Weeks 0.5ml 3 Doses 4 Wcéks Intra-
DPT - Whooping ' 10 Weeks per ‘ Muscular
Cough 14 Weeks Dose .
Tetanus
Poliomyelitis - 6 Weeks 2 or3
POLIO 10 Weeks Drops 3 Doses | 4 Weeks . Oral
14 Weeks .
MEASLES Measles 9 Months . . 0.5ml 1 Dose Subcu-
taneous . '
FOR .From 4 0.5ml 2 Doses 4 Weeks ‘ Intra-
h PREGNANT Tetanus Months Muscular -
WOMEN
"I‘ETANU_S
" TOXOID | :
am I

SCURCE: Federal Ministry of Health and Human Services, Lagos,

1993.
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Therefpre, a score of 0 - 9 was calculated for each cﬁiid_
reflecting the ﬁumber of vacciﬁations he or she had received.
The children.were then fanked écéording to their vaccination
scoré and two groups selected for further investigation. The
first group comprises'lo children who were.fuliy immunized,
“and éo had scores of 9, while the second was made-up of 5
vpoorly‘immunized children.with scores of 5 or less: The study
shows'_no ‘significanf difference in the socio-cultural
characteristics' of mothefs bf ”wéll and poorly  vaccina£ed
Children in Akinyele~butithere are observed differences{in
this respect in Tka andABomadi. It shéws that such factors as
‘education, occupation, belief syétem,~number 6f childreh,
decisioﬁ’making and agé méy influence the use of EPI.

‘The data show that of the‘mothers of 10 children who were
fully immunized in:Akinyele 70 per_bent éould read and write,
more than half (60 per cenf) were muslims, 60 per cent were
 traders,j5O per cent have between 3 and 4 children, 70 per
cent aged betwéen 30 and 49 years with mean age of 35 yeérs
and 60 per cent take a joint decisioh.on_Whéther or ﬁot_to'
immuhizé their children, with their husband.- And of the
poorly immunized children,‘70 per centlof the mothers could
read and write, 60 per cent were mﬁslims, 60 percent aged:
betweeﬁ 30 and 47 yéars with mean age of.36'Yeafs and only 20

per cent took part in decision making.
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On the contrary, data from ika:show that 60 per cent bf‘t
the mothers of well immunized chiidren Could read and write,
90 per cent were dhristians, 70 pér‘cent wereloffice workers,
80 per cent.aged between 30 and”49 years with mean age“of 32
yéars and 90 per cent took part in decision making. But none
of the ﬁotﬁegs of pdorly immunized chiidren'could read nor
write, 60 per cent were traditionalists, 70 per cent were
farmers, 60 per'éent agéd abové 40 years and 20 per éent
paftiéipated in méking décisioh on whether br not to immunize
their‘cﬁildren.

| And in Bomadi.80 per cent of mothers of well immuﬁized

children‘could read and write, 90 per cent were christians, 70
 pér cent were office Workers, 70 per cent aged below 40 years
and 70 per cent participated in EPI décision making. While
noné of fhe'mothers of pOOrly immunized could_read and write,
" 80 per cent were traditionalists, 80 per cent were fishermen,
60 per cent aged aboﬁe 40 years and 20 per cent participated
in making décisions on whether or not tp immunize their.
children.

For the purpoée of this study; sik Cases are presented
below. .
4.2[1‘Casé 1: This wésia mother of a well inmmnizéd child
from Akinyele Who‘caﬁ‘read,and Write, a trader, a muslim, 34

years of age and a mother of three who participated actively
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in taking decision on matters éffécting the welfare‘oflher 
child; ‘This woman indicated that she did not.miss‘any of the
doses for her child. She_revealéd fhat she always check the
vaccinatioh.card to know the date for tbe next appointment. .
The decision to immunize ‘her- child was jointly. taken by
herself and her husband.

4.2.2 Case 2: This was a mother of a poorly immunized child

. in Akinyele jﬂua can neither read nor write, a_trader, a
christian, &dged 35 years and a 'méther -of three who did
participate‘actively.in’méking decisions about hér thldren's
‘welfare. 'She stated‘thaf she did not ﬁiss any dose of the
vaccination fbr her child5 According tb her.she always ask’
‘her \neighbours'Aabout the next imﬁUnizatiOn appointment.
- Although her husband took most decisiohs iﬁ the famiiy but the
man usually allowed her to get her child immunized. This
‘means that the man himéelf is receptive to immunization.
4.2.3 Case 3: A mother of a well immunized child in Ika who
'éan.réad énd write, an offiCe'worker_in the local government,
-a christian, aged 32 yeafs and ea‘mbther‘ of three. She
~revealed that she immunized her cﬁild. According to.her,_the
decision to immunize the child was jointly taken by her and
her husband. - Although the EPI facilities are very far from
the villagershé alWéys endeévour to get there and get her.

child immunized at all cost.
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4.2.4_§§§gw3: This was a mother of‘a poorly immunized «child
in Ika who»can neither read nor write, a-tréditioﬁaliét,_a
farmer, aged 41 years and a mother of five. She revealed thaﬁ
' ~she could not complete the doscs for her child beéause she
‘didnit-khow the next appointment. Also sometimes shé élways
found it difficult to go because there was nobddy_to take care.
of the other children wﬁile away because the imﬁunizationA
centfe is vefy.far awayrfrdm her»plaCe of residence. |

_4,2.5 ase 5: . This was a,mother of_a well immunized child in

Bomadi who can read and write, a christian, é school'teachér,
agéd 30 years and a.mbther of two. She indicated that she did
nét miss any immunization‘doSes‘for.her child. éhe made
';efeience to the vaécination card in'drder to remember the-
next appointment. According to hér'she has no barrier of
immunizing her'child from her.hﬁsband becéusé it was.a joiﬁt
agreement between them. Although the EPI faciiities:are not
easily accessible, éhevtried_to get her chiidAimmunized at all_
cost. | | |

4,2,6 Case 6: -This was a case of a Hmthér of a poorly
immunized child in Bomadi who can neither read'nor write, a
traditionélist,r aged 43 years, a mother of six and a
v_fishéfman. . She stated that she does not believe in EPI
becéuse she has mdre faith in home remédies than EPI. 'She

also complained about the side effects of the injection and
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'Céncluded that traditional methods of immunization are better.
She revealed'that the tradition of her people does nOt-allow
the use of modern medicine. Aécording to her every child born
in the'faﬁily house is»ﬁsually dedicated to the watér,spirit,
If the child is sick "we alwéys make sacrifices to the water
spirit“ She séid. The woman acknowlédged the subféﬁacy of
her husband's authority in any decision in the family. |
4.3 VK’_I\IOW'LEDGE AND AWARENESS OF EPI PROGRAMME

Generally, there is vhigh level of awareness of  EPI
progfamme in the study areas. The-regpondents have adequaté
knéwledge of the programme. They éfe-able to défine what EPI
ié all ébout-and_theyAare ablezto-identify its usefulness;}
They are able to expiaiﬁ vividly immuhizatibn schedules. But
" there 1is observed differential in ﬁhe source of information
between the study afeas; Tables 3 and 4 k@iowiéhow the
responses when asked whether 5r not they have heard health-

messages about EPI in the past and from What‘source?:
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Table 3: Freguency Distrxibution of Respondents According to.

Whether they have heard EPI Messages Before Now By |

i

LGA
; 1 = =
Ever Heard of EPI AKINYELE | IKANE | BOMADI | TOTAL
Messages Before Now? % ‘ q A , A
Aware " 998 822 94.8 i! " . 885
Not Aware 02 17.8 s2 | us
TOTAL | 1000 1000 1000 | 1000
N=500 .| N=ss0 | N=s504- | N=
| 1554

Téblé 3 shows that'majority of the feséondents:(QB.S%)'
have heard about EPI before. There 1is no significant
difference in the level of awarenesé between the LGAS'except
that there is more awareness in Akinyele and less in Ika than
Bomadi. Only a few respondents indicéted,fhat they have not
‘heard EPT messages before mnow. -

- The FGD data revealed that most participants were aware
of the EPI programme in the study areas. .At least moré‘than'
90 per cent of the participants in Ika and Bomadi stated that
they> have “heard ébout the- EPI before while all the

participants in Akinyele revealed that they have heard about
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it. It 'was_ observed that the -very few participants wheJ
indicated that they have not heard about EPI were confusing it
with other medical systems. For instance, a participant in
Tka who later  indicated that she immunized her child also
Stated that she did not hear nor know anything about the EPI
prOgramme. According to her:

"I don't know what you are talking about.

I know that when I born my child they

‘gave her~one-injection. You know when

you are in the hospital they will treat

you but you don't know what you get "

(Illlterate Nur81ng Mother, 27 years,
Farmer, 1 Child, Traditionalis, Tka) '

Another woman in Bomadi who was of the same opinion"
stated that:

"Anyway, I have seen people going around
talking about one injection but I don't
know what it is all about. There was a
time they brought it to the village here
but I didn't take it because my child was
not sick then

(Illlterate Nuring Mother, 28 years,
Housewife, 1 Child, Christian, .Bomadi)

Thls_ problem was more common with the illiterate
category. All the'literate_categorles in the study area .
showed that they are aware of EPI Programme but they have no
adequate~khowledge of it. MajOrity ef the participants from
_ Aklnyele (whether.literate or illiterate) indicated that they
have heard about EPI and have adequate knowledge of it. We

found that there is difference in the awareness level between
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Akinyele and Ika and Bomadi. This is discussed below.
Table 4: Frequency Distribﬁtion of Reﬁpondénts According té

Information Source By LGA

SOURCE OF | ARINYELE IKANE | BGMADI | TOTAL
INFORMATION . ' . L o
Radio S 274 243 31 | 216
Television . o - 22 | . 76 - 3.3
Radio & Television 71.0 o NC T 23.7
Health Centre . | .-06 | 287 345 21.3
Newspaper - - . N - -
All of the Above _ 08 _ g j; - 03
Community Leaders .02 | 448 . 4438 29.8
TOTAL. : 100.0 1000 100.0 100.0
- N = 500 N= | N=540]| N=
550 P 1554

Table 4 éhdws that there'is'difference in the sourée of
'informatioh about EPI between the LGAs. _Respondents, in
Akinyele, have more access to Radio ' and Television than.
reSppndents in Tka and Bomadi. While 71% have access to radio
and television in Akinyele, only 24% ﬁave_access to radio and
2.2% to teieviSiOn'in Ikéﬁ'and 13.1% have access.to Radio and
7.6% to:telévision in Bomadi. Community 1eadérs.ére major
sourCes_df infopmation in Bomadi and Ika (44.8% and 44.8%
respéctivély).i A cbnsidéfable prqpoftion of the féspondents,
-;34.5% indicated that they heard about EPT in the health centre

in Bomadi. Only a few proportion of Ika respondents (28.7%)
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A heafd about EPI in the health centre. None of the'respondents
in the study area show that they read about EPI in the
néwspapefs. ‘V’A very. negligible proportion -of -Akinyele
respondents'(0,2%) indicatedvthat they depend on commuﬁity
leaders for EPI ihformatibn. The reason for this éharp
difference 1is due to the differential in programme’
implémentation. .While.Akinyele LGA is sérved,With electricity -
which aids the use of radio and televiSion,-there_is no sﬁch
~opportunity in Ika énd Bomadi, The wvery feﬁ_ohés who have
radio operate them with.-battéries and those who have
televiéion sets operéte them’with generators-as indicated by
EGD participants. A.participant stated that:
| "I used to buy batterieé to operate my
radio but mnow that Dbatteries are
expen81ve, I buy it only when I have the

money

(Literate Nursing Mother, 30 .years,
Teacher, 3 childen, Christian, Bomadi).

- Another participant in Tka said that:
] only watch television when. I travel
out of this wvillage and occa81onally,

- when they brlng mobile cinemas.

(Literate mother, 31 years, TypiSt, 3
children, christian, Ika).

In an indepth interview with the Obi of Mbiri (a village
in Ika North East LGA) he reported that:
"My subjects rely very much on the palace

for any information because the palace is
the only reliable source of information
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since we have no lidht to. iieten to radio
and television, and I have been playlng
that role very well"”.

There is differnce in the source of information about EPI
Abetwen men in Akinyele and men in Ika and Bomadi. More of the
Akinyele male participants revealed that they heard about EPI-
"through the .radiQ' and television ‘compared to most -male
participants in Ika.and Bemadi'who indicated-thatethey heard
about EPI throhgh the palace and their wives. According to a
participant in Ika: | ' _ .

" "I first heard about EPf in the palace.
.The Obi always call the meeting of the

village anytlme there is somethlng for
the town.

(Illiterate;' Male Adult, 39 years,
" Farmer, 4 children, Christian, Ika)

A participant in Bomadi stated that:
"I first heard about EPI from my wife.
You know that women. always get this
information from the clinic." '
(Illiterate Male Adult, 40 years,

fisherman, 5 children, Christian,
Bomadi)'. .

The study support an earlier finding by Renne (1993) that
women ere more predisposed to maternal and child health (MCH)
care information because they 'atfeﬁd clinics where they
receive the iﬁformation. On the contrary men iniékinyele
indicated that thej heard about EPI through the radio and

. Television. According to a man:
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"I heard about EPI through the radio and
television. so when my wife told. me
again it was not new to me."

(Illlterate " Male adult, 38 yeafs,
- Mechanic, 3 ehildren, Muslim, Akinyele).

Most pregnant women in Ika and Bomadi revealed that they
heard about EPI form the health centre than pregnant women in

Akinyele. . According to a woman:
"I heard about the injection from the’
clinic. They always tell us about it~
anytime we go to from the clinic."”

(Literate pregnant woman, 30 years,
Tailor, 3 child;en,_Christian, Ika).

But a woman from Akinyele indicated that:

. "I have heard about EPI through the radio

"~ and on the television before I went to
the health centre. Also when I got to
the clinic for antenatal care they told
‘us about it.” '

(Illiterate pregnant woman, 32 years,
Trader, 3 children, Muslim, Akinyele).

There is no difference between literate'and illiterate
participénts in Akinyele in their source of information about
EPT unlike in Ika and"Bomadi;A For instance. a literate woman
in Ika reﬁealed that: |

“I read about EPI in the newspaper long
time before ‘I heard about it in the

clinic when I was pregnant."”

(Literate Nursing Mother, 31 years, Civil
Servant, 3 children, Christian, Ika).
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Data. genefally reveal differential in the ‘source of
infdfmation about EPI between the study areas'ahd this éffebts
their knowledge of the_programme. |

4.4 RESPONDENT'S PERCEPTION OF EPI DISEASES

Table 5: Freguency Distribution of Respondents Accorxding To
' ' Perceived Causes of Latest EPI Discase Episcde By
LGA , | ]

PERCEEIVED CAUSE OF EF1 AKE'NYELE . IKANE - BOI%’«’EADI FOTAL
DISEASES Y % % %
Natural Canse . - 52,0 07. 13.9 213
Evil Spirit : - 22 56 35

No Knowledge 480 97.1 8056 . 52

TOTAL 1000 100.0 100.0 100.0

. N =500 N = 500 N=504 - N =1554

Taﬁle 5 reveals differences in the perception of EPI
diseaées among thé,LGAs. ‘This was:dué to the differénces:inr
the awareness lével. While majority of"the Rkinyele
respondents (52.0%) éerceived the cause of EPI diseases as
_natural,‘oniy‘a negligible proportion (0.7%) ‘in Iké~and 13.9%
in.Bomadi'have'thé'same opinion. Rather, majority of the
reépqndents from Ika 97.1% and éomadi éO;G% have no knowledge;
éf the causeé of EPI diseases. Although a considefablé
~proportion of Akinyele'respondents 48% have no knowledge of
the causes, none of theAreépondehts attributed the causes to

evil -spirits éompared to 2.2% in Ika and 5.6% in Bomadi LGA.
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Rkinyele respondents. mdstly-'attributed illnesses tb
in@roper_féeding,'lack.of medical_care'and‘tod much eXposﬁre
to cold. This is similar to the findings of 'Erinoso (1976)
and Oke (i982)-in'their studies émong the Yorﬁba4speaking'
ethnic group of Western Nigeria.
For instanée, a mother remérked that:

"Children always become sick when they
are not properly taken care of. If they
are fed with dirty food and not properly
- clothed they can become sick. I always
make sure that my child is not exposed to
cold and I make sure that I give her
clean food as we were told in the
clinic." ' - 1 ~

(Illiterate Nursing Mother, 30 years,
Trader,.3 children, Muslim, Akinyele).

BAnother woman narrated her experience during the last
disease episode of,her.baby. According to her:

"When my baby was stooling last month, I
took her to the hospital. The doctor
asked about how we feed the baby. I told
the doctor how I used to force-feed her.
The doctor said that it 1is not hygienic
and that could have been. responsible for
the sickness. Throughout our stay in the
hospital for four days I was not allowed
to force-feed her. But I didn't know
that can cause disease until then and the
‘baby became well."

