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ABSTRACT

ASSESSMENT OF MOTHERS’ KNOWLEDGE, ATTITUDES, AND
PRACTICES REGARDING THE NATIONAL IMMUNIZATION
PROGRAMME IN AL-DIWANIYAH CITY IN IRAQ

WAEL AL-NAIELI
Master of Science in Nursing
Advisor: Asst prof. Dr. YASAR KEMAL YAZGAN
Co-advisor: Lecturer. Dr. SAJIDA KHAMESS ABDULLAH
July 2022

Background: Vaccination is a cost-effective public health strategy that reduces
morbidity, death, and disability in children. However, many children do not receive the
required immunizations.

Understanding, the attitudes, and actions of mothers are crucial to vaccinating infants by
their first birthday. Accordingly, successful immunization depends on parents'
knowledge and attitude.

Objective: To assess the knowledge, attitudes, and practices of mothers in Al-
Diwaniyah city about child immunization, and the link between these factors and the
demographic characteristics of the mother.

Methods: The study was conducted on 390 mothers using the G.Power program. It took
from 15 to 20 minutes to fill out the questionnaire, From reluctant mothers to health
care centers in the Iraqi city of Diwaniyah during the period 2021-2022.

Results: The results showed that mothers with higher educational levels had better
knowledge, attitudes, and practices towards vaccination. 58.7 of the mothers had poor
knowledge and the majority had good attitudes and bad practices toward vaccination.
Conclusion: Study results show that mothers who, hesitate to go to primary health care
centers have poor knowledge, positive attitudes, and rather poor practices.

The most important proposal was to create an educational program taking into account
the educational level of the mothers.

2022, 123 pages

Key Words: Assessment, Mothers, Knowledge, Attitudes, Practices, Immunization

Programme.
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OZET

IRAK'IN AL-DIWANIYAH SEHRINDE ANNELERIN ULUSAL ASILAMA
PROGRAMINA ILISKIN BIiLGI, TUTUM VE UYGULAMALARININ
DEGERLENDIRILMESI

WAEL AL-NAIELI
Hemsirelik, Yiiksek Lisans
Tez Danmismani: Dog. Dr. YASAR KEMAL YAZGAN
Es Damigman: Dr. Ogr. Uyesi SAJIDA KHAMESS ABDULLAH
Temmuz 2022

Giris: Asilama, cocuklarda morbiditeyi, 6liimii ve sakatlig1 azaltan uygun maliyetli bir
halk sagligi stratejisidir. Ancak bir¢ok cocuk gerekli asilar1 alamamaktadir.

Annelerin anlayisi, tutumlar1 ve eylemleri, bebeklerin ilk dogum giinlerine kadar
asilanmasi i¢in ¢ok dnemlidir. Dolayisyla basarili bir bagisiklama, ebeveynlerin bilgi ve
tutumuna baglidir.

Amac: Bu calismanin amaci Irak'm AL-Diwaniyah sehrindeki birinci basamak saglik
ocaklarinda annelerin c¢ocuklara yonelik asilamaya yonelik bilgi, tutum ve
uygulamalarinin degerlendirilmesi, ve Annelerin ¢ocuklarina agilamaya yonelik bilgi,
tutum ve uygulamalart ve annelerin ve ¢ocuklarin sosyodemografik o6zellikleri,
arasindaki iliskinin belirlenmesi.

Yontem Arastirma: Calisma G. Power programini kullanan 390 anne {izerinde
yapilmigtir. 2021-2022 doneminde, sik annelerden Irak'in AL-Diwaniyah kentindeki
saglik merkezlerine anketi doldurmak 15 ila 20 dakika stirmiistiir.

Bulgular: Arastirmanin sonuclari, egitim diizeyi yiiksek annelerin asilamaya yonelik
bilgi, tutum ve uygulamalarimin daha iyi oldugunu gostermistir. Annelerin 58.7'sinin
bilgisi yetersiz, cogunlugunun asiya yonelik iyi tutumlar1 ve kotii uygulamalar: vardi.
Sonug: Arastirma sonuglar1 birinci basamak saglik ocagina gitmekte tereddiit eden
annelerin yeterli bilgi eksikligi ve uygulamalarinin ¢ok kotii oldugunu ve tutumlarinin
orta diizeyde oldugunu gostermektedir.

En 6nemli 6neri, annenin egitim diizeyini dikkate alan bir egitim programi olusturmakti.
2022, 123sayfa

Anahtar Kelimeler: bilgi, degerlendirme, anneler, tutumlar, uygulamalar, Bagisiklama
Programi
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1. INTRODUCTION

Even though the newborn's immune system begins to function early in gestation, many
of its responses do not work effectively during the early neonatal period, indicating that
the infant was at high risk of infection acquisition and could not respond for extended
periods to fight infections. Therefore, children constantly need extra attention to live
and grow. The recommended main routine vaccination schedule, which starts early
infancy and is finished throughout early childhood, provides this attention and support

(Hockenberry et al. 2015).

There is an immunization program in every country in the world, and its primary goal is
to provide certain vaccinations to the people who need them the most. These include
pregnant women, newborns, and toddlers at an increased risk of diseases that vaccines
may prevent. There are at least 27 causative agents against which immunizations are
available, and the development of vaccines against many other agents is now in

progress (Lahariya 2014).

Immunization is described as administering numerous chemicals in various forms to a
person to encourage the production of antibodies and the induction of immunity against
illness. There are many techniques for administering different substances. The
administration of these substances, known as vaccines, helps prevent illness, disability,
and death caused by Vaccine-Preventable Diseases (VPDs). Polio, Hepatitis B, Measles,
Diphtheria, Rubella, Tetanus, Pertussis, and Haemophilus influenza type b (Hib) are just

a few diseases that can be prevented through immunization (Allender et al. 2014 ).

Disease prevention is one of the essential goals in child care during infancy and
development. Most health care providers are familiar with vaccination schedules and are
aware of potential delays. However, parents must be educated about the first doses of
child immunization. Every year, 500,000 and one million kids die from measles, and

more than one million people die from hepatitis B (Abdul Alabass et al. 2020).



Children throughout the globe die from communicable and infectious illnesses, which
are among the leading causes of mortality for children. This is true even more so for
those most vulnerable to these illnesses. Nevertheless, even though children's immune
systems are still developing, there has been an enormous drop in the number and
severity of contagious and infectious diseases in the last few years, thanks to vaccines,
antibiotics, antiviral drugs, and antitoxins. Some illnesses have been successfully
managed, but the great majority will not be eradicated in the foreseeable future. New
diseases are emerging, and existing conditions reappear, sometimes in a drug-resistant

form, which is concerning ( Nshimyimana 2014).

For example, appropriate vaccination delivered at the age before significant exposure to
natural infection for infant immune development helps avoid many viral disorders. The
immunization schedule in Iraq follows as hepatitis B (HepB) first dose at birth; Bacillus
of Calmette and Guerin (BCG) in the first week; oral polio vaccine(OPV) at birth, 2nd,
4th, 6th, 18th months, and 4-6 years; Hexavalent (diphtheria, tetanus, pertussis (DTaP),
Hib, HepB and inactivated polio vaccine( IPV)) at 2nd, 4th, 6th months; (DTwP, Hib,
HepB) at 4-6 years; (DTwP, Hib, IPV) at 18th months; measles at 9th months; measles,
mumps and rubella (MMR) at 15th months and 4-6 years; Rotavirus 2nd -4 the months;
vitamin A at ninth -During the 18th month and the next 4-6 years; influenza at six
months and two years. It is not mandatory to immunize children in Iraq; nonetheless,

vaccinations are provided to all children at no cost by the government ( WHO 2017 ).

The anti-vaccination movement's dissemination of erroneous and irresponsible
information has significantly influenced. Consequently, assessing mothers' knowledge
about pediatric immunization is critical for developing measures to combat vaccine-

preventable illnesses (Ahmed et al. 2018).

One of the most fundamental strategies for minimizing infectious illnesses is positive

awareness and a proper attitude about vaccination (Tabassum et al. 2017).

The factors contributing to reduced vaccination rates have been extensively studied in

the public health literature. It is becoming more difficult for parents and caregivers to



keep track of their children's immunization status as the number of vaccinations

increases and the vaccination schedule changes (Pothapragada 2020).

Certain factors, such as the mother's educational background, age, marital status,
socioeconomic situation, and religious background, influence the effective use of child
immunization. In affluent countries, vaccination programs are more well-organized, but
the problem is dire in the world's most populous countries. Vaccination is the primary
method of preventing childhood disease and is administered to infants as soon as they
are born. Children's immunization aims to provide primary prevention against deadly
diseases during childhood. Several precious lives are lost to these diseases worldwide,

particularly in the third world, such as Africa and Asia (Mojoyinola et al. 2012).

According to several research findings, there is a favorable relationship between

parental awareness and practice and the vaccination rates of children (Omer et al. 2014).

According to CDC research from the global immunization division, parental awareness
and attitudes about vaccination services are poor, and parents have unfavorable ideas
about measles and immunization programs. As a result, parental vaccination attitudes
and beliefs have a role in determining a child's immunization status (Birhanu ez al.

2016).

Parents are the prominent people who make decisions about their kids' health, and their
knowledge about immunization, in general, has a significant impact on how well their
kids are vaccinated. There is much conflicting vaccine safety information and
misinformation on the internet, making it hard for parents to make good decisions.
Thus, it is essential to determine how well parents know and act on their children's
immunizations to improve and expand the coverage and completeness of vaccines (

Fares KK er al. 2016).

The fear of vaccination by parents was thought to be one of the most significant barriers

to getting their kids vaccinated when they were young. This is because parents do not



know about the side effects of vaccines and do not think vaccines are safe when they are

healthy ( Mugada et al. 2017 ).

As a result, it has been reported worldwide that effective vaccination depends on the

knowledge and attitude of the parents (Nisar et al. 2010).

Lack of knowledge or information about vaccination, low awareness or unfavorable
attitudes, and misperceptions or rumors about vaccine safety are significant barriers to

high vaccination coverage among children (Birhanu et al. 2016).

The majority of parents have a negative view regarding childhood immunization
programs. Furthermore, some parents believe that the polio vaccine would reduce their
children's fertility rate; hence, parents' attitudes play an essential role in the vaccination
process because they are the ones who make the decisions for their children ( Falade

2014).

Immunization and immunization regimens are more complicated for mothers who do
not understand them. As a result, they are more likely to have kids who are not or only
partially immunized. "Immunization uptake is assumed to be impacted by mothers'
awareness of immunizations and attitudes toward them and how their children get the
vaccines successfully. If a mother is unsure whether or not her child should be

vaccinated, she needs to learn about the benefits and risks of vaccines (Awosika 2012).

Therefore, the mothers' understanding, attitudes, and actions are critical in ensuring
their children get all their vaccines by reaching their first birthday (Ramadan et al.

2016).

As a result, health care practitioners should work to increase parents' awareness and
excellent understanding of vaccination and deliver accurate information about the
advantages and hazards of vaccinations to children. Aside from that, vaccination

providers have a favorable impact on a mother's choice to get her child immunized. For



this reason, on a personal level, health care providers, such as public health nurses and
school nurses, can evaluate, educate, and create chances for a kid to get the vaccination

(Bahari et al. 2014).

Neonatal immunization has recently received renewed attention due to recent advances
in our understanding of neonatal immune responses and that humans depend on
vaccination early in life. In addition, neonatal immunization has been identified as an
effective method of reducing morbidity and mortality in newborn babies. As a result,
early life immunity, particularly newborn immunization, is essential for public health

and should not be disregarded (Kollmann et al. 2012).

With general information and communication technology, vaccine and immunization
information will be developed, transferred, and made available to vaccination providers,

caregivers, and vaccine recipients in new and innovative ways (Sobanjo et al. 2020 ).

1.1. The importance of study

Vaccination is an excellent tool for preventing infectious illnesses; nevertheless, nations
with effective vaccination programs claim that their children enjoy better health due to

decreased morbidity and mortality (Dhia et al. 2015).

Immunization is one of the WHQ's core public health measures. It reduces morbidity,
mortality, and disability in children cost-effectively. However, a percentage of

youngsters are not adequately vaccinated ( Kassahun et al. 2015 ).

Vaccination is critical to reducing the illness burden in early childhood. It is estimated
that vaccination prevents between 2 and 3 million fatalities every year. According to the
World Health Organization, 19.5 million children have not received a primary
immunization. Global vaccine coverage has reached an impasse at 86 percent, with no

significant advances seen in the last calendar year (Srikanth ez al. 2019 ).



As part of the expanded immunization program, numerous vaccine-preventable illnesses
before regular vaccination contributed to more than 5.9 million children under five who

died in 2015 (Liu et al. 2016).

Vaccine-preventable diseases are a leading cause of death in children under five.
Vaccines help prevent maternal and neonatal tetanus, measles, and rubella but continue
to plague children worldwide. One of the most contagious illnesses, measles, is spread.
It is caused by a virus that affects the respiratory system and causes inflammation.
According to the World Health Organization, in 2013, an estimated 84 percent of
children globally got measles vaccines. Nevertheless, every day, 367 children die from
measles throughout the globe, despite the availability of a safe, effective, and

inexpensive immunization (Adefolalu et al. 2019 ).

