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Abstract  Background: Immunization remains a cost effective public health intervention strategy in improving on 
poor health indices linked with vaccine preventable diseases. Maternal knowledge, attitude and factors such as 
migration could be key in achieving this goal. Objective: To determine and compare the maternal knowledge, 
attitude and uptake of routine immunization in ‘Sabo’ and ‘Non-Sabo’ communities in Awka, Anambra state. 
Materials and Methods: A comparative study of 420 mothers and caregivers in Sabo and non-Sabo communities in 
Awka selected by multistage sampling, was conducted between July and October 2015. Data were obtained via 
semi-structured interviewer administered questionnaires and analysed using IBM/SPSS version 22.0. Statistically 
significant differences were determined using student’s t, chi square, Fisher’s exact and Yates correction tests, with 
significance level set at p value of < 0.05. Results: The mean age groups were 32.54 ± 7.35 years for Sabo and 
32.64 ± 6.88 years for non-Sabo communities (p = 0.125), while 209 (99.5%) in Sabo compared to 206 (98.1%) in 
non-Sabo communities, had good knowledge of immunization (p= 0.368). Equal numbers, 205 (97.6%) respondents 
in both communities had good attitude, 166 (79%) in Sabo compared to -205 (97.6%) in non-Sabo communities, had 
good uptake (p = 0.000). The relationships in both communities are as follows: rates of child illness (p= 0.000); 
relocation (p = 0.000); adverse effects of immunization (p = 0.000); distance to centre (p= 0.000); availability of 
vaccinators (p= 0.000) and waiting time (p= 0.000). Conclusions: From our study findings, there were good 
knowledge and attitude towards routine immunization in both communities. However, uptake of routine 
immunization was better in non-Sabo than in Sabo communities. We recommend that stakeholders improve on 
sustained behavior change communication targeted at reasons for poor uptake of routine immunization. 
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1. Introduction 

Immunization is the process whereby a person is  
made resistant to an infectious disease, typically by the 
administration of a vaccine. Vaccines stimulate the body’s 
immune system thus protects the person against subsequent 
infection or disease [1]. It is documented that currently 
immunization averts an estimated 2.5million deaths every 
year in all age groups, from diphtheria, tetanus, pertussis 
and measles [2,3]. Nonetheless, with about three million 
deaths yearly, vaccine preventable diseases remains the 
commonest cause of childhood mortality [4].  

The scenario painted above could be multifactorial in 
origin. Uptake of immunization services is dependent not 
only on availability and provision of these services, but 

also on factors including knowledge and attitude of 
mothers [5,6]. Presently, primary health care (PHC) services 
in Nigeria are highly ineffective and have deteriorated 
over time due to poor quality as evidenced by lack of 
investment in personnel, facilities, drugs and poor 
management of the existing resources [2]. Then, linking 
routine immunization services to a failed program, the 
PHC implied that routine immunization services are 
ineffective [2]. The pace of progress has been far from 
satisfactory, falling below the benchmark of development 
policy [7].  

In an era of globalization also, migration has been an 
issue of wide discuss globally. The term ‘migrants’ includes 
the categories of migrant workers and their families,  
short-term and long-term immigrants, refugees and 
asylum seekers, victims of human trafficking amongst 
others [8]. Currently, Nigeria has a lot of migrant 
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communities due to communal and religious clashes, 
unrests, natural disasters, etc. Migrants often have to deal 
with poverty, marginality, stigmatization and unequal 
access to social benefits including health care services. 
Disparities in the access to health care and denial of the 
migrants’ right to health have become key issues [9]. 
Vaccination coverage is hampered by difficulty in 
accessing medical care, costs, complex transport and 
storage requirements, and by user characteristics, such as 
low education, parental knowledge, attitude and family 
poverty [10,11,12,13,14]. The migration of children from 
one region to another had been found to be associated with 
low vaccination coverage [15]. Less than 70% migrant 
children of one to three years of age complete their 
immunizations [16].  

Preliminary reports from the 2013 Nigeria National 
Demographic and Health Survey (NDHS) shows zonal 
differences in immunization rates in the Country. 
Comparatively, 10% of children has been vaccinated in 
the North West as against 52 % in the South East. In the 
North East, 45% of children are reported not to have 
received any immunizations at all with the highest rates of 
non-vaccination being in Borno and Yobe states [17].  
From the forgoing, this study would help to determine if 
this scenario is being replicated in these communities 
down in the South East, with Awka as a case study. Or if 
there has been a dilution of the same picture in 
immunization as a result of their interactions with a 
different culture and environment. 