(Illiterate Nursing Mother, 31 years,
Trader, 3 children, Christian, Akinyele).

Although the proportion-of respondents that attributed
_the cause of EPI diseases to evil spirits are very few,“yet/

it has a significant implication for whether they will use EPI
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or not. VThis is reveéied by‘thé‘indepth interview where about
half (48%) of the informants.indicated that certain diseases
cannot be treated with modern medicine because modern medicine
canhof_tréat ény disease caused.by'evil spirits. Among the.
Tka infofmants; majbrity of them who indicated that they know
the cause,of-the diseases stated that certain diseases defy
“modern medibal treatment.  Diseases frequently mentioned
include measles. They eVen_indicated that_EPI_diseases are
particulariy:dangerous.7 | |
Acéording fo some FGD.partioipants in Ika and Bomadi most

diseéses are caused by evil spirits and Cannot bé treated Lby
deern medicine. "According to a participant: |
| "There~'is_ 1ittie the hospital cén do

about these  diseases because they are

caused by evil spirits. For example, a

woman confessed in our house last year

that  she was a witch and that. she

normally give diseases to children."

(Illiterate Nursing Mother, 40 years,
farmer, 5 children, Christian, Ika).

A bregnént woman’in Bomadi narrated her ordeal with'evil_'
attack few days before the interview. According to her:

"About four days ago when I slept in the.
night I saw a . cow with a big horn.- The
cow headed towards my direction and it
knocked me down. The second day I became
~.sick and my husband had to take me to a
herbalist who gave me some treatment and
something to use as prevention."

(Illiterate pregnanﬁ woman, 33 years,
Farmer, 3 children, Traditionalist,
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Bomadi) .

A Male part1c1pant in Ika 1ndlcated that:
"Most of the diseases the government is
making noise about cannot be treated by
modern medicine. Last year a boy was
sick of measles and was taken to the
hospital and two days later he died.. I
think hospital can only take care of
ordinary diseases but not the ones caused
by evil spirits. Witches are too many
here and you can be. free from them only
if you get prevention from traoltlonal
healers. They are wicked."

(Literate male Adult, 36 yéars, Teacher,
3 Children, Christian, Ika). '

In fact, there is not much . difference in disease
peréeption between literate and illiterate women. This
affects their ohoicerf therapeutic measures.

The>stndy reveals that_more people patronized modern
Ahealth care tacilities during the last disease episode~(49.2%)
in Akinyele compared to 14.2% in Iks and 27.0% in Bomadi;
majority of the respondents 70%.in ITka and 65.9%sin Bomadi
used home remedies. Data show that' more 'people _used
traditional nedicine in Bomadi than Ika and Akinyele. While
none of the.Aklnyele respondents combined tradltlonal med1c1ne
w1th,modern medicine, a con81de1able proportion of the Ika and
Bomadi'responoents (3.1%) indicated that after attempts of
traditional mediciner had failed, they chsnged to modern

medicine.
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For instance a woman state that:

"When my baby was sick I first took. her
to the herbalist who gave us some
concoction.,. A few days later, when the
sickness did not go I took her to the
hospital when she became well."

(Tlliterate  Nursing Mbther,' 32‘-years,
Farmer, - 3 children, Christian, Ika).

Another woman indicated that:

."What people do here mostly, when -
somebody is sick, is to go - to the
herbalist first but if the sickness does
not go then one can start thinking of
hospital. Hospital 1is far from here.
You have to go to Ugheli or Warri and
that will cost a lot of money."

(Literate . pregnant woman, 30 ,years[
Teacher, 3 children, Christian, Bomadi).

-On“the contrary, participants from Akinyele indicated

that they used hospital_most of the time.. According to a

woman: -

"People use hospital regularly here. we
have good hospitals here and if the
sickness is becoming serious we always go
to Adeoyo hospital or Orita-mefa Hospital
(i.e.University Teaching Hospital UCH)
Ibadan."” : - ' '

(Illiterate Nursing Mother, 33 years,
Trader( 4 children, Muslim, Akinyele).

In conclusion"the study reveals that ‘perception of

diseases is very. important in the choice of health care.

Respondents ‘in Akinyele, where majority beliéve in natural

cause of disease used EPI more than Ika and Bomadi.

This

B
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perceive the diseases among other factocrs.

- 4.5 USE OF EPI QERVIP S

that EPI utilization is a function of how mothers

Tab le 6: Fiequency Distribution of Respondents &CCurdlng to -
Use of E?I Sexrvice By LGA-
USE OF EPI AXINYELE | IKANE BOMADI |  TOTAL
% % % %
Fully Imsmunized 89.2 54.9 556 . 66.6
Partially Immunized 9.6. 11 08 28
" Not Ismunized At 12 440 437 306
Al -
TOTAL 1000 100.0 1000 100.0
N =500 N = 500 N=504 N = 1554

Table 6 shows differences in the use of EPI services
among the three LGAs in the coverage level of their risk
.population. This is because Ika and Bomadi LGAs have low -~
utiiiéationv(54.9% and 55.6% respectively) while Akinyele LGA
recorded 89.2% full immunization, A considerable proportion
(44.0% and 43.7% of the respondents in Tka and Bomadi
respectively) are not immunized at all. only 1f2% of the

Akinyele respondents are not immunized.
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Data from the indepth intéfviews and the_FGDs explain
this sharp dichotomy in EPI cdﬁerage. Although informants
from-both settihgs indicated that EPI is good, most people
have no access to the sService in Ika and . Bomadi. | Fof
instance, a participant from Ika'North—EaétALGA indicated:
| "we travei-a long distance before we can
get to the nearest health centre and our
‘roads are -  very - bad, there are no -

vehicles".

(Illiterate Nursing .Mdther, 37 years,
Farmer, 5 children, Christian, Ika).

A'participant from Bomadi also stated that:

"we don't have health centres "~ here
because there is no land to build them.
- What the government is doing is to bring
the injection by boat but this .-is not

regular and it is in 'a blue moon'. In
fact, they have not brought it this
year". : -

(Illiterate prganant woman, 36 years,
Housewife, Christian, Bomadi). ‘ :

‘Others even compiained of other factors apart from
accessibility. An informant from Ika indicated that:
"mothers complain of certain side effects
of the injection such as pain at the
point of injection, fever, sore and
sickness".
(An opinion Leader, Male)
Generally, the rate of EPI utilization is very high in

Akinyele. This has been attributed to the nature of outreach

programmes operated in the LGA. The outreach programme has
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been able to modify the perception about EPIin the area. A
partlclpants 1ndlcated that:
"apart from the fact that we can get the
injection in the hospitals they still
bring it to the communities where people
who cannot go to the hospital take it".

(Illiterate Nursing Mother, 38 vyears;:
Trader, 5 Children, Muslim, Akinyele).

A1so, adequate and reqgular supply of vaccires have also
been mentloned as a contrlbutlng factor to the success rate in
1 Aklnyele. Most part1c1pants_revealed that their children
.'always receive vaccination any time they get to the hOspitai)
whereas in Ika and.Bomadijrhe_case is eoﬁtrary.> Majority of
the informants .in Tka andv-Bomadi‘ comélained Vabout' non-
avaiiability of raccines; :Also, some of the'partieipants
mentioned a very'important point that makes people to run away
from belng 1mmunlzed as the attitude of the health workers.
An informant from Ika also: complalqed bitterly about ‘the
1nhuman att;tude of the--health- workers. Also, some
participants from Bomadi expressed a similar view. Froﬁ the
qualitative data it is concluded that health workers in the
urban environment are more refined in character and conseious
- of their working environment and so tend to be more humane ia
terms of their inﬁeraetion with the people. This is»probably
rbecause they_are under close monitoring and supervision quite

unlike the rural health workers who are the alpha and omega in
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their domain with little or no without occasional supervision.

As a result of this low. level of utilization of EPI in Ika and

Bomadi, it .is assumed that there will also be a significant

difference in the prevalence of EPI diseases betweén’Akinyelé"

and the other LGAs.

4.6 PREVALENCE OF EPI DISEASES

Frequency Distribution of Respondents Accoxrding to

Table 7:
Whether a Child has had an EPI Disease in the Past
By LGA : o
CURRENT ARKTNYELE. I KA NE BOMADI - TOTAL
DISELSE % % 2% 2
EPISODE : - 3
Episode
4.0 75.8 60.7 43.5
No. .
Episode -86.0 24,2 36.3 56.5
TOTAL '
: 100.0 100.0 .100.0 100.0
N = N = N = N =
500 550 504 1554
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Table 8: Freqguency Distribution of Respondents According to the type of EPI.Disease a

child has ever had By LGA -

SUCCESS LGA LESS SUCCESS LGAS
(AXINYELE LGA) (IKA NE AND BOMADI LGAS)
Children Ever Had EPI Measles | Polio TB Tetanus ‘Whooping | Diphthe | Measles Polio TB Tetanus | Whobping Diphthe
Diseases Cough’ ria Cough ria
% % % % % % % % % % % % .
Yes ’ 26.0 0.5 4.5 LS . 11.5 1.5 65.0 45.0 59.4 50.1 44.2 37.0
It No 74.0 99.5 95.5 98.5 88.5 98.5 35.0 55.0 40.6 49.9 55.8 63.0
# TOTAL 100 100 - 100 100 100 100 100 100 100 100 100 100
i | :

—~—
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Table 7 shows that most of the children in Ika and Bomadi
1.GAs have had, at least, one of the EPI diseases one time or.
the other in the last five years compared to Akinyele where
only 4.0% of the respondents indicated that their children
have had at least one of the diseases in the last five years.

About 75.8% and 60.7% from Ika and Bomadi respectively‘

indicated that their children have had at least one of the

diseases.
Table 8 shows that more than half of the respondents in

Tka and Bomadi indicated that theilr children have had measles

(65%), TB {59.4%) and Tetanus (50.1%). These three diseases
appear to be the most prevalent. Also, a considerable

proportion indicated that their children have had polio (45%),

whooping cough (44.2%) and diphtheria (37.0%). Although therg

is still incidence of these diseases in Akinyele, the rate is

drastically low. In terms of mortality rate, while

respondents from Ika and Bomadi reported some deaths resulting-

from the attacks none of the Akinyele respondents reported any

death. The study shows that EPI activities:in Akinyele have

crippled the severity and prevalence of the diseases. Both

the informants and participants revealed that immunization
exercises has reduced children diseases than what it used to

be. An FGD participant stated that:

"abiku is not common as it used to be
here since immunization came. Only those
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children who are not immunized do have
the attack of the diseases".

(Illiterate Nursing Mother, 35 years,
Housewife, 4 children, Muslim, Akinyele).

A mother noted that:

"only measles is common oCcasionally but
the attack is not as severe as it used to
be especially for children who have taken
the injection".

(Illiterate Pregnant Woman, 34 years;
Trader, 4 Children, Christian, Akinyele).

When asked aboﬁt the‘tréatment‘of the diseases dﬁring the
last episode, majority of the Ika ahd Bomadi reéﬁondenfs
(76.9%) used both traditiona{ medicine and home femedies to.
treat the diseases.as'oéposed to only 25.2% of the Akinyele
reépdndents,' A considerable proportion of Ika and Bomadi
respondents combined.fraditional.medicine with,modern,medicine

‘and this is usually when ttadiﬁional medicine has féiled to
cure the diseases.. The choice of treatment is thus a

'Areflection of how they perceived the diseases. fhe study
reveals in table 5;ab¢ve that,majéfity of the‘Iké and Bomadi

respondents did not know the actual cause of the diseases.
FGD and indepth.interviews revealed that most of them believe
,that.evil SPirits are the causes of the diseases and so they
can only be treafea with traditional medicine. A participant

revealed that:
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"witches .are the causes of these diseases
and if you go to the hospital you w1ll go
there to klll your Chlld"

(Illiterate Nursing_ Mother, 37 years,
Farmer, 5 Children, Traditionalist, Ika).

Another participant also indicated that:

"Oyinbo medicine cannot prevent disease

permanently, it will only work for some

time". :

(Illiterate Nur51ng Mother, 33 years, .

Housew1fe, 4 Children, Traditionalist,

Bomadi) . o

There is not much difference in perception of diseasés

between Literate and Illiterate participants in Tka and Bomadi
.except that some of the Literate mothers linked the reduction
in the EPI diseases to mass immunization programme. According
to a nursing mother:

"Immunization has done a lot.of good for

the children. Now the diseases that used
to kill children are not common again

since they bring the immunization. = I
think it is good for children. to take
it."” -

(Literate ©Nursing Mother, 33 vyears,
Typist, 3 Children, Christian, Bomadi).

Also a prégnant woman in Ika Expressed the same view when -

she stated that:

"Children survive more now than in the
past. ,That is why people can talk about
family planning. One is sure that her
child will live now because immunization
has removed the risk of contacting
diseases that used to- kill children in
the past.”

. .
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(Literate pregnant woman, 31 years[
Teacher, 3 children, Christian, Ika).

Geherally, data show that EPI diseases are still more
prevalent in Ika and Bomadi than Akinyele. This is explained
by the influence of sociocultural factors which hinder the use-
of EPI in Tka and Boﬁadi than,AkinYele. “The problém can ‘also
be explained by differential in the level “of community
in?olvement in the EPI'programmes betweén the stuay Areaé.
4.7 A COM@G’I\IITY EARTICIPATION
'Table-9: Frequency Distribution of Reséondants Aceordiég

to- their Level of Participation in ERI ZActivities

By LGA

'LEVEL OF - AKINYELE mII(A NE | BOMADI TOTAL
PARTICiPATIoN

No Involvement at all 04 153 25.8 : -13.8
Involved Occasionally | 3.6_ - - - 1.2
Involveq Often 95.6 11 1 - 871 352

No Responsé - 04 83.6 65.5 l 49.8
TOTAL R 1000 | 100.0 1000 | 1000

N =500 N =550 N = 504 N = 1554
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- Table 9 shows that majority of the_Akiﬁyele respdndénts_
»ihdicated that they participated often in EPf activities in
the area, very negligible proportion of the respondents in Ika
(1.1%) and Bomadi (8.7%) indicated that they participated
often in their areas. A considerable proportidn.from these
two rural LGAs (Ika 15.3% and Bomadi 25.8%) indicated that
they have not been involved in EPI activities as opposed to
' 0.4% in Akinyele.
"FGD data revealed that péople were more involved in the

EPI programmé in Akinyele than Ika' and Bomadi. According to
a participant in Akinyele:

"Here, in this town, we have a committee

made up of members of this community.

The committee is  responsible for

mobilizing women to go for immunization.

‘The committee serves as link between the

people and the health workers. They help

the health workers 'to announce the

programme."

(Literate = Nursing Mother, 33 years,
. Trader, 4 Children, Muslim, Akinyele).

Butdon the contrary, Ika and Bomadi people’were not
involved in the EPI programmé.. For instance, a pregnant woman
~indicated that:

"The people here do not know what is
. happening. We -don't have our people
_there. We always see the health workers

‘anytime they bring the injection."

(Literate ‘pregnant woman, 30 years,
Teacher, 3 children, Christian, Ika).
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Another woman ekpreésed the same opinion in Bomadi.
According to her:
"I ddn t know oOf any member of this
community who aré working with the EPI
people except the cafdeners No member

of this village is there."

(Literate Nursing Mother, 31 years, Civil
Servant, '3 Children, Christian, Bomadi).

When asked about the type of participatiqn they are’
mostly invoi&ed in Akinyele, respondenfs frequeﬁtly mentioned
:community mobiiization, building of health centres, finahcial
'contributions and'héalth.meetinds An opinion léader, opJ ,‘;
| oy belong to the Health Committee of myéffyg&a

ward. We always mobilize the mothers tof o
take their children for immunization ong

1mmunlzatlon days". » :i{ _ o@’ 512
| ' i A . Fuend
On the contrary, ‘the Ika and Bomadi respondentg could not /@7
. L. S
LR /3

mention any type of participation they had been involGéai§§§E¢
from health meetings. | |
The study however shows thét, community members in
Akinyele are more involved in EPI activities than thosé in Ika
and Bomadi.' Indepth interviews reveal'that'various heélth'
committeeé like .the 'Village Health Committee (VHE) and .
District Héalth éommittee (DHC) are well established in.
Akinyele. AAlso many ‘Voluﬁtary Healfh Workers (VHW) and
Traditionél Birth’Atteﬁdants (TBAs) have been trained and well
integrated to the PHC system unlike in Ika and Bomadi'where

none of these are but in place. All the DHC, VHC, VHW and
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TBAs help in mebilizing nothers for EPI. In”fact( this may.
explain the high level of utilization in AkinYele'than in the

other studied LGAs.
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CEAPTER FIVE »
SOCIOCUL?SREL FACTORS AND PATTERN OF EPI UTILIZATION
5.1 INTRODUCTION | | | S .
| This" chapter nresents .the analysis of sociochltural
~factors - age oflmothers, educational background of mothers,
occupation of mothers, religious affiliation ofg mothers,
location of health facilities, number of.ohildren aged between'

0 and 5 years, decision - making process about EPI and ethnic

i background of mothers These are 1ndependent variables while

the use of EPT is the dependent variable
The study propose that there is a relationship between
sociocultural factors and the use of EPI. The relationshib'
can\either beApositive or negative. |
~In the analysis, effort Was made to compare.Akinyelehf
which“‘is' a success LGA with Bomadi ‘and Ika, Ithe less
successful LGAs on the one hand, and also compare Bomadi and
ika on‘the other hand. .The reason for this comparison is to
find'out the factors that’may encourage high.utilization of -
EPI _in the success area and those "that discouragev high -~
. utilization of EPI in the less successful areas. It will also
help us to know the Similarities and differences ‘that exist
between the less successful LGAs. At the same time, the

stated hypotheses are- tested using the Chisquare Statistical

Measure and Correlation Co-efficient. Using data from - the
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three field techhiques, below are the findings.