WHO and UNICEF (2009) estimated that 2.1 million people died worldwide in 2002
from diseases that may have been averted with widely available vaccinations. This
death toll included 1.4 million children under the age of five. Although global routine
immunization coverage with the first dose of measles-containing vaccine (MCV)
reached 82 percent in 2007, over 23.2 million children missed the vaccine, with 65

percent (15.3 million) living in eight South American countries (Belachew et al. 2011).

Vaccination has lowered pediatric disorders' incidence, recurrence, and regeneration
globally in the United States and other areas. However, according to regular National
Health Management Information System (NHMIS) statistics, the VPDs were the second
and third leading causes of under-five mortality and infant mortality. In 1999, these
illnesses claimed the lives of 22 percent of newborns and children under the age of five.
Cerebro-Spinal Meningitis (CSM, 2%), measles (3%), pertussis (6%), and neonatal
tetanus (6%) were the most common among babies (11 percent of deaths). Measles
accounted for 5% of recorded mortality among children under five, CMS 6%, pertussis

6%, and newborn tetanus 5% (Omole et al. 2012).



In the developing world, it not only averts about 3 million child deaths each year but
can also prevent additional 2 million deaths if immunization programs are expanded and

implemented (Tagbo et al. 2012).

Vaccines are undeniably an essential component of the health care system (Wani et al.

2017).

Vaccinating a child with the proper immunizations would considerably reduce disease
treatment costs and rates and improve the child's quality of life. (Fad et al., 2017).
Moreover, it is an effective tool for controlling diseases worldwide. (Sunny et al.,
2018). Moreover, the most cost-effective mechanism for preventing morbidity and
mortality. In addition, it allows people to better protect themselves against specific

bacteria and viruses (Lamiya et al. 2019).

Therefore, children should get all their immunizations at the specified intervals and at

the appropriate age to get the most protection against infections (Joseph et al. 2015).

1.2. Problem statement

A study on the mother's knowledge, attitudes, and practices regarding the national

immunization program in Diwaniyah in Iraq .

One of the main obstacles to high child immunization coverage is the lack of
knowledge, attitudes, and practices about immunization and mothers' low levels of
awareness or negative attitudes towards immunization. Therefore, determining the level
of understanding of mothers regarding the vaccination of children and their attitudes
towards vaccination and increasing mothers' knowledge has a significant role in

preventing many diseases or reducing their impact.



1.3. Research hypothesis

Hi: Null hypothesis: there is no significant positive or negative association between
mothers' knowledge, attitude, and practice of the National Immunization Programme
with mothers and children's sociodemographic characteristics of age, education,
occupation, marital status, economic status, source of information about vaccination,
child age, immunization status—up-to age and reasons of partial immunization at p >

0.05.

H.: Alternative hypothesis: there is a significant positive or negative association
between mothers' knowledge, attitude, and practice about the National Immunization
Programme with mothers and children's sociodemographic characteristics of age,
education, occupation, marital status, economic status, source of information about
vaccination, child age, immunization status— up-to age and reasons of partial

immunization at p < 0.05.

Hs: Null hypothesis: There was no significant difference in knowledge, attitudes, or

practices using a significance level of p > 0.05.

Ha: Alternative hypothesis: There is a considerable gap in knowledge, attitudes, and

practices at p < 0.05.

1.4. The objective of the study

e Assessment of mothers' knowledge, attitudes, and practices about the National
Immunization Programme in Al-Diwaniyah, Iraq.

e Determine the relationship between mothers' the knowledge, attitudes, and practices
about the National Immunization Programme and the sociodemographic
characteristics of mothers and children, including age, education, occupation, marital
status, economic status, source of information about vaccination, child age,

immunization status—up to a generation, and reasons for partial immunization.



1.5. Limitations of the study

1. Because of the dispersed distribution of the PHCCs, data collection is demanding and
time-consuming to complete.

2. The lack of statistics for the number of children vaccinated per month in the primary
health care centers.

3. Some mothers refused to participate in the study.



2. LITERATURE REVIEW

This chapter's purpose is to review pertinent literature and research on the phenomenon

under consideration.

2.1. Historical background

In the years following the discovery of the smallpox vaccine by Edward Jenner, the
terms "vaccine" and "vaccinology" became widespread. Jenner called the Smallpox
vaccination "variola vaccinate" who coined the word. Because of his contributions to
the subject of vaccinology, Jenner is frequently referred to as the "Father of
Vaccinology" (though this epithet is sometimes also used for Louis Pasteur) (Lahariya

2016).

In the time leading up to Jenner's discovery, the most common form of vaccination
against The smallpox virus was a variant, which has been called "the first known
inoculation technique" and has been used for millennia around the globe to prevent the
spread of the disease. Evidence exists that this variation included "exposing a healthy
person to infected material from a person with smallpox in the hopes of producing a
mild disease that would provide immunity from further infection." It was practiced
throughout the latter half of the seventeenth century in Turkey and Africa and spread to
America and Europe. After successfully using cowpox material to develop protection
against smallpox, Edward Jenner's discoveries were being developed when he achieved

success in 1796, stopping the widespread practice of vaccination (Termanini 2016).

The term "vaccine" was coined by Swiss physician Louis Odier (1748-1817), while
"vaccination" and "to vaccinate" were coined by 18th-century physician Richard

Dunning (1710- 1797) (Mahmmod et al. 2021 ).

Louis Pasteur owes a debt of gratitude to the whole planet. The French science society

considers Louis Pasteur the most exemplary scientist France has ever produced. Since
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1885, antirabies medication has saved tens of thousands of lives worldwide. Even
though the first vaccination (the rabies vaccine) was created in the late 18th century,
people were aware of the value of immunity far earlier. Then, during the Birth of
bacteriology, new advancements occurred quickly. During the 1930s, antitoxins and
vaccinations against T.B., diphtTetanus, cholera, the plague, anthrax, typhoid, and other

diseases were discovered and developed ( Smith 2012).

Historically, it was the legal notion of exemption that gave Birth to the Latin terms
immunity and immunize: first, Roman law defined the exemption of a person from
service or obligation; subsequently, in the Middle Ages, they described the exemption
of the Church and its property from public supervision. According to Antoinette
Stettler, this expression was first documented in the context of illness in the 14th
century, when it was used to allude to his flight from a plague pandemic (Abbas et al.

2018).

On the other hand, the invention of vaccinations is one of the most critical public health
triumphs in recent history. According to legend, the first documented efforts to prevent
illness by utilizing the disease-causing organism against itself date back to the 7th
century in India, when Buddhist monks ingested snake venom to create immunity

against snake bites (Lahariya 2014).

When Chinese medics began blowing dried smallpox scabs into the nostrils of healthy
persons, the healthy individuals acquired a minor form of the illness, and the patients
who recovered were resistant to smallpox in the 10th century; the practice was widely
adopted around the world. In the 1700s, this technique, known as inoculation or
variolation, expanded to New England and Europe, where it is still used (Plotkin et al.

2013).

However, the novelist Mary Wortley Montagu (1689-1762) is credited for campaigning
for variolation in England. In 1717, Edward and Mary Montagu traveled to what is now
Turkey with their infant son, and they were the first to do so in England. When she

moved to the Ottoman Empire, she found the native practice of variolation, which is the
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vaccination against smallpox. This was her first year in the country. In contrast to
Jenner's subsequent vaccine, which used cowpox, variolation used a bit of the actual
smallpox virus. As someone whom the sickness had afflicted, Lady Mary advised her
children to get immunized while on vacation in Turkey. As soon as she returned to
London, she promoted the surgery vigorously, but she quickly found significant

opposition.

On the other hand, her example undoubtedly helped spread the practice of smallpox
vaccination among the upper classes of British society in 1721. Nevertheless, the
number of people who received vaccinations remained limited, and medical efforts
throughout the eighteenth century were concentrated on reducing the risks and adverse

effects of the inoculation procedure (Zaimeche et al. 2010 ).

The introduction of modern vaccinations coincided with the outbreak of the Second
World War. In the late 1940s, new technologies for creating vaccines were discovered,
leading to the development of several new vaccines. However, vaccine structure varies
depending on the procedure used to make it. Depending on the method used to create it,
it can be composed of live inactivated organisms, organism toxins, specific antigen
extract, or killed pathogens. A few vaccinations have had antibiotics or proteins added
to them to increase their effectiveness. Dr. Pert and Dr. Salk produced whole-cell
pertussis vaccinations, while Dr. Salk developed the polio vaccine. Sabin refined the
attenuation process first devised by Louis Pasteur and used it to create the oral polio
vaccine, ultimately responsible for eliminating polio globally. Today's method uses
conjugating a polysaccharide antigen from an organism with a carrier protein to
generate vaccines against (Hib) and, more recently, against streptococcal and

meningococcal illnesses ( Sehume 2011).

Regarding vaccine research and development, the middle of the twentieth century was a
hectic period. Cultivating viruses in the laboratory resulted in quick advances and
discoveries, including the invention of vaccinations to prevent polio. Researchers
sought to eradicate measles, mumps, and rubella, among the other frequent childhood

illnesses. Vaccines for these diseases significantly lowered the disease burden. In
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addition, scientists are being propelled in new directions by better methodology in
vaccine development and innovative delivery technologies for recombinant D.N.A.
technology. As a result, disease targets have widened, and some vaccination research
concentrates on noninfectious problems such as addiction, allergies, and infectious

diseases (Termanini 2016).

2.2. Expanded program on immunization (EPI)

The Expanded Programme on Immunization of the WHO made vaccination against six
illnesses obligatory in 1974. (WHO). This program ensured that all infants had access to
the four recommended vaccines (Bacillus Calmette-Guérin vaccine [B.C.G. |,
diphtheria, te (tuberculosis, diphtheria, tetanus, Pertussis, Poliomyelitis, and measles).
Additionally, additional vaccinations and dosages have been introduced in the first year
of life (PCV, rotavirus, R.C.V., Hib, and HepB) and beyond (MCV2 and HPV) since
then (MCV2 and HPV) MMCV2 and HPV) (Uwizihiwe J et al. 2015).

Beginning in 1974, with the beginning of the Expanded Immunization Program (EPI),
the (WHO) spearheaded the international movement toward the use of vaccines as a
public health intervention. As a result, several worldwide initiatives to enhance EPI
coverage have been launched, notably the Universal Childhood Immunization Program

(Okwo-Bele et al. 2011).

Childhood vaccination programs have had a significant impact on the mortality of
children across the world. According to estimates from the Pan American Health
Organization (PAHO), almost 174 000 fatalities were averted in The Caribbean and
Latin America between 2006 and 2011 due to vaccines for young infants under five

(Etienne 2018).

The Americas Zone was the first WHO region to eradicate poliomyelitis in 1994. In
2015 and 2016, the Americas Region was proclaimed free of measles, rubella, and CRS

(PAHO 2017).
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According to the World Health Organization (2013), vaccination is a proven technique
for managing and eradicating infectious diseases. Between 1967 and 1977, the World
Health Organization (WHO) successfully eradicated smallpox. When the program
began, the illness was still a threat to sixty percent of the world's population and
claimed the lives of every fourth victim. The eradication of Poliomyelitis is now a
realistic possibility. Since the WHO and its partners launched the Global Polio
Eradication Initiative in 1988, cases have plummeted by 99.99 percent. The campaign
saved the lives of almost 5 million individuals. By 1990, Vaccination has protected over
80% of children worldwide from the six core EPI illnesses. Many countries regularly
add additional immunizations to the EPI program. The WHO has established the Global
Alliance for Vaccinations and Immunization (GAVI) to assist the poorest nations in

adopting new and underused life-saving immunizations (WHO MODULE 2018).

From 2006 to 2011, almost 174,000 fatalities were averted throughout The Caribbean
and Latin America due to the vaccination of children under the age of five, commonly
ascribed to the Expanded Program on Immunization (EPI) and other initiatives (EPI).
However, despite the widespread adoption of EPI guidelines worldwide, immunization

coverage varies significantly across different geographical locations (Llau et al. 2021).

Every country has an immunization program to protect pregnant women, babies, and
children against diseases that vaccinations can prevent. Vaccines exist for at least 27

causative agents, and many more are being developed (Lahariya 2014).

According to (Abbas et al. 2018), EPI's key global goals are as follows:

e Reduce the number of children who die from vaccine-preventable diseases, including
tuberculosis, measles, mumps, rubella, pertussis, diphtheria, and Poliomyelitis.

e The objective is to minimize maternal mortality while also reducing measles
infection.

e To immunize all newborns and children against measles, the most vaccine-
preventable illness.

e Elimination of tetanus in pregnant women and newborns.

e To lower the prevalence of tuberculosis among children.
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e Improve vaccination coverage to at least 95% throughout the country and 80% across
all towns and cities.

e Improvement of economic and financial well-being in the community.

¢ To eliminate Poliomyelitis and reduce disability caused by polio.

e To promote the health of both the mother and the kid.

e To keep rubella syndrome from getting worse.

e To bring innovative vaccinations and technology.

¢ To make sure that everyone in every region and community has been vaccinated.

e To make sure that all children in all countries got vaccines that could have saved
their lives, the resolution asked countries to build on the success of the global

smallpox eradication program.