Comparative studies exploring the maternal knowledge, 
attitude and uptake of immunization by different ethnic 
groups and their effects on the broad immunization picture 
in the locations under study are few. It is thus believed 
that the findings of this study would help to fill this gap. 
The findings would also serve as a tool for policy makers 
in developing and implementing sound and feasible 
policies. These would help to improve immunization 
coverage and utilization in these areas. It is based on this 
backdrop that this study was designed to determine and 
compare the maternal knowledge, attitude and uptake as 
well as the reasons for poor uptake of routine 
immunization in ‘Sabo’ and ‘Non-Sabo’ communities in 
Awka, Anambra state 

2. Materials and Methods 

2.1. Study Design 
This was a community-based comparative cross-sectional 

study. 

2.2. Study Setting 
This study was conducted between July and October 

2015 in Awka, Nigeria. Awka is the headquarters of Awka 
South LGA as well as the capital of Anambra State. It has 
a population of 167,738 people as of 2006 Nigerian 
census [18,19]. Immigrants mainly from northern Nigeria, 
Delta State, Enugu State, the Cameroun and Ghana now 
comprise about 60% of this population [19]. There are 33 
villages and 8 political wards (Awka wards 1-V111) that  
 

make up Awka. Each of these wards has a primary health 
center except Awka ward V111 which has a health post. 
However, all these facilities offer immunization services. 
Sabon Gari means ‘strangers quarters’ or literally ‘new 
town’ in the Hausa language, plural Sabon Garuruwa [20]. 
Sabo communities in this study is a colloquial term 
describing the Hausa communities living in Awka and 
comprise the Awka wards 1V-V111. The non-Sabo 
communities consist of other residents in Awka, aside the 
Hausa community. They comprise Awka wards 1, 11, 111 
and V11. The occupation of Sabo communities are mainly 
cattle rearing, tailoring, security, bureau de change 
operations, trading on jewelleries and clothing. The non-
Sabo residents are mainly civil servants, traders, artisans 
and craftsmen [21]. 

Data collection was done by interview using a semi 
structured questionnaire adopted and adapted from that 
used by Odusanya et al., for the determination of 
vaccination coverage in rural Nigeria [22]. Pretesting of 
the questionnaire was carried out in Mobile Police (Mopol) 
Base and Fulani settlement of Onitsha ward V111 for 
Sabo communities while Umunzekwe settlement of Nibo 
(a nearby town to Awka) ward 11 was used for non-Sabo 
communities.  

To ensure data quality, training of data collection team 
and field monitoring of data collection were done. Data 
collection team met at the end of every day to share 
experiences, submit completed forms and solve field 
problems. 

2.3. Study Participants 
The population comprised mothers or female caregivers 

of households in both communities, with children aged 12 
to 23 months [23]. Households included in this study must 
have lived in the community for a minimum of one year. 
This is based on the third phase of integrating new culture 
which is the adjustment phase. Time period for this phase 
is usually 6 to 12 months. Firstly, it involves getting 
accustomed to the new culture and developing routines. 
Secondly, knowing what to expect in most situations and 
the host community no longer feels all that new. The third 
stage is becoming concerned with basic living again and 
things become more "normal” Lastly, is developing 
problem-solving skills for dealing with the culture and 
beginning to accept the cultural ways with a positive 
attitude. The culture begins to make sense, and negative 
reactions and responses are reduced, thus averting culture 
shock [24].  

2.3.1. Eligibility Criteria 
Households whose members had lived in the community 

for a minimum of twelve months [24]. Households with 
children between 12 to 23 months of age [23]. Mothers or 
female caregivers of the eligible households who provided 
immunization records either by immunization card or 
history [23]. 

2.3.2. Non-Eligibility Criteria 
Temporary residents of the community. The mothers or 

female caregivers of the eligible households who declined 
voluntary consent to participate. 
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2.4. Variables 
These comprise: a) Sociodemographic variables of Sabo 

and non-Sabo communities such as respondents’ age, 
marital status, type of marriage, religion, highest educational 
qualification, highest educational qualification of spouse 
and occupation; b) maternal knowledge, attitude and 
uptake of routine immunization of respondents in both 
communities and c) reasons for poor uptake of routine 
immunization in both communities.  

2.5. Data Sources/measurement  

2.5.1. Scoring and Grading of Outcome Variables 
Scoring and Grading of Knowledge: Two marks for 

each correct option, one mark for partially correct option 
and no mark for wrong option. Good knowledge was ≥ 5 
points. Poor knowledge was ˂ 5 points. Scoring and 
Grading of Attitude: One mark for each correct option 
and no mark for wrong option. Good attitude was ≥ 7 
points. Poor attitude was ˂ 7 points. Scoring and 
Grading of Uptake: One mark for each correct option, 
and no mark for wrong option.  Good uptake was ≥ 4 
points. Poor uptake was ˂ 4 points. 

