THE EFFECT OF COMMUNICATION ON THE ATTITUDES OF MOTHERS TOWARDS CHILDHOOD KILLER DISEASES AND NATIONAL PROGRAMME ON IMMUNIZATION
ABSTRACT
The study attempted to investigate the the effect of communication on the attitudes of mothers towards childhood killer diseases and national programme on immunization in Nasarawa State. The study also reviewed relevant and extensive literatures under sub-headings. The descriptive research survey design was employed in this study in order to assess the opinions of the respondents with the application of questionnaire and the sampling technique. A total of 133 respondents were selected as samples representing the entire population of the study. This shows that national programme on immunization has a significant influence on the level of family planning among Mothers in Karu, Nasarawa state
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CHAPTER ONE
INTRODUCTION
BACKGROUND OF THE STUDY
Many family lost their children to any one of these childhood killer diseases in the past, this dashing the hope of parent on such children. The effect of such loses often involve economics, political and social implication on the home. To prevent cost of children and its consequences many parent consult the herbalist and their oracle, make of their children scarification on the bodies of their children and administer concoction and perform a number of rituals to appease gods, demo and devil believe to be the cause of the unfortunate occurrence (Oyeride 1995).

To prevent the loses of children form these killer diseases, the world health organization in 1977 launch a health scheme tagged to expanded progrmame on immunization. E.P.I is all UNICE/WHO scheme designed to expand the accessibility of immunization service to increase number of children within the age range of 0-2 years.

The aim of this programme is to combating six common diseases of childhood namely, measles, tetatnus, tuberculosis, polio mylitis, Diphiheria and whooping cough (WHO 1981) It also aim at educating individual and mobilizing government to adopt health policy matter what protect children and mother through E.P.I children are immunized against the six childhood vaccinated against tetanus on an effort to attest ameliorate if not eradicate infant mortality resulting from the childhood diseases (Oyerind 1995).

Immunization remains one of the most important public health intervention and the cost effective strategy to reduce both the morbidity and mortality associated with infections disease. Over two million death are delayed through immunization each year worldwide (WHO 2006).

Despite the vaccine preventable diseases mortality with an estimated three million death each years. Uptake of vaccination services is dependent not on provision of these services but also on the other factor include knowledge and attitude of their mother density of health worker accessibility of vaccination clinic and availability of safe needles and syringe (Centre for Diseases Control and Prevention 2006).

In recognition of the importance of this programme, Nigeria launch her own chapter of the programme known as expanded programme or immunization 1979 now known as National programme on Immunization the programme has continued in its efforts to implement sustainable strategies and intervention in collaboration with vision of making immunization a community owned community derive and community operate services federal government of Nigeria 2006).

In order to enable patronage the government among other evolves services of health educating and enlightened programme or radio and television. The programme was further reinforce through issuance of immunization for children by Ministry of Health (995).

In lie with it enabling act 12 of 1979, the availability of present vaccine to state and local government area with corresponding qualities of needles and syringes. NPI has also supported the state and local government with cold chair and logistic equipment, human technical and financial support required for the implementation (Immunization watch 2004).

Immunization services delivery against six killer diseases firstly focus on routine immunization aimed at getting children aged 0-2 years immunized at various primary health care centre across the national (Federal Republic of Nigeria 2001).

In 1981 Federal government declared some days a national immunization day (NID) and on such days thousand at vaccine centre were opened in school, market, place, church, mosque, motors park and other public places to bring it closer to the masses, particularly the nursing mother through this activities NPI became more popular as one of the health centre delivery programme in the country. (Oyerinde 1995).

While the impact of immunization on the reduction of childhood morbidity and mortality in Nigeria has been remarkable is yet to research if fully potential (WHO 2006). Said immunization coverage in Nigeria had dropped drastically and vaccine were not regularly available.

Taking into consideration the observation phenomenon revealing the concern of all reduce intact. Mobidity and mortality rate (Gibon 1981)  Hoping that if it becomes most relevant to ascertain the level of knowledge of mother about childhood killer diseases and their level of participation in the National Programme on Immunization.

1.2 STATEMENT OF THE PROBLEMS

In a developing countries babies born will on the average live two years less than those born on the industrial world (Gibson 1981), about a half of the difference may be attributed to what happen in the first years of life on the average even if a child survive to reach age of five. Henceforth, life expecting is still eight to nine years less than children born in the developing countries. In addition, children born in a developing countries are more linked to suffer from vaccine preventable diseases (World bank report 1982).

The very essential of children developing countries after love and care normal physical growth is to immunize against diseases.

This study is to examine the effect of communication on the attitude of the mother towards childhood killer diseases and National Immunization using the PHC Karu Nasarawa state as a case study.

1.3 OBJECTIVES OF THE STUDY

The following are the objectives of this research work:

To review the importance, misperceptions of routine immunization and childhood killer diseases

To examine the relationship between communication on the attitudes of mothers towards children killer diseases.

To examine relationship between occupational status of the mothers and their attitudes towards immunization of their babies. 

1.4 RESEARCH HYPOTHESIS

Hypothesis One

Ho: Mothers don’t have access to national programme on immunization activities within their vicinity. 

Hi: Mothers don’t have access to national programme on immunization activities within their vicinity
Hypothesis Two

Ho: There is no significant relationship between occupational status of the mothers and their attitudes towards immunization of their babies.