2.3. Expanded program on immunization (EPI) in Iraq

Despite limited resources, constantly increasing demand for health care, the
development of breakthrough cures, and rising healthcare expenses, National and local
health authorities must establish priorities for health needs and make judgments about
how much money should be invested in the health system to meet those requirements

(Lajoie 2013).

The burden of sickness is a measure that collects indications concerning the effect of
illnesses and the variables that increase the likelihood of developing them that

accompany them on people, governments, and society (Honeycutt A et al. 2011).

Iraq is a developing country with a high middle-income level (World Bank 2011).

From the 1960s through the 1980s, it boasted the Middle East's most sophisticated
health system. For almost all urban and rural people, free health care at 172 hospitals
and 1200 basic health facilities was made possible by oil revenue. Launched in 1985,

the EIP (Lafta ef al. 2018).
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Iraq was polio-free, and measles epidemics were nearly halted (WHO EMRO 2016).

However, the vaccination program became fragmented due to increased war and
widespread population relocation. As a result of limited access to healthcare services,
there was an increased danger of epidemics of infectious illnesses, and efforts to control

these infections were hampered (WHO 2014).

Nationwide measles vaccine coverage has decreased to 75 percent Instead of the

required 95 percent (OCHA 2007-2017).

The wild measles epidemic from Syria in 2014 followed an outbreak in 2008/2009
(USAID 2015).

Vaccination failure increased to 60.1 percent ( Jasem J et al. 2012).

The erratic power supply in Iraq, especially in battle zones, hampered the polio vaccine

cold chain (Webster, 2014).

This occurred when an injectable bivalent vaccination replaced the oral trivalent polio

vaccine (Ashok er al. 2017).

Although the tuberculosis vaccine was first provided in Iraq in 1989 as part of the
national vaccination program (and then by the Department of Health and Social Welfare
in 1998), Iraq continues to have the highest incidence of tuberculosis cases, with over

15000 cases every year (UNDP 2015).

According to the most recent data, the incidence was 43/100000 in 2015, with a small
multi-drug resistance rate (3.3/100000), representing 1.1 percent of all new and relapsed

tuberculosis cases in that year (WHO 2018).
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An international study of human development ranked Iraq 121st in 2016. According to
UNDP data, 5% of Iraqis lived in poverty in 2015. 3.3 percent of total G.D.P. was spent
on health care. Health has gone downhill. Medicines and other supplies are scarce,

limiting people's access to needed health care (WHO EMRO, 2018).

When comparing 1990 and 2013, polio vaccination coverage among one-year-olds
decreased from 83.0 percent to 70.0 percent, DTP3 vaccination coverage fell from 83.0
to 68.0 percent, B.C.G. vaccination coverage decreased from 96.0 to 90.0, and measles
vaccination coverage decreased from 75 percent to 63 percent. In contrast, coverage for
tetanus has increased from 70 percent to 72 percent throughout the same period. In
addition, in 2013, 66 percent of one-year-olds were immunized against the Hepatitis B

virus (WHO EMRO regional office 2018).

In 2012, Iraqi children received IPV, Hib, and rotavirus vaccinations at 2, 4, and 6
months. Iraq was therefore officially removed from the list of infected states, a historic
achievement made possible by the WHO's sustained engagement since May 2015.
However, the EPI program in Iraq had the following main objectives: (Abbas et al.
2018).

e Deaths and morbidity from illnesses targeted by the EPI are declining.

e By 2015, we will have stopped the transmission of Poliomyelitis.

e Rubella and C.R.S. (congenital rubella syndrome) must be eliminated, and measles
epidemics must be controlled.

e Maintaining the eradication of Maternal and Neonatal Tetanus (MNT) in the

population.

2.4. Type of vaccines

Many different types of vaccinations are classified according to the antigen used in their
manufacture. How they are used, how they are kept, and how they are delivered are all
influenced by their formulations. The vaccinations that are universally recommended

are divided into four categories (Mort et al. 2013).
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1. Live attenuated (LAYV)

- Tuberculosis (TB) (B.C.G).

- A polio vaccination that may be taken orally ( OPV).
- Measles.

- Rotavirus.

- The yellow fever virus.

2. Defused (Killed antigen).

- Pertussis whole-cell.

- polio virus that has been inactivated (IPV).

3. a subsystem (Purified antigen ).

- Pertussis acellular (aP).

- The type b of the Hemophilus influenza (HIB).

- Pneumococcal bacterial infections (PCV 7, PCV 10, PCV 13).
- The hepatitis B virus (Hep B).

4. Toxoid (inactivated toxin).

- The toxoid for tetanus (T.T).

- The toxoid for Diphtheria.

2.4.1. Bacillus calmette guérin vaccination in humans (BCG)

The Bacillus Calmette-Guerin (B.C.G.) vaccine was launched in 1921 after 13 years of
study (Luca S et al. 2013).

By repeated sub-culturing (231 passes), A glycerinated bile potato medium was used by
Calmette and Guerin to get their vaccine. The initial immunization dose was
administered orally until the 1970s, when the WHO advised the intradermal method (
Dagg B et al. 2014).

The globe, BCG vaccination is administered to most children, with two-thirds of the
nations that administer BCG immunization estimated to have >90 percent vaccine

coverage (WHO-UNICEF. 2020).
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The WHO recommends BCG immunization shortly after delivery. However, because
vaccine coverage is commonly estimated at one year of age, many newborns have been

inoculated later than recommended (Kagoné et al. 2017 ).

This substantial vaccine coverage has not stopped TB spread. In 2019, there were 10

million TB diagnoses and 1.4 million deaths (Dockrell et al. 2020 ).

BCG vaccination can potentially provide non-specific protection against other

infections (de Castro et al. 2015).

Moreover, decrease all-cause mortality in newborns (Biering-Sgrensen et al. 2018).

The World Health Organization (WHO) advises that all B.C.G. vaccinations used in
immunization programs meet WHO guidelines. B.C.G. is the only Tuberculosis (T.B.)
vaccination presently available. However, although B.C.G. has proven excellent
efficacy in specific communities, protection has not been constant across all T.B. strains
or all age groups in these populations. In addition, when B.C.G. is administered as a
post-exposure prophylactic, there is no evidence that it is beneficial in preventing
infection. As a result, numerous novel tuberculosis candidate vaccines are being
developed, with several now through advanced clinical testing. The usage of these
vaccines is intended for use as booster vaccinations after neonatal B.C.G. immunization

(Lahey et al. 2017).

Although effective against pulmonary T.B. in adults, it depends on geographic location,
vaccine strain, and prior exposure to environmental mycobacterial infections ( Mangtani

P et al. 2014).

Almost immediately after the first dose of the B.C.G. vaccine was provided in 1921,
various governments began conducting universal B.C.G. vaccination programs for their
respective populations. As a result, various epidemiological studies established if the

vaccination successfully cut T.B. mortality in vaccinated patients. Interestingly,
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however, these analyses rapidly indicated that the immunization might lower newborn
mortality to a higher level than could be explained by its effect on tuberculosis (T.B.)

alone (Shann F 2013).

Many B.C.G. vaccinations are available on the market, each based on a distinct B.C.G.
strain. In most cases, B.C.G. vaccinations are delivered by intradermal injection. For
certain products, percutaneous administration via a multi-puncture device has been
approved. To guarantee proper dose and maximal B.C.G. vaccination effectiveness and
safety, the vaccine must be administered by a skilled health professional using the
appropriate vaccine administration method. Because of local inflammatory processes,
the B.C.G. vaccine often results in a scar at the injection site. But scar development is
not a reliable protection indicator, as around 10% of vaccination recipients do not

acquire a fault after receiving the vaccine (Dhanawade et al. 2015).

2.4.2. Oral polio vaccine (OPV) and injectable polio vaccine

Oral poliovirus vaccines (OPVs) and inactivated poliovirus vaccinations (IPVs) are
used globally to prevent polio transmission and have excellent efficiency. Compared
with IPVs, OPVs are easier to use, have cheaper production costs, elicit stronger oral
and intestinal mucosal immunity, and are more effective in blocking the transmission of

wild poliovirus WPVs (Chen et al. 2022).

Before the invention of the inactivated and live oral poliovirus vaccines, occasional
outbreaks of poliomyelitis caused up to 18 000 paralysis cases and over 3000 fatalities

in the USA alone (CDC Pink book 2018).

Combining the oral polio vaccine's simplicity of administration, high effectiveness, and
low cost was crucial for mass vaccination campaigns' success in reducing polio. The
WHO declared the eradication of wild polioviruses in the Americas in 1994. OPV, on

the other hand, causes vaccine-associated paralytic polio. In 2012, 400 cases of
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vaccination-associated paralytic polio occurred in countries that only utilized the oral

polio vaccine (OPV) (Platt et al. 2014).

In 2019, the burden of wild polio was more than double the disease's incidence (Global

Polio Eradication 2016).

Throughout 2019, more than 250 new instances of paralysis were linked to the

transmission of vaccine-derived polioviruses (VDPV) (WHO Global Polio 2015).

After discovering a possible link between OPV and paralytic polio, several nations
decided to switch to the more effective IPV. On the other hand, IPV generates a far less

mucosal immune response than OPV (Hird et al. 2012).

Even though it is less effective in preventing disease transmission, it provides
exceptional protection. In the Americas, for example, Canada was the first in 1995,
followed by the US in 2000, Costa Rica in 2010, and Uruguay in 2012. However, the
remaining 31 American nations continue to provide at least one dosage of OPV (Alfaro-

Murillo er al. 2020).

Oral polio vaccines were discontinued worldwide in 2013 by the World Health
Assembly. A universal conversion from trivalent to bivalent OPV would be followed by
the deletion of the type 2 component in 2016. (containing only types 1 and 3). By the
end of 2015, all 126 OPV-only nations should have at least one dose of inactivated
polio vaccine in their routine vaccination regimens before switching from trivalent to
bivalent OPV. This can assist reduce the possibility of immunity gaps after the removal
of OPV type 2. Inactivated polio vaccine would limit the likelihood of reintroducing
type 2 poliovirus by enhancing immunity against types 1 and 3 (Heinsbroek et al.

2010).
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By April 2016, all 155 oral poliovirus vaccine (OPV)-using nations and territories had
switched from trivalent (tOPV) to bivalent (bOPV), which includes both types 1 and 3

in their national vaccination regimens (Patel M et al. 2017).

This was the most significant product recall in history and the fastest introduction of a
new vaccine—bOPV—in medical history. Meanwhile, all OPV-using nations tried to
add at least one dose of inactivated poliovirus vaccine (IPV) into the children
vaccination schedule to prevent paralytic poliomyelitis cases if poliovirus type 2 re-

emerged (Sutter ef al. 2019).

2.4.3. Hepatitis B vaccine (HBV)

The Hepatitis B vaccine is the most efficient method of avoiding HBV infection. The
first licensed hepatitis B vaccine was made from the plasma of asymptomatic HBsAg
carriers. The creation of a recombinant hepatitis B vaccination was made possible by

using recombinant DNA technology (Zhao et al. 2020).

According to the (WHO) (HBV), the infection has a worldwide distribution. In 2015,
887 220 individuals died from diseases related to HBV infection worldwide, according

to estimates from the WHO (Huynh et al. 2021).

Most HBV-related illness burdens were attributed to vertical or horizontal transmission

in children under five (WHO 2012).

All countries should include the HBV vaccine in their national vaccination programs,
according to a 1991 World Health Organization recommendation (Mahmmod ez al.

2021).

To protect against hepatitis B, the first dosage is advised to be administered within 24
hours of Birth, with either two or three more doses administered after that (WHO

Global Hepatitis B 2017).
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Taiwan was the first to introduce a nationwide hepatitis B virus (HBV) vaccine program
for infants in July 1984. The newborns received three to four doses of HBV vaccine,
either plasma or recombinant. Children delivered to mothers who tested positive for
HBeAg received 0.5 mL of hepatitis B immunoglobulin within 24 hours of birth (Ni et
al. 2010).

2.4.4. Pneumococcal conjugate vaccines (PCVS)

Using pneumococcal conjugate vaccinations (PCVs) reduces pneumococcal serotype

carriage (Roca et al. 2015).

It has been proven that PCVs prevent a disproportionately high incidence of episodes of
otitis media in patients with non-bacteremic pneumonia or I.P.D. compared to those

with non-bacterial pneumonia (Flasche et al. 2016).

PCVs are excellent in preventing pneumonia and invasive pneumococcal disease, and
they are now being introduced in many resource-poor nations to combat these
infections. PCVs, including pneumococcal serotypes, help minimize the nasopharyngeal
carriage of the bacteria (vaccine types). Even though vaccine types are less likely to
transmit and cause illness, non-vaccine kinds fill the ecological niche and become more

abundant in carriage and disease (Weinberger et al. 2011).

Therefore, a predictor of vaccination efficacy is the influence of PCVs on the

nasopharyngeal carriage (Simell et al. 2012).

Many industrialized nations presently utilize PCVs in their regular childhood
immunization programs. Because children are the primary drivers of transmission (Hill
et al., 2010). When children are vaccinated, they also protect older community members
against the nasopharyngeal carriage and the spread of invasive illnesses (Roca et al.