2.6. Bias 
Reporting bias could result from the sensitive nature of 

the questions. This we overcame by using anonymous 
questionnaires and assuring the respondents that their 
answers would be strictly confidential and specifically for 
research purposes. 

2.7. Study Size 

2.7.1. Sample Size Determination 
The sample size formula for comparison of two 

independent groups as presented in the WHO immunization 
coverage cluster survey reference manual, was used [25]. 
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Where n = Estimated number of households size per group; 
Z1-α = Standard normal deviate corresponding to a 
significant \level of 5% =1.96; Z1-β = Standard normal deviate 
corresponding to a statistical power of 90% for a two-
tailed test = 1.28 (this is to reduce to 10% the possibility 
of a ‘false negative’ result). P1= Immunization coverage in 
non-Sabo community with 70% based on DPT3 coverage 
rates reported in the 2008 NDHS and the 2010 NICS 
survey as Anambra is one of the states with persistently 
high coverage [26].  P2 = Immunization coverage in Sabo 

community with 50% based on DPT3 coverage rates 
reported in the 2008 NDHS and the 2010 NICS survey as 
some northern states have persistently low coverage (26).  
P = 60% [mean of the two proportions = (P1

 + P2)/2]. 

 

( )( )
( ) ( )

( )

2

1.96 2 60 100 60

1.28 70 100 70 +50 100 50
n

70 50

124 Subjects.

  −  
  + − −  =  −
 
  
 

=

 

A design effect/correction factor of 1.5 was considered 
in the cluster sampling technique used. This made the 
sample size. n = 1.5 × 124 = 186. Generally, if there was 
no previous information about design effect in the same 
area, 1.5 can be used as a default [27]. Assuming 
anticipated response rate to be 90%, to compensate for 
non-response, the study sample size was calculated as 

1
n

f−
 where f = % of non-response = 10% [27].  Allowing 

a non-response rate of 10% therefore (10% × 186 = 18.6), 
n = 186 + 18.6 = 205/group The minimum sample size for 
each group was 205, which was rounded up to 210, Thus 
the total sample size for both groups =420. 

2.7.2. Sampling Technique 
A multistage sampling technique was used to select the 

households. 
Stage One: The eight political wards in Awka, were 

stratified thus; Awka 1V, V, V1, V111 (the Sabo 
communities) and Awka 1, 11, 111, V11 (the non-Sabo 
communities). 

Stage Two: Using this classification as sampling frame, 
two wards were selected (Awka V, V1) from the Sabo 
communities while two wards were also selected (Awka 1, 
11) from the non-Sabo communities, using simple random 
sampling technique by balloting. Then proportionate 
allocation of subjects was done using the formula below 
[26]. 
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The number of households selected from the wards 
were; 
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Sabo communities Non-Sabo communities 

Wards Number of Households Wards Number of Households 
Awka  V 124 Awka   1 95 

Awka  V1 86 Awka   11 115 
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Stage Three: A list of all the settlements was obtained 
for both the Sabo and non-Sabo communities. Noting the 
selected wards, in the Sabo communities a mapping of a 
random sample of selected settlements gave an average of 
about 50 eligible houses that were well delineated per 
settlement, while in non-Sabo communities a mapping of 
a random sample of selected settlements also gave an 
average of 50 eligible houses that were well delineated per 
settlement. With this assumption therefore, the number of 
settlements required, from each of the selected wards in the 
Sabo and non-Sabo communities was determined as follows; 

Awka V= 124 houses gave 3 settlements (given that 50 
eligible houses per settlement) 

Awka V1= 86 houses gave 2 settlements (given that 50 
eligible houses per settlement) 

Awka 1 = 95 houses gave 2 settlements (given that 50 
eligible houses per settlement) 

Awka 11 = 115 houses gave 3 settlements (given that 
50 eligible houses per settlement) 

 
Sabo communities Non-Sabo communities 

Wards Number of 
Settlements Wards Number of 

Settlements 

Awka  V 3 Awka   1 2 

Awka  V1 2 Awka   11 3 

 
In Sabo communities, Awka V has 7 settlements and 

using this sampling frame, 3 settlements were selected. 
Awka V1 has 6 settlements and using this sampling frame, 
2 settlements were selected, both by simple random 
sampling technique via balloting. In non-Sabo communities 
Awka 1 has 4 settlements and using this as sampling frame, 
2 settlements were selected. Awka 11 has 7 settlements and 
using this as sampling frame, 3 settlements were selected, 
both by simple random sampling technique via balloting. 

Stage Four: The houses from each settlement were 
selected by systematic random sampling technique.  
The enumeration list from National Programme of 
Immunization unit (NPI) of Awka South LGA served as 
the sampling frame. 