5.1.1 2ge of Hothers and the Use of EPI

Table 10: Fregquency Distribution of Respondents  According .
- to Use of EPI By Age of Mothers and LGA I

AKINYELE LGA IKA NE LGA BOMADILGA | = TOTAL
a . @ (3) ’
AGE OF ™M NOT M NOT | M NOT | M NOT
MOTHERS M VM. M. |- IMM. M. M. | M. | M.
. % _ % % | %
% % % % |
" Below 30 yrs 100 - | a3 _ 997 1 237
: ’ : 587 703 | 763
30-40yrs 98.6 14 R 4.5 ‘ 41.0 . 288
S 56.0 59.0 1 7112
40 yrs + 85.5 13.5 52.9 60.6 ’ " 423
i 47.1 394 1 577 '
TOTAL | s | 12 45.1 ’ 444 302
: 549 556 C 69.8 :

1. x%(2) = 85.24  P<.05
2. x*(2) = 48.86 P<.05
3. %%(2) = 32.39  P<.05
| " Table 10 shows that age of_mofhers has some influence on
the use of EPI; Thefe are differences in the utilization rate
'between Rkinyele and the other two LGAs (Bomadi and Ika).:
~ Although data reveal that there is a decline in tﬁe use of EPI
as motheré grow old, the difference is not significant in the
.case of.Akinyele‘beCéuse the marginal decrease is émall. THis
is probably due to Cdmprehensive programﬁe on Immunization
(EPi) émbérked upon in the area. In.Akinyéle;‘there-ére'

functional outreach programmes which bring the:service to the
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doorstep of users’ uhlike thev otheri two LGAS. 4' Also,
availability of _logistic_ supports must have had great
'.influence in this area. Moet edﬁcation and campaigh
programmes - in the area may be responeible for the success
tate; |
.But in the case of the other two LGAs the marginal
. decrease is large. ~Thislshows that as mothets grow bld_they
are not.likely to use EPI. This may be as a result of tneir,
expefiences,in ehild caring. A.nurSing mother stated
"EPI is meant for the young ones who are
just entering the child caring fold
because they have no experience and not
for peoole who have been dOing it for a

~long time"

(Illiterate Nursing Mether, .40. years,
Farmer, 5 Children, Ika). '

Also another woman in Bomadi indicated that:

"It is not all the time you go to the
hospital. In those days our grand
parents always take care of ‘their
children without the assistance of -any
external person. There are better home
remedies than the Oyinbo medicine”

-(Illiterate Nursing Mother,42A years
farmer, 6 children, Christian Bomadi).

Similar opinions were expressed by'oregnant women in both

- areas. For 1nstance, a participant from Ika noted:

"I don't even think that by now 1 should
be running up and down for this thing.
The traditional methods of immunization
are better -than this. This one always
make children to be sick".
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(Illiterate Pregnant woman, 39 years,
trader 4 children Christian Ika).

Also in Bomadi a participant stated:

"I can't waste my time because of this
thing. I' 'can easily use herbs and
concoction to keep my baby healthy."

(Illitefate pregnant woman, 40 years,
Farmer, 5 children, Christian, Bomadi).

The litérate-womén expressed‘contrary opinion.-IIt shows
that-educated mothefs were more receptive to EPI regardless of
their agé; For instance, a pérticipant frdm the'literaté’
groub indicated that: | |

"I- think EPI is very good. Everybody.
should use it. It keeps baby healthy and
reduce the threat of diseases. I always
make sure I immunize my children.”
(Literate Nursing Mother, 38 . years,
Teacher, 4 Children, Bomadi). '

There was divergent_opinions between male barticipants;
While the literéte males were more receptive to. EPI the
illiterate categories show some level of hostility. According
to a participant: |

"I will not allow my wife to go and get
that injection that can kill for my
~child. My father had a way of caring for-
his children and I too know most of these
things. As o0ld as I am I think I should
know what is good for my Children." ‘

(Illiterate Male Adult, 50 years,
Farmer/Mechanic, 10 children, Ika).



147
But on the other hand, a literate man supported the use
of EPI. He argued:

"Although I am not a doctor but I know
that since EPI came the rate at which
children die has reduced. Such diseases
as smallpox that used to kill children in
the past are no more. Measles is no more
common as it used to be. I think it is a
good thlng the government has done by
immunizing the children." _

(Literate Male Adult 38 years, Civil
Servant, 4 Children, Bomadl).

In.Akinyeie most women who did not use EPI indicated that
they substituted it w1th “home remedles but what is most
1nterest1ng is that majorlty of these women who indicated that-
" they did not_use EPI (83.3Aper cent) aged above 40 years which-
constitute 13ﬂ5 per cent of the age category. :For instance,
- a nursing mother indicated:

"I have learnt to prepare some medicines
at home which I use for my children. I
"have tried on several occasions and it
‘has worked. Therefore, I don't think I
should waste my time to go and queue in
-the hospital. ‘That one 1is for young

mothers."

(Illiterate Nursing Mother, 42 years,
Trader, 5 Children, Akinyele). o

Generally, data reveal that the use of EPI is a function
of age. Both the quantitative and.qualitative data show that
~elderly mothers tended to rely on experlence and use more of
home remedles than hosoltal care in the rural areas. Althoggh

we noted that educated mothers were not actually affected by



148
the age barrler but the proportlon of this category of women
were few in the study areas.

The fact that younger mothers use EPI more than older
ones.was articulated by an FGD partioipaht when she indicated
that:
| when a mother is stlll young she aJQays
falls prey- of every idea that have
something to do with child caring because

‘they have no experience”.

" (Illiterate Nursing Mother, 41 years,
Fisher, 5 Children, Bomadi).

Hypothesis: The higher the age of mothers the loWer the use of
EPT. | | | '
uChisquareitest of the.hypotheeis shows that there is
significant relatiohship between age of mothers in Akinyele,
Ika and Bomadi LGAs as shown in the table above KP<O 05).
Data reveal that the hlgher the age of mothers’ the lower the
use of EPI services. Therefore,_we accept the hypothesis and

conclude that age of mothers will influence the use of EPI.
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'5.1.2 : Mothers® Level of Education and the Use of EPI

VTable'llanrQQu@ncy Distribution of Respendents-(Accérdihg
to Uses of EPI By Mothers' level of Education and

LGA
_ ﬁ ’
AKINYELE IKA NE BOMADI il :
_ o i j
: . ) i :
LEVEL OF ) : @ @ rolg ;
" EDUCATI ' ' - ! :
M | noT | mM | mNoT | mviMm | moT IMM. |1 NOT
ON ‘ ' . 1.
mM | . MM | . M. | 9% ¢ v
% | - % | - | % % L%
% : %
No Formal i
Sch. 972 2.8 417 523 435 56.5 626 . | 374
Primary 98.6 14 | s11 489 493 507 662 | 338
Secondary 98.5 15 1667 333 741 259 < 800 200
. Posi
Second. 100 - Y 26.3 765 | 235 | 834 |, 166
TOTAL 98.8 12 549. | 454 556 444 698 | 302
1. x%(3) = 33.24 P<.05
2. x?(3) = 32.86 P<.05
3. .x%(3) = 57.53 P<.05 ' , - o

_ | A _ N o
" Table 11 shows that there is a relationship between mother's

level of education and.the use of EPI. However, there -is
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differntial iﬁ the level of utilization.between..Akinyele;LGA,
and Bomadi and Tka LGAs. The'difference shows that education
has ho‘stroﬂg effect on the use of EPI in Akinyeie unlike in
Bomadi ahd Iké where utilization increases with level od
education. This is likely'due>to the degree of‘exposure and
accessibility to EPI‘programmes“and facilities in Akinyele
which is not the case in Bomadi and Ika. It has been aighed
that in areas where,éuch'publié’health care facilities are
readily acceésible, they- are used by both educated and
uneducated women, thus the.advantagéiof schooling on health
outcomes is narrowed (Widayatgn, 1991)4

On‘the-dther hénd there is a difference between Ika and
Bomadi, --which are of different cultural and eéologicél,
baékgrounds} in the use of EPI in relation td mothers ieVel Qf
education. It thus shbws that EPi utilizatipn increases with
‘increase in the level of education. This is largely due to
the 'fact that the people are not really exposed to. EPI-
progfammes in both areas andlat the same time do not have“gdod
accéss to EPI sefvices. -Also} it is likely due to\the,faét
that peopleis perception of EPI' tend to change from the
traditiohal-belief to a mofe rational‘perspective as mbthers'
eduqétion improve. This shows thét educated mofhers ére:
likely to perceive their children as. susceptible toi EPI . -

- diseases and as a result take thém for immunization. But the
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less educated ones and those without formal eduéation'are‘
'likeiy to be caught: in the_Web,of cultural perceptiOn.of
diseases which attributes causes of diseases tQ mystical and
supernatural forces és'some of the informants indicated duriﬁg
x_thé ‘indepth interview. As a result of this,.they are not
likely to be- rational in the use of EPI because their’
perception of diseases will inflﬁence their health seeking
- behaviour. Although they may perceiVe their thldren'as being
vulnerable to the EPI diseases,.théir knowledge about EPI as
potential preventive measuré_may.nof be strong enough to
influence rational use of EPI. This is similar to findings df
- Caldwell (1979), Schultz (1984),.and CaldWell énd Caldwéll'
(1985) that schooling enhances a woman's knowledge of modern
health care facility, impréves‘her abili£y to communicate -with
modefn ﬁealth providers and, by'increasing the:value she
~places on good health, resﬁlts in heiéhtened demand fof_modern
}health.éare services. It has also been argued'that education-
modifies.women's beliefs ébout disease causation and cﬁre
which influénces‘domestic health care pfactices and the use of
| modern health care Services (Caldwell, 1979; Caldwell, Reddy
and Caldwell, 1983). - | |

‘"It can therefore bevérgued that, modification of women's
beliefs about causes of diseases and cure depends on the type

of health education received._ Most educated mothers have
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_access to health'magazines and can_easily read and COnprehend‘
~health information through posters and handbills.
Also, as mentioned earlier, conmunication gap can create_
obstacle for the use of EPI between the uneducated mothers and
the health care providers. Educated mothers are more likely
~ to be confident injcommunicating.with health care proﬁiders_
: than.uneducated mothers.‘ Also, some of the providere are
likely'to be their school mates or related educationally in
‘one way or the other and this may 1ncrease their level of
1nteractlon Wthh may be an open gate to the use of EPI. 2An
key 1nformant from Ika 1ndlcated that: ‘

"the nurses are difficult to approach.
They only attend to their friends".

Thre view suggests that the health care providers are
likely to belong to :the. same social class with educated
mothers in the community. Thie. will increase their
opportunity to' patronise immunization‘ centres because
education usually provides social networks which -are mostly -
useful later in life, formally or informally. .

-The FGD data vreveal that . educated .women.tuere mere .
receptive to,EPI'than uneducated ones. In fact there is no
dlfrerence in this regard between the study areas except that_
more of the uneducated mothers in Aklnyele are receptlve to

EPI than uneducated_mothers in Tka and‘Bomadl But generally,

in most’ FGD sessions recept1v1ty to EPI was’ more pronounced



“and observed among the literate categories.

153

participant stated that:

While another partlclpant from.Aklnyele acknowledged the
role of health. education,
between the EPI providers_and.thé users,

laid on accessibility to EPI facilities.

"I - learn about EPI through UNICEF
publications. There are many ways one
.can prevent diseases - but = this EPI

‘programme seems to be the best. Reports

have shown that it is effective."

(Literate Nursing Mother, 35 years,

Teacher, 3 Children, Christian,

Aklnyele)

'participant in Akinyele:

The situation is not the same in Ika and Bomadi where
inability to read or write was a great hinderance to the use

of EPI.

"The way :the ‘EPI programme is belng .

‘announced - in this area helps people to
know it. Even if you don't know how to
read or write you will know Lhrough radlo
and television.

(Illiterate pregnant woman, 28 years,
Trader, 2 children, Muslim, Akinyele).

According to a nursing mother:

"I missed the .last EPI appointment
because there was nobody to remind me
about the next date. My friend who
always remlnd.me was not around and since
I cannot read the immunization card the
day has passed before I got to know."

" (Illiterate Nursing Mother, 36 vyears,

Farmer, 4 Children, Christian, Ika).

For instance,

a

which brldged communication gap
more emphasis was

According_to é
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a nursing mother stated that:

"I always checked the immunization card
to make sure that I did not miss it.
What I normally do was to keep it in my

“bag so that I can see it every day."

" Also accordlng to a pregnant woman:
"I usually kept the Jmmunlzatlon card in
. my hospital bag.. -1 looked at it every =
week whenever I was to go for antenatal
clinic. That is why I did not mlss any
of the vaccination.
(Illiterate pregnant woman, 29 years,
Tallor, 3 children, Christian, Ika.)
~Generally, the qualltatlve data revealed that educated

mothers used EPI more than uneducated ones.

(Literate Nursing Mother, 30 vyears,
Teacher, 3 Chlldren, Christian, Bomadi):

‘For -

We also noted

that health educatlon broke the barrler of 1lllteracy 1n

places where health education was adequately prov1ded llkev

Akinyele.

Also,

‘As indicated by a part1c1pant:

"I learn about EPI through' the
television.” -

(Illiterate pregnant woman, 31 years,
Trader, 4 Children, Muslim, Akinyele)>

a participant'from Bomadi stated that:

"Before the boat had an accident they

“always come to the village to talk to the

people and announce when they are coming
to give the injection. That makes many

people to stay and get the injection for

their children."
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(Il1literate Nursing Mother, 36 years, -
Trader, 5 Children, Christian, Bomadi).

.Differential in perceptione of EPI was also revealed by
the FGﬁ data. While literate mothers believe that EPI is'ﬁery
effective in all the areas only some iliiterate mothers in
Akinyele shared the same opinion. Aecordiﬁg to a participant:

"People say that EPI can make a child to
be sick but from what I have read about
it I don't believe that story. It is
good for children. '

(Literate Nursing.MOther, 27 years, Civil
Servant, 2 °~ Children, " Christian,
Akinyele). ) . : '

In Ika another literate nursing'mother expressed the same -

opinion. According to her:

-

> "I don't listen to all the bad stories
about EPI. What I know about it is that .
it is good for a child to be immunized so
that the child will not be exposed to
diseases.

(Literate Nursing 'Mother, 29 years,
Teacher, 3 children, Christian, Ika).

On the contrary, an illiterate nursing mother from Bomadi
stated:

"I refused -to take ‘my <child for
immunization because  whenever the
injection is taken it makes my baby to be
sick. In fact, a child can contact
another disease though it. It is not a
lie that the injection can make children
sick. I know of many children in this
place who ‘took. the injection and became
sick. -

(Illiterate Nursing Mother, 33 years,
Fisher, 5 Children, Christian, Bomadi).



156
We also noted _differeﬁtial in the ‘reSponseS' between
literate and the illiterate men. While the literate menfwere
receptive to EPI the illiterate ones, especially in Ika and
Bomadi, were not receptive toAit -ACcording to;a man:

- "How can I allow my wife to take my Chlld
for that type of injection. It is a
risk. Before we were born people- have
been taking care of children.”

(Illiterate Male Adult, 43 years, Farmef,
5 Children, Traditionalist, Tka).

' On the contrary, a literate man indicated that:

"Immunization is a big relief from the
problem encountered -in child rearlng
Now there is no more problem of 'abiku'
(born-to-die children). It is a good
thing the government has done."