2011).
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As a consequence of the extensive use of pneumococcal conjugate vaccinations (PCVs)
in many countries throughout the globe, the incidence and prevalence of invasive
pneumococcal disease (I.P.D.), non-bacteremic pneumococcal pneumonia (NBPP),

pneumococcal otitis media have all decreased in recent years (Ewald er al . 2016).

Vaccine tolerance is excellent and significant side effects are rare with conjugate

vaccinations (Solanki er al. 2017).

Most research has identified no significant adverse impacts of particular concern, with
some studies raising the possibility of an increase in asthmatic symptoms. The
administration of these vaccinations to patients who have previously received
unconjugated vaccines does not increase their intolerance to them (Urbancikova et al.

2017).

2.4.5. Tetanusu pertussisssisri tetanus, and pertussiss vaccine

A dramatic decline in pediatric pertussis incidence in the United States occurred with
the introduction of the diphtheria-tetanus—whole-cell pertussis vaccination in the 1940s

(Rane et al. 2021).

In most industrialized nations, the DTaP vaccines are considered safe and effective and
are recommended for use in the newborn primary series of national immunization

programs (Miller et al. 2014).

Booster doses for preschool and teenage children are also included in vaccination
regimens, mainly in high-income countries, due to concerns about an increase in the age
at which people get infected and a decrease in vaccine-induced immunity (Forsyth et al.

2018).

Even though the United States has a reasonable immunization rate, pertussis has been

rising since the 1990s (Jackson et al. 2014).

24



Infants and young children receive the DTaP vaccination to protect them from
diphtheria. They can cause life-threatening complications or even death in vulnerable
people. The gram-positive bacillus Clostridium tetani produce neurotoxins that cause
tetanus. Spores enter the body through mucous membranes or skin breaches. Toxins
such as tetanospasmin are produced. This toxin inhibits neurotransmitter release,
causing unopposed muscular contraction and spasms. C. tetani cannot be spread person-
to-person; Clostridium tetanus is a gram-positive bacillus that produces neurotoxins that
cause tetanus. The bacterium uses mucous membranes or an open wound to enter the
body. Tetanospasmin, a potent toxin, is generated, along with other toxins.
Neurotransmitter release is disrupted by this toxin, resulting in uncontrolled muscular
contraction and spasms. Tetani does not spread from one person to the next (WHO

Tetanus 2017).

The gram-positive bacillus Corynebacterium causes diphtheria. Droplets or intimate
contact transmit the infection. Bacteria that thrive in the nasopharynx, mucous
membrane lining, and skin lesions generate diphtheria toxins. Early indications and
symptoms include fatigue, sore throat, and low-grade fever. A gray pseudo-membrane
on the nasopharynx, tonsils, or larynx indicates the presence of bacteria. This pseudo-
membrane may grow into the nasal cavity or larynx, obstructing airway flow. Once in
the circulation, the toxin can induce cardiac and neurological disorders. Diphtheria is

spread through droplets or close contact (Diphtheria vaccine WHO 2017).

Tularemia Whooping cough is a contagious respiratory disorder caused by the gram-
negative bacillus Bordetella pertussis. This includes paroxysmal and catarrhal episodes.
Cough, slight fever, and coryza are all catarrhal signs. Following infection, paroxysmal
symptoms such as spasmodic coughing, posttussive vomiting, and inspiratory whoop
emerge. Symptoms usually improve over weeks or months during the recovery stage.
Airborne droplets from coughing or sneezing can transmit B. pertussis. The catarrhal or

paroxysmal stages of illness are more infectious (WHO Pertussis 2015).

Local side effects, such as swelling, redness, and soreness at the injection site, were

often reported with whole-cell pertussis immunizations, also known as DTP vaccines. In
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the 1990s, DTaP vaccinations were introduced to replace DTP vaccines to lessen the
incidence of these prevalent side effects. Seizures, hypotonic-hyporesponsive episodes,
and protracted sobbing are among pertussis immunizations' less common side effects

(WHO Pertussis 2015).

According to case reports and research examined by the WHO and the American
College of Physicians, tetanus toxoids in vaccines can induce brachial neuritis. Brachial
neuritis is a condition that can be severe, although it is rare and it is typically self-

limiting (Liang et al. 2018).

In its recent assessment, the ACIP looked at various studies on the delivery of DTaP
and other vaccinations simultaneously. Vaccinating with inactivated influenza and
pneumococcal 13-valent conjugate vaccine or DTaP within 24 hours may increase the
incidence of febrile seizures. With any combination of immunizations, the risk of febrile
seizures is shallow overall, and this is true for any single vaccine. As a result, the
American College of Immunization Physicians (ACIP) advises the simultaneous

administration of these vaccines (Ogden et al. 2021).

Severe allergic reactions or anaphylaxis after receiving the DTaP vaccination or DTaP
component Unknown encephalopathy (coma, lowered level of consciousness, or
prolonged seizures) within seven days of DTaP medication is also a contraindication.
Contraindications to DTaP vaccination should not be considered in the case of

pregnancy (Cappozzo et al. 2021).

The DTaP dosage is 0.5 mL, which is administered intramuscularly. The anterolateral
part of the thigh is the optimal intramuscular injection location for newborns and
toddlers up to the age of two years. The deltoid muscle is the ideal injection location for

youngsters three years of age and older (Liang et al. 2018).
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2.4.6. Measles, mumps, and rubella vaccine (M.M.R.)

Implementing worldwide regular immunization programs using measles-mumps- and
rubella-containing vaccines have drastically decreased the frequency of these infections

and their accompanying mortality and morbidity (CDC Mumps 2018).

According to industry standards, most children get their first dose of the (M.M.R.)
vaccine between 9 and 15 months. Another dose of the M.M.R. vaccination is often
given to children between the ages of 15 months and six years old, with a minimum
interval of 4 weeks between each dose. At least 97 percent of people are protected
against measles and mumps after two vaccine doses. At least 88 percent are protected

against rubella after the second vaccine dosage (WHO d 2017).

However, measles and mumps epidemics still occur—each for distinct reasons—in

countries where safe and effective immunizations are available (Albertson et al. 2016).

In the first half of 2018, nearly 41,000 children and adults were infected with measles
in the WHO European area (WHO Measles 2018).

In the United States, 349 measles and 2,251 mumps were reported in 2018. (Up to 29
December) (CDC Measles 2018).

Measles outbreaks occur predominantly in unvaccinated persons; hence, high
vaccination coverage is essential for avoiding the disease. Mumps outbreaks, instead,
may even occur in fully vaccinated areas. The primary proposed reason for mumps
epidemics is a combination of the following: an increase in the number of susceptible
individuals (such as those seen on college campuses), a decrease in antibody titers,
lesser efficacy of mumps vaccinations compared to those for measles and rubella, as
well as presently circulating strains for which cross-neutralization is less efficient

(Lewnard et al. 2018).
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The third dose of MMR vaccine has been suggested in the United States to assist lower
the number of cases during a mumps epidemic, in addition to the standard measles,
mumps, and rubella (MMR) immunization schedule critical for preventing mumps

outbreaks (Marin et al. 2018).

The M.M.R. immunization has a long track record of safety, and severe adverse
reactions to M.M.R. are infrequent in adults who get the vaccine. The theory that
vaccinations are responsible for autism or autistic spectrum disorders does not have
strong evidence to support it. The most frequent side effects are a fever and a mild rash,
which typically emerge between 5 and 12 days after vaccination. According to a recent
research study, adult women may be affected by arthralgias and other joint problems,
which are considered to be caused by the rubella component of the virus. In addition, a
link has been shown between M.M.R. vaccination and allergic reactions such as rash,
pruritus, and purpura. These responses, however, are few, modest in severity, and occur
within a short period following the vaccine. According to the C.D.C., allergic reactions

occur less than once in a million immunization doses (Wang et al. 2021 ).

2.4.7. Haemophilus influenza type B (Hib) vaccine

Hib is a bacterial pathogen that causes pneumonia, meningitis, epiglottitis, and other

diseases in children under five ( Nandi er al. 2019).

Until the 1990s, Hib was the most prevalent cause of bacterial meningitis in children
under five. Even though the incidence of Hib diseases has fallen significantly post-
vaccination, Hib was responsible for over 29,000 fatalities in children under five

worldwide in 2015 ( Slack et al. 2020).

According to the WHO, from 2011 to 2020, the introduction of the vaccine in 73
countries sponsored by the Global Alliance for Vaccines and Immunizations (GAVI) is

expected to save 1.4—1.7 million lives. (Lee et al .2013).

28



By 2014, it had been deployed in all GAVI-supported nations (Heinz 2018) .

According to several research, the Hib Vaccination lowers Hib colonization and

increases other serotypes ( Shirvani et al. 2019).

Currently, protein-polysaccharide conjugate Hib vaccines are being used in practically

all nations worldwide as part of their routine vaccination programs (Wahl et al. 2018).

After ten years of Hib vaccination, the rate of Hib carriers in healthy children under five

years of age was shallow (Zanella et al. 2015).

2.4.8. Rota virus vaccine

Rotavirus is the most common cause of severe diarrhea in kids, and it is responsible for
the deaths of 125 000-200 000 children under the age of five every year (Troeger et al.
2018).

Two rotavirus vaccines were authorized in 2006 and promptly implemented into
national vaccination programs worldwide. In 2009, following the demonstration of the
efficacy of live-attenuated oral vaccinations in emerging countries in Africa and Asia,
the World Health Organization (WHO) advised that rotavirus vaccines be included as a

priority in national immunization programs worldwide (Burke ez al. 2019).

Most African nations that have included rotavirus vaccine into their national Expanded
Immunization Programs advocate giving it at the same time as diphtheria, tetanus
toxoids, and pertussis (DTP) DTP vaccination (at 6 and 10 weeks for RV1 and 6, 10,
and 14 weeks for RV5) (Mwenda et al. 2017).

Rotavirus vaccines are currently in widespread use worldwide and have had a proven

influence on the burden of illness (Burnett E ef al. 2017).
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Despite this, there are still prospects for expansion in worldwide coverage. In order to

address global rotavirus vaccine supply restrictions (Steele AD et al. 2019).

The spread and effectiveness of rotavirus immunization programs have been among the
fastest ever. The rotavirus vaccine is now available in 95 countries, including 45 Gavi-
eligible countries that have received financial assistance from the Gavi Alliance. Since
its emergence, rotavirus disease and hospitalization have declined in countries that have
accepted vaccines, including high-income and upper-middle-income countries (UMIC)

(Karafillakisa E er al. 2015).

Furthermore, according to national studies, rotavirus vaccinations have reduced
diarrhea-related mortality by 35% in Mexico and 22% in Brazil (Richardson V et al.
2011).

2.5. Vaccine storage and handling

Immunization is one of the most effective and cost-efficient public health treatments,
saving two to three million lives annually. (UNICEF, 2016). On the other hand, national
vaccination programs continue to have delivery hurdles in terms of sustainably
decreasing the immunization coverage gap, introducing new vaccines, and ensuring
long-term financial support. In order to overcome some of these issues, cold chain and

logistical procedures for vaccines must be in place ( Zaffran et al. 2013).

The "cold chain" refers to the method for shipping and storing vaccines at temperatures
within the authorized range from manufacturing to the point of distribution. It has three
main components: personnel, equipment, and procedures; the three components
previously stated work together to guarantee proper vaccination delivery, storage, and
handling. The ideal temperature range for refrigerated vaccines is between 2 and 8
degrees Celsius. For frozen vaccines, the ideal temperature is -15°C or lower; protection

from light is required for some vaccinations to remain effective (Shastri 2019).

30



As a result, enhancing cold chain systems may enhance adequate vaccination coverage

while lowering vaccine-preventable disease mortality (Ashok ef al. 2017).

2.6. Routes of administration of several vaccines

Subcutaneous Intradermal
{SC) (ID)

oPV L T e Measles l— BCG
Rotavirus | Hepatiis 8 Yellow tever
- wv
SR
L PevT

Manufacturers usually recommend the route of administration
that limits best adverse reactions of the respective vaccine.

Figure 2.1 Routes of Administration (WHO MODULE 12 2018)

2.7. Vaccine-Preventable Diseases

Since the introduction of EPI, vaccines for the prevention of additional illnesses have
become available, and the World Health Organization has recommended that they be
used worldwide. These vaccinations and vaccine additives protect against various
diseases, including hepatitis B sickness, Pneumonia, and other H. influenzae type B and
pneumococcal infections, as well as diarrhea caused by rotaviruses, are all common.
Vaccines against illnesses such as yellow fever, for example, are recommended in

places with a high prevalence of the disease (Mort et al. 2013).
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Table 2.1 All of the EPI's vaccine-preventable diseases are listed here.

List The disease vaccine The
1 Tuberculosis (TB) (BCQG) vaccine
2 Poliovirus A polio vaccination that may be taken orally (
OPV)and polio virus that has been inactivated (IPV)
3 Diphtheria-causing Vaccine against diphtheria toxoid
Corynebacterium (Diphtheria)
4 Tetanus Vaccine against Toxoid tetanus
5 Pertussis Acellular (cell-free) pertussis (aP) vaccine and whole-
cell pertussis (Wp) vaccine are two types of pertussis
vaccination
6 The measles virus The vaccine against measles
7 The hepatitis b virus The vaccine against hepatitis b
8 The rotavirus The vaccine against rotavirus
9 The Haemophilus influenza type b | The vaccine against Haemophilus influenza
(Hib)
10 The pneumococcal infection The vaccine against Pneumococcal
11 The yellow fever virus The vaccine against Yellow

2.8. Adverse Events Following Immunization (AEFI)

Vaccination of children is one of the most cost-effective public health strategies

available, avoiding 2—3 million lives annually through immunization ( Sebastianet et al.