2.8. Quantitative Variables 
Continuous variables were displayed as means ± 

standard deviation (SD). 

2.9. Statistical Methods 
Data cleaning and editing was done manually and with 

the computer. All identified errors were checked against 
the original questionnaire and corrected. Descriptive and 
analytical statistics of the data were carried out using 
International Business Machine/statistical package for 
social sciences (IBM/ SPSS) Windows version 22.0. [28] 
Descriptive data were presented as tables, simple 
frequencies and percentages. Associations and reasons for 
poor uptake were tested using student’s t, chi square (x2), 
Fisher’s exact (F) tests and Yates correction (b) tests with 
statistical significance set at p value ≤0.05. 

3. Results 

Table 1 shows the socio-demographic characteristics of 
Sabo and non-Sabo communities. The commonest age 
group was 30- 39 years, 84 (40%) in Sabo and 104 
(49.5 %) in non-Sabo, while the mean age groups were 
32.54 ± 7.35 in Sabo and 32.64 ± 6.88 in non- Sabo 
communities (t = -0.151; p = 0.125). Also, all and 186 
(88.6%) in Sabo and non-Sabo communities respectively 
were married women. Monogamy was more in the non-
Sabo 181(86.2%), while polygamy was more in the Sabo 
communities. All respondents in non-Sabo communities 
210 (100%) were Christians, while in Sabo communities, 
Islam 145 (69%) was the predominant religion. 

Table 2 shows maternal knowledge of routine immunization 
of respondents in Sabo and non-Sabo communities. 
Nearly half 103 (49%) of respondents in Sabo compared 
to 164 (78.1%). of those in non-Sabo communities knew 
immunization is commenced at birth. More than half 133 
(63.3%) of respondents in Sabo communities compared to 
less than half 104 (49.5%) of respondents in non-Sabo 
communities were able to mention three vaccine 
preventable diseases. Two hundred and five (97.6%) 
respondents in non-Sabo compared to 102 (48.6%) in 
Sabo communities cited disease prevention as the reason 
for immunization. Overall, there were good maternal 
knowledge of immunization, 209 (99.5%) in the Sabo 
compared to 206 (98.1%) in the non-Sabo communities (b 
= 0.810; p= 0.368; df = 1)  

Table 3 shows maternal attitude towards routine 
immunization in Sabo and non-Sabo communities. The 
same number 207(98.6%) respondents in both communities 
respectively, reported that immunization do not cause 
infertility. While 210 (100%) in Sabo and 209 (99.5%) in 
non-Sabo communities reported they would recommend 
immunization to others and there was no sex preference 
on immunization. Overall, there were good maternal 
attitude towards immunization in both communities  
(b = 0.810, p = 0.368, df = 1). 

Table 4 shows maternal uptake of routine immunization 
between Sabo and Non-Sabo communities. One hundred 
and eighty nine (90%) respondents in Sabo and 86 (41%) 
in non-Sabo communities could not provide their 
immunization cards (x2=52.984, p = 0.000, df =1). Overall, 
there were good maternal uptake of immunization, 166 
(79%) respondents in Sabo communities versus 205 
(97.6%) in non-Sabo communities (x2= 35.141, p =0.000, 
df = 1). 

Table 5 highlights reasons for poor uptake of routine 
immunization in Sabo and non-Sabo communities. There 
were statistically significant differences in the reasons 
cited for poor uptake of routine immunization between 
respondents in Sabo and non-Sabo communities with 
respect to: rates of child illness (F = 55.872; p= 0.000; df 
= 2); relocation (x2 = 18.806; p = 0.000; df = 1);  adverse 
effect of immunization (x2= 20.285; p = 0.000; df = 1); 
distance to center (x2 = 12.353; p= 0.000; df= 1); 
availability of vaccinators (x2 = 15.244; p= 0.000; df = 1) 
and waiting time (x2 = 12.488 b; p= 0.000; df = 1). 
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Table 1. Socio-demographic Characteristics of Sabo and non-Sabo Communities in Awka, Nigeria from July to October 2015 

Characteristics Sabo 
n (%) 

Non-Sabo 
n (%) Test statistic p- value Degree of freedom 

Age group 

˂ 20 years 0 (0.0) 2 (100.0) 

58.53(x2) 0.001 3 

20- 29 79 (52.3) 72 (47.7) 
30- 39 84 (44.7) 104 (55.3) 
40- 49 47 (59.5) 32 (40.5) 
Mean 32.54 32.64 
Standard deviation ±7.35 ±6.88 

Marital status 

Single 0 (0.0) 4 (100.0) 