Hi: There is a significant relationship between occupational status of the mothers and their attitudes towards immunization of their babies.
1.5
 SIGNIFICANCE OF THE STUDY

This study aimed at investigating the effect of communication on the attitude of mothers towards childhood killer diseases and national programme on immunization, therefore it is hoped that resort of the study will assist the NPI manager, administrative and programme planner in handling an insight into the ideas of mother or childhood killer diseases and national programme on immunization. The result would also go along way to serve as a resources material for both serving and the training health related personnel that have to do with studying planning organizing and implementing different aspect of National Programme on Immunization in our society.

The result also assist future researcher to gain some knowledge on the effect of communication on the attitude of mother towards childhood killer diseases and national programme on immunization.
1.6
SCOPE/LIMITATIONS OF THE STUDY

Limitations/constraints are inevitable in carrying out a research work of this nature. However, in the course of this research, the following constraints were encountered thus:

Non-availability of enough resources (finance): A work of this nature is very tasking financially, money had to be spent at various stages of the research such resources which may aid proper carrying out of the study were not adequately available.

Secret attitude of respondents: Since this research topic dwell on the effect of communication on the attitudes of mothers towards childhood killer diseases and national programme on immunization, some of the respondents find it difficult to offer useful information since the research is all about diseases, some mothers do not want to say anything as regards their children’s health status.

Time factor: The time used in carrying out the research work is relatively not enough to bring the best information out of it. However, I hope that the little that is contained in this study will go a long way in solving many greater problems.

1.7
OPERATIONAL DEFINITION OF TERMS

Immunization: Is a process by which an individual immune system becomes fortified against an agent.

Vaccine: These are artificial antigen which when introduced to the body protect against invasion of diseases.

NPI:       National Programme on Immunization

Diseases: Unhealthy condition of the mind

Childhood Diseases: These are diseases that affect children under the age of Attitude: The way human behave or thinks

WHO: Is an abbreviation that connotes World Health Organization.

TB:  An abbreviation for Tuberculosis

OPV: An abbreviation for Polio Vaccine

1.8 ORGANIZATION OF THE STUDY
This research work is organized in five chapters, for easy understanding, as follows Chapter one is concerned with the introduction, which consist of the (overview, of the study), historical background, statement of problem, objectives of the study, research hypotheses, significance of the study, scope and limitation of the study, definition of terms and historical background of the study. Chapter two highlights the theoretical framework on which the study is based, thus the review of related literature. Chapter three deals on the research design and methodology adopted in the study. Chapter four concentrate on the data collection and analysis and presentation of finding. Chapter five gives summary, conclusion, and recommendations made of the study.

CHAPTER TWO
REVIEW OF RELATED LITERATURE
2.1 INTRODUCTION
This chapter reviews the literature on the sought to analyse the effect of communication on the attitudes of mothers towards childhood killer diseases and national programme on immunization. It discusses issues arising from the topic of interest as viewed from different perspectives, with a view of giving a theoretical and empirical foundation to the study using PHC Karu as a case study.
2.2 LITERATURE REVIEW

Liu et al. (2012) updated total numbers of deaths in children  aged  0–27  days and  1–59  months were  applied  to  the  corresponding  country-specific  distribution  of  deaths  by cause.  They applied  the  multinomial  logistic  regression model to vital registration data for low-mortality countries  without  adequate  vital  registration. The results of their study indicate that between 2000 and 2010, the global burden of deaths  in children  younger than  5  years decreased  by 2 million,  of  which  pneumonia,  measles,  and diarrhoea  contributed  the  most  to  the  overall reduction. However,  only tetanus, measles, and pneumonia  (in  Africa) decreased  at  an  annual rate  sufficient  to  attain  the  Millennium Development Goal 4. Scott  et  al.  (2008)  note  that  historically, pneumonia  was  the  main  cause  of  under-five mortality  in  developed  countries,  and  in  the United  States  in  1900,  it  is  estimated  that pneumonia  killed  47  of  every  1,000  children before the age of 5 years. In Nigeria, Esangbedo (2010) explained that pneumonia kills nearly 1.6 million children under five annually worldwide. An estimated 98 percent of children who die of pneumonia  live  in  developing  countries  and according  to  2008  estimates,  about  177,000 children under the age of five died of pneumonia in Nigeria. This  means that within an hour, 20 children  across  Nigeria  will  die  from pneumonia. This number is the highest in Africa and second highest overall in the world Diarrhoea is second to pneumonia as a killer in children. Before the age of 5 years, practically every child in the African environment has had at least one episode of childhood diarrhoea with some  having  up  to  three  episodes  per  year (Okoro  &  Itombra-Okoro,  1996).  The introduction of oral rehydration therapy (ORT) in 1975 has significantly reduced the mortality from  this  disease  condition.  This  mode  of treatment is  cheap, acceptable, affordable, safe, and can be applied in virtually any environment (Grant, 1993).
In  Nigeria  a  study  conducted  by  Onyiriuka 

(2011),  revealed  that  measles  accounted  for 3.1%  of  all  admissions  in  the  Paediatric Department,  with  different  age  distribution. Although  22.1%  had  vaccination  against measles, 77.9% were not vaccinated against the disease. It was further observed that a significant number of the cases occurred in the dry season as compared to the wet season  Fagbule  &  Orifunmishe  (1988)  investigated measles vaccination in  two hundred  and sixty-nine  children  who  presented  with  measles between  April  1983  and  March  1986  at  the University of Ilorin Teaching Hospital, Nigeria. Lack  of  vaccination,  high  vaccination  failure rate,  early  age  of  contracting  the  disease, malnutrition, prevalent bacterial infections and a delay in seeking medical attention were the main factors identified as the probable causes of high  morbidity and mortality in measles in Ilorin.