2019).

However, an estimated 21.8 million newborns worldwide are still missing out on

essential immunizations (Yadav et al. 2021).

Vaccines are generally considered successful when provided to healthy people,
including complete birth cohorts of newborns and large numbers (Plotkin, 2013).
Vaccines administered as part of an extended immunization program (EPI) are

considered safe and effective (Vashishtha et al. 2013).

No immunization is 100% safe, and adverse reactions can occur. Beyond the vaccines,
the immunization technique might cause an unpleasant reaction in rare situations. An
AEFI is a medical occurrence after vaccination but is not necessarily linked to the
vaccine. An adverse or unexpected sign, abnormal test result, symptom, or illness. It can

also be a disease. Adverse reactions to vaccines and immunizations might be actual or
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coincidental, meaning they are not produced by the vaccine or immunization procedure

but are temporally connected to vaccination (WHO Global manual 2014 ).

Cause-specific categorization was used to classify AEFI until 2012, when the WHO and
the Council for International Organizations of Medical Sciences (CIOMS) changed it.

(Table 2) (CIOMS 2012).

Table 2.2 Cause-specific categorization of AEFI

Type of AEFI Definition

1 reaction-related to vaccine product refers to unpleasant effects that occur after vaccination
and that are created or produced by the vaccine as a
characteristics of result of one or more of the inherent
the vaccine product
2 The reaction was caused by a flaw Acute adverse reactions following vaccination that are
in the vaccine's quality caused or prompted by the vaccine as a result of one or
more quality problems with the vaccine product,
including the company's administration equipment

3 Previously known as "program Unwanted adverse responses to vaccination that are
error,” this response is caused by an | induced or aggravated by improper vaccination
immunization mistake prescription, administration, or handling

4 Immunization anxiety-related Adverse occurrences following vaccination that are
response triggered by concern over the vaccine

5 Accidental event An unpleasant event following immunization is

produced or precipitated by anything other than the
vaccine itself, such as immunization anxiety or an
immunization error resulting from the vaccination. A
frequent issue that is regularly highlighted is a fever
that comes at the time of immunization (temporal
connection)

2.9. Mother knowledge

Sickness prevention is a fundamental goal in infant and child care (Kadhum et al.

2015).

Mothers worldwide are responsible for the feeding and care of their children, regardless

of the resources or environment accessible to them. Therefore, knowledge of common
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infections among mothers and caring for ill children contributes to their children's

general health and well-being (Abbas et al. 2018).

The mother may be unaware of the dangers of not immunizing her kid if she does not
have information about the situation. These illnesses are still prevalent today. Across
the United States, mumps, measles, meningitis, and Pertussis (whooping cough) are
reported. Those who travel bring the illness back from various places where it is
prevalent. A youngster who has not been vaccinated continues to be at risk for severe

and avoidable diseases (Atkinson et al. 2017).

2.10. Mother attitude

Disease prevention is essential. It is one of the most critical benefits every country may

provide its citizens:n (Mugada et al. 2017).

It is undeniable that vaccinations are a vital component of any healthcare system (Wani

et al. 2017).

In many nations across the globe, vaccination is an effective technique for disease

prevention and control (Sunny et al. 2018).

along with the most cost-effective mortality and morbidity prevention method,
individuals can better defend themselves against certain bacteria and viruses

(Trushitkumar et al. 2017).

Children must obtain all their immunizations at the specified intervals and at the proper

age to provide the best possible protection against disease (Chris-Otubor ez al. 2015).

Vaccinating a kid with the necessary vaccinations would considerably lower the
expenses of illness treatment and infection rates, improving the overall quality of the

child's life (Fad et al. 2017).
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Several research studies have reported on mothers' knowledge, attitudes, and practice
(K.A.P.) towards children's immunization and demonstrated that effective vaccination

depends on parents' positive attitude and expertise (Nisar et al. 2010).

Sickness outbreaks are caused by inadequate childhood vaccine uptake, primarily due to
parental decisions to delay vaccination in industrialized countries. To identify evidence-
based interferences, we comprehensively study the factors influencing parental
vaccination decisions. A total of thirty-one studies were examined. The results and
techniques vary, making them challenging to synthesize; nonetheless, it is consistently
demonstrated that parents behave according to their opinions toward combination
children vaccines. They think vaccines are dangerous and ineffective and that the
diseases they protect against are mild and rare. They do not trust their health care
providers, the government, or vaccine research that has been officially approved; they
trust the media and non-official information sources and do not like feeling like they
have to put their child's safety at risk for public health. Therefore, when interventions
are used, they should focus on specific choice processes, such as disease-related
expected regret and the perception that anecdotal information is statistically

representative rather than comprehensive decision processes ( Brown et al. 2010).

The lack of knowledge or information on vaccination, low awareness or unfavorable
attitudes about vaccination, and misperceptions or rumors about vaccination safety are
significant hurdles to achieving high vaccination coverage among children (Hu et al.

2016).

2.11. Mother practice

Parental behavior plays a vital role in decreasing the frequency of infectious diseases
once the vaccination procedure is completed and completed. They practice vaccination
related to the source of information regarding the vaccine, the number of sources
available, and how parents obtained the vaccine information. Information provided by
obstetric clinics, literature, the Internet, and the media covers the benefits of vaccination

and the risks associated with V.P.D.s (Abbas et al. 2018).
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Communication between parents and immunization providers or other sources of
information is the most critical element affecting parental vaccination practices. Parents'
opinions of the advantages and hazards of immunizations will improve due to improved

communication (Vinish 2016).

Parents will be more likely to do so when continuing with their child's vaccine, albeit
they may still be skeptical about immunizations. Parental consent to continue with their
child's immunization may also be obtained; however, they may become subject to
conflicting sources of information from anti-immunization proponents. However, this
does not necessarily imply that parents have the knowledge and habits to provide
informed consent before deciding to vaccinate their children. Previous studies
discovered a statistically significant relationship between -children's vaccination
coverage and parental awareness and practice. This link indicated that there is a
favorable relationship between these parameters. As a result, any improvement in
parental understanding and actions will increase the coverage of -children's

immunizations (Al-lela et al. 2014).
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3. METHODOLOGY

3.1. Design of the study

Descriptive cross-sectional study.

3.2. Time of study

The data collection was carried out during the three months commencing on January 1,

2022, and concluding on May 1, 2022.

3.3. Administrative arrangements

Before collecting the data, some administrative and official permissions were obtained

to conduct the study.

1. The ethics committee approved the protocol for the study, the department of Institute
of Health Sciences Department of Community Health Nursing \ Cankiri University \

Turkey, and the Iraq Ethics Committee also approved it (Appendix 2, Appendix 3).

2. The approval of the Training and Human Development Department in the Diwaniyah

Health directorate was obtained to conduct the study.

3. The permission of the Diwaniyah sectors (first and second) was obtained to conduct

the study in their primary health care centers.

3.4. Place of study

The study was carried out at twenty-four primary health care centers in AL-Diwanyah

city/ Iraq.
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AL-Diwanyah city Al-Diwaniyah is one of the cities in southern Iraq in the middle
Euphrates area. It is the administrative, economic and political heart of Al-Diwaniyah

Governorate, where all the administrative and governmental institutions are housed.
In 2020, the city's population estimations were 1291048 inhabitants .

The health care system contains two sectors with 24 primary health care centers in

ALDiwanyabh city.

Table 3.1 Multistage sampling from primary health sectors in AL-Diwanyah City.

Primary Health sectors No. of all center N0, T %
centers
First 12 12 100%
Second 12 12 100 %
Total 24 24 100 %

3.5. The Sample of the study

A non-probability sample "suitable" was selected from (390) mothers inside the
vaccination unit at (24) primary healthcare centers in Al- Diwaniyah city in Iraq spread

throughout (2) primary healthcare sectors, given in table 3.2.
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Table 3.2 The PHCCs has taken randomly from AL-Diwanyah city, and the number of

participants
The primary health Name of primary health care NO. of visitors N?..of
care sector centers participant

The First Al-Saneia 912 25
The Second Al-Saneia 758 20
The First Al Shafieia 772 21
The Second Al Shaafieia 567 15
Al-Jamia 613 16

First sector of Al- Al-Taliah 638 17

Diwaniyah Al-Hakim 418 11
Algazaer 608 16
Al-Urouba 411 11
Alforat 643 17
Algadidah 759 20
Al-Taqiya 503 14
Al-Sadiq 513 14
Al-Dagara 1107 30
Al-Nahda 648 17
First Al-Sader 579 16
The second Al-Sader 504 14

Second sector of Al- Third Al-Sader 588 16

Diwaniyah Fourth Al-Sader 517 14
Al-Askan alsinaeiy 714 19
Al-Shahed farhan 470 12
Al-Gamhury 432 12
Al- Zahra 408 11
Al- Askan alqadim 426 12

Total 24 | 14499 390

3.6. The criteria for inclusion

1. Mothers attend the Primary Health Care Center (PHCC) in Al- Diwaniyah for

immunization with their children from January 1 to April 1, 2022.

2. Mothers volunteer, regardless of their age.

3. Mothers with at least one child are eligible for the EPI program.

4. Mothers who attended Diwaniyah city health care centers and volunteered to

participate.
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3.7. The criteria for exclusion

1. Mothers who were asked to participate in the study did not provide their consent to

do so.

2. Caregivers who were not the child's primary caregivers but looked after them.

3.8. The study instrument

The researcher used a questionnaire (Abbas et al. 2018). The consent of the author

Then the questionnaire was presented to Four experts The questionnaire consisted of

four parts as follows:

Part I: Socio-demographic Data

This part consists of two sections. These sections are presented as follows:

Section (A): Mothers’ demographic data:

This section contains information about the mothers' age, level of education (which is
divided into seven categories: read and write, primary, intermediate, secondary,
institute, college, and postgraduate), occupation (which is divided into two types:
employed and unemployed), residency, and the source of information about

immunizations that they received.

Section (B): Childs’ demographic data

This section includes the child's age, immunization status up to a generation, and

reasons for partial immunization.
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Part II: mothers’ Knowledge of Immunization

This part comprises structured items concerning the mothers' knowledge of
immunizations for children. It is consisted of (61) things and composed of thirteen

sections are presented as follows:

Section (1): Knowledge about the concept of immunization. It is measured through 7

items.

Sections (2): Knowledge about the importance of immunization. It is measured through

7 items.

Section (3): Knowledge about vaccine reactions. It is measured through 6 items.

Section (4): Knowledge about routine immunization. It is measured through 5 items.

Section (5): Knowledge about contraindication of vaccination. The items were divided
into two areas. Area 1:- The child can be given the vaccine in the following cases
measured through 8 items. Area 2:- The child cannot be given the vaccines in the

following instances measured through 5 items.

Section (6): Knowledge about BCG vaccine. It is measured through 4 items.

Section (7): Knowledge about the oral polio vaccine. It is measured through 4 items.

Section (8): Knowledge about Hepatitis B vaccine. It is measured through 3 items.

Section (9): Knowledge about (diphtheria, tetanus, and pertussis) vaccine. It is

measured through 2 items.

Section (10): Knowledge about measles. It is measured through 2 items.
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Section (11): Knowledge about measles, mumps, and rubella. It is measured through 2

items.

Section (12): Knowledge about Haemophilus influenza type b vaccine. It is measured

through 2 items.

Section (13): Knowledge about the Rotavirus vaccine. It is measured through 4 items.

Part II1: Mothers’ Attitudes toward Immunization

This section contains structured items about mothers' attitudes on the immunization of
children. It is made up of (22) different things and is divided into three divisions, which

are as follows:

Section (1): Attitudes about the importance of vaccination. It is measured through (9)

items.

Section (2): Attitudes about routine immunization. It is measured through (6) items.

Section (3): Attitudes about immunization side effects. It is measured through (7) items.

Part III1: Mothers’ Practices toward Immunization

This section contains structured items about moms' vaccine practices for their children.
It is made up of (19) different things and is divided into four sections, which are as

follows:

Section (1): Practices about routine immunization measured through (8) items.

Section (2): Practices about BCG scare. It is measured through (2) items.
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Section (3): Practices on monitoring the side effects of immunization. It is measured

through (5) items.

Section (4): Practices about care for immunization side effects. It is measured through

(4) items.

3.9. Validity of the questionnaire

It was determined that the study tool (the questionnaire) was legitimate by consulting
with a group of specialists. Twelve experts from various disciplines were asked to
examine and assess a draft of the questionnaire to ensure that its substance, clarity,
applicability, and efficiency were appropriate for achieving the goals of the current
study(Appendix 4). While the vast majority felt that the questionnaire was
straightforward and sufficient in its content, they suggested minor adjustments to a few

sections. Therefore, all expert views have been considered for review and modification.

3.10. The pilot study

Pilot research is conducted before data collection to determine the study instrument's
reliability. It was done in Al-Diwaniyah city training primary health care center from
12th to 14th December 2021, on a pilot sample that consisted of 39 mothers who were

excluded from an original example of the study.