29.04(f) 0.000 3 
Married 210 (53.0) 186 (47.0) 
Divorced 0 (0.0) 1 (100.0) 
Widowed 0 (0.0) 19 (100.0) 

Type of marriage 
Monogamy 125 (40.8) 181 (59.2) 

42.94(x2) 0.000 1 
Polygamy 85 (77.3) 25 (22.7) 

Ethnicity 
Ibo 2 (1.1) 183 (98.9) 

560.16(f) 0.000 2 Hausa/Fulani 208 (100.0) 0 (0.0) 
Others 0 (0.0) 27 (100.0) 

Religion 
Muslim 145 (100.0) 0 (0.0) 

221.46(x2) 0.000 1 
Christian 65 (23.6) 210 (76.4) 

Highest educational 
qualification 

Non formal 7 (87.5) 1 (12.5) 

243.99(f) 0.000 3 
Primary 101 (99.0) 1 (1.0) 
Secondary 102 (44.9) 125 (55.1) 
Tertiary 0 (0.0) 83 (100.0) 

Spouse highest 
educational 
qualification 

Non formal 8 (100.0) 0 (0.0) 

97.78 (f) 0.000 3 
Primary 30 (83.3) 6 (16.7) 
Secondary 163 (57.2) 122 (42.8) 
Tertiary 9 (9.9) 82 (90.1) 

Occupation 
Housewife 4 (10.5) 34 (89.5) 

123.99(x2) 0.000 2 Self Employed 206 (65.8) 107 (34.2) 
Public servant 0 (0.0) 69 (100.0) 

t = student’s t test, F = Fisher’s exact test, χ2 = chi- square. 

Table 2. Maternal Knowledge of Routine Immunization in Sabo and non-Sabo Communities in Awka, Nigeria from July to October 2015 

Characteristics Sabo 
n (%) 

Non-Sabo 
n (%) 

Test 
statistic p- value Degree of 

freedom 

Time to commence 
immunization 

At birth 103 (38.6) 164 (61.4) 
72.03(x2) 0.000 2 Few days after birth 49 (51.6) 46 (48.4) 

One week after birth 58 (100.0) 0 (0.0) 

Knows Vaccine 
preventable disease 

6 VPD 0 (0.0.) 0 (0.0) 

229.94 (F) 0.000 5 

5 VPD 0 (0.0) 8 (100.0) 
4 VPD 2 (2.7) 71 (97.3) 
3 VPD 41 (28.3) 104 (71.7) 
2 VPD 133 (85.3) 23 (14.7) 
1 VPD 28 (93.3) 2 (6.7) 
Don’t know 6 (75.0) 2 (25.0) 

Reasons for 
immunization 
Card 

For Next appointment 152(51.9) 141(48.1) 

51.92(x2) 0.000 3 
For Health facility demand 13 (22.8) 44 (77.2) 
Health workers demand 45 (80.4) 11 (19.6) 
Don’t know 0 (0.0) 14 (100.0) 

Purpose of 
immunization 

Prevent diseases 102 (33.2) 205 (66.8) 

166.49( F) 0.000 4 
Government advice 14 (77.8) 4 (22.2) 
Health facility advice 93 (100.0) 0 (0.0) 
Social media advice 1 (100.0) 0 (0.0) 
Don’t know 0 (0.0) 1 (100.0) 

Immunization is 
harmful 

Yes 0 (0.0) 4 (100.0) 
7.57 (F) 0.007 2 No 210 (51.0) 202 (49.0) 

Don’t know 0 (0.0) 4 (100.0) 

Immunization is 
costly 

Yes 0 (0.0) 1 (100.0) 
2.58 (F) 0.248 2 No 210 (50.4) 207 (49.6) 

Don’t know 0 (0.0) 2 (100.0) 
Maternal knowledge 
of immunization 

Good knowledge 209 (50.3) 206 (49.7) 
0.81 (b) 0.368 1 

Poor knowledge 1 (20.0) 4 (80.0) 

χ2 = Chi-square, F = Fisher’s exact test, b = Yates correction. 
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Table 3. Maternal Attitude towards Routine Immunization in Sabo and non-Sabo Communities in Awka, Nigeria from July to October 2015 

Characteristics Sabo (%) Non-Sabo (%) Test statistics(x2) p-value Degree of freedom 

Does Immunization 
cause infertility 

Yes 0 (0.0) 0 (0.0) 

0.00 (b) 1.000 1 No 207(50.0) 207(50.0) 

Don’t know 3 (50.0) 3 (50.0) 

Polio is all that is 
needed for 
immunization 

Yes 0 (0.0) 2 (100.0) 

2.04(F) 0.623 2 No 208(50.1) 207(49.9) 

Don’t know 2 (66.7) 1 (33.3) 