VACCINATION OF CHILDREN

Immunization and vaccination are two of the most important public health interventions and constitute a cost effective strategy to reduce both the morbidity and mortality mortality associated with infectious diseases. Over two million deaths are delayed through immunization each year worldwide. Despite this fact, vaccine-preventable diseases remain the most common cause of childhood mortality with an estimated three million deaths each year. In recent times, vaccination has had a major impact on measles deaths. From 2000 to 2005, more than 360 million children globally received measles vaccine through supplementary immunization activities. Moreover, improvements have been made in routine immunization over this period. These accelerated activities have resulted in a significant reduction in estimated global measles deaths. Overall, global measles mortality decreased by 60% between 1999 and 2005. The largest gains occurred in Africa where measles cases and deaths decreased by nearly 75% [9]. Thus, there is a lot of pressure on health facilities in different countries in controlling the disease through vaccination. Indeed, measles is targeted by the WHO in its expanded programme of immunization (EPI).

According to the National Programme on Immunization, routine immunization of children in Nigeria is carried out using the following vaccines;

• BCG ( Bacilli Calmette Guerin)—at birth or as soon as possible after birth

• OPV (Oral Polio Vaccine)—at birth and at 6, 10, and 14 weeks of age

• DPT (Diphtheria, pertusis, tetanus)—at 6, 10, and 14 weeks of age

• Hepatitis B—at birth, 6 and 14 weeks

• Measles—at 9 months of age

• Yellow Fever—at 9 months of age

• Vitamin A—at 9 months and 15 months of age According to the Nigerian Federal Ministry of Health definition, a child is considered fully vaccinated if he or she has received a BCG vaccination against tuberculosis; three doses of DPT to prevent diphtheria, pertussis (whooping cough), and tetanus; at least three doses of polio vaccine; and one dose of measles vaccine. All these vaccinations should be received during the first year of life, over the course of five visits, including the doses delivered at birth. According to this schedule, children aged 12–23 months would have completed their immunizations and be fully immunised. To keep track of the delivery of these immunizations, Nigeria also provides parents or guardians with a health card on which each dose is recorded.

In their study, Henry et al. showed only immunizations completed for children aged 12–23 months, the usual age group for reporting immunization rates. Their results revealed that one-fourth of all children aged 12–23 months had received the three recommended doses of polio but many missed the corresponding third dose of DPT3, which was received by only 5.1% of one-year olds. Only 2.2% of children 12–23 months of age received all recommended doses. More children in Yobe (3.8%) than in Katsina (2.5%) and Zamfara (0.2%) received all recommended doses (p = 0.05). Further analysis of the data shows that 67% of parents who were unable to receive all immunizations reported lack of vaccine as a problem, and 13% had difficulties with the long wait. Children in the urban areas have consistently higher immunization rates than those in the rural areas. Overall, 4.6% of children 12–23 months of age had received all of the recommended doses by one year of age, compared to only 1.1% in the rural areas. The greatest urban advantage is associated with the BCG dose, which is administered at birth and probably reflects the higher proportion of births in health care facilities in the urban areas. For DPT3 and Polio3 the urban and rural rates are much closer. Like many other sub-Sahara African countries, Nigeria is still experiencing tremendous crises in maternal and child health care. These crises reflect more on under-five morbidity and mortality, which has not witnessed a significant improvement from its level since the 1990s. For instance, in 1990, the under-five mortality rate was 147 deaths per 1000 births, while in 1995 it increased to 176 deaths per 1000 births, and in 2000 it was 153 deaths per 1000 births. According to the latest Nigerian demographic and health survey (2004), out of every 1000 children born in Nigeria, 70.49 died before reaching five years of age, with female and male infant mortality estimated at 67.34 and 73.55 deaths/1000 live births respectively. In recognition of the risks faced by Nigerian children, one of the important services covered by PHC in Nigeria is immunization. Although immunization began in Nigeria in 1956 when smallpox was severe nationwide the national immunization tagged Expanded Programme on Immunization started in 1979 to combat deadly childhood diseases, which were regarded as the cause of high infant morbidity and mortality in Nigeria. These diseases are polio, measles, yellow fever, whooping cough, diphtheria, tuberculosis of and marasmus. Although malaria is not included in the list of childhood diseases, researches are ongoing to develop a malaria vaccine which will hitherto prevent and reduce infant malaria. Every year more than 10 million children in low- and middle-income countries die before they reach their fifth birthdays. Most die because they do not access effective interventions that would combat common and preventable childhood illnesses (Lee, 2003).Vaccine preventable diseases remain the most common cause of childhood mortality with an estimated three million deaths each year (Odusanya et al., 2008). They also observed that uptake of vaccination services is dependent not only on provision of these services but also on other factors including knowledge and attitude of mothers, density of health workers, accessibility  to vaccination clinics and availability of safe needles and syringes.
Kapoor and Vyas (2010) had stated that although immunization is one of the most effective, safest and efficient Public Health Interventions, and that its impact on childhood morbidity and mortality has been great,  its full potential was yet to be reached. Through proven strategies, immunization has been made accessible to even the most hard-to-reach and vulnerable populations since it involves clearly targeted groups (WHO, 2013). When immunization rates are high, it is much less likely a pathogen will be carried and transmitted from person to person. Declines in vaccination rates allow diseases to emerge in the population again. A case in point is the fact that Measles is now endemic in the United Kingdom, after vaccination rates dropped below 80% (Awosika, 2012). In Nigeria in 2001, unfounded fears of the polio vaccine led to a drop in vaccination rates and re- emergence of infection, and the spread of polio to ten other countries (Awosika, 2012).