The study tries to accomplish the following objectives:

The study attempts to achieve the following goals:

A. Examine the validity and reliability of the study instrument to decide.

B. Estimating the time required for each interview between the researcher and the target

sample.
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C. Determining the obstacles that the study may face throughout the study period.

D. Knowing how smooth the contents of the study tool are and their suitability for the

target sample and adequacy.

The result of the pilot study:

A.The questionnaire's features are apparent, simple to comprehend, and ideal for
assessing mothers' knowledge, attitudes, and actions about the national vaccination

program.

B. Some minor changes were made to a few items in the questionnaire.

C.The average time necessary for each interview was roughly (15-20) minutes per

mother.

D. The validity and reliability of the research instrument have been verified.

3.11. Reliability of the study instrument

The information was acquired from (39) moms who participated in the study to
determine the reliability of the questionnaire. In addition, Cronbach's alpha correlation
coefficient was used to assess the reliability of the study instrument's internal
consistency dependability. To calculate the reliability estimate, all (39) data points were

input into SPSS version 20.
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Table 3.3 Reliability coefficients of the study instrument.

Questionnaires Items Cronbach's Alpha
Knowledge 61 958

Attitudes 22 .864

Practices 19 .780

According to the table above, the questionnaire has a high Cronbach's Alpha value and a
high acceptability level of reliability. The computed findings show that the created
questionnaire is valid for examining the phenomena in the same population at any point

in the future (Polit et al., 2013).

3.12. Method of data collection

Face-to-face interviews were used to obtain the information for this study, and the
results were positive. Interviews were performed with women who attended primary
healthcare centers in Al-Diwaniyah City between February 1, 2022, and April 1, 2022.
They completed a questionnaire after authorization was obtained from the primary
healthcare sector. The moms consented to participate in the interview; most mothers
went to the primary health care facility in the morning to get their children checked. The
researcher provided this information while he was in the immunization unit. The
average time necessary for each mother respondent has taken around 15-20 minutes for

the whole questionnaire.

3.13. The data analysis methods

Version 2 Oof the Statistical Package for the Social Sciences (SPSS) application
statistical analysis system is used to analyze the data collected for this research. It was
conducted using the statistical data analysis methodologies as an additional measure of

analysis and evaluation of the study's findings.
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3.14. Methods of statistic

In order to analyze the data that was gathered for the study, the Statistical Package for

the Social Sciences, version 20, and Microsoft Excel (2010) were utilized.

3.14.1. Descriptive approach

A. Statistical tables "Frequencies and percent" which are:

¥ = Frequency 100
= Sample Size *

B. Mean of scores "M.s.."

The average score can be calculated by using the following:
_ xri=1FixSi

MS=2— """ %100
Yri= 1Fi

C. The test of standard deviation "S.d.."

Standard deviation = ZX-Xy

n- 1

D. It uses a correlational coefficient "Cronbach alpha" used in estimating the internal
consistency of the study tool, which can be calculated by using the following:

o= K ll_ i=10ii |

"K is the items number questions."

"0j; is the investigate covariance between the items"

"i and j. Note the oj; is the variance not the standard deviation of item I"
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3.14.2. Inferential approach

1. t-test

<> Independent t-test

To assess the significant difference between overall and demographic characteristics.
2. One Way ANOVA

Analysis of variance (ANOVA) to determine whether or not the means are equal

(trying to see whether or not the parameters of the means are coincidental).

SDU’FCE of Sum of square d.f Mean square F
variance
Between (TxPIP  (ZxP) o MSS
G dfs= K-1I
FOups SSE=Y m - = Y
Within .SSF[’:Z fZ‘CPJTiJi' fZ.‘CRJ‘j df vk Saw
Croups N o DFv | MsB
SST=¥ (¥xPI) (YxP)F MSW
Total _ dfi=N-I
N

Shortcuts for measuring importance compared to the level are used as follows:

(1) NS: Nonsignificant when probability > 0.05.
(2) S: Significantly when the probability is less than 0.05.
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4. RESULTS OF THE STUDY

This chapter introduces research results in tables, which correspond to the study's

objectives:

Table 4.1 Descriptive statistic of socio-demographic characteristic of the study sample.

Demographic Data
Age

level education

Occupation

Residence

Source of information about
immunization

child's age

Immunization status

Reasons for partial
immunization

Groups Freq. Y%
less than 20 66 16.9
20 to 25 128 32.8
Equal or more than 26 196 50.3
Total 390 100.0
Read and write 49 12.6
Primary 129 33.0
Intermediate 42 10.8
Secondary 39 10.0
Institute 40 10.3
College 77 19.7
Postgraduate 14 3.6
Total 390 100.0
Employed 138 354
Unemployed 252 64.6
Total 390 100.0
Urban 242 62.1
Rural 148 37.9
Total 390 100.0
TV 47 12.1
Social media 68 17.4
Health institutions 217 55.6
Parents, relatives, and Friends 58 14.9
Total 390 100.0
Newborn 58 14.9
Infancy 210 53.8
Toddler 70 17.9
Preschool 52 13.3
Total 390 100.0
Complete immunization 152 39.0
Partial immunization 238 61.0
Total 390 100.0
Distance from PHC center 9 2.3
Unavailability of vaccine 28 7.2
Fear of side effects 18 4.6
Lack of information 22 5.6
Forget to go for a repeated dose 6 1.5
Mother was sick 33 8.5
Child was sick 79 20.3
Dissatisfaction with the vaccine 10 2.6
Others 33 8.5
Total 238 61.0
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This table shows sociodemographic information on mothers in frequencies and
percentages. In this research of 390 mothers, 50.3% were over 26 years old. Educated
mothers at the primary level constitute (33.0 percent). According to the survey, most
mothers were unemployed. Urban dwellings make up more than half compared to rural
dwellings (62.1%). Most of the research sample (55.6%) obtained vaccination
information from health facilities. As for the child's age, more than half of the sample
was in Infancy (53.8%). (61%) of the children were partially vaccinated, and the reason

for this was that the child was sick, constituting 20.3% of the study's total sample.

Equal or more than 26 20to 25 less than 20

age

Figure 4.1 Distribution of study sample by their age.
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Figure 4.2 Distribution of study sample by their level of education.
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Figure 4.3 Distribution of study sample by their immunization status.
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Table 4.2 Mother's knowledge responses regarding the immunization of children

do not know

390

100.0

N do not know
Immunization is the process of -
stimulating the immune system Uncertain 32 8.2
& the ummune sy Know 106 272 | 1.63 | 884
to produce antibodies against Total
diseases ota 390 100.0
don't know 262 67.2
Vaccines are recommended for Uncertain 38 9.7 156 343
children of <6 years. Know 90 23.1 ) ’
Total 390 100.0
If you forget to give your kid one | do not know 274 70.3
or more of their vaccinations, Uncertain 28 7.2
you should get them when you Know 88 22.6 1.52 | .838
take them for their next Total
appointment. - -0
If the kid experiences a severe do not know 254 65.1
adverse response after receiving | Uncertain 35 9.0
a previous dosage of the vaccine, | Know 101 259 1.61 871
the child may be exempt from Total
further vaccinations. 390 100.0
. . do not know 247 63.3
Combination vaccinations are Uncertain 33 97
often utilized to boost the overall : 1.64 .879
efficacy of the vaccine Knoy 105 26.9
y ' Total 390 100.0
no substantial link between gt kpow 22 726
. Uncertain 33 8.5
vaccination and delayed growth 1.46 794
and development Know 74 18.9
pment. Total 390 100.0
do not know 278 71.3
. Uncertain 23 5.9
51c.kness does not.prevent the . Know 29 78 1.52 841
child from tolerating the vaccine Total

Protect the child from infectious | Uncertain 7 1.8 1.65 930

disease Know 124 31.8 ’ ’
Total 390 100.0
don't know 272 69.7

. . Uncertain 12 3.1

Maintain child health Know 106 ) 1.57 .889
Total 390 100.0

Reduce child mortality and dont knf)w 237 60.8

disability Uncertain 39 10 168 | 896
Know 114 29.2
Total 390 100.0
don't know 253 64.9

Protect children from disease Uncertain 35 9.0 161 373

complication Know 102 26.1 ' '
Total 390 100.0
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Table 4.2 (Continue): Mother's knowledge responses regarding the immunization of children

12 Children are protected from the do not know 262 67.2
illnesses they are vaccinated Uncertain 21 54 1.60 289
against during their first year. Know 107 27.4 ' '
Total 390 100.0
13 don't know 265 67.9
Prevention of life-threatening Uncertain 14 3.6 161 900
diseases Know 111 28.5 ' ’
Total 390 100.0
14 do not know 272 69.7
Immunization protects the child's Uncertain 21 >4
. Know 97 24.9 1.55 .864
life up to ten years old Total
390 100.0
Knowledge about vaccines reactions
15 | minor reactions Usually occur do not know 260 66.7
within a few hours of giving the | Uncertain 24 6.2 161 386
vaccine Know 106 27.1 ' '
Total 390 100.0
16 do not know 247 63.3
Minor reactions do not pose a Uncertain 20 5.2 1.68 922
threat to a child's life Know 123 31.5 ' '
Total 390 100.0
17 do not know 258 66.1
Pain, swelling, or redness at the Uncertain 7 1.8
injection site are some mild local | Know 125 32.1 1.66 932
responses. Total 390 100.0
18 General side effects of vaccines do not know 253 64.9
include fever, malaise, and loss Uncertain 22 5.6
of appetite) Know 115 29.5 1.65 906
Total 390 100.0
19 do not know 252 64.6
Severe reactions Usually do not | Uncertain 20 5.1 1.66 913
result in long-term problems Know 118 30.3 ’ '
Total 390 100.0
20 Severe reactions include seizures | do not know 244 62,6
and allergies caused by the Uncertain 18 4.6 170 931
body's response to a particular Know 128 32.8 ’ ’
ingredient in a vaccine. Total 390 100.0
Knowledge about routine immunization
21 do not know 197 50.5
Uncertain
The infant should start a ” 203
vaccination program
after birth Know 4 oo | 179 | 868
Total 390 100.0
22 don't know 3 0.8
Vaccination given for free by Uncertain 2 0.5 598 189
government Know 385 98.7 ' ’
Total 390 100.0
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Table 4.2 (Continue): Mother's knowledge responses regarding the immunization of children

In order to build up the children's | do not know 205 52.6
immunity, many doses of the Uncertain 95 24.4 171 819
vaccine were administered at Know 90 23.0 ' )
regular intervals. Total 390 100.0
Giving more than one vaccine at | do not know 222 56.9
the same time increases the Uncertain 86 22.1 164 308
child's immunity and does not Know 82 21.0 ' '
affect it negatively Total 390 100.0
Nati L . don't know 209 53.6

ational vaccination campaigns =y~ 90 236
are not a substitute for routine 1.69 | .819
vaccinations at health centers Know 89 228

Total 390 100.0

do not know 216 55.4
Malnutrition Uncertain 62 15.9
Know 112 28.7 1.73 .879
Total 390 100.0
don't know 242 62.0
. Uncertain 56 14.4
Diarrhea Know %) 36 1.62 .843
Total 390 100.0
don't know 234 60.0
Uncertain 81 20.8
Seasonal flu Know 75 192 1.59 792
Total 390 100.0
don't know 252 64.6
.. Uncertain 52 13.3
Vomiting Know 36 71 1.57 .829
Total 390 100.0
don't know 246 63.1
Uncertain 52 13.3
Allergy Know ) 236 1.61 .844
Total 390 100.0
don't know 220 56.4
Uncertain 72 18.5
Common cold Know 98 251 | 169 | 848
Total 390 100.0
do not know 239 61.3
Uncertain 56 14.4
Otitis media Know 95 244 1.63 | .850
Total
390 100.0
don't know 240 61.5
. Uncertain 62 15.9
Jaundice Know 38 76 1.61 831
Total 390 100.0
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Table 4.2 (Continue): Mother's knowledge responses regarding the immunization of children

do not know 252 64.6
. . Uncertain 47 12.1
Immunological disease Know o1 233 1.59 .843
Total 390 100.0
do not know 157 40.3
Previous severe allergic reaction | Uncertain 73 18.7 )1 903
after immunization Know 160 41.0 ’ '
Total 390 100.0
don't know 246 63.1
. Uncertain 54 13.8
HIV Infection Know 90 31 1.60 .839
Total 390 100.0
Neurological disorders don't know 275 70.5
Uncertain 35 9.0
Know 80 20.5 1.50 814
Total 390 100.0
do not know 220 56.4
Severe fever Uncertain 51 13.1
Know 119 30.5 1.74 .897
Total 390 100.0
do not know 232 59.5
Prevent tuberculosis Unaigsh ad LY
Know 115 29.5 170 895
Total 390 100.0
do not know 202 51.8
. . Uncertain 51 13.1
It is given to newborns during
the first week of their life. Know 137 BL_ | s
Total 390 1000 |
do not know 155 39.7
Uncertain 56 14.4
After a week or several weeks, a Know 179 459
scar will develop at the place Total 26
where the BCG vaccine was 925
injected. 390 100.0 '
The BCG vaccine is not given to | do not know 231 59.2
thechild after the completion of | Uncertain 34 8.7 173 917
the first year of life, even if a Know 125 32.1 ’ ’
previous dose is not taken Total 390 100.0
do not know 142 36.4
Is the vaccine that prevents Uncertain 38 9.7
. . 2.17
poliomyelitis Know 210 53.8 935
Total 390 100
In the first week of life, a zero do not k-now 237 608
dose of the polio vaccination is Uncertain 35 8.9 1.58 .844
given Know 118 30.3
Total 390 100