Does Immunization 
spread HIV 

Yes 0 (0.0) 0 (0.0) 

0.13(b) 0.721 1 No 207(50.2) 205(49.8) 

Don’t know 3 (37.5) 5 (62.5) 

Does Immunization 
decrease child mortality 

Yes 176(48.1) 190(51.9) 

6.99 (F) 0.270 2 No 5 (41.7) 7 (58.3) 

Don’t know 29 (69.0) 13 (31.0) 

Will recommend 
immunization 

Yes 210(51.0) 209(49.9%) 

0.00 (b) 1.000 1 No 0 (0.0) 1(100.0%) 

Don’t know 0 (0.0) 0 (0.0%) 

Do you have Sex 
preference 
on immunization 

Yes 0 (0.0) 2 (100.0) 

2.58 (F) 0.248 2 No 210(50.4) 207(49.6) 

Don’t know 0 (0.0) 1 (100.0) 

Consent of spouse 
before immunization 

Yes 207(53.1) 183(46.9) 

23.21(F) 0.000 2 No 3 (10.3) 26 (89.7) 

Don’t know 0 (0.0) 2 (100.0) 

Maternal attitude 
towards immunization 

Good attitude 205(50.0) 205(50.0) 
0.00(x2) 1000 1 

Poor attitude 5 (50.0) 5 (50.0) 

χ2 = Chi-square, F = Fisher’s exact test, b = Yates correction, nth VPD = respondents mentioned nth Vaccine Preventive Disease 

Table 4. Uptake of Routine Immunization in Sabo and non-Sabo Communities in Awka, Nigeria in Awka, Nigeria from July to October 2015 

Characteristics Sabo (%) Non-Sabo (%) Chi-square statistic(x2) p-value 

Place of birth 
 

Health facility 167(44.5) 208(55.5) 
41.84 0.000 

Home 43 (95.6) 2 (4.4) 

Birth BCG & OPV with card 
 

Yes 115 (51.6) 108 (48.4) 
0.47 0.494 

No 95 (48.2) 102 (51.8) 

Six wks OPV & Penta with card 
 

Yes 111 (52.3) 101(47.7) 
0.95 0.329 

No 99 (47.6) 109 (52.4) 

Ten wks OPV & Penta with card 
 

Yes 116 (51.1) 111(48.9) 
0.24 0.624 

No 94 (48.0) 99 (52.0) 

Fourteen wks OPV & Penta with card 
 

Yes 116 (50.9) 112 (49.1) 
0.15 0.695 

No 94 (49.0) 98 (51.0) 

Nine month measles and YF with card 
 

Yes 114 (52.8) 102 (47.2) 
1.37 0.241 

No 96 (47.1) 108 (52.9) 

Birth BCG & OPV 
 

Yes 97 (47.8) 106 (52.2) 
0.77 0.380 

No 113(52.7) 104 (47.3) 

Six wks OPV &Penta 
 

Yes 101 (50.1) 102 (49.9) 
1.15 0.283 

No 109 (52.7) 98 (47.3) 

Ten wks OPV & Penta 
 

Yes 108 (50.2) 107 (49.8) 
0.01 0.922 

No 102 (49.8) 103 (50.2) 

Fourteen wks OPV & Penta 
 

Yes 105 (49.8) 106 (50.2) 
0.01 0.922 

No 105 (50.2) 104 (49.8) 

Nine month measle & YF 
 

Yes 104 (46.8) 118 (53.2) 
1.87 0.171 

No 106 (53.5) 92 (46.5) 

Presences of immunization card 
 

Have 21 (19.6) 86 (80.4) 
52.98 0.000 

Don’t have 189(60.3) 124(39.7) 

 
Overall uptake of immunization 

Good uptake 166(44.7) 205(55.3) 
35.14 0.000 

Poor uptake 44(89.8) 5 (0.2) 

χ2= chi-square. 
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Table 5. Reasons for poor Uptake of Routine Immunization in Sabo and non-Sabo Communities in Awka, Nigeria from July to October 2015 

Characteristics Sabo (%) Non-Sabo (%) Test statistic p-value Degree of freedom 

Has faith in 
immunization 

Yes 0 (0.0) 5 (100.0) 
5.84(x2) 0.061 2 No 209(50.5) 205(49.5) 

Don’t know 1 (100.0) 0 (0.0) 
Awareness to Return 

for immunization 
Yes 2(18.2) 9 (81.8) 

4.57(x2) 0.032 1 
No 208(50.9) 201(49.1) 

 
Relocation 

Yes 0 (0.0) 18 (100.0)  
18.81(x2) 

 
0.000 

 
1 No 210 (52.2) 192(47.8) 

Adverse effect of 
immunization 

Yes 1(4.3) 22 (95.7) 
20.29(x2) 0.000 1 

No 209(52.6) 188(47.4) 