It has been reported that in 1958 there were 763,094 cases of measles and 552 deaths in the United States (Orenstein et al., 2004; CDC, 2008). With the introduction of new vaccines, the number of cases dropped to fewer than 150 per year having a median value of 56 (CDC, 2008). In early 2008, it was also reported that there were only 64 suspected cases of measles. Out of these 64 infections, 54 cases were associated with importation from another country, although only 13% were actually acquired outside of the United States; 63 of these 64 individuals either had never been vaccinated against measles, or were uncertain whether they had been vaccinated (CDC, 2008). In response to challenges in global immunization, WHO and the United Nations International Children‟s Emergency Fund (UNICEF) set up the Global Immunization Vision and Strategy (GIVS) in 2003 (GIVS, 2005). The chief goal of GIVS is primarily to reduce illness and death due to vaccine-preventable diseases by at least two-thirds by 2015 or earlier. The Task Force on Immunization in Africa (TFI) recognized from the outset the need for high vaccination coverage to counter the disproportionate burden from vaccine- preventable diseases in the African Region, and therefore set challenging goals for 2001–2005. These goals aimed to ensure that the immunization performance of the African Region caught up with other regions‟ performance. Siddiqi et al., (2010) concluded that mothers‟ knowledge about Expanded Program on immunization (EPI) vaccination in peri-urban Karachi was quite low and not associated with their children‟s EPI coverage. Mothers‟ educational status, however, was significantly associated with child‟s coverage. This finding depicted a better health seeking behavior of a more educated mother. According to Angelilio et al., (1999), several studies on the immunization status of children have been published in various countries at different times, and comparisons with these studies are interesting but must be made cautiously. They also stated that since many factors may influence vaccination coverage, important differences should be taken into account, such as prevalence of vaccine-preventable diseases, availability of vaccination centers, level of knowledge and information about vaccination, and different methods used to measure immunization status. In Nigeria, the National Primary Health Care Development Agency has a National Immunization Policy that was revised in 2009. Included within this policy is the Immunization Schedule which is designed to include all children 0-1 year who shall receive one dose of (Bacille-Calmette Guerin) BCG against tuberculosis, one dose of Yellow Fever vaccine, 3 doses of Diphtheria, Pertussis, Tetanus (DPT), 3 doses of Haemophilus influenza (Hib) vaccines, 3 doses of Hepatitis B vaccines 4 doses of (Oral Poliomyelitis Vaccine) OPV and one dose of Measles vaccine before the age of one.

MEANING AND OVERVIEW OF THE CONCEPT OF IMMUNIZATION

What is immunization? The World Health Organization (WHO) has defined immunization as the process whereby a person is made immune or resistant to an infectious disease, typically by the administration of a vaccine. These vaccines help to stimulate the body‟s own immune system to protect the person against subsequent infection or disease (WHO, 2013). Immunization therefore depicts the ability to develop immunity. Immunity being the state of having sufficient biological defenses to avoid infection, disease, or other unwanted biological invasion (Gherardi, 1989). Immunity also depicts the capability of the body to resist harmful microbes from gaining access into it.

Immunization is one of the most successful and cost effective public health interventions in the constant effort of human beings against diseases that affect our wellbeing. Immunization has prevented more deaths in the past years than any other health intervention globally (Awosika, 2012). WHO (2013) also stated that immunization is a proven tool for controlling and eliminating life-threatening infectious disease and has been estimated to alleviate 2 to 3 million deaths each year. WHO (2013 ) further stated that although global vaccination coverage is holding steady but an estimated 22 million infants worldwide are still missing out on basic vaccines. The report on global vaccination coverage showed that the proportion of the world‟s children who receive recommended vaccines has remained steady for the past few years giving an instance that the percentage of infants fully vaccinated against diphtheria-tetanus-pertussis (DTP3) was 83% in 2011, 84% in 2010 and 83% in 2009
MISPERCEPTIONS OF ROUTINE IMMUNIZATION

Incorrect knowledge as to the preventive role of routine immunization is widespread in Nigeria. Quantitative research conducted in six states in 2004 reveals that in rural Enugu, diarrhoea, fever, convulsion, vomiting and malaria are believed to be vaccine-preventable diseases (VPDs), while in rural and urban Kano, malaria, teething problems, vomiting, convulsion and pneumonia are listed. During pilot community research in March 2005, a number of immunization decision-makers and caregivers in Katsina state stated that only polio immunization is required that once a child has received its polio ‘drops’, it is immunised against all childhood illnesses, including

those for which there is no vaccine available, e.g. acute respiratory infection [32]. Those least likely to demonstrate high levels of correct knowledge include people who do not use public facilities for the treatment of common illnesses, those who lack easy access to public health facilities, and illiterates [33]. 

INADEQUATE COLD CHAIN EQUIPMENT

Over the years Nigeria has received huge quantities of cold chain equipment. Despite this support, much of the cold chain appears to be beyond repair. This is partly due to the focus on polio eradication, which uses freezers. In one zonal store, only one of the three cold rooms was working, with only a single compressor operational. Substantial numbers of solar refrigerators have been bought in the last few years; although, a useful addition these are expensive ($5,000 each) and prone to breakdowns. At the state level, the cold stores are poorly equipped and badly managed. More than half of the refrigeration equipment is either broken or worn out. In the eight states visited, 47% of the installed solar fridges were broken and $205,000 worth of solar equipment remained uninstalled [35].