Table 4.2 (Continue): Mother's knowledge responses regarding the immunization of children
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Table 4.2 (Continue): Mother's knowledge responses regarding the immunization of children

don't know 255 65.4
Do not breastfeed Uncertain 14 113
the baby  (20-30 1.69 905
minutes) after the oral vaccine Know 91 23.3
Total 390 100
. . do not know 259 66.4
The vaccination regimen calls Uncertain 49 126
for six doses of OPV for a 6- 1.55 .819
year-old. Know 82 21.0
Total 390 100
don't know 102 26.2
A vaccine can prevent hepatitis Uncertain 48 12.3
B Know 240 61.5 2.35 .868
Total 390 100
The first dose of hepatitis B is %O not kpow 253 64.9
given within )24 hours( of the neertain 43 11 159 | 852
child's age Know 94 24.1
Total 390 100
Six doses of Hepatitis B Vaccine dBIt kpow 273 705
are required before six years of Phoertain, al 11.3 1.48 784
age Know 71 18.2
Total 390 100
do not know 135 34.6
It is a vaccine that prevents Uncertain 52 13.3
diphtheria, tetanus, pertussis Know 203 52.1 2.17 916
Total 390 100
The DTP vaccination is do not know 227 58.2
administered at 2, 4, 6, and 18 Uncertain 47 12.1
months of age, as well as Know 116 29.7 1.72 .895
between the ages of 4 and 6 Total
years 390 100
do not know 131 33.6
It is a vaccine that prevents Uncertain 40 10.2
Know 219 56.2 2.23 921
measles Total
ot 390 100
The age at which the measles %O not k.now 225 276
vaccination is administered is neertain 24 6.2 1.78 .946
nine months Know 141 36.2
Total 390 100
do not know 144 36.9
It is a vaccine that prevents Uncertain 54 13.9 212 991
measles, mumps, rubella Know 192 49.2 ' '
Total 390 100
do not know 233 59.7
MMR is given at the age of 15 Uncertain 33 8.5 172 916
months and 4— 6 years Know 124 31.8 ' '
Total 390 100
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Table 4.2 (Continue): Mother's knowledge responses regarding the immunization of children

Knowledge about Haemophilus influenza type b vaccine
56 do not know 257 65.9
The Hib vaccine can prevent Uncertain 28 7.2 161 382
meningitis and pneumonia Know 105 26.9 ' '
Total 390 100
> Four doses of the Hib vaccine do not kpow 277 710
are required for children under Uncertain 25 6.4 1.52 | .838
six years Know 88 22.6
Total 390 100
Knowledge about the Rotavirus vaccine
58 do not know 295 75.6
Rotavirus vaccine is available to | Uncertain 32 8.2 141 759
prevent diarrhea Know 63 16.2 ' '
Total 390 100
> Three doses of the Rotavirus do not k.now 318 81.5
vaccine are required before six Uncertain 18 — 1.32 705
yearRlace Know 54 13.8
Total 390 100
60 | The rotavirus virus is not given | do not know 316 81.0
to the child if he is over three Uncertain 24 6.2 132 689
months old and vaccination has Know 50 12.8 ' '
not been initiated Total 390 100
61 | The rotavirus vaccine is not do not know 274 70.3
given to the child after the age of | Uncertain 53 13.6 1 45 756
eight months, even if he does not | Know 63 16.1 ' ’
complete the prescribed dose Total 390

N (390), cut-off point (0.66), do not know (mean of score 1-1.66), Uncertain (mean of scores (1.67-2.33)

and Know (mean of score 2.34-3).

Findings assessed research sample answers on child vaccinations; The bulk of

questionnaire items (60.6%) did not know, while 36.4% knew and 3% were uncertain.

Table 4.3 Mother's knowledge responses regarding the overall immunization of
children.

do not know

Uncertain
Know
Total

N (390 ), cut-off point (0.66), do not know (mean of score 1-1.66), Uncertain (mean of scores (1.67-2.33), and Know

Overall mothers assessment

(mean of score 2.34-3).
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Findings illustrated that the (58.7%) of moms said they did not know, (25.1% ) said
they did, and (16.2% ) were unsure.

Know Uncertain don’t know

Overall mothers assessment

Figure 4.4 Distribution of study sample by their overall assessment regarding
immunization of children.

Table 4.4 Mother's attitude to the immunization of children.

Agree 257 65.9
I think vaccines for child Uncertain 2 0.5 2.32 944,
immunization are safe Disagree 131 33.6
Total 390 100.0
I think the benefits of Agree 272 69.7
. . Uncertain 2 0.5
vaccinations exceed their - 2.40 914
harm Disagree 116 29.7
Total 390 100.0
I have a preference for Agree - 299 76.7
. Lo . Uncertain 7 1.8
immunization because it - . 824
maintains a child's health Disagree 84 2L.5 233
Total 390 100.0
Agree 302 774
They were the best for Uncertain 6 1.5
each child Disagree 82 21.0 2.56 . 817
Total 390 100.0
I prefer i yati Agree 254 65.1
L prefer immunization | Goorain |75 | 200
communit Disagree 58 14.9 2.50 . 740
Y Total 390 100.0
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Table 4.4 (Continue): Mother's attitude to the immunization of children.

. . Agree 291 74.6
I prefer immunization -
because it reduces the Upcertaln 32 8.5
mortality rate Disagree 66 16.9 2.57 . 764
Total 390 100.0
I prefer immunization Agree 297 76.2
because it effective in the | Uncertain 11 2.8 )55 318
prevention of infectious Disagree 82 21.0 ’ '
diseases Total 390 100.0
I think the tetanus vaccine Agree - 137 35.1
is not essential for infant Upcertam 2 0.5 2.29 . 954
and mother health Disagree 1 644
Total 390 100.0
I think vaccination is Agree - LS A
more important for boys Upcertam D P 2.39 .919
than girls Disagree 272 69.7
Total 390 100.0
I prefer vaccination must | Agree 330 84.6
give according to the Uncertain 3 0.8
schedule Disagree 57 14.6 2.70 709
Total 390 100.0
A child who has been Agree 311 79.7
treated or is under Uncertain 1 0.3
treatment by a traditional | Disagree 78 20.0 2.59 . 801
healer should still receive | Total
immunization 390 100.0
It is best to be aware of Agree 306 78.5
the vaccine by health care | Uncertain 3 0.8 257 313
workers before the child Disagree 81 20.8 ’ ’
receives it Total 390 100.0
Agree 123 31.6
I will not take my child Uncertain 2 0.5
for immunization because | Disagree 265 67.9 2.36 . 929
he was not sick Total 390 100.0
Agree 112 28.7
I need the permission of Uncertain 2 0.5
my husband to take my Disagree 276 70.8 242 .905
child for immunization Total 390 100.0
Better go to my work is IAJgree - 110 282
. ncertain 3 0.8
more important to me than Disagree 277 710 242 .949
taking a child to a health : ’
facility for immunization Total 390 100.0
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Table 4.4 (Continue): Mother's attitude to the immunization of children.

I think vaccination is not

Agree

Total

Agree

390

100.0

harmful Uncertain 1 0.3
Disagree 41 10.5 2.78 615
Total 390 100.0
I suppose that the vaccine | Agree 331 84.8
gives immunity to Uncertain 3 0.8 270 704
children against infectious | Disagree 56 14.4 ’ ’
diseases Total 390 100.0
I think the child does not 3§£Zitain 337 708 '57
get infected after the - - 2.57 812
e Disagree 81 20.8
vaccination

against him

.. . il Uncertain 6 1.5
I predict immunization Di 738 610
has serious side effects Tlizlgree - 2.23 965
© 390 100.0
I guess the side effects Agree 143 36.7
cause death Uncertain 6 1.5
Disagree 241 61.8 2.25 .834
Total 390 100.0
Agree 148 37.9
. . Uncertain 5 1.3
I think the vaccine makes =0 0 0 237 608 222 |.98
children with the disease Total
ot 390 100.0
I think that after Agree 154 39.5
immunization, the child Uncertain 9 2.3
will get the disease that Disagree 227 58.2 2.18 971
has been vaccinated Total 390 100.0

(mean of score 2.34-3).

The results showed the following, 68% of the respondents agreed with the answers,

while 32% disagreed with the answers.
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Table 4.5 Mother's attitude to the overall immunization of children.

Disagree 2 0.5

Overall mothers attitude Uncertain 170 436 24645 | 41271
Agree 218 55.9
Total 390 100.0

N (390 ), cut-off point (0.66), Disagree (mean of score 1-1.66), Uncertain (mean of scores (1.67-2.33), and Agree

(mean of score 2.34-3.

Findings illustrated that (55.9%) of moms agreed with replies, (43.6%) were unsure,
and (0.5%) disagreed.

0
| Disagree

Agree Uncertain

Overall mothers attitude

Figure 4.5 Distribution of study sample by their overall attitude regarding
immunization of children.

60



Table 4.6 Mother's practices toward the immunization of children.

Items Rating Frequency | Percent | Mean | SD.
Practices about routine immunization
) Never 256 65.6
1 Ikno.w When is the next Sometime 24 113
vaccination date Al 90 31 1.57 841
for the child ways '
Total 390 100.0
Never 222 56.9
2 I keep the vaccination Sometime >2 134 b
ooy Always 116 20.7 892
ocument Towl
ota 390 100.0
o ) Never 262 67.2
5Lyt Fooneie |35 |
vaccine within 24 hours Always 103 26.4 1.59 878
after birth Total 390 100.0
Never 270 69.2
4 I recommend others to Sometime 34 8.7
vaccinate their Always 86 22.1 1.53 | .832
children
Total 390 100.0
Never 277 71.1
5 1 aslf the healthcare Sometime ) 133
provider about each Al ol 56 1.45 749
vaccine the child receives ways - ’
Total 390 100.0
. ) Never 269 69
6 icring acconding to e |_Someme 32 32 41
e ¢ £ Always 89 22.8 154 | -
vaccination schedule
Total 390 100.0
Never 251 64.4
7 I have finished Sometime 58 14.9
immunization for my child Always 31 20.8 1.56 814
according to the S
s Total 390 100.0
Never 238 61.1
8 I adhere tetanus toxoid Sometime 66 16.9
vaccination taken during Always 86 22.0 1.61 | .825
regnanc
preg y Total 390 100.0
Practices about BCG scare
Never 259 66.4
9 The BCG  vaccine | Sometime 49 12.6 Lss | s19
left arm Always 82 21.0 ' '
Total 390 100.0
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Table 4.6 (Continue): Mother's practices toward the immunization of children.

Scarring does not appear at | Never 250 64.1
10 the injection site 90 days Sometime 44 11.3
%‘ft}el:: giving the vaccine. Always 96 24.6 161 856
Total
the best decision is o 390 100.0
repetition
Practices about monitoring the side effects of immunization
Never 207 53.1
11 , Sometime 39 10.0
High temperature Always a4 36.0 1.84 936
Total 390 100.0
Never 257 65.9
12 Sometime 39 10.0
Rash Always o 41 1.58 .853
Total 390 100.0
Never 246 63.1
13 , Sometime 55 14.1
Rc?dnf?ss at the site of Always 20 8 1.60 836
1njection 1
Tota 390 100.0
Never 243 62.3
14 Sometime 45 11.5
11 he site of
j-lling aggute o Always 102 262 | 1.64 | .869
Injection
& 390 100.0
Never 229 58.7
15 Someti 46 11.8
Pain at the site of injection A?$§ylsme 15 205 1.71 .894
Total 390 100.0
Practices about care for immunization side effects
c It health Never 290 74.4
16 onsult health care Someti 35 0
provider when side ometine 2. 142 | 761
. Always 65 16.7
effects arise
Total 390 100.0
G he child . Never 281 72.1
17 ave the child an anti- S G 43 11.0
inflammatory ometine - 145 | .766
. Always 66 16.9
when he feels pain
Total 390 100.0
) ) ) Never 159 40.8
18 Gave anti-pyretic for high Sometime 79 203
temperature : 1.98 | .894
. Always 152 39.0
on the day of vaccination
Total 390 100.0
U | . Never 206 52.8
19 se cool compresses for Sometime o7 172
lling at th . 1.77 .882
sweling at te Always 117 30.0 88
1njection site
Total 390 100.0

N (390 ), cut-off point (0.66), Never (mean of score 1-1.66), Sometimes (mean of scores (1.67-2.33), and Always

(mean of score 2.34-3).
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Findings demonstrated evaluation of the study sample responses regarding practices
about immunization of children; The results indicate that majority (73 % ) of

questionnaire items Never did practices, while (27%) was Sometimes applied practices.

Table 4.7 Mother's practices to the overall immunization of children.

SD.
Items Rating l;requenc Percent | Mean
Never 241 61.8 1.61 .660
. Sometime 71 18.2
Overall mothers Practices Always e 200
Total 390 100.0

N (390 ), cut-off point (0.66), Never (mean of score 1-1.66), Sometimes (mean of scores (1.67-2.33), and Always

(mean of score 2.34-3).