"'~ (Literate  Male  Adult, 40 - years,
Contractor, 6 Children, Christian,

Bomadl)
~But in Aklnyele there was no dlfference in the level of

recept1v1ty to EPI between literate and 1lllterate men. This
is because they are more'exposed to the EPI programme than
those in Ika and Bomadi. According to a man:

"The EPI programme is not a new thing

here. I think everybody knows that a

baby must get the injection so that the

baby will not be sick. I make sure all
my children get 1mmunlzed "
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(Illiterate Male Adult, 35 years, Farmer,
4 children, Muslim, Akinyele) . _

.EduCation is vital to the acceptance oflEPI,‘ Formal
'edﬁcatibn baéked up with health education in Akinyéle reﬁove
thé socchultural impediments fhat could have.hindered the use
of EPI. Fofmal education‘tﬁus enabies respondents to have
- adequate knowledge about EPI regardlesé of the sociocultural
'_settiﬂg. - |
" Hypothesis 2: The highér the levei of educafion of mofhers the
higher the ﬁsé.qf'ﬁPI. | | |

The data-on tabie 11 above show that thefe ié_significant
relatiQnship between mothers' level of education, in areas
- where EPI programme‘is less successful, ana the use of EPi
than iﬁ areas where pedple are not exposed to EPI brbgramme..
Thus, - the chisquare values show .significant relgtionéhip
(P<;05) in the LGAS. But the strength éf‘the relationship is
IWéak when tested with Correlation cd—efficient. Neveftheless,
 we accept the hypothesis and conclude that the}more’educated

mothers will use EPI than the uneducated one. .
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5.1.3 Religious Affiliation and the Use of EPI -

Table 12: Freq{uency Distribution of Resp’.ondents' .Acc:brding,;

to Use of EPI By Mother's Religious Affiliation

| 4
and LGA
AKINYELE LGA ~ IKA NE LGA BOMADI LGA. TOTAL
) ' .
RELIGIOUS ® - () &) »
AFFILIATION o :
IMM. NOT | InM. NOT mMM. | NoT '| MM | NoOT
. : A4
VM. o VM. |- o IMM. . MM
% % % % % %

\ | % %
Christianity - 96.9 A 3.1 58.9 411 555 ass | 656 344 .
Télam .. 100 . wo | - - ) 100 R
Traditional 100 P 392 | 608 50.0 500 .| 631 369
No Religion 100 S soo 50.0 66.7 333 | 722 | . 278
TOTAL 98.8 12 " 549 45.1 556 444 698 . | 302

1. %2(3) = 75.53  P<.05
2. x2(3) = 23.56 P<.05 . -
3. x%(3) = 4.28 P>.05
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Table 12 shows that thére is a relationsﬁip‘betwéén
‘feligious affiliation of mothers aﬁd the use of EPI butwthe‘
- effect is minimal in'Akinyele than Ika and Bomadi. Data
reveal thatffegardless of religious affiliation of mothers
:tthey still use EPI in Akinyeleﬂ The véry few respondents
(3.1%) who- indicated that. they- did not wuse EPI aﬁong~
'bhristiéns belong to Pentecostal Churches where~belief‘in
faith healing is enormous. This is similar to Boufdillion‘s
(1991) finding.in his.study amohé the Efik and ibibib people -
of Eastern Nigeria whére he observed that members Of’such
spiritual Churches_afe.more likely to choose church healiﬁg és
their first preference._Eveﬁ one of themvreveaied that her
* church does not encourage hospital freatment. -He.stated that
"we bélieve 'in prayer“? Hdweyer,. all other religioué
practitioners are mbre rational gbout EPI.utilizatioﬁ in
Akinyeie. On the other hand, sdme‘religious practitioners,
tend to be more rational in Tka than‘others. For instance;
‘traditional réligious pracfitioners show some degree of apathy _
towards EPI. Less than half of them (39.2%) indicétéd_ that
they used EPI. This may be due to the fact that the people

pétronise traditional healers in the area. The traditional -
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. healeré in thiévarea enjéy.high patronage. The situation is
different in Bomadi where utilization of EPI according to
religious affiliation of.mothers is relatively the same. This
shows thét théréiis Cultgral_differenbe between the Ika énd
the Bémédi. Data have earlier shown that Ika respondents
patronise traditional heélers more - than pespondénts in
Akinyeie and Bomadi. }This is likely due toAthé-problem‘OfA
inadequate pfovisioh of health care facilities in the area.
- Another reéson may be ‘due to the fact that the ijaw
respondénts are more educated than Ika respohdents according
“to .fhe_ socialA characteristics 'data_ in cha?ter, 4 above..
Regapdless Aof religious affiliation of. mothers,- educated
mothéfsitend to bé more rational than the uneducétedAmothers
‘and as a result, »they 'teﬁd téi use EPI services> more.
) Generally; religidn.has‘nd strdng influence on the usé of EPI,
nevértheless,’data-shéw that it has some_considerable'effecF»'
on the use of EPI. A | | :
The FGD data revealed that feligion played more
significant role ih thé'use of EPI in ika and Bomadi‘than in
Akinyele. Regardless of the type of religion a méther
_practices she has a goéd»inclination for EPI in Akinyele.

3
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Only very‘few christians who belonged to the Pentecostal

Churches indicated that they_did not use EPI in Akinyele.

According

to'one of them:

"It is not always encouraging that people
should go to hospital in our church. We .

“believe in the power of prayer and this

This

- according

has always being effective.”

(Illiterate Nursing Mother,- 30 vyears, -
Trader, 4 Children, Christian, Akinyele).

is regardless of the ievelfof.education'because
to a woman:

"Although I believe that people -should go
to the hospital, especially when your
faith cannot carry you. The Word of God
says 'His stripes has made us healed'.
All you need to do is to claim it.. The
promise is for you. I don't vaccinate my
children yet they are healthy.
Everything is by the power of God." .

(Literate . Nursing Mother, 36 vyears,
Teacher, 4 Children, Christian,
Akinyele). : .

The case was not the same in Ika and Bomadi where

traditional practices are still prevalent. Majority of the

FGD participants in Ika (52 per cent) complained that they

.have rituals which would not allow them to get their children

immunized.

Also another4_49 per cent of the Bomadi

participants expressed'the same opinion. Accordiﬁg-to a
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© pregnant woman :

"In our house, there is a particular
ritual we usually perform when a child is
born. Once the ritual 1is performed
within the first seven days of blrth the
Chlld is dellvered from sickness.

(Illlterate pregnant woman, 34 years,
Farmer, 4 children, Traditionalist, Tka).

Another woman in Bomadi stated that:

"Immediately a child is born here we

usually throw the child inside the river.

If the child get drown then it is not fit

to live but if otherwise the child is

. zapable of 1living. This 1is one. of the

"rituals here for child rearing. I don't
really believe in this EPI thing."

(Illiterate pregnant woman, 30 years,
Trader, 3 Children, Traditionalist,
ﬁ.-Bomadi). Q

Generally,- data revealed that in places where EPI'
programme is not well pursued like Ika and Bomadl rellglon
will have adverse effects on how users make dec181ons about
immunization,‘unlike .Akinyele where EPI services are well
provided.  According to a few of the traditionalists in
Akinyele: |

"This is‘not a matter of rituals. Most
of us. here have seen that immunization
injection is good. That does not disturb
us from using the traditional ones. .It

.also strengthen the child further."

!
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the same opinion. According to her:
“"Although I am a christian but that does
not disturb me from going to hospital.
It is not against the Bible."

(Literate pregnant woman, 29 years,
Teacher, 2 c¢hildren, Christian, Ika).

Nevertheless, religious_affiliationcﬁfmothérs infernces
their use of EPI. |
'Hypothésis 3: Religious affiliation of Mothers wiil influénce

the use of EPI. . |
Thevdata-on teble.12 show that there ié'signifiCant'
felationship between religibus affiliatioﬁ and uSé of EPI in
Akinyelev énd_ Tka (P<.055. It shows no significént
relétionship in quadi (P>.05). Thbugh religious affiliation,
influenced perception of disease causes and -prevehtive
measurés to take,Afhe influence was weakened where there was
‘appropfiate health education and mobilization programmes as
the caée in.Akinyelé.> Hence, we conclude that some motherSjof

_certain religious affiliation will not use of EPI.



165

5.1.4 Mothers' Occupation and the Use of EPI
Table 13: Freguency Distribu-tion of Respondents According.

to Use of EPI By Occupation of Mothers By LGA

OCCUPATION AKINYELE IKA NE _ BOMADI ; TOTAL
OF MOTHERS @ @ 3)
NOT IMM. | NOT | IMM. NOT | fvMM. | woOT
M| MM MM ' mM | 0 | mam
% % . % | - " % %
% L ol w | ' % |4
Unemployed 100 - 529 | 47 52:2 416 | 684 =] 316
Farming 100 - 52.9 47.1 55.9 441 | 686 ‘314
Fishing = - - - - ) 652 | 375 | ess 34.5
Civil Servant 98.0 20 | 16 | 214 60.0 407 | 786 214
Teaching 100 - 524 416 52.9 44 70.5 295
Trading | s 13 88.9 116 604 | 390 | 794 20.6
Others ] e 59 60.0 40.0 51.9 481 |. 687 313
TOTAL | 9838 12 sa9 | 451 55.6 444 | 6038 302

1. x*(6) = 159.24  P<.05
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62.13 P<. 05
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Table 13 reveals that there is significant relationship .
between occupation of mothers and the use of EPI but the
relationship is not strong enougn in'Akinyeie where there is
no significant difference in the use of EPI among different
'occupational groups unlike in Ika and Bomadi. This is likely
due ro'the aggressive nature of EPI programmes in:the aree.
Because‘EPI facilities are easily accessible, mothers may use
" it regardless of-occupatienal barrier. An opinion'leader
however,.indicated-that:
| "the government is trying by bringing the

service to the community on routine
basis."

.

In Ika and Bomadi there is a significant difference among.
the occupatienal groups. Data reveal that civil servants andv
traders used EPI more in both LGAS than other occupational
groups. This mey:be as a result~of’eutreach'programmes in the
areas because activities usually take.place on market days.
According to a community leader in-Ika:

."We have told them to always bring this
injection on Iken days -~ market days.

This is the best time they can meet many
people at home." : ;
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' Also, 01v1l servants tend to have better access to health
care fa01llt1es than others. This may be due to the fact that
they are educated. Also, fishlng, is anotherloccupatlon_that
favours,the use_of EPI in the riverine area. This~showe_an
eCological difference betueeh Bomadi and Ika. The reason for
the disparity.between fishermen in Bomadi and farmers in Ika
may be due to the fact that EPI activities in Bomadi are
usually carried out with outreach’ facilities becauée of"
inability to huild health facilitiee on water. . Such outreach
programmes are not available in'Ika where there are no good
Aroad networks. Accordihg to a health worker in Bomadi:
| "we always organiae outreach programmes
on routine basis here until when the boat

"~ capsided on an outreach mission about two
years ago..

Also, it may be as a result of the nature of'theAjob
itself. This is because it is easier for farmers to go to
'farmslwith their-chiidren than for fishermen»to go for fishing
expedition with their children. Therefore, the children are
more likely to be met at home during such outreach programmes .
in Bomad1 than in Ika..

Generally, this'finding points to the fact that certain

occupations may hinder mothers from taking their children for
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immunization. Quite unlike Bomadi more traders used EPI in’
Ika. The reason for this may be due to the cultural practices

in Ika whereby they are assoclated with their traditional

'resting day' (Iken).- Market day is a special day of the wéek
.wheh everybody - stays .at home. The day  is known as the
"resting day" (Iken). This is also a day for various age-

- grade meetings and cOmmunal‘labours; Since there are no>good_
rdads and EPI facilities to Carryvout oQtreach progrémmes_on
Vroutiné.basis,_it is likely that thé_féw outreach programmes
usualiy térget fhe marketAdays.
It has been argued that certain occupations are_ﬁbfe time
‘ demanding>than others. Such occupations afe not likely to
| favo;rnthe use of EPI especially where there is no hduée—help.'
This supports Hoppe and Heller's (1975) finding that familism -
and bccupational instability influence alienafion and health
care'ﬁtiliZatidn amohg lower class Mexicah—Americansﬂ  They
‘also argued that familism and occupational Astability are
positively related fo timing of-parental cére, but negafively
‘related to consulting a physician wheﬁ ill. Therefore,'in .
- Akinyele people are mbre likely to have assistance of fhe

.extended family mempers in child caring than in Ika and
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Bomadi. According to an informant in Akinyele:
"mothers receive help and cooperation
from members of their family who always
look after their children and business
“anytime . they  want to . go = for
.~ immunization." o : ‘

Data on table 13 support Muelier's.(1984).argument that .
work in agriculture and other jobs in the traditional sector,
. especially works at or near home, are comparable-with child
care.

Data from the FGD revealed that relationship occur
between occupation -and the use of EPI as some of the
participants indicated that they could not go for EPI due to
the natﬁre_of their jobs. Aécording to a participant in Ika:

"1 couldn't go for the last immunization
because there was nobody to take care of

my shop while I would be away."

(Literate = Nursing Mother, 30 .years,
‘Tailor, 3 Children, Christian, Ika).

Altﬁough the woman was receptive to EPI servidé} she was
handicapped :by the nature of her job. .But for - most-
participants, this was not a problem.espeqialiy in Akinyele
wheﬁe there are apprentices. For'instance, a participant °

indicated:
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"Anytime I want to go for immunization or
any other important thing like this I
will make sure that my apprentices come
early. I have about eight of them who
are learning from me. The senior one
will take care of the shop. They have
been doing that very well." '

(Literate Nursing Mother, 33 years,
Tailor, 4 Children, Muslim, Akinyele).

But for some occupations it becomes veryndifficult,for,
most women to leave theirAjobs and go away for a long pefiod.
'For instance, ‘a woman working with a private firm in Akinyele
explained that she was unable to complete the required doses
for her‘baby‘because her boss refused to grant her leave of
abseneefduring the last immunization day. Apcording~to her:

~-. "When I got the chance I always make sure
that I get my child immunised especially
when my boss is not around. But for some
time now I have not been able to do so
because my boss refused to allow me to go
and there was nothing I can do because I
am working in a private company and I am

the. secretary.”

(Literate Nursing Mother, 28 years,
Typist, 2 Children, Muslim, Akinyele). .

It was observed that while some mothers have people to
‘help them when they are away from their places of work, others
don't have. For instance, a woman in Ika stated that:.

"I stay most of the time on the farm and



171
any time I am going I have to go with my
child. There is nobody to help. I lost
my husband. two years ago and I have to
feed myself and the children. Most of
the time" I stay on the farm for two

weeks. Therefore, how do I know when
immunization is going to take place."

(Il1literate Nursing mother, 35 vyears,
Farmer, 4 children, Traditionalist, Ika).