Political problems

The downward trend in the coverage of all the antigens appears to be associated with political problems. In Nigeria, the boycott of polio vaccinations in the three northern states in 2003 created a global health crisis that was political in origin [36, 37]. These political problems included low government commitment to ensure the fulfillment of EPI policy as well as over-centralization in the administration of EPI at the federal level of governance in Nigeria. The poor coverage of measles between 1998 and 2005 was blamed on vaccine shortages and administrative problems, as was the case in 1996, 1999 and 2000 when polio coverage was only 26%, 19% and 26% respectively [4]. Some positions offer potential for patronage due to the large payments for NID activities. This has led to political appointments and frequent changes in personnel as some LGA chairmen wish to bestow or repay political favours. Even at the state government level, increased political interference has been reported to be in the appointment of civil servants, also resulting in frequent changes of staff

Rejection of routine immunization

Another problem and challenges facing immunization programmes in Nigeria is the rejection of selected vaccines/vaccination by parents or religious bodies more especially in the northern part of this country. The reasons for such rejection are outlined below;

a) Fear and confusion
Many decision-makers and caregivers reject routine immunization due to rumour, incorrect information, and fear. Attempts to increase coverage must include awareness of people’s attitudes and the influence of these on behaviour. Fears regarding routine immunization are expressed in many parts of Nigeria. Fathers of partially immunised children in Muslim rural communities in Lagos State see hidden motives linked with attempts by nongovernmental organisations (NGOs) sponsored by unknown enemies in developed countries to reduce the local population and increase mortality rates among Nigerians. Belief in a secret immunization agenda is prevalent in Jigawa, Kano and Yobe States, where many believe activities are fuelled by Western countries determined to impose population control on local Muslim communities [32, 39].

b) Low confidence and lack of trust

Lack of confidence and trust in routine immunization as effective health interventions appears to be relatively common in many parts of Nigeria [38]. A 2003 study in Kano State found that 9.2% of respondents (mothers aged 15–49) evinced ‘no faith in immunization’, while 6.7% expressed ‘fear of side effects’. For many, immunization is seen to provide at best only partial immunity, e.g. in Kano and Enugu [32, 40]. The widespread misconception that immunization can prevent all childhood illnesses reduces trust because when, as it must, immunization fails to give such protection, faith is lost in immunization as an intervention, for any and all diseases. SHORTAGE OF VACCINES AND IMMUNIZATION SUPPLIES 

Under the NPI’s the first mandate is to “support the states and local governments in their immunization programmes by supplying vaccines, needles and syringes, cold chain equipment and other things and logistics as may be required for those programmes”. However, the supply of vaccines has always been problematic for Nigeria, primarily because funds were not sufficient and were not released on time. For example in 2001 the whole amount was approved but only 61% was released, the late release of funds (April 2001) meant that vaccine had to be bought on the spot market at inflated prices.

 Transparency on vaccine safety and adverse event following

immunisation

Safety is an important aspect of any vaccination programme. The key is to reassure the public about vaccination

safety at each and every stage of the process, starting with communication from the healthcare professional to the

parent. During mass immunisation campaigns, communication on safety issues should include information

concerning the assured source of safe vaccines, together with supplies of safe syringes and other materials, as well a system in place for monitoring and managing ‘adverse events following immunisation’ (AEFI) [25].

While it is important to be completely transparent about the side effects of a vaccine, it is considered relevant also to address the risk–benefit balance, stressing that the benefits outweigh the risks. As acknowledged by the Director of ECDC, Dr. Marc Sprenger, parents are nowadays more worried about alleged side effects than the disease itself: ‘Recent history showed that alleged adverse events following immunisation impaired vaccination programmes and seriously harmed public health [from MMR and autism, to hepatitis B vaccine and multiple sclerosis]... [Therefore,] the public health sector must intervene with top-class, unbiased expertise.’ He furthermore stresses that ‘health professionals are the main communication channel to the public. They have to be convinced if we, in return, want them to convince their patients... We should not underestimate the importance of this challenge – otherwise the vaccines remain unused on the shelf [26].’

The role of healthcare professionals when advising parents on immunisation is challenging, mainly due to the large amount of information currently available (either via leaflets, the internet or anecdotal). According to the US Centers for Disease Control and Prevention (CDC), healthcare professionals should take time to listen and explain, solicit and welcome questions, acknowledge the benefits and risks, and conduct follow-up, in cases where parents express extreme concern or doubt. Healthcare professionals should also be able to balance scientific information with anecdotal information, because many parents will not fully comprehend the pure science of vaccination safety [27].

There have been numerous examples of vaccine safety scares in recent years, often linked to a vaccine’s possible side effects. Further in this section some examples will be presented. In many cases, factors other than the vaccine itself were demonstrated to be the cause of the side effects. Nevertheless, in cases where adverse events linked to a specific vaccine have been proven, they must be acknowledged and communicated [28]. Withholding information, particularly on safety issues, will only result in misinformation and the risk of rumours being spread. If allegations regarding vaccine-related adverse events are not addressed, it can undermine public trust and thus the confidence in a vaccine and result in negative uptake in the vaccine campaign. Vaccine-associated adverse events may affect healthy individuals and should be promptly identified to allow additional research and appropriate action to take place. In order to respond quickly, efficiently, and with scientific rigor to vaccine safety issues, the WHO has established a Global Advisory Committee on Vaccine Safety (GACVS).

Key points of the GACVS

• There is no such thing as a ‘perfect’ vaccine which protects everyone who receives it and is entirely safe for everyone.

• Effective vaccines (i.e. vaccines inducing protective immunity) may produce some undesirable side effects which are mostly mild and clear up quickly.