Findings illustrated that (61.8%) of mothers expressed never applied practices toward
immunization of children, and (20%) of them Always do the practices while (18.2%) of

mothers Sometime used that.

| Always Sometime Never

| Overall mothers Practices |

Figure 4.6 Distribution of study sample by their overall practices regarding
immunization of children.
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Table 4.8 Mean differences (ANOVA) between overall mother's knowledge about
immunization of children and their demographic characteristics.

Sum of Mean
Squares df Square F Sig.

Age Between 75.813 | 100 758 1.534 .003

Groups

Within Groups 142.854 | 289 494 S

Total 218.667 | 389
level education Between 1324564 | 100 | 13.246 | 52.381 .000

Groups

Within Groups 73.080 | 289 253 S

Total 1397.644 | 389
Source of information Between 63.041 | 100 .630 816 .883
about immunization Groups

Within Groups 223.225 | 289 772 NS

Total 286.267 | 389
child's age Between 77.340 | 100 173 .997 496

Groups NS

Within Groups 224.157 | 289 776 NS

Total 301.497 | 389
Immunization status up-to- | Between 103.550 | 100 1.035 1 17.274 .000
age Groups S

Within Groups 17.325 | 289 .060

Total 120.874 | 389
Reasons for partial Between 3209.786 | 100 | 32.098 7.930 .000
immunization Groups

Within Groups 1169.714 | 289 4.047 S

Total 4379.500 | 389

The findings showed significant variations in mothers' knowledge about their children's
immunization concerning age, degree of education, immunization status up to age, and
reasons for partial immunization (p > 0.05). Furthermore, there were no significant
variations in the Mother's knowledge of the vaccination of children with the source of

information regarding vaccination and the child's age.
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Table 4.9 Mean differences (t-test) between the overall mother's knowledge about
immunization of children and their occupation status.

Overall Employed 138 2.1981 59339 | 13.255 388 .000

assessment

Unemployed 252 1.4528 49355 S

(n) number, (SD.) stander deviation,(Ns): Non-significant (S): significant, (T value): independent t-test, (df): degree

of freedom .

The findings showed the statistical significance, at a p-value of 0.05 or below, between
mothers' employment position and their overall rating of mothers' knowledge regarding

the vaccination of children.

Table 4.10 Mean differences (t-test) between the overall mother's knowledge about
immunization of children assessment and their Residence.

Overall Urban 242 2.0387 58580 | 16486 | 388 000
assessment "o 148 1.1955 27342 S

(n) number, (SD.) stander deviation,(Ns): Non-significant, (S): significant, (T value): independent t-test, (df): degree

of freedom.
This table demonstrates a statistically significant correlation, with a p-value of 0.05 or

less, between the mothers' location of residence and the overall assessment of their

knowledge regarding their children's vaccinations.
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Table 4.11 Mean differences (ANOVA) between overall mother's attitude toward
immunization of children and their demographic characteristics.

Mean
Sum of Squares df Square F Sig.
Age Between Groups 173.554 30 5.785 | 46.037 .000
Within Groups 45.113 | 359 126 S
Total 218.667 | 389
level education Between Groups 350.334 30| 11.678 | 4.003 .000
Within Groups 1047.310 | 359 2917 S
Total 1397.644 | 389
Source of information | Between Groups 23.369 30 779 1 1.064
EOOHE RO | G roups 262898 | 359 | 732 70
Total 286.267 | 389 NS
child's age Between Groups 40.991 30 1.366 | 1.883 .004
Within Groups 260506 | 39| 726 S
Total 301.497 | 389
Immunization status Between Groups 26.844 30 .895 ] 3.416 .000
TP Within Groups 94.031 | 359 262 S
Total 120.874 | 389
Reasons for partial Between Groups 745.834 30| 24.861 | 2.456 .000
I o Within Groups 3633.666 | 359 | 10.122 S
Total 4379.500 | 389

The findings showed significant variations in mothers' attitudes about their children's
immunization to age, degree of education, child's age, immunization status up-to-age,
and reasons for partial immunization (p > 0.05). No significant differences were found
in mothers' attitudes about the vaccination of their children about the source of

information about vaccination.
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Table 4.12 Mean differences (t-test) between the overall mother's attitude toward
immunization of children and their occupation status.

SD.
Occupation N Mean Deviation t df Sig.
Overall attitude | Employed 138 2.4891 42223 874 388 .383
Unemployed 252 2.4509 40761 NS

(n) number, (SD.) stander deviation,(Ns): Non-significant, (S): significant, (T value): independent t-test, (df): degree

of freedom.

This table shows that there is no statistical significance between mothers' occupational
status and their overall attitude of mothers toward the immunization of children at a p-

value equal to or less than 0.05.

Table 4.13 Mean differences (t-test) between the overall mother's attitude toward
immunization of children and their Residence.

SD.
Residence N Mean Deviation |t df Sig.
Overall attitude | Urban | 242 2.4851 41481 1.257 388 | .209
Rural | 148 24311 40846 NS

(n) number, (SD.) stander deviation,(Ns): Non-significant, (S): significant, (T value): independent t-test, (df): degree

of freedom.
This table shows that there is no statistical significance between mothers' occupational

status and their overall attitude of mothers toward the immunization of children at a p-

value equal to or less than 0.05.
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Table 4.14 Mean differences (ANOVA) between overall mothers' practices evaluation
regarding immunization of children and their demographic characteristics.

Sum of Mean
Squares df Square F Sig.
Age Between Groups 44.853 37 1.212 2.455 .000
Within Groups 173.814 | 352 494 >
Total 218.667 | 389
level education Between Groups 1270.605 37 343411 95.152 .000
Within Groups 127.038 | 352 361 S
Total 1397.644 | 389
Source of information Between Groups 33.968 37 918 1.281 133
R e Within Groups 252299 | 352 717 NS
Total 286.267 | 389
child's age Between Groups 46.164 37 1.248 1.720 .007
Within Groups 255.334 | 352 725 S
Total 301.497 | 389
Immunization status up- Between Groups 90.385 37 2443 1 28.202 .000
to-age Within Groups 30.490 | 352 087 S
Total 120.874 | 389
Reasons for partial Between Groups 2676.958 37 72350 | 14.958 .000
T el Within Groups 1702.542 | 352 4.837 S
Total 4379.500 | 389

The findings showed significant differences in Mother's practices toward immunization
of children about age, child's age, level of education, Immunization status up-to-age,
and Reasons for partial immunization (p > 0.05). There were no significant variations in
mothers' habits towards vaccinating their children about the source of information about

vaccination
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Table 4.15 Mean differences (t-test) between the overall mother's practices evaluation
regarding immunization of children and their occupation status.

Std.
Deviati
Occupation N Mean on t df Sig.
Overall evaluation | Employed 138 2.0667 .64299 | 11.513 | 388 | .000
Unemployed | 252 1.3707 52737 B

(n) number, (SD.) stander deviation,(Ns): Non-significant, (S): significant, (T value): independent t-test, (df): degree

of freedom.

This table shows statistical significance between mothers' Occupation status and the
general practices of mothers toward immunization of children at a p-value equal to or

less than 0.05.

Table 4.16 Mean differences (t-test) between the overall mother's practices evaluation
regarding immunization of children and their residence.

Std.
Residence N Mean Deviation | t df Sig.
Overall evaluation Urban 242 1.9354 62497 15.318 | 388 | .000
Rural 148 1.1021 .28443 S

(n) number, (SD.) stander deviation,(Ns): Non-significant, (S): significant, (T value): independent t-test, (DF):

degree of freedom.

This table shows statistical significance between mothers' Residence and the general

practices of mothers toward immunization of children at a p-value equal to or less than

0.05.
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5. DISCUSSION OF THE STUDY RESULTS

5.1. Demographic characteristics of the mothers and children

The current study showed the results of maternal socio-demographic characteristics
information in terms of frequencies and percentages. Among the mothers participating
in this study (390), the age group more significant than or equal to 26 years constituted
more than half of the study sample (50.3%). This study is consistent with a study
conducted by (Al et al., 2020), which showed that the largest age group in his sample
was 25 to 34 years.

In education, the percentage of mothers who graduated from primary school reached
(33.0%). This study agrees with a previous study conducted by (Mahalingam et al.
2014), where the highest percentages in a study regarding education were primary

education level.

Concerning the employment situation, the study's results showed that most mothers are
unemployed and constituting (64.6%), and this study was consistent with a study
conducted by (Kadhim 2015),The results of his sample indicated that mothers are

unemployed.

Mothers' residence was predominant in urban areas and accounted for more than half
compared to rural areas, reflecting (62.1 percent) of the total number of samples. This
study agrees with a previous study conducted by (Arceo et al. 2021), where the results

of a sample of mothers who live in urban areas are precise.

It is also clear from the results that the majority of the study sample (55.6%) were
obtaining information about vaccination from health institutions, and this study agrees
with a previous study conducted by (Almutairi et al. 2021), where the results showed

that the source of most mothers' information about immunization is health institutions.
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Regarding the child's age, the results showed that the infant rate was more than half
(53.8%), and these results are consistent with a previous study conducted by (Abbas et

al. 2018), where the study found that the proportion of infants was more than half.

The study's results showed that in the case of children immunized, (61%) were partially
immunized. This study agrees with a previous study conducted by (Angadi et al. 2013),

which showed that more than half of his sample had partially vaccinated their children.

As for a reason for not vaccinating or partial vaccination, the child was not in good
health. Moreover, it reflects (20.3 percent) of the total number of samples, as this study
agrees with a previous study (Mahmmod et al. 2021),The results of its sample were that
the reason for the absence of immunization or partial immunization is that the child was

not in good health, as constituted more than half.

5.2. Discussion of overall assessment of mothers’ knowledge of immunization

The findings indicated that the mothers' understanding of vaccination was limited since

most of the mothers gave negative responses (58.7 percent ), as shown in Tables (4-3).

These results differ from a study conducted by (Lamiya et al. 2019),Show that more

than half of mothers have good knowledge of immunization.

Also, this result differs from his study (Mahmoud et al. 2021),Show that most mothers
have a good knowledge of immunization and its importance in eliminating diseases and

limiting their spread.

While the results of the current study agree with the survey conducted by (Kadhim
2015), the results showed that most mothers' knowledge of children's vaccination was

weak.

71



Also, this result is consistent with his study (Ramadan et al. 2016), which showed that

most of the studied mothers had a poor cognitive scores.

5.3. Discussion of overall assessment of mothers’ attitudes towards immunization

The results showed that nearly half of the study sample (55.9%) of mothers had good

attitudes toward vaccination, as shown in Tables (4-5).

This outcome is congruent with research (Arceo et al. 2021), that found half of the

moms were pro-vaccination.

Also, This result is consistent with a study conducted by them (Ali et al. 2020), Which

showed that the vast majority of mothers had positive opinions.

Also, This result is consistent with his study (Adedire et al. 2021), which showed that

mothers' attitudes towards vaccination are good.

5.4. Discussion of overall assessment of mothers’ practices towards immunization

The study's results showed that (61.8%) of the mothers participating in the study had

poor practices regarding immunizing their children. As shown in Table (4-7).

This contradicts (Arceo et al. 2021), which showed that most mothers have good

practices toward vaccination.

Moreover, these results differ from the study (Al-Mutairi et al. 2021), that showed the
participation of mothers. There is good practice in the study regarding the vaccination of

children.

While This finding agrees with (Hamid et al. 2012), where half of the mothers had poor

practices towards vaccination.
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This finding is also consistent with a study conducted by (Jessica et al. 2020), which

showed that most of the study sample had poor immunization practices.

5.5. Association between overall mothers’ knowledge and their sociodemographic

characteristics

According to the findings of this study, there were significant disparities in the mother's
awareness of children's vaccination concerning age, educational level, immunization

status up to age, and reasons for incomplete immunization (p > 0.05).

The alternative research hypothesis was accepted. So, education level is a contributory
factor that helps mothers understand the immunization schedule, use health information,

and enable them to express whether they know, are uncertain, or do not know.

These results agree with a study conducted by (Adedir ef al. 2021), which found a link

between education and knowledge.

Also, This finding is similar to the findings of a study done by (Verulava et al. 2019),
which found a connection between mothers' education and vaccination awareness. The

study found that educated mothers were more likely to vaccinate their children entirely.

Contrary to their findings (Arceo et al. 2021), they found no connection between

maternal knowledge and demographic factors.

As for the relationship between knowledge and professional status, Table (4-9) shows.
Hat has a statistically significant relationship between mothers' work and their

awareness regarding child vaccination (p 0.05).

These findings match a (Lamiya et al. 2019), where the results showed that mothers'

occupational status is significantly associated with knowledge related to immunization.

73



Also, this result agrees to some extent with a study conducted by (Singh er al. 2018),

which found a good correlation between vaccination coverage and mother profession.

As for the association between mothers' knowledge and their residence, Table (4-10)
reveals a statistical significance between mothers' houses and their general evaluation of

mothers' knowledge of children's vaccination with a p-value equal to or less than 0.05.

These results (Mahalingam et al. 2014), found a substantial difference between mothers'

vaccination