Child illness 
Yes 201(58.1) 145 (41.9) 

55.87 (F) 0.000 2 No 9 (12.3) 64 (87.7) 
Don’t know 0 (0.0) 1 (100.0) 

Distance to center 
Yes 0 (0.0) 12 (100.0) 

12.35(x2) 0.000 1 
No 210 (51.3) 198(48.7) 

Availability of 
vaccinators 

Yes 16 (26.7) 44 (73.3) 
15.24(x2) 0.000 1 

No 194(53.9) 166(46.1) 
Availability of 

vaccines 
Yes 33 (25.6) 96 (74.4) 

44.41(x2) 0.000 1 
No 177(60.8) 114(39.2) 

Time convenience 
Yes 0 (0.0) 9 (100.0) 

7.27 (b) 0.007 1 
No 210 (51.1) 201(48.9) 

Waiting time 
Yes 0 (0.0) 14 (100.0) 

12.49(b) 0.000 1 
No 210 (51.7) 196(48.3) 

Child on native 
medication 

Yes 115 (47.5) 127 (52.5) 
1.18(x2) 0.277 1 

No 95 (53.4) 83 (46.6) 
Mother’s illness 

 
Yes 93 (50.0) 93 (50.0) 

1.00(x2) 0.605 2 
No 117 (50.0) 116 (49.8) 

Father’s refusal 
Yes 102 (46.4) 118 (53.6) 

2.15(x2) 0.143 1 
No 108 (54.0) 92 (46.0) 

χ2 = chi-square, F = Fisher’s exact, b = Yates correction. 
 

4. Discussion 
This comparative study determined and compared 

maternal knowledge, attitude and uptake of routine 
immunization in ‘Sabo’ and ‘non-Sabo’ communities in 
Awka. It also determined the possible reasons for poor 
uptake of routine immunization at the community level in 
‘Sabo’ and ‘non-Sabo,’ Awka town of Anambra state.  
The findings of the index study showed that the proportion 
of respondents in Sabo communities who knew that 
immunization is commenced at birth was (38.6%) compared 
to (61.4%) respondents in non-Sabo communities. Also 
reported, was that respondents in Sabo communities who 
go for immunization with their immunization cards to 
know the next date of appointment was (51.9%) compared 
(48.1%) the respondents in non-Sabo communities. The 
differences in compared variables as stated in these reports 
were statistically significant. 

Our study findings showed that the proportion of 
respondents in the non-Sabo communities who knew the 
purpose of immunization is to prevent diseases was (66.3%) 
compared to (33.2%) respondents in Sabo communities. 
Our study also revealed that respondents from ‘Non-Sabo’, 
were better aware of vaccine preventable diseases as 
(3.8%) mentioned five VPDs, (33.8%) mentioned four 
VPDs compared to Sabo respondents who could not 
mention up to five VPDs, while only (1.0%) mentioned 
four VPDs. The differences in the compared variables as 
presented in these reports were statistically significant and 
could be related to the level of enlightenment of routine 

immunization of mothers by health workers in Sabo 
communities, where migrant mothers had less knowledge 
of routine immunization. These findings are consistent 
with the findings of the study done on immunization of 
children in rural area of north Kashmir Pakistan, where 
mothers had good knowledge about importance of 
vaccination but their knowledge about VPDs was limited 
[29]. They are also consistent with the findings of many 
other studies like the one done on impact of national 
immunization days on polio related knowledge and 
practice of urban women in Bangladesh [30].  

From our study, only two in a hundred mothers knew 
about protective role of BCG. Also, health workers were 
the main source of information (88%). Similar findings 
were reported in other studies where paramedics were the 
main source of information [31,32]. Of these, a quantitative 
study conducted in six states in Nigeria in 2004 on 
community and systematic factors affecting the uptake of 
immunization reveals that incorrect knowledge was a 
factor [32]. In rural Enugu, diarrhea, fever, convulsion, 
vomiting and malaria were believed to be vaccine 
preventable diseases (VPDs), while in rural and urban 
Kano, malaria, teething problems, vomiting, convulsion 
and pneumonia were listed [33]. 

Findings of the current research showed that respondents 
in Sabo communities who waited for consent from spouse 
before they went for immunization was (53.1%) compared 
to (48.9%) in non-Sabo communities. This lack of 
women’s autonomy was more in Sabo communities as 
they depended on their spouses for transportation fare to 
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immunization centers and many of them were illiterates 
and petty traders cum self-employed [34,35]. The index 
study also showed that 53.1% of mothers in Sabo 
communities and 46.9% of mothers in non-Sabo 
communities did not take decisions regarding immunizing 
their children without the consent of their spouses. Studies 
have also reported in tandem, that maternal autonomy may 
enable mothers to achieve better health outcomes for their 
children [34,35]. 