• The majority of events thought to be related to the administration of a vaccine are actually not due to the vaccine itself – many are simply coincidental events, others (particularly in developing countries) are due to human, or programme, error.

• It is not possible to predict every individual who might have a mild or serious reaction to a vaccine, although there are a few contraindications to some vaccines. By following contraindications the risk of serious adverse effects can be minimised [29].

The national monitoring and reporting systems for vaccine safety must be efficient, well coordinated and kept up to date with the latest information. The WHO Global Training Network offers training courses to help public authorities understand how and when to act with regard to adverse events following immunisation [30].

The effect of vaccines scares in immunisation programmes An example of how a vaccine scare can affect a national immunisation programme is presented in a document from UNICEF on building trust. It describes how in the late seventies in Sweden an influential medical leader questioned the need for pertussis vaccination and made his view known to the public. ‘This resulted in many paediatricians losing confidence in the pertussis vaccine. DPT (diphtheria–pertussis–tetanus vaccine) coverage decreased rapidly from 90 percent in 1974 to 12 percent in 1979. The government changed the national policy in 1979, abandoning pertussis vaccine. In subsequent years, a pertussis epidemic with more than ten thousand cases a year and a number of tragic deaths occurred in the country. The example from Scandinavia demonstrates the Healthcare professionals are the main channels of communication with the public: they should be the first to be convinced so that, in turn, they can welcome questions and acknowledge the benefits and risks with parents.

NIGERIA AT A GLANCE: WOMEN AND EDUCATION
Nigeria significantly influences the achievement of the MDGs in sub-Saharan Africa because of its sheer size. Nearly one in every four women in sub-Saharan Africa is Nigerian. Hence, the situation of women and girls in Nigeria has a key role to play in determining the progress of the wholeregion. Nigeria has performed poorly in terms of gender equality According to the 2012 Gender in Nigeria Report, data suggest that Nigeria ranks 118 out of 134 countries in the Gender Equality Index. At every educational level women earn less than their male counterparts and in some cases men with less education earn more than better educated female peers. Also, Nigerian girls drop-out of school earlier than their male counterparts. Evidence further shows that more than two thirds of 15-19 year old girls in Northern Nigeria are unable to read a sentence. Of course, these facts are devastating in their own right, but what is more worrisome is that it seems efforts by the Nigerian government for the past 20 years to tackle the gender disparity in education have not had any significant impact. With regard to women's education, Nigeria's education policy has evolved since the 1980s towards a gender focus. Below show some of the key policy initiatives embarked on by the Nigerian government to show policy commitment on education equality Women Education, Family and the Nigerian Society at anytime in any context, women are critical actors in the education process. The roles of women in schools are often defined in terms of their 'natural' affinities with children and their innate love for teaching and nurturing, as well as their ability to do it. Nonetheless, men still dominate women in every country in the world, Nigeria inclusive; resulting in widespread discrimination against women and girls. The impact of unequal power relations and discrimination is often felt most severely when material poverty exists, as this increases vulnerability. Inequality in the Nigerian society inevitably has an impact on the provision and content of education, as well as on the ability of girls to enter, and remain in, school.In our society there are some limitations for women to progress in education and to be considered outside their family roles, expectation and responsibilities. Reinarz (2002) argues that balancing work and family is a major hurdle for working women. Hence, family responsibilities influences the careers and education choices of women who mostly have disproportionate work in care if children and the home. The tradition, customs, socio cultural values, ethics, motherhood instincts are some of the factors influencing gender bias in the education sector. Cultural and social beliefs, attitudes and practices prevent girls from benefiting from educational opportunities to the same extent as boys. The achievement of girls’ right to education can address some of societies’ deeply rooted inequalities, which condemn millions of girls to a life without quality education – and, therefore, also all too often to a life of missed opportunities. Education is seen in some societies as a fear of change and now with globalization, the fear becomes even greater- fear to lose the cultural identity, fear of moving towards the unknown or unwanted. Furthermore, the gender disparity is exacerbated by the powerful economic and social rationale for investing in the education of sons rather than daughters, as daughters are perceived to be less valuable once educated, and less likely to abide by the will of the father, brother or husband. The plight of women, in terms of education is compounded by this negative attitude of parents toward female education (Oniye, 2010).Another implication for poor education opportunity for women is involvement in low paying ventures. It has been noted by Oladunni (1999) that because of societal stereotype and stigmatization on certain professions and subjects as the exclusive preserve of men and or women most Nigerian women have been forced into less paid jobs (teaching, nursing services, agriculture, small scale food processing, secretariat duties, clerical duties, note- counting in banks, cleaners and middle level professional occupations). In most societies, both the public and private sectors continue to be dominated by men, leading parents to ask themselves: why bother educating our girls if they will never make it anyway? In answering this question, it is important to understand the gender empowerment-growth-poverty eradication cycle as shown below Relationship between women education, family stability and sustained national development at present, the forces which combine to hamper women education, family stability and sustainable development in Nigeria could be viewed broadly to include denial of equitable access to and participation to functional education, early marriage, confinement to solitary living, subjugation by culture to accept choices forced on women, discrimination and harassment at work, political disenfranchisement from elective and political appointment and exposure to cruel mourning rites upon the death of their husband (Oniye, 2000). These cultural barriers and environmental manipulation create inferiority complex in many Nigerian women. Oniye (2010) further ascertained that through the traditional socialization process of our cultural society, women tend to accept negative self-fulfilling prophecy, stereotyping and stigmatization. All these predispositions transmit negatively on the family role and responsibilities, which invariably interplay adversely in the national agenda. Women and development rather than women in development becomes an apparatus for gender issues. Contrary to the current trend, intensive efforts to foster a gender-inclusive culture from the family level through education, across the board up to higher education, in order to promote sustainable human development need to be vigorously pursued. The legislative arm of government must be precise on the principle of gender equality in education by creating viable channels to the legal rights of women. Generally speaking, improving access to and the quality of education is the most rewarding investment a country can make. Investing in female education will accelerate Nigeria's economic and social development by enhancing human capital, slowing population growth, and alleviating poverty. According to Agbakwuru (2002) education equips one with marketable skills thereby lifting the possessor up from the poverty arena. Essentially, through education, the individual learns good health habits, principles and practices which promote healthy living and longevity as well as acquire marketable skills that confer economic power on the educated