Also some women in Bomadi expressed similar
opinion. One of them even stated that:

"It is easy..to do all these things when-
there are people .around to help. It is

- women that always farm here. Therefore,
it makes it difficult for people to help
because  during -the - planting and: -
harvesting periods you hardly can find
anybody in the village. I think that is
when most people find it difficult to go

~~~_ for this injection. I am not saying that

it is not good but not many people
"usually go for it during the planting and
harvesting periods. That is what I am
saying." :

(Illiterate Nursing Mother, 36 years,
‘Farmer/Fisherman, 5 Children, Christian,
Bomadi) . '

Some women iﬁdicated that they facethostility in their
place of work as soon as they get pregnant and therefore they
find it difficult to go'to antenatal clinics during which they
suppose to get tetanus toxoid vaccination (TT) . According to

a Civil servant in the' Tka North-East Local Government
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"I can tell you that I missed the tetanus
injection I supposed to take when it was
due because my boss refused to grant me
permission to go. I later took it when I

- went for my leave."

(Literate pregnant wdman, 29 years;

Clerk, 2 children, Christian, Ika).

But a pregnant woman who is a trader in Bomadi

- that:

"I always make - sure that I reduce my
activities as soon as I am pregnant. I

don't travel when the pregnancy -is three
months. I always make sure that ‘I tidy
up my business before the pregnancy
rises. As a result, I have time to
attend the clinic.”

(Illiterate pregnant woman, 32 vyears, .

Trader, 4 children, Christian, Bomadi).

indicated

Generally, occupational differences between participants

results in differences between the study areas as shown above.

Availability and accessibility to EPI facilities have reduced

thé'effect of occupation on the use of EPI in Akinyelé unlike

in Ika and Bomadi where EPI services aﬁe inadequate.

Hypothesis 4: The type of occupation a mother engages in will .

influence her use of EPI.

\

‘The hypothesis  is tested with Chisquare statistical
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measure.A-It'shows that there is a eigﬁificant relationéhip
between occupatlon and the use of EPI in Aklnyele, Ika and
Bomadi’ (P< 05). lhere is 51gn1flcance relatlonshlp between
occupatlon and the use of EPI in Bomadi. Data.show that there
is 1mportant relationship between occupation and use of EPI

However, the strength of the relatlonshlp is weak when Lested
‘with correlatlon coefflclent In any case, regardless of. the
strength_of the relationship; we accept_the_hypotheSis and, .
.therefore; concludefthat ecéupatioﬁ of mothers will influenee
theéir ﬁse of EEI in places where,mobilization'is weak. This
A meens that occupation will hinder the use of EPI éetvices if

appropriate intervention programme'is not put in place.

E,
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5.1.5 Study Areas and the Use of EPI Rty

Table 14: Frequency Distribution of Respondents According .

to the Use of EPI and Place of Residence By Mothers

TRIBE o | TISUNIZATION | NOT. f | - ForaL
\ | Ibﬁ%‘NIZEP | |
Akinyele (Yoruba) | 08.8 B 1,2? 'fAioo
Ikane (Ibo) - 54.9 4511£ 100
\Bomadi (Ijaw) . ) 55;6 | 44.4. 100
TOTAL e | 30.2?_ 100
R | | :: N=1071| N = 4%3 N = 1554

Table 14 reveals that there is difference in the use of

EPI between the study areas. Data show that EPI utilization

- depends on where the mothers are living., Although majority of
the respondents who indicated that they used EPI were from
Akinyele * (98.8%), there is no éignificant difference in

utilization rate betwéen‘Ika and Bomadi respondents. This

shows that the high utilization in Akinyéle does not result
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from its beiﬁg a Yoruba ethnic group but mostiy-due to the
level of expoéufe to the programme in the area;thréugﬁ which
‘they know the benefit of the immunization. This is tfﬁe of
. the observation of Raharjo -and Cornef (1989) who stated that
“the demand for preventive health care is weaker.thénjthe
demand for curative care”. This is because the need.for~
curative medicine is very obvious to ciients and fhe potential ‘
" benefits are élways‘immediaﬁe. The need for preventive health
_care on the oﬁher hand, is uéually not so obvious.to most
people and the potential benefitS’ére not -usually certain.
This is because,potentiél.users may not be exposed to_thé
disease against whiqh they are being protected. This shows
,thatifhé\use of EPI ﬁay depend much on how the people perceive
'if and their perception may depénd on their level of exposure
to the’effeét of the diéeases it tends to prevent. Howéver,'
- in some cases, people may be exposed to the diseases but may
be influenced by culturél perceptioh of diseases' causes, and
therefore they may nqt use EPI.  But data gives no such
inference. | |

| Qualitatiﬁe déta revealed that differential in ‘EPI

utilization between Akinyele and Ika and Bomadi is a factor of
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cultural difference as well és_knowledge'of the programme in
relation to its potential benefits. An informant ihdicated‘
that:

"people in this community (Mbiri in Ika)

do not want to use EPI .because they look

at it as scmething that can add disease

to the body". '
_ Thié is corroborated by an FGD participant in.Bomadi who
stated:

"most Women’run away from EPI because of
the side effects on the children". -

(Illiteraté Nursing Mother, 32 yeérs,,
Farmer, 4 Children, Christian, TIka).

Even FGD participants in Bomadi gave such side effects as
fevef,-éore, hotness.and weaknesérof.thé body. Most evidences
from qualitative data support’ this and as a result, there is
~a fear of using EPI. | | |

Although culture and attitudes amoﬁg other factbrs_haVe
beeﬁ érguéd'fo be an importantvinfluencé on both the extenf to
whiﬁh exposure to information results in knoWledge and the wéy
in thch -behaViour' is related to knowledge A(Rahérjo and
'Cérner, 1990), where new information- conflicts -with, orA-
contradicts existing knowledge, -it is more likeiy to be .

'rejécted.,Fof instance, qualitative data'revealed that some
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respondents believe that diseases are caused by witehcraft and
can only be'prevented'with traditional medicine. An informant
stated that "measles results_from the wrath of the gods and-in'

order to prevent it, the gods must be venerated and appeased”.

. But these views are not commonly expressed in Akinyele} "This

shows that health education programmes can overcome this
phenomenon by 1ntrodu01ng new. ;nformatlpn in _culturally
sen51t1ve ways that complement, rather than contradict, the
existing v1ews of the target populatlon For instance,
outreach programmes have made positive 1mpact in Akinyele.
The inability of modern medieine to wine_out traditional
belief conpletely'ddes not only arise from the tenaeity of
traditional beiiefs.but also‘becanse the arrivalvof'modern
medicine has been argued to be "1ncomplete" (Omorodion 1093)
Besides, modern med1c1ne has not been able to cure all -
diseaSes e.g. Cancer and AIDS. For instance, EPI services are
distantly located in Ika and Bomadi - and transport'facilities
are unavailable, health personnel are not evenly available to
the population and in most cases, they are arrogant in
attitude. But inrAkinyele, the study provides strong evidence

for the approach advocated by UNICEF of trying to reach every -
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village and household with immuhization programmes for
children. Qualitative data reveal that immunization exercises’
. are cérried out in the communities. An informant indicated -
that: |
~."there is always regular visits, usually
every Wednesday of the week, by the EPL
people when they do . immunize the o
children". '
Another informant. confirmed this and also’' FGD
participants havé consensus of opinion about.the assertionw -
Following from the foregoiﬁg, éur data‘supportvthe findihg of
_Obermeyerfs (1993) study.among,Mor0ccans and Tgnisians’thaf
cultural factors appeaf not as major obstacles to béttef
health .but rather as défining fhe-normal course of action to
be taken in the.absence of compelling reasons to do otherwise.
The FGD aata revealed. that inadequate. provision and
inaccessibility of EPI facilities remain the maﬁof obstacle . in
Tka and Bomadi areas. According to participants there are no
EPI faéilities, even the available ones are not accessible due
to pbor rbad nefworks."For.instance, a'participaﬁt notéd
that: |
| "The major _problem facing ﬁs in this

community is inadequate provision of the
EPI facilities. One has. to travel long
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village and household .with' immunization programmes for
children. Qualitatiﬁe data-reveal that‘immunization exercises
~are carried out in the communities. An informant indicated
that: | | |

“there is always regular visits, usually

every Wednesday of the week, by the EPI

people when they' do immunize the

children".

Another informant | confirmed this ~and also FGD
partiéipants.héVe consensus of opinion.about-the assértion.'
Following from the fbregoing; our data support the finding of
A Oberméyér’s (1993)_study among MofOccans and Tunisiansvthat
cultural facﬁors appear hot és major obstaéles to better
health.but rather as défining the normal course of aétiéh to
‘be-taken in the absence of compelling reasons to do othérﬁise;

The FGD data revealed that inadequate proviéionﬂ and
'inaccessibility of EPI facilities remain the major obstacie-in
Tka and BQmadi areas. According to parﬁicipants thefévare no
EPI facilities, e§en'the évailéble ones are not accéssible.due
to poor road'networks.‘ For instance, a'pérticipaﬁt notéd
that: |

- "The major problenm fécing us in this

community is inadequate provision of the -
EPI facilities. One has.to travel long
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dlstances, to get 1njectlon and the roads

are bad "

(Illiterate  Nursing Mother, 30 years,
Farmer, 3-Children, Christian, Ika)

Another'participant in Bomadi stated that:

"It is very expensive to go to the health
centre here because you have to go to
Bomadi and this costs as much as ¥20.00.
You know the boats are very expensive.
It is N10.00 from here to Bomadi. But if
they bring it people will take it."

(Illiterate. Nursing Mother, 33 years,
Trader, 4 Children, Christian, Bomadi).

But this is not the same condition for Akinyele where
: facilitieé are well provided. According to a woman:
_ - "Health Centre is not far from here and
~.._ people always go there. When you cannot
" trek you go by boat or taxi. It costs
only ¥4.00 to and fro." . -

(Illiterate Nursing Mother, 34 years,’
Trader, 4 children, Muslim, Akinyele).

In fact, most pregnant women in Ika and Bbmadi coﬁpiainéd
about the attitudes of the healthk.workers as..one of the
reasons why péople usually.refuse to go fo ﬁospital. For
_'instance, a woman stated that: |
"The way the nurses treat people is very
bad. I have decided to stay at home

rather than going to the hospital. They
don't have manners." :
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(Illiterate pregnant woman, 33 vyears,
Traaer, 4 chlldren, Christian, BRomadi).

Another woman narrated her ordeal as follows:

"I decide not to go to the hospital again
because durlng my last pregnancy I was.
humiliated by the nurses. One day I went
to the hospital and I did not bring my
card. When they asked of it I told them
I can't find it. They started abusing
me. They didn't treat me that day. They
said I should pay for another card and I
said I have no money.  Since then I have
not been interested in going to the

~hospital. ©Now I go to a herbalist and
the man is good.™ .

(Illiterate pregnant woman, 36 years,
Farmer, 5 Children, Traditionalist, Ika).

On the contrary,.Aklnyele partlclpants revealed that they

have™ good relatlonshlp with health workers. According to a

- wWomman:

"The Nurses are trying. They teach us
everything we need to know, before and
after delivery. Sometimes they send
somebody -to look for us anytime one fails
to come to the clinic on clinic days."

" (Illiterate pregnant woman, 30 years,
Trader, 3 Children, Chrlstlan,.Aklnyele)

Génerally, - data show that differences occur in EPI
utilization between the study areas due to differential in
availability and accessibility of EPI facilities.» But it was

H
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noted ‘that attitudes of heélth workers coﬁflict-with the ways
of lifé of the people and this resulted in negative attitudes.*

.to EPI in Ika and Bomadi. Théreforé, in~ofder to have a high
. coverage there-is ﬁeed for healthvworkefs to understand the
péople and behave.in ways that will notﬂconfliét with their
culture. Behavioﬁr of.the‘peoplé can be changed without any
conflict with proper health education. |

5.1.6 Distance of EPI Facilities and the Use of EPI

" Table 15: Frequency Distribution of Respondents ‘According
: ~ to Use of EPI By Locaticn of EPI Facilities and '

LGA :
AKINYELE . IKANE BOMADI © TOTAL
, 1) @ ) !
DISTANCE . ~ ~y -
VM. " NOT | IMM. NOT MM, | NOT |.!IMM. NOT
B TIMM | IVIM. : IMM. | i - IMM.
% . % % % % | % | %
Less than 988 12 | 100 ; 944 | se | 894 ' 106
Skm ’ . 3 : :
More than, - 988 | 12 54.6 44.7 sa5 | 455 |, 546 454
Skm . ) ; :
TOTAL 982 12 | 549 451 556 444 iws 302
1. x%*(1) = 194.18 P<.05
2. x*(1) = 3.29 P>,05
3. x%(1) =

(1 © 28.08  P<.05

Table 15 reveals that there is a relationship between

distance of EPI fécilities and use of EPI inAIkazand'Bomadi

1
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unlike Akinyele.  Data from Akinyele show no differential -
:between sﬁort distance residents and long distance residents.
This 1s due tb the high level of awareness of EPI‘in Akinyele
‘as a ﬁodel LGA.coupléd:with the évailability of EPI facilities
in thé area. - QUantitativé data reveél that facilities are'A
evenly distributed in Akinyele than Ika and Bomadi. It also
shows that‘those who indicated that théy livé'far away from -
the nearest EPT facilities stated that they used EPT. This is |
' CGntrary to the conventional finding that if health facilities 
are loéated far away from usersf place of residence they are
not likely to use theh (Qkéfor, 1984; and'Eugenia et. al.,
1989). The reason for sudh différence‘.miéht be due to
hA.cuthfEI\diffefehces betwWeen the study areas. Eugenia-et,,al.
(1989) study was conducted in Togo. It may-alsé be due to -
‘ time difference between the two étudies. Okafor's study was
carried out in 1984. So there couid have been_drastic'changes
over the period. | |

On the'othef hand,.daté show "significant relationship.
between location of EPI facilities and.use'of EPi. It Shows_;
that mothers.th.livelclose to EPI facilitiéé used it more

than those living far away. This findiﬁg supports Okafor's
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(1984) and Eugenia et. al.'s (1989) findings as stated above.
The data show no cultural or ecological differences between
_theutwo areas Ika and Bomadi. The reason for this kind of’
relatiQnShip “is likely due to inaccessibility. to EPI
~facilities in the areas because;EPI facilities are not evenly
,distributed as the case is in Akinyele. Therefore, this may "
_arouse the problem of travel'cbst as argued by Okafor (1984)
who stated  that the idea of travel cost has serious .
implications on the location and use of health care services.
This is true as~confirmed'by an FGD participant in Ika who
stated that:

"transport is our problem here. There

are no taxis. We always trek long

distances. to get EPI. So it always

discourages people most of the time

especially when the sun is high and

during raining season". ' . _

'(Illiterate Nursing Mother, 29 Years,
Trader, 2 Children,»Christian , ILka).

Another participant indicated that:

"transport cost  is . enormous in 'Bomadi
because there are no motor vehicles and
the boat services are very costly".

(Illiterate Nursing Mether, 30 Years,
Farmer, 3 Children, Christian, Bomadi).

Also, the low level of utilization of EPI in these areas
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among people living far away from EPI facilities may be due to
poor outreach”programmes in the area. One of the health
providers in Bomadi in an indepth interview indicated that:

"we cannot - continue our. outreach

programmes since 1992 when the only boat

for the programme capsided during an

outreach mission with all the people

inside dead".

- In Ika, another health pfovider stated that:.

"lack of EPI vehicles is responsible for.

poor outreach programmes. All vehicles
are . grounded and no money to repair
them". o

Nevertheless, data suggest that inspite of long distance
some of those who indicated that they live far away from EPI
'faoilities still use EPI; This is probably due to the level_
of awareness of EPI among this category of people v‘It is
likely that highA level of awareness’ about EPI Will make
mothers to be more rational Lhan those who are not aware‘
Thus, they petceived diseases as contagious‘and believe that
there is need to preVent them{'_This sUpports the atoument.

made by Orubuloyelet. al. (1991) that distance of health

facility'may not play Significant role in a situation where -

people embrace the usefulness of modern health care services.

This is true of Akinyele where the concept of 1mmunization has

j
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been well accepted aé beneficial pievéntive health cafe
delivery. v
HypbtheSié 5: The nearer the loﬁation.of EPI.facilitieé to'>
mothers place of residence the higher the uée EPI. |

Statistical measure shows _thét there 1is positive -
relationship‘betwéen location and use of EPI. But_in Akinyele
LGA data revealed that regardless of the diétancé, users
always use EPI;- The relationship is significant (PI<.Q}dS).A
: Lobation of EPI facilities will influence the use of EPI ahd
this is actuaily and practically true of Bomadi study area but -
not sfétistically signifi¢ant for Ika. Generally, data showed
- that distance ‘Qf- EPI facilities 1is a Véry Aimportant.