From our study findings, the respondents in Sabo 
communities (95.6%) who were delivered of their babies 
at home were more compared to (4.4%) respondents  
in non- Sabo communities Also few respondents in  
Sabo communities (19.6%) went for immunization  
with immunization card compared with more of the 
respondents in non-Sabo communities (80.4%) who went 
for immunization with immunization card. The 
respondents in Sabo communities (89.8%) had less uptake 
of routine immunization compared with respondents in 
non- Sabo communities (10.2%) with few poor uptake of 
routine immunization. The differences in these reports 
were statistically significant and are in keeping with the 
reports of the 2013 Nigerian National Demographic 
Survey (NDHS) [17].  

The findings of our study showed that Child illness  
was the commonest possible reason for incomplete 
immunization in Sabo communities (58.1%) compared to 
non-Sabo communities (41.9%). Other such reasons were: 
unavailability of vaccines, absence of vaccinators and fear 
of adverse effects. These are contrary to the findings of 
other published studies [34,35]. The variation in findings 
may be due to differences in methodologies such as  
study areas, study subjects, number of samples, sampling 
procedures and data collection techniques. However, the 
findings of another study also was in tandem with those of 
ours on fear of adverse effect of immunization, where 
parents or religious bodies, more especially in the northern 
part of this country, had fear of adverse effect regarding 
routine immunization (36). Other sources of fear have 
been reported and include: attempts by Non-governmental 
Organizations (NGOs) sponsored by unknown enemies in 
developed countries to reduce the local population and 
increase mortality rates among Nigerians [36], belief in a 
secret immunization agenda determined to impose 
population control [37]. 

Generally from the present study, the overall knowledge 
and attitude towards routine immunization was good in 
both Sabo and non-Sabo communities, but the overall 
uptake of routine immunization was poor in the Sabo 
communities. This finding on knowledge and attitude is 
contrary to the expected perception that the knowledge 
and attitude of the Sabo communities would be poor  
due to the characteristics that are known to have  
national impact on immunization, such as ethnicity, 
religion, highest educational attainment and migration  
[9-15]. This could imply that there has been acculturation 
of the Sabo communities by their host communities. 
However, the issue of uptake in the Sabo communities is 
still poor and this needs to be addressed. This finding 
suggests a unique opportunity to enhance the uptake by 
improving the knowledge of mothers by improving the 
knowledge of health workers via regular trainings and 
awareness programs.  

Limitations of the Study: Ethno- religious, cultural 
and language barriers were over come through an 
interpretesr, Hajjia, Seriki and Otochalu of the communities. 
Accessing the female households in the Sabo communities 
who were in purdah was a bit problematic, but was over 
come through a caregiver who provided the immunization 
card or history of the child’s immunization. 

5. Conclusions 

Results of the current study validate previous research 
findings indicating that maternal knowledge, attitude and 
uptake of routine immunization services across the 
country still constitute maternal and child health problems 
and need to be addressed. In this study there were still 
inequities among the Sabo communities and non- Sabo 
communities on their knowledge of routine immunization. 
Within the context of this study, the different communities 
were representatives of different ethnic and religious 
groups in Nigeria where the Sabo were the migrant 
communities while the non- Sabo were the host 
communities. There were still inequities among the ethnic 
groups and religious groups among the migrants and host 
community on their attitude towards routine immunization. 
There were different reasons for poor uptake routine 
immunization at the community level in Sabo and non- 
Sabo community. More Sabo mothers do not go for 
immunization when their child is ill. They felt the 
immunization would further worsen the illness. This 
action resulted in many incomplete immunization.  

From our findings, there were good knowledge and 
attitude towards routine immunization in both communities. 
However uptake of routine immunization was better in 
non-Sabo than in Sabo communities. Based on the 
findings in this study, we recommend that the position and 
the state of the nation’s immunization coverage should be 
strengthened by creating awareness down to the grassroots 
and encourage more community participation. More emphasis 
should be placed on developing holistic and comprehensive 
immunization programs for mothers especially those 
migrants who are not yet socially connected with the health 
workers and the health facilities in their host communities. 
Women empowerment is very important, government 
should employ and create an enabling environment for 
women to work and earn their livelihood and not to 
depend on their spouses. Maternal autonomy is very vital 
in preventing incomplete immunization. Government 
should encourage community participation, involve 
religious and community leaders as this would help to stop 
misperception, suspicion, myths and rumors surrounding 
immunization. The stakeholders should improve on 
sustained behaviour change communication targeted at 
reasons for poor uptake of routine immunization. 
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