CHAPTER THREE
RESEARCH METHODOLOGY
Research design
The researcher used descriptive research survey design in building up this project work the choice of this research design was considered appropriate because of its advantages of identifying attributes of a large population from a group of individuals. The design was suitable for the study as the study sought to analyse the effect of communication on the attitudes of mothers towards childhood killer diseases and national programme on immunization.
Sources of data collection 
Data were collected from two main sources namely:
Primary source and
Secondary source 



Primary source:


These are materials of statistical investigation which were collected by the research for a particular purpose. They can be obtained through a survey, observation questionnaire or as experiment; the researcher has adopted the questionnaire method for this study.
Secondary source:
These are data from textbook Journal handset etc. they arise as byproducts of the same other purposes. Example administration, various other unpublished works and write ups were also used. 
Population of the study 
Population of a study is a group of persons or aggregate items, things the researcher is interested in getting information regarding the effect of formal education on Nigerian women's attitude towards family planning.  This Sampling was carried out with a total of 200 questionnaires administered. among couples in Ikeja Local Government Area of Lagos State whom were selected randomly by the researcher as the population of the study.
Sample and sampling procedure
Sample is the set people or items which constitute part of a given population sampling. Due to large size of the target population, the researcher used the Taro Yamani formula to arrive at the sample population of the study.
n= N
    1+N (e) 2
n= 200
1+200(0.05)2


= 200
1+200(0.0025) 
= 200               200
1+0.5      =      1.5       = 133.
3.5
Instrument for data collection 
The major research instrument used is the questionnaires. This was appropriately moderated. The questionnaire was designed to obtain sufficient and relevant information from the respondents. The primary data contained information extracted from the questionnaires in which the respondents were required to give specific answer to a question by ticking in front of an appropriate answer and administered the same on the teachers of the selected schools: The questionnaires contained structured questions which were divided into sections A and B.
 Validation of the research instrument
The questionnaire used as the research instrument was subjected to face its validation. This research instrument (questionnaire) adopted was adequately checked and validated by the supervisor his contributions and corrections were included into the final draft of the research instrument used.
 Method of data analysis
The data collected was not an end in itself but it served as a means to an end. The end being the use of the required data to understand the various situations it is with a view to making valuable recommendations and contributions. To this end, the data collected has to be analysis for any meaningful interpretation to come out with some results. It is for this reason that the following methods were adopted in the research project for the analysis of the data collected. For a comprehensive analysis of data collected, emphasis was laid on the use of absolute numbers frequencies of responses and percentages. Answers to the research questions were provided through the comparison of the percentage of workers response to each statement in the questionnaire related to any specified question being considered.
Frequency in this study refers to the arrangement of responses in order of magnitude or occurrence while percentage refers to the arrangements of the responses in order of their proportion. The simple percentage method is believed to be straight forward easy to interpret and understand method.
The researcher therefore chooses the simple percentage as the method to use.
The formula for percentage is shown as. 
% = f/N x 100/1 
Where f = frequency of respondents’ response 
N = Total Number of responses of the sample 
100 = Consistency in the percentage of respondents for each item 
Contained in questions   
CHAPTER FOUR
PRESENTATION ANALYSIS INTERPRETATION OF DATA
4.1
Introduction


Efforts will be made at this stage to present, analyze and interpret the data collected during the field survey.  This presentation will be based on the responses from the completed questionnaires. The result of this exercise will be summarized in tabular forms for easy references and analysis. It will also show answers to questions relating to the research questions for this research study. The researcher employed simple percentage in the analysis. 
4.2
Data Analysis 
The data collected from the respondents were analyzed in tabular form with simple percentage for easy understanding. In this section, results of data analysis that was retrieved from the groups of respondents was presented.
Women distribution of the respondents
TABLE I
	Gender distribution of the respondents

	Response
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Nursing mother
	77
	57.9
	57.9
	57.9

	
	Pregnant mother
	56
	42.1
	42.1
	100.0

	
	Total
	133
	100.0
	100.0
	


From the above table it shows that 57.9% of the respondents were Nursing mothers while 42.1% of the respondents were pregnant mothers.
TEST OF HYPOTHESES
HYPOTHESES ONE 
Ho: Mothers do have access to national programme on immunization activities within their vicinity. 

Hi: Mothers don’t have access to national programme on immunization activities within their vicinity.
Table III
	Mothers do have access to national programme on immunization activities within their vicinity.

	Response 
	Observed N
	Expected N
	Residual

	Agreed
	40
	33.3
	6.8

	strongly agreed
	50
	33.3
	16.8

	Disagreed
	26
	33.3
	-7.3

	strongly disagreed
	17
	33.3
	-16.3

	Total
	133
	
	

	Test Statistics

	
	Mothers do have access to national programme on immunization activities within their vicinity..