determinant of EPT utilization in both Ika and Bomadi. Hence,
we. cohclude that location of EPI facilities will play
» significaﬁt role invthe ﬁsé of EPI:servicesw .It will hinder-
the use 6f_EPI in places where mobilization effort is ~not

~ sustained.
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5.1.7 Number of Children Aged 0 - 5 years and the Use of EPI

Table 16: Freguency Distribution of Respondents According
te Number of Children Aged 0-5 Years and the use

of EPI By LGA

NUMBER CF - AKINYELE IKANE  BOMADI TOTAL
CHILDREN AGED @ , @ ®) '
0 -5 YEARS —T , ‘
: : mM. | Nor | mMM | Nor ™M | NOT | mem. | moOT
A IMM . 1 MM, . 1 MM, A BMM.
% % % - % - : %
%
One ) wo | - 803 | 197 833 16.7 87.9 12.1
Two T e 100 - | 600} 400 764 236 78.8 212
Three 956 44 53.8 462 -| 651 | 349 715 28.5
TOTAL 988 | 12 54.9 45.1 55.6 44.4 69.8 302
1. %x%2(2) = 43.49 P<.05

2. x?(2) = 18.93 P<.05
3. x2(2) = 20.39 P<.05
Table 16 shows that there is a relationship between the

number'of children-aged'between 0 and 5 years which a mother



has and the ﬁse of'EPi; Although data reveaimthat use of‘EPI
reduces with increase in the number of children  in  the
househéld, the effect is not noticeable in Akinyele ﬁnlike in
Ika'and Bomadi. The strength of the relationship is weaker in
‘Akinyele than Ika and.Bomadi. _Thisbmay.likely be due to the -
effective EPI:prégraﬁmes in the>areé. It may also.be dué to
the:kinshipAsystem in the area.: Nursingimotheré may_usually
enjoy_thé support of famiiy members; The old woman'of the
exfénded family may-take care of the grand children,‘ It may
also be as a-result'of-availability of day‘caré services which
reduée the burden of dhild caring on nursing mofhers. In Ika
and Bomadi) day care facilities are not available at all, it
is not “Within 7thé :reach. of the éommon people unlike in
Akinyele where there are uncountable number of them at
affordable cdsts. - Akinyele women areimore likely fo have’
accéssito-hduse—helps and houée—maids most .of whom may be '
relatives who have come to live in towns unlike women in-Ika
and Bomadi who'are-rural dwellers. -Also, grown up children of
the family may be of immense assisténce'to the mothers; apart
fr@m_the fact that they can take care of'themselves,.they may

“also look after the younger ones while mothers are away to get

N H
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the nursing'baby immunized. This lends support to Davénzo and..
Lee's (1978) - flndlng that other fdmlly members can help: in
1arge families. ’

On the other hand theistrenoth of the relationship is.
considerably strong in Tka end Bomadi where deta reveal that
mothers' motivation to use EPI.reduces with:an additional
-child. ,Thus, this suggests thethevery additional child will
reduce the Chance of mothers to use EPI.. This is‘similsr to
Bouillier's (1976) finding thét ‘a -babyv addé' more to. the
mother's child care time in the household. Most qualitative.
data hsupport -this. | For. ihstanCe, an FGD participant in

Akinyeie who is a mother of three children remarked:-

"it is wvery difficult to combine child
care with other things especially when
they are still young".-
(Literate Nursing Mother, 30 years, Civil
Servant, 3 Children, Christian,
" Akinyele).
| This shows that ége of the-children can have significant-
effect on whether a mother will be able to use EPI or not.
This is because while grown up children can help their motners.
in household chores, younger ones requlre the full attention

of their mothers Qualitative data reveal that grown up

3
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| daughters in fhe houeehelds usuaily help in taking ea:e of tﬁe

younger ones. In» fact, this act may be .a process of

.socializing the girls to mothering role. |
»Alsb,”the time'avaiiable'to mofhers with-more than ohe ’

child is very crucial. It isvmore likely that mdtﬁers_who

work outside the hduseholds would be hindered by the time.

allocated to a Vprogramme like EPI ‘which may fnotA have a - .

specifie time. Mueller (1984)'hae argued that time devoted to.‘
housework decreasesvslightly'with‘2—3 childreﬁ_everAsmaller
housebolds and ih"larger_ families children may do some
houSework_thuS-supplementing'mothers' time input. 'Daeanzo and’
'Lee;(1978) also express the same opinion in their finding.
There\ig‘no differenee between Ike and Bomadi, reSpoﬁses éhow -
that every deitionel child hinders mothers' chance of going'
for immunization._ ’
prcording to the FGD participants, it becomes VeryA
difficult to leave the other children.at home and go out
Aespecielly‘when there is nobody to look after them.‘ For
iﬁstance,.a woman stated: . |
"Most of the time I foﬁnd it difficult'to
leave home - for anywhere because of 'my

children They are Stlll young and I.
can't leave them alone.
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(Illiterate Nursing Mother, 31 Yearé,
Housewife, 4 Children, Christian, Ika).

Another woman indicated *hat

- "When chlldren are too young to take care
of themselves it is .a big job for the
mother.  But when they grow up the
‘problem is reduced. Sometimes when they
are still young and there's nobody to
-help in looking after them one may not be
able to do what is expected of her. It
is real work during this period.™

- (Illiterate Nursing Mdther[ ‘37" Years,
Housewife, 5 Children, Christian,
- Bomadi) . : .

Also some educated women in Ika and Bomadi expressed the
" same opinion. For instance,. a woman stated that:

- . "Child caring' is .difficult especially

. 7> when you are working in the office and
there is nobody to  help. I am facing
that problem now. The childréen are still
young and they cannot - take care of
themselves. I do almest everything for
them except sleep and now I am pregnant.”

(therate Pregnant Woman, 30 Years, Civil
Servant, 3 Children, Christian, Ika).

But in.Akinyele the situation is different. According to
a participant“
| | "Although I don't have ‘any house help but
I take my children to the day care very

- close to our house. In fact, if not for
- the day care it would have been very.
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difficult for me because I work at the
secretariat in Ibadan." '

(Literate Nursing Mother, 33 years, Civil
Servarnt, 3 Children, Muslim,-Akinyele).

A pregnant woman also stated that:

"T think' I am lucky enough, I have two of
my younger sisters who are staying with
me. They come to Ibadan to learn trades.

They do not go to their places of work.
the same time. As a result, we do it
like shift duty. - While I am away to my
.place of work, "at least one of them will
be at home. This is a big relief for me
because my children are still very young.

(Literate Pfegnant-Woman, 32 years, Civil
Servant,- 3 Children, Christian,
Akinyele). .

_Another reason was due to mothers' previous experienee
with EPI as some of them complain of side effects. It should
be noted that utilization declines with second child in Ika
and Bomadi. This is explained by qualitati?e data és.a mother
of three children in Bomadi indicated that:

"I stopped going for the immunization

exercise because any time I get the

injection for my children they always

" become sick w1th high fever".

(Illiterate Nursing Mother, 32 years,
Farmer, 3 Chlldren, Chrlstlan Bomadi) .

Another woman from Ika also expressed 31m11ar oplnlon and



» 192

stated that she haslstopped.going for immunization.  In fact,
most FGD_diséussants expressed the same fear of side effects
and therefore tﬁey attributed low utilization éf EPI to the
problem of side-effects of the vaccine. They also méﬁtioned
 the préblem of inadequéte supply of logistic supports in the
‘areas. | . | ‘

The study suggests that thdugh reépondenté-in'lka and
»Bomadi'are quite aware of EPI services and that they ére éwaré
of the probability of their children being vulnerable to the
diseases, they have the problem of using the EPI services dué
to the reasons mentioned above. Mothers,of.one child tend to
be.moré receptive to EPI in Tka and Bomadi than in Akinyele.
wherg'éuch,diéhotomy is not visible.  This shows that the
- number of qhildren a mother has Qili influence her use of EPI
services. | _ |
Hypothesis 6: Every additional child in a family will reduce
the use of EPI.

Chisqdare Astatistiéal test shows a significant
relationship between the number of cﬁiidfen a mother_haé-to
care fo: and her chance of using EPI. Although there is not

" much difference between mothers of one child and mothers of
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many children in_Akinyele there is a significant difference in

Bomadi. There is also statistical significant difference in
Tka. Therefore, every additional child in a faﬁily shows.
reducfion in the raté of EPI utilization in the area.
-Héwever/‘the strength bf the relationship is weak but.
data réveal that marginal increase in the nﬁmber of children’
in.a family may reduce the rate of EPI utilization. Hence,
-we conclude that all other.thingé‘being equal, EPI utilization
Qill réduce_aé the number‘of'children a mother has to take
care of increasésQ Thus, we accept the hypothesié when we

hold health education and mobilization factors'conStant.
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5.1.8 Decision Making BAbout EPI and the Use of EPI
Table 17: Frequency Distribution of Respondeﬁts' Acc‘drding
to Mothers' Involvement in Decision Making About

EPI and the Use of EPI By LGA

- AKINYELE . IKANE - BOMADI ' TOTAL
DECISION ) @ @) 1
MAKING ; - : : ; - -

IMM. NOT mM. | mor |” mm. | nor | mam. | wot
IMM. IMM. V] MM.
% | % % | % % % i % %

, | . N
Father Oaly 750 25.0 546 454 367 |- 6331 552 448
Mother Only 99.7 03 66.7 333 63.6 364 | 767 | 233
Father + Mother | 957 43 - - sa6 | 454 | 752 | 248
Family Member ; - 16.1 84.9 r . 100 §i|  ssa1 419
None Response . - 100 605 395 61.8° 82 | 809 19.1
TOTAL 98.8 12 549 45.1 556 444 | 698 | 302

x?(4) = 112.91  P<.05
x*(4) = 62.13 ~ P<.05
x?(4) = 32.39 P<,05

WN =

Téble 17 above reveals that there is a relationship
betweén decision—méking process about EPI and utilization pf
it. The relationship is more pronounced in.Ika and Bomadi
than in Akinyeie. Thevrelatibnshiﬁ may be_éttributed to the
influénce of many factors. Women education mayrlikely play an

important role in interaction between husband and wife.:
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Edﬁcated‘women are more likely te have better-opportuﬁity to".
discass with their husbands than the uneducated enes who
always remain subservient to their husband. Generally; data
show that ﬁore_mothers used EPI where‘they make decisions
‘alone or Qhere they are involved to some extent._ This also
suggests gender differential in decision-making about EPI. H.Iti
has been argued that educatioh may increase communication
between partners and enables womea to be deeison—makers as.
well as to implement important decisions regarding their lives
(including their ehildren's-welfare) (Wihdayatun, 1891).
According to FGD participants in Tka, their husbands take
most decisions.at home. For inStance, a Qoman remarked: V
R "There 1is 1little one can do  about
bringing a -child for. this injection
"because ' the .decision to = take the

injection lies with the father."

(Illiterate Nur31ng Mother, 30 Years,
Trader, 4 Chlldren, Christian, Bomadi).

-In Ika, a pregnant woman indicated that:
"I can decide on my own where to deliver
the baby. I will go to where my husband
oays I should go.

(Illiterate pregnant. woman, 26 .years,
Farmer, 1 Chlld Chrlstlan, Ika).

But on the contrary, some literate mothers revealed that
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Educated women are more llkely to have better op oortunity to
dlscuss with thelr husbands than the uneducated ones who -
- always remain subseryient’to their husband. Generally, data
show that more mothers used EPI where they make decisions’
alone er where-they are involved to some extent; This also -
suggests gendervdifferential‘inidecisionfmaking about‘EPI. It‘_'
has been argued that education may increase communicatien~
" between partners and enables women to bevdecisbn—makers as
well as te»implement important deciéions regarding their lives
(inclnding their children's-welfare) (Windayatun, 1991). |
According‘to FGD_participants in Tka, their husbands take
most decisions at home. _Fer instance,'a Woman_remarked:

"There is 1little " one <can do about
bringing a <c¢hild for this injection
"because the decision to take the
injection lies with the father."

(Illiterate Nursing Mother, 30 Years,
4 Trader, 4 Children, Christian, Bomadi).

In Ika, a pregnant woman indicated that
"I can decide on my own where to deliver
the baby. I will go to where my husband
says I should go.

(Illiterate pregnant. woman, 26 ‘'years,
Farmer, 1 Child, Christian, Ika).

But on the contrary, some literate mothers reveaied that'
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they tried to prevail on their husbandslwhenever they~want to
'discourage them from teking the' child for imﬁunization.
According to a woman: | |

"I tried to convince my husband last
month when he wanted to discourage me
from taking the baby for immunization
because he was not happy when the baby
became sick after. the  first
immunization." '

(Literate Nursing Mother, 30 yeare,
- Caterer, 3 Children, Christian, Ika).

- Another woman from Bomadi stated that:
"Myself and my husband always discuss
things together. Even the decision for
antenatal care is our joint decision. I
don't do anything without him and he too.
He doesn't force his opinions on me."

S (Literate jPregnant Womén, 29 years,
Teacher, 2 children, Christian, Bomadi).

But we observed‘thatléome women who did not immﬁnize
their children fully or did not immunize their children at all
in Akinyele-were prevented by their husbands and'they are
uneducated. One of them even revealed that: |

"I like to také my <child for the
~injection but my husband would not allow
me. What I do is to go secretly without
his knowledge. ' That is why I could not
complete the injection for my baby."

(Illiterate Nursing Mother, .30 years,
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HouéeWife, 3 Children, Muslim;,Akinyele).

We also observed a differential between educated men and
uneducated men as regards receptivity to EPI. The FGD data
revealed that .majerity of the illiterate maie, adult
- participants in ika and Bomadi were not_receptive to EPI.:
According to'éome of them it will intfoduce-their wives to
_ family plenning,‘while others complain'of side effects.
According to a participant: |

"I am not interested in family plaﬁning.
That i~ where you make. women to be
corrupt. When they give the -child
" injection they also give the mother. I

don't like it."

(Il1literate male adult 45 years, Farmer,i
3 Children, Christian, Ika).

This shows the eXtent to which some of the illiterate
participants dieplayed ignorance of EPI. But on the Centrary‘
. educated men, though few, show some high level of receptivity
to EPI in the aréas. For instance, a man stated that:

"yes I like EPI because it helps to
prevent diseases. Children are not dying
as it used to be in the past. It is a

good effort whlch must be commended. ™

(Literate Male Adult, 40 years, Teacher,
5 Children, Chrlstlan, Ika). '
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AnotherAman even remarkéd:

"Since they bring +this immunization,

- things have changed.. There is no more

- problem of 'Ogbanje' (Born-to-die). I
make sure that all my children are
immunized." - : '

(Literate Male Adult, -43 years; Civil
Servant, 5 Children, Christian, Bomadi).

But some illiterate men in Akinyele are very receptive to’

EPI. According to them EPI is a good thing. For instance:
"Though I'bannot read or write but from
what I hear about this injection I think

it is a very good thing."

‘(Illiterate Male Adult, 46 years, Fafmer,
5 Children, Christian, Akinyele).

- Another man also stated that:
) "I think thiS‘injectioﬁ is very good. I
have heard much about it on the radio and
television. I make sure that my children
are immunized."
(Illiterate Male Adult, - 40 years,
Farmer/Mechanic, 4 Children, Muslim,
Akinyele). E
_From this, one can conclude that intervention programme
like heélth education has removed the problem of iliiteracy in
Akinyele. This is because formal education can only help an -

individual in getting access to.information about EPI as an

‘innovaﬁion but the use of it can only be induéed by health

]
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education about it. This is obvious in Akinyele where health
education about EPI has removed the_constraints of uneducated
potential users. | |

Another reason why women can influenée deqision about EPI
is because it is a free sérvice, It has been found that when
treétment was less costly, Ibadan.men often described fheir
wives as increasingly_disobedient, by which they mean that the
women sbught 'tréatmént for their children and themselves
fWithout'consulfing them, while formerly they always usedAfo
"ask their husbands' permission about such important matters
(Maclean, '1976) . This is supported by qualitative data-whi'ch

revegled that more women did'not consult their husbands before

~—

-

they take their children for immunization.  Data show high
degree of apathy to EPI. Thisvis'likely due to the faét thaf
family members may suggest family rituals e.qg. Whére they
believe 1in ”evil spirits and the praétice of traditional.
religiop and home féﬁedies especiallyAthe agedimembers.

| Generally, the data show that'when_fathers are highly
involved in decision—making.about“EPI, rate of utilization .
becomes reduced. 'The'diffeiencé between Ika and Bomadi is.

" that there is'no response indicating that fathers and mothers

!
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make joint deeisions about EPI-in Ika. It may be because male
dominance is more predominaht in Tka than Bomadi and.AkihYele.
Also, more of the Ikalfathers are receptive to EPI than Bomadi
_fathers. It,shoms cultural-difference between the two areas,
in that, ‘Ika men are more likely to be llberal in decision-
making than Bomadi men. This 1is mhy the data is not

practically significant forABomadi. |
Hypothesis 8: Mothers *who .are more..involved ~in making
decisions about EPI will use_EPl more than those not involved.
| Chisquare test shows significant relationship between the
two Variables. It shows:that the more mothers are involved in
making decisions about EPI, the more the ose of EPI.' ﬁoWever,v
the-strength of. the relationShip‘is.not 50 strong because of
the ihfluence of mobilization prorammmes whichAredoces the
effectlof apathy. Hence, we conclude that adeqoate health -
educatlon programme will promote the use of EPI regardless of
mothers rate of involvement in dec181on making about EPI at
‘the household. “This is because the fathers who usually'take
final de01s1ons about EPI may take cue about the use of EPI
from health messages recelved and therefore beCome receptlve
to it. They w1ll become ratlonal about EPI. as a preventlve

measure for the ohlldhood klller dlseases,
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CHAPTER SIX

SUMMARY, CONCLUSION AND mﬁzcmzo&s

.6.1 SUMMARY : ' A
The study propoéed that certain socioéulturél‘factors
Will influence the use of EPI. Conséquently,“if'aimed at
examining the extént'of sﬁch influence on utilization of EPI._
It also investigatedvthejlevel of EPI utilization as'well és
awarehéss prégrammes about EPI. And lastly, it examined the
factors that are likély to encouragé the use of EPI regardléss

of thé prevéiiing sociocultural barriers.

The méin respondents of the study are mothersbwho have
given birth to at least a child in the last five yeafs. A
combiﬁéfipn of field methods Yere used. . These wefe"indepth
interview, focus group discussiﬁn and the structured.ihterview
techniques. Indepth interviews were condﬁcted with key
informants in the study areas. A_Forty informants were
. interviewed in each LGA. The focus group discusSions elicitéd
information from certain categories of people organized to
discusé the theme of.the study. Each discussion session
cémpriéed betweéﬁ 6 and 12 participants who have common social’
characteristics[ and the structured interview mefhod was used

I
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to gather informafion ffom eligiblée female members at the
househbld level. A case Study-of 50 children was conducted in
each LGA to detérmine the immunization status of well énd.
poorly immunized children. R
| Sample selection was at four lévels. The first was thé
purpOsiﬁe selection of Oyo and Delta States from among the
seven states constituting the B Zone of the PHC,‘_Thelsecond
level~ﬁas the purposive selection of three LGAs - BAkinyele -
| being a success area and a Yoruba community in oyo State,-and '
Ika and Bomadi, Ibo and Ijaw communities fespectively in Delta
State both of which are'considered less successful areas. The
third level was stafistical random selection of 30 EAs from '
eacﬁ\df\the LGAs for éampling.’ Lastly, 20 eligible households
were randomly selected in each EA.- Before eﬁbarking on the:
selection process, pilot and pretest surveys were carried out. -
About 1,600 eligible mothers were interviewed at thé
household levél. Not all the‘questionﬁaires returneq were
valid for analysis. Oﬁe-thouéand five hundred and fiffy four
(96.2%) questionnaireq were éonsidered.validAand analysed.’
The distribution is as follows - 500 in Akinyele, 550 in Ika -

- and 504 in Bomadi. The questionnaire.cbntained attitudinal
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and.behaviourei:variabies designed to examine the attitudes of
mothers tewards EPI as well as their perception of diseases.
The responses .sre combined into composite‘-indices of
knowledge, attitude, beliefs and.practices'related to EPI. -In
addition, information ‘were obtained on mothers' age, |
educational ststus,»religious affiliation, nuﬁber df children
0 - 5 vyears, distance of . EPT facilities from 'motnerS'

residence, and:mothers'.involvement in decision.making'process.
about EPI in the household. Also, we examined the:senrces of .

_infdrmation for EPI,rdisease episode and tieatment'plans,
community participation as well as strategies for overcoming
the sociocnltural barriers inhibiting the use of EPI.

. Results from -the' study show that majority of .the
respondents (60.0%) are between 30 and.49‘years of sge. More
~than 2/3 are christisns and a considerable'prepertion are -
muslims (27%). Majority of the respondents have low education
usually below secondary'school (37,3%)'and a cqnsiderable
pfoportion (30,5%) haye no formal education. Only 20% haﬁe
secondary education. and about -11.5% -have ‘post—secondaryi
education; Hewever, respondents in Akinyeie and Bomadi are

more -educated than respondents in Tka. Majority of Ika
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respohdenté (46.2%) have no formal education in,contrast to
Akinyele (21.6%) and Bomadi (22.2%). |

Farmiﬁg is ﬁhe méjor-éccupation of the people. However,
several other occupations are also praétised. More than half
V'of the respondents (56.3%) livé'more thaﬁ Skm éwéy from the
nearest EPI facility. This is however confrary to the WHO
,recbmmendation for acceptable location of‘health facilities
from consumers{ place of residehcé. |

One hundred and twenty key informants were interviewed
for the indepth intefview. In eabh.LGA, 40 informants were
intérviewed. About 180 people participated-in the 36 FGD
sess}ons cqnducted in the étudy areas. _ ‘
The study used the health belief model (HBM) as the
théoretical framework. ‘A number of hypothesis were stateaAand.
ﬁested. Cﬁisquare statistical measure was uéed to test the .
hypotheses. It shoWs the relationship between the dependent
- variableA'(the use-’of‘ EPI) 'and. the. indepgndeht variables
(sociocultruel fabtors).' |

The étudy_revealed that respondenfs were quite aware of

EPI in Akinyele than Ika and Bomadi. 'Generally; awareness

level was very high in the Study areas. But theré was no
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adgqUate‘knowledge of EPI in Ika and Bomadi like Akinyelé.
' There was no significant - difference between sociocultural
characteristics of mothers QfA well and poorly" vaCcinatéd“
children in Akinyele but such difference exists in Ika énd'
Bomadi. Information sources about EPI differ among the study
areas. Nearly all:fespondents in Akihyele haveiaccess to
radio ‘or felevision apart from other public enlightenment
programmes kPEP) by health provideré} Only very few
"brpportion of Ika and Bomadi reépondents have access to either
radio,»televisibn or public enlightenment programmes (PEP).

Perception of EPI diséases also differ among the.sfudy
areas. Most respondents in Akinyelé attributed the»diseaées
to na%ﬁ}al causés while majofity of the Bomadi respondents
indicated that they have no knowledge of the cause. HoweVef,
the use of EPI was higher in Akipyele (98.5%) than in Ika
(54.9%) and Bomadi (55.6%). Disease episode was»greater in.
Tka and. Bomadi than. in Akinyele. Apart from occaéional
: episode'df meagles and whooping cough in Akinyelé - (34%) ahd.
(15.8%)-reépectively,-almoét all the EPI diséases are still_

prevalent in.Ika and Bomadi as indicated by respondents.

More respondents: in Akinyele participated "in EPI
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programmes ‘than Ika and Boﬁadi respondents.’ Their
participation include,- getting ‘involved in. mobilization':
programme, building of health centresvand contribution'of
money. | _ | | |

The'study revealed that sociocultural factors hinder the
use of EPI irrespéctive_ of cultural . and = eccdlogical
diversities. Age of mothefs' and number -df children are
.inversely related to EPI utilization. We observed' s
- relationship between education, religious  affiliation,
occupation, decision making about EPI, and location of EPI
facilities and the use of EEi. Hence, we coﬁclude'that the
effects of sociocultural fastors.may_be reduced or eliminated
if aaequate health edication snd mobiliZation.programmes are .
ipht in place. . Also, we,observed-that sbcioCultural;factsrs
.fhave no significant effect in places where EPi'facilities‘are'
Aadequstely'preSsnt and easily accessible. Generalle_majority.
' of the mothers are ‘very recepti&e to EPI.
6.2 CONCLUSION |

The study confirms the assumpfién that socioculturali
'<factofs are bsrriers fo the use of EPI. The role of hsalth

education and mobilization programmes is'very importaht. The
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‘study shows.that ?eople Qill-use EPT if EPI-facilities are
available and easily accessible However, regardless of the
avallablllty of and accessibility to EPI facilities some
people will still .not use EPI. This, perhaps, may be
explained in-terms of differential sociocultural factors or
differential personal characteristics.. |

-Health eduCaticn-and mobilization programmes have beeh:
identified as potenfial catalysts to'reducelthe influence of
_ sociocultural factcrs on the use of EPI. Also; social supbOrt
'to help women incorporate the task of having fheif children
immunized intc their -daily activities is desirable. Oce
suggestion from an ihformant is that neighbourhood meetings be
‘calle&\fegularly in which women who4have had their children
vaccinated would be invited to tell other women abcut what
they learned and experienced at the clinic - "mothers.will
enlighten cther mothefs"}' In.addition, the suggestion made
. by another informant from Ika area is that: |
. "the health workers shculd ccme to the
villages often and often and call women .
together to. speak to. them about -  the -
benefits of immunization and remlnd them

of the immunization days".

This shows that group meetings will create social. support
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and'motivation'among womeh who face the difficdlties'of using
EPI services better than individual home visits.

It is also noted that "husband dominating opiniOn"-is
also.a barrier to decision-making orocess. It is therefore
suggested- that, -hushands should be sensitized to the.
programme. This means that, health education talks on EPI
should not'only be designed for mothers alone bot also_for
fathers who play significant-roles‘in family health deoision—
:makihg..vThus,'the need for research in this;aree.

It 1s also suggested that health workers should go into
the communities to record every s1ngle infant in need of
vaccination. ThlS can be done through birth record which can
be established with and kept by Ward Hesds, Voluhtary‘Health}
‘Workers (VHW) and health workers in the various' health
. centres. This will enable the gosl’Of immunization to reach
the real customers and not the people who merely walk through
. clinic doors only. It will also enhance ordered and regular

oontact between health services and every family.
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6.3 IMPLICATIONS

6.3.1 Theoretical Implication

In this_stﬁdy; a combination.of health belief model (HBM)
and Wéberian Soéial Action Theory were used fo explain_the
data. This study has demonétrated that mothers perceive
children as vulnerable to the childhood4kiiler diseases aﬁd_
that their children may fall victim. The theory hel?s_to,
explain the process'of therapeutic choice among fhe rﬁother_s°
This has ihplication for thé process‘of evaluation of various
preventive ‘health -care. options - open ‘tQ theém. - What is
, significant is that, thgif actibh is not only subjective but

also modified by the sociocultural environment. This shows

-~

that,vgﬁy théofy which will explain the use of preventive
héalth serviQQS’will not oniy focﬁs on the user alone but also
the sociocultural-coﬁtext within which he/éheiinteracts.

" The étﬁdy also revealsvthat, although users may reflect
: oﬁ theirvlife»eXperiences but such experiences areAlikely to
be influenced by -the degree of cosmopdlifness of the'
individuals through which they had beén expoSed to adequate '

information sources.
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6.3.2 Methodolagical Implicaticon : DT

A combination of field techniques were used. in this
- study. They are indepth interview} focus group discussion,
structuﬁed interview and the case'study; vThesé techniques
.afforded'the researcher to have close interaction with the
community to " share théif. experiences and problems” in-.-.
connection with the EPI programme. They aiso afforded us to
examine why there is high coverage of EPI target popuiation.in

Akinyele‘énd low coverage'in Ika and Bomadi. -The_fechniques
help to shéw the'relationships between sociocultural variables
and the ﬁse of EPI wﬁich ﬁight not haVe been possiblé if oniy
a single technique was used.

‘\A§§rt from the fact  that 'fhe-:techniques_ elicitedi
information 'fromv.respondenté, fhey also afforded the
researcher the _oppprtunity to observe and. take note of
'important and relevant covert bghaviours of respondehts. The
.techniqﬁes-are able to'synthesize the predictive behaviour of -
usérs. We.are able to discover that if EPI services are to be
utilizéd, then,'adequate attention must.be given td'importépte
of sécial, structural and behavioural factors, apart from

:logistic supports, which shape the perception of the users and
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"thé relationships between the pfoviders, consumers and the
,community members. The implicatibn is that, to help find
solution to the problem»of low utilization of EPI, health
plénners should be'sensitized to the néed for complementarity
‘ 6f 'research__methods ihr.exploring social and béhaviourai

characteristics of the users.
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APPENDIX II

STUDY GUIDE

_INDEPTH INTERVIEWS WITH POLICY MAKERS AND OPINICN' LEADERS

- 10.

11.

12.

13,

In what waYs do you think a community can participate in -
any matter relating to the health of its people?

Which of these has this community been involved in?

~ When the ' EPI programme was introduced . inte this

community, - was there any attempt to -involve - the
community? ‘ :

If Yes, in what way(s)?

What was your opinion of this attempt then?

Have’you ever been involved in community participation?

Please tell us what actually happened when you were
there7 _

Can you say that people in this community use EPI
services very well? If not, why? And if Yes, how7

Can you say = that EPI programme is” fulfllllng its
objectives in this community? If not why?

- Do you think there are some illnesses that cannot be

cured by modern medicine? Name them and tell us the
cause, prevention and treatment plan in this community?

How do people in this communlty get 1nformatlon about
health programmes7 , . . .

Which one do you think is the best to use to propagate
‘health messages in this commun1ty7

What do "you think .are the =major oonstraints'Ato
utilization of health services in this community? '



14.
15.
16.

17.

18.
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Is the'community ready to remove the constraints? How?

What do you think can be done to 1mprove utilization of
EPI services here? ' .

What do you think the communlty can do to 1mprove-mother
and child health welfare in this community? :

What has the community done before to help health

"prodgramme in this area?

What can the government' do to improve -health care
delivery services in this-area? . :
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APPENDIX ITI

INDEPTH INTERVIEW WITH IMPLEMENTATORS

Name of Community:

Local Government:

Name of Re spondent :

Date of»Interview:

1.

10.

11.

The Federal Government and UNICEF have given much support
to the propagat1on of EPI in this country How far have

you gone in this LGA?

' What have been the major'constraints to implementation?

What is the present management structure for Health°'
(Obtain Organogram).

Is there any organized health committee in the LGA, at

'_the district and communlty Jlevel?

.. Which 1nterest group do members reoresent7 (Please list
:them) 4 .

Please list the act1v1t1es of the health commlttee

» Please list the past and on-going EPI programmes?

" What are _the major  constraints . on programme'

1mplementatlon7 ‘What have you-achieved?

Is there a health plan for this LGA? (Obtain a copy
and compare it with submlt Goals and new programme of
co-operation)

In what ways has this LGA mobilised the Communltles for

health development°

In what‘Ways_do4you thlnk_that the current<pregrammes



12.

13,
14,

15.
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'can be 1moroved9

can health oevelopment be achieved through' a ‘cost’
recovery programme in the LGA? .

How best can such a programme be organized?.

' What are the major health needs of the communltles 1n_A
-thls LGA? : .

What are the major requirements for meeting these needs?
Specify the following requirements: o

Personnel-

- Training

Equipment (Type,'Quality and Purpose)
Finance

Social Sector Support.
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"APPENDIX IV

'FOCUS GROUP DISCUSSICN STUDY GUILE

Moderator: We are visiting your community én behalf of a
" team of researchers at the Department of
Sociology, University of Ibadan to find out
- People's health problems and.health'practiées.
it is important for us .to document your
experiences 1in order to provide the right
assistance. We will also like to know how..
Jour Community has been contributing to its
own development and the roles it can play in
future. WeAhumbiy request that you give us

some time for this discussion.

1. How do people hére'knowlwhen-a child is healthy?
" 2. How do they know when a child is i11? '

3. How do people here keep a child healthy, protect or
_prevent hlm/her from illness.

4. . What are the-most common illnesses of childrenihére?  For
each illness, record the following information:

‘(a) Name of illness, its variants and other names.
(b) Occurrence (ﬁsual time of year when it occurs)
(¢): Symptoms . ' o

(d) Causes



-10.,

11
12,
13.
14.

15.
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(e) Treatment (what is usually done and by whom)

(f) Prevention

(g) If Measles, Tuberculosis, Diphtheria, Tetanus,

Whooping Cough, Tuberculosis and Tuberculosis are

not mentioned, then ask. and record the above

information requested in 4(a) -(f) for each one).

What are the common illneseee of women?. ' .
(Record 4(a) - (f) for each one). '