	Chi-Square
	19.331a

	Df
	3

	Asymp. Sig.
	.000

	a. 0 cells (0.0%) have expected frequencies less than 5. The minimum expected cell frequency is 33.3.


Decision rule: 
There researcher therefore reject the null hypothesis that Mothers do not have access to national programme on immunization activities within their vicinity. as the calculated value of 19.331 is greater than the critical value of 7.82  Therefore, the alternate hypothesis is accepted which states that There is a significant difference in the attitude of women with formal education to family planning compared to those without formal education.

TEST OF HYPOTHESIS TWO
Ho: There is no significant relationship between occupational status of the mothers and their attitudes towards immunization of their babies.

Hi: There is a significant relationship between occupational status of the mothers and their attitudes towards immunization of their babies.
   Table IV

	There is a significant relationship between occupational status of the mothers and their attitudes towards immunization of their babies.

	Response 
	Observed N
	Expected N
	Residual

	Yes
	73
	44.3
	28.7

	No
	33
	44.3
	-11.3

	Undecided
	27
	44.3
	-17.3

	Total
	133
	
	


	Test Statistics

	
	There is a significant relationship between occupational status of the mothers and their attitudes towards immunization of their babies.

	Chi-Square
	28.211a

	Df
	2

	Asymp. Sig.
	 .000

	 a. 0 cells (0.0%) have expected frequencies less than 5. The minimum expected cell frequency is 44.3.


Decision rule: 
There researcher therefore rejects the null hypothesis which states that There is no significant relationship between occupational status of the mothers and their attitudes towards immunization of their babies. as the calculated value of 28.211 is greater than the critical value of 5.99 Therefore the alternate hypothesis is accepted which states that There is a significant relationship between occupational status of the mothers and their attitudes towards immunization of their babies. 

CHAPTER FIVE
SUMMARY, CONCLUSION AND RECOMMENDATION
5.1 INTRODUCTION
It is important to reiterate that the objective of this study was the effect of formal education on Nigerian women's attitude towards family planning.

In the preceding chapter, the relevant data collected for this study were presented, critically analyzed and appropriate interpretation given. In this chapter, certain recommendations made which in the opinion of the researcher will be of benefits in evaluating examine the effect of formal education on Nigerian women's attitude towards family planning.
SUMMARY
This study was undertaken to examine the effect of formal education on Nigerian women's attitude towards family planning. The study opened with chapter one where the statement of the problem was clearly defined. The study objectives and research hypotheses were defined and formulated respectively. The study reviewed related and relevant literatures. The chapter two gave the conceptual framework, empirical and theoretical studies. The third chapter described the methodology employed by the researcher in collecting both the primary and the secondary data. The research method employed here is the descriptive survey method. The study analyzed and presented the data collected in tables and the hypotheses were tested using the chi square to test hypothesis. While the fifth chapter gives the study summary and conclusion.
CONCLUSION AND RECOMMENDATIONS
This study reveals that national programmes on immunization will significantly influence the attitudes of women towards childhood killer diseases. We found that Mothers do have access to national programme on immunization activities within their vicinity and there is a significant relationship between occupational status of the mothers and their attitudes towards immunization of their babies.
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QUESTIONNAIRE 
INSTRUCTION
Please tick or fill in where necessary as the case may be. 

Section A

 Status of respondent

A 
pregnant

{  }

B 
Nursing
{  }

Age distribution of respondents

15-20 {  }

21- 30  {  }

31- 40  {  }

41- 50  {  }

51 and above { }

Employment status of respondents? 

Employed [   ]

Unemployed [   ] 

Business  [  ]

How long have you been Married 

0-2 years   {  }

3-5 years   {  }

6-11 years  {  }

11 years and above……….

Present Qualification of the respondent

SSCE   {  }

DIPLOMA
{  }

DEGREE
{  }

How long have you been a Mother.

0-2 years   {  } 

3-5 years   {  }

6-11 years  {  }

11 years and above……….

SECTION B

 There is no significant difference in the attitude of women with good occupational status to immunization compared to those without any occupation.
Agrees


{  }

Strongly agreed

{  }

Disagreed 


{  }

Strongly disagreed
{  }

There is a significant difference in the attitude of women with good occupational status to immunization compared to those without any occupation.
(a) Agrees



 {  }

(b) Strongly agreed

 {  }

(c) Disagreed               
 {  }

(d) Strongly disagreed

{  }
 There is a positive attitude of Nigerian Mothers towards immunization.

Agreed 


{  }

Strongly agreed 

{  }

Disagreed 


{  }

Strongly disagreed 
{  }

There is a negative attitude of Nigerian Mothers towards immunization. 

Agreed 


{  }

Strongly agreed 

{  }

   Disagreed 


{  }

Strongly disagreed 
{  }

There is no significant difference in the level of awareness of childhood killer diseases between working mothers and those that have no job.

Agreed 


{  }

Strongly agreed 

{  }

Disagreed 


{  }

Strongly disagreed 
{  }

Mothers do have access to national programme on immunization activities within their vicinity.

Agreed 


{  }

Strongly agreed 

{  }

Disagreed 


{  }

Strongly disagreed 
{  }

Mothers do not have access to national programme on immunization activities within their vicinity.
Agreed 


{  }

Strongly agreed 

{  }

Disagreed 


{  }

Strongly disagreed 
{  }

The national programmes on immunization significantly influence the attitudes of women towards childhood killer diseases.
Agreed 


{  }

Strongly agreed 

{  }

Disagreed 


{  }

Strongly disagreed 
{  }