-How often do people use Public Health Facilities for
children's illnesses and for' pregnant and nursing

mothers?

What are the problems a53001ated with the free use of thel

facilities?

In what ways can this communlty improve the health of
women and children?

 What do people know  about Expénded ‘Pregramme on
-Immunlzatlon (EPI) 2. ' -

Do people belleve that immunization vaccines do prevent
childhood olseases7 if not, what is their believe about
it? : '

What are the major problems fac1ng children: from Gettlng

immunized here7

" How do you think these problems can be solved?

‘What do people like most about Immunization?

What do people hate most about Immunization?

Which medium is - generally used for disseminating

information? -



‘16.
17.

18.

19.

20.
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Which one would be best for EPI programmes?

What is your opinion of the new populatlon policy of four
children per mother? 4

Please tell us the health projects that have been-
supported by this community (not one man projects) (Ask
the group to identify other. community projects e.g.

government initiated projects):

In what ways can your community contribute to its own
health development during the next few years or so?

What general comment do you have on immunization?
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APPENDIX V
HOUSEHOLD SURVEY QUESTIONNAIRE SCBEDULE

Department of Sociology,
University of Ibadan,
Ibadan.

Dear Respondent,

c O N S ENT LETTER
I am a research student in the Department of 5001ology,
Univer51ty of Ibadan. I am carrying out a study on "The Use
of Expanded programme - on Immunizétion (EPI)" this Local .
. Government Area. It is directed at women aged 15 and above
| Who_pave given birth to at least a child in the last 5 years.
I reqﬁéét that you answer the foilowing questions truthfully.
Information given would be Lreated as strictly confldentlal
and will be used for academic purpose only.’
Thank you for your co- operatlon 1n advance.

JEGEDE, A.S.

: EOUSEHOLD SURVEY
Name of ToWn/Village: |
Enumeration Area Number:
HouseholdiNumberi |
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SECTION CNE: SOCIODEMOGREPEIC DATA
NOTE: (Please tick { } or £fill the appropriate space for

correct answer for the following guestions.)

1. How old are you now?
2.  What is your religion? :
(a)  Christianity { } (c) Traditional { }-
(b) Islam Sy (d) No Religion { }
3, 'If you are a Christian, then what is your denominatioh?

4. What is the highest school level yéu completed?

{a) No School ~ { } - (e) OND/NCE { }
(b) Primary School { } (f) HND/B.Sc/B.A { )
(c) Some Sécondary { } Kg) Higher'Degreé(s){ }
(d) Compléted Secondary .{ } \ :
5. How many wives does your husband have?
(a) oOme { } (b) More than one { }
6. “What is your occupation? o '
(a) Unemployed {° 1} (e) Civil Service Job { }
(b) Farming .:{ } (f) Artisan {1}
(c) Trading  { } (§) Professional { }
(d) -Teaching = { }  (h) Other (Specify)

How o0ld is your marriage now?

What is your income per year from all sources?

(a) Less than ®W2000 { } (d) - H6000-88000 { 1}
(b) ¥2000-¥4000 { (e) HNB000-N10000 { }
{c) ¥W4000-W6000 { } (f) N10000 and above {- } -

9. ' Is any of your household member old enough to work:apart
-from you and your husband? - '



10.

11.

12,

13,

14,
15.
- 16.

17.
18.

19,
20.

21.
22,

.How many died before their 1lst birthday?
-What was the cause of the death?
- At what'age does your child eat other fé6od?
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(a) Yes { (b) No { .}

What ethnic group do you belong to?
(a) Yoruba { } (c) Hausa ‘' { }

(b) Igbo { } (d) Others (Specify)

SECTION TWO: MATERNAL AND CHILD HEALTH CARE (MCH)

Did you use materhal and child health care services when

you were pregnant? ‘ }
(a) Yes { } . (b) No { }

Did you use maternal and child health care services after
~child birth? '

(a) Yes { 1} (b)) No  { }

| Who assisted you during the last birth?
(a) Doctor .{ } (d) Friend/Neighbour/Relative { }

(b) Nurse/Midwife { } (e) Others (Specify)

(c) Traditional Birth Attendant { |}

How long did you breastfeed your last baby?
Did you use ORT/ORS for children with diarrhoea?
(a) Yes { ) (b) No { }

At what age did you have your first child?

Have you heard of child spacing before?
(a) Yes { } ° (b) No { } |
How many children have you given birth to?
(Both living and dead)

How many of these children are still alive?

T
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23. When do you wean your child?

SECTION TEREE: USE OF EXPANDED P‘QOGRAK@ZF ON II\@EUNI&ATION
- - (EPI)
24. Are you immunized against Tetanus?
| (a) Fuily immunized. { 1}
" (b) Partially immunized { 1}
(e) Not immunized at all { }
25, Has your last béby received the following vaccines?

~ BCG POLIO , DPT, MEASLES

‘ (Please record as‘for 24 for»each vaccine) .
26. Has any of your children had any of the following

"diseases?. _ '
(a ) Measles (i) Yes { } (ii) No { }
(b) Polio : © (i) Yes { } (ii) No. { }
(c) Tuberculeosis (i) Yes { } (ii) No { }
(d)v'Tetanus (1) Yes { } (1i) ‘No { 1}
(e) Whooping Cough (i) Yes { 1} (id) Nd_ { }.'
(f) Diphtheria (1) Yes { } (ii) ‘No { }

27. If yes for any of them where did you get treatment for
the latest case? _ ‘ ‘
(a) At home { 1}
" (b) PHC/CHC. {
(c) Private Hospital ({- }
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(d) General/State Hospital { }

(e) Traditional Medicine - { }
(f) Spiritual Church { 1}
What do you think was the cause of the last episode?
{a) Natural Cause N
(b) SupernaturalACauseA : { 1}
(c) mystical Cause N {1}

If you did not complete your doses for immunization, Why
didn't you complete them? | : '

Do you.think immunization is useful?
(a) Yes { } , (b) No { }
What do you like most about immunization?

SECTION FOUR: INFORMATION PROCESS ABOUT EPI
Have you heard of health messages in the last few months?

(a)  Yes { 1 (o) No { }
What was your source of information?
(a) Radio { 1} |

(b) Television { } R ' L
(c) Both'A&B { } | .

(d) 'Newspaper and Magazine { }

(e) Public Address System Van { }

!



36.
37.
38,

39.

40.

41.

42.

. 43,

44,
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(f) Community Meeting { }

(g) House to House Visit { 1}

(h) Health Centre { 1}

(i) All of the above . { 1}

How often do you listen to Radio? .

(a) None { } ' (c¢) 2 or 3 tlmes a week { }

(b) Once a week { } (d) Everyday { }

How often do you watch television?- '

(a) None { °} (c) 2 or 3 tlmes a week { }
(b) Once a week { }. (d) Everyday { '}

How often do you read Newspaper? A

(a) ‘None { V} (c) 2 or 2 times a week { }
(b}  Once a week { } (d) Everyday { -}

Do you have a radio or television in your house?

(a) Yes { 1}, (b) No { }

mHave you attended any meetlng where they discuss health

matters before?

(a)  Yes { } ‘ (b) No { }

Has the health'messages you heard infLuencéd how you
manage the health. of your household?
(a) Yes { } (b) No { }

SECTICON FIVE: HOUSING UNIT FACILITIES
With what type of material was your housé built of?
(a) Cement Block { } (c) Wooden Material { }
(b) Mud Block { } '

Do you have electricity in the house?

(a) Yes ('} -~ (® ¥ ()}
What is the source of water supply to the housing unit?



45.

46.

47.

48.
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(a) Pipe Borne Water { } (c) Borehole { 1}

(b) Well {1 (d) Stream { }

Do you have toilet in your house (Pit or Water Closet)? -
(a) Yes { } () No { }
How’manyirooms do your household occupy?

(a) One room { "} o (c) Flat { '} -

(b) Room & Parlour- { '} (d) Duplex { }

SECTION SIX: DECISION-MAKING SCALE OF MABITAL.PCWER
‘How often do you get involved in deciding on health
‘matters of your household? S o

(a) None { } . "~ (c) Very Often { }
(b) Occasionally { } (d) Often { }

Who makes the ultimate decision in the following health

related issues?

“Husband . Husband Husband and Wife mqreA Wife

always - more than wife exéctly A than always
wife the same : husband’

(1) (2) (3) (4 (5)
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- Note: (Tick the appropriate cne for the correct answer for

guestions A to I below)

A. Where to see a doctor

1 2 . 3 -4 5
B. Where- to go for treatment - ' A

1 2 3 .4 5
C. When to change a doctor o .

1 2 3 ‘ 4 5
D. Type of food to eat on special occasion‘such'as

christmas/salah day
1 2 3 : 4 5

"E.  Whether or not to continue to breastfeed a child
1 2 . 3 4 5
F. When to have the next baby
1 -2 ‘ 3 : 4 -5
" G. . The ultimate number of children to have » ‘
| 2 3 . 4 s
H. Whether or not to inoculate a child |
1 2 | 3 .4 5
I. Whether or not you should be inoculated during
pregnancy. ‘ '
B! 2 -3 4 5
49.  Who takes the final decision in-.any~ matter in your-
" household?- ' - . ‘
(a} The husband { } - (c) A & B'tOgether { 1}

(b) The Wife { }. (d) Family Members  { 1}



50.

51.

52.

53.

54.
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| SECTION SEVEN: GENERAL .
How far is the nearest health facility from your house? .
e (record in km)

Do you practice child spacing at all?
(a) Yes { } , (b) No { }

If Yes, what method of birth'spacing do you use?

‘What is your opinion about the population policy of four

children per woman in Nigeria?
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BS/HL/l - -+ ADPEWDIX VI

E.A. MAP iNFOPMATION SHEET FORMAT

STATE:  vvernrnennn SECTOR. (Uzban=1, Rural=2 " { }
LGA: ........ eeee . LOCALITY: ... ivvrrioennnns
100 N ' '



242

SKETCH MAP

Source: Adapted from Baseline Data for FGN/UNICEF 1991/95
Country Prograﬁme of Co—Operatién, January, 1992

Working Manual for Interviews.
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BS/HL/2 APPENDIX VII

STRUCTURAL LISTING SEEET FORMAT

STATE: .ovvvvnnncen -~ SECTOR (Uxban=1, Rural=2 { }
e LOCALITY: ........ )y AN :

s/N Addreéé/Description Use Remarks

(1) @ @ | @
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‘Source: Adapted from Baseline Data for FGN/UNICEF 1891/85
Country Programme of Co-operation, January, 1992

Working Manual for Interviewers. -
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APPENDIX VIII '
HOUSEHOLD SELECTION SHEEET FORMAT

STATE: .vvevvnenenes SECTOR (Urban=1, Rural=2 { }

LGA: ..uu.... e . LOCALITY:  vvvenvenrneionnns
o7 . Total No. of EHS

Sampiing Int. {(S.7T)

S/N _Address/Descriptio Name of Head of '~ KAP-
(1) | .n - EE M Sample
(2) 3 1@

01

: 0 ;

03

04

05

06

07




_2’46_.

08

09 .

10

11

12

13

14

15
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16

17

18

19

20

Source:

Adapted from Baseline Data for FGN/UNICE? 1991/95

Country Progtamme of Co-operation. January, 1992,

Working Manual for Interviewers.
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APPENDIX IX

CODING MANUAL

VAR NO

QTY NO

VARIABLE NAMES

CATEGORIES

CODES
e.g.

Serial Number

(Code Actnal

001

Study Area

Urban
Ruml

N =

Age

15-19
20 - 24
25-29
30-34
35.139
40 - 44
45 - 49
50 +

00 AN D LN

Religion

Christianity
Istam |
Traditional
No Religion
No Response

O-f WN -

Denomination

Catholic
Protestant
Pentecostal
Spiritual
Other

NA

NR

O O W BN

Highest Level of
Education

.~ No School

Primary

Some Secondary
Completed
Secondary
OND/NCE
HND/B.Sc/B.A.,
Higher Degree(s)
NR

O~ DN
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How many wives does
your husband have?

One - -
More than One
NR

O N =

10-11

Occupation

Upemployed
Farming
Trading
Teaching
Civil Service
Artisan’
Professional
Others :_

NR

Bowutrvma wwe—

12

" How old is marriage?

Less than 5 yrs
5-10yrs

10 - 15 yrs

15 - 20'yrs

20 - 25 yrs

25 yrs and above
NR

VAUNEWN -

10.

13

Income per year

Less than M2000

2000 - N4000
N4000 - H6000
N6000 - 8000
¥8000 -K10000
K 10000 and above
NR

LN E WA -

11.

14

Is any member of
household in labour
force?.

Yes

NR

DN

o

12.

10

15

Ethnic Group

Yoruba
Igbo
Hausa .
Others

O H N

13,

11

16

SECTION TWO

Did you use MCH care
services when
pregnant?

Yes
No

N =

14.

12

17

Did you use MCH care
services after child
birth?

Yes
No

O N
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15. 13 13 Who assisted during Doctor 1
last child birth? Nurse/Midwife 2
Trad. Birth
Attendant 3
Friend/Neighbour/-
Relative 4
Others 5
NR 9
16. 14 19 How long did you Less than 6 Months 1
breast-feed last baby? 6 - 12 Months 2
12 - 18 Months 3
18 - 24 Months 5
30 - 36 Months 6
36 Months and 7
Above 9
17. 15 20 Did you use ORT for Yes 1
children? No 2
NR 9
18. 16 21 When did you have, 15-19 1
first child? 20-24 2
25-29 3
30 - 34 4
35 and above 5
NR . 9
19. 17 - 22 Have you heard of Yes 1
' child spacing? No 2
. ’ NR 9
20. 18 23 How many children 1 1
given birth to? 2 2
3 3
4 4
5 and above 5
NR 9 .
21. 19 24 How many are still (as above)
- alive?
22, 20 25 How many died before (as above) -
NA 0

first birthday?
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21

23 26 Cause of death NA. 0
: ) Measles 1
Tetanus 2
Tuberculosis 3
Diphtheria 4
Poliomyelitis 5
R . Whooping Cough 6
Others 7
NR 9
24, 22 27 At what age does child Less than 6 mths 1
eat other food? 6 - 12 mths 2
12 - 18 mths 3
18 - 24 mths 4
24 - 30 mths* 5
30 - 36 mths 6
36 mths and above 7
NR 9
NA 0
25 23 28 When do you wean (as above) -
child? )
SECTION THREE
26. 24 29 Are you immunized Fully Immunized 1
against tetanus? Partially 2
Immunized 3
Not Immunized at 9
all .
NR
217. 25 30 Has last bay received Yes 1
BCG? No 2
NR 9
28. 25 31 Has last baby received (as above) -
Polio?
29. 25 32 Has last baby received . (as above) -
DPT,? ‘
30. 25 33 Has last baby received . (as above) -
Measles?
31.- 26 34 Has any of your Yes 1
. children has Measles No 2
: NR 9
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26

- (as above)

32. 35 Has child had Polio? -
33, 26 36 Has child had (as above) -
Tuberculosis? '
34. 26 37 Has child had Tetanus? (as above) -
35. 26 38 Has child has (as above) -
Whooping Cough i
36. .26 39 Has child had (as above) -
Diphtheria?
37. 27 40 Where did you treat At home 1
latest case? PHC/CHC 2
Private Hospital 3
Gen/State Hospital 4
Trad. Medicine 5
Spiritual Church 6
NR 9
NA "0
38. 28 41 What caused last Natural Cause 1
: episode? Supernatural Cause 2
Mystical Cause 3
Don’t Know 8
NR 9
NA 0
39. 29 42 - If you didn’t complete Mother too Busy 1
doses of immunization, No Faith in EPI 2
why? Fear of Side Effect 3
Unaware of Other
Doses 4
Place of
Immunization too 5
far ’
Vaccines not 6
available 7
Others 0
NA 9-
NR "
40, 30 43 Why don’t you {Code as above) -

immunize child?
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NR

41. 31 44 Do you think it is - Yes 1
useful? No 2
NR 9
42, 32 45 What do you like most NA 0
about immunization? It prevents 1
: Diseases
It reduces 2
Mother/Child death
It encourages 3
Family Planning .
It improves 4
Mother/Child 5
Health - 9
It is cost free °
NR
43, 33 . 46 What do you.hate most NA 0
: about immupization? Herbs are more
effective 1
It has side effects 2
Place and time not
known 3
Atitude of Health
workers 4
NR 9
4. 34 .47 Have you heard of Yes ! 1
health messages in the No 2
Iast five months? NR 9
45, 35 48-49 ‘What was your sources Radio 1
B of information? Television 2
Both A& B 3
Newspaper 4
Public Address
System 5
Community
Meetings 6
House to House )
Visit 7
Health Centre 8
All of the above 9
: 99
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46. 36 50 How often do you None ' -1
listen to Radio? Once a week 2
2 or 3 times a 3
week 4
Everyday 9
NR
47. 37 51 How often do you (Code Actuval as
waich Television? above) ’
48. 38 52 How often do you read (Code Actnal as
Newspaper? above)
49, 39 " 53 Do you have Radio or Yes 1.
Television in your No 2
house? NR 9
50. 40 54 Have you attended any Yes 1
meeting where they No 2
discuss health mafters NR 9
before?
51. 41 55 Has the health Yes 1
messages you heard No 2
made any change to NR 9
how you manage the
health of your ’
houschold?
52. 42 56 With what type of Cement Block - 1
material was your "Mud Block 2
house built? Wooden Material 3
- NR 9
53. 43 57 Do you have electricity Yes 1
in the house? No 2
NR 3
54, 44 58 . What is the source of Pipe Borne Water 1
water supply to the Well 2
housing unit? Borehole 3
Stream 4
NR 9
55. 45 59 Do you have toilet in Yes 1
. your household? No 2
: NR 9
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r
|

56. 46 60 How many rooms do One Room 1
your household Room and a Palour 2
occupy? Flat 3
Duplex 4
NR 9
57. 47 .. 61 How often do you get Noze . 1
: involved in deciding on Occasionally 2
health matters of your Very Often 3
household? Often 4
NR 9
48 Who makes the
ultimate decision in the
following health related
issues?
58. A 62 When to see a Doctor? Husbal_;d Always 1
Husband More than
wife 2
Husband & Wife
exactly the same 3
‘Wife more than
Husband 4
Wife always 5
NR - 9
59. B 63 Where to go for As above
: treatment?
60. C 64 When to change a " As above
Doctor? '
61. D 65 Kind of food to eat on As above
special occasion such
as christmas
62. " E 66 Whether or not to As above
' continue to breastfeed a
child?
63. F .67 . When to have the next As above
baby? . - :
64, G 68 The ultimate number of As above
children to have?
65. H 69 Whether or not to As above

" inoculate?
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" 66.

70

Whether or not you
should be inoculated
during pregnancy?

As above

67.

49

7

Who takes the final
decision in any matter
in your housechold?

The Husband
The Wife

"A & B together

Family Members
NR

O A WN =

68.

50

72

How far is the nearest
health facility from
your house?

Less than lkm
1-2km
2 - 3km
3 - 4km
4 - Skm
More than Skm
N'R .

CAULAEWN -

69.

51

73

What type of health
facility is it?

Dispensary
Maternity

Health
Clinic/Centre
Comprehensive
Health Centre
General Hopital
Specialist Hospital
Teaching Hospital
Private Hospital
NR

G N

AY-IES B SRV Y

70.

52

74

Do you practice child
spacing at all?

Yes
No
NR

O N

71,

53

75-76

If yes, What method of
birth spacing do you
use?

.Condom

Oral Contraceptives
Injection

IUDs
Vasectomy
Female
Sterilization
Creams/Foams
Rhythm
Withdrawal
Abstinence
Any Method
NR

V00 ~AU B W
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54

T

What is your opinion of
the population policy of
four children per
woman?

It is 2 good idea
It is a bad idea
NR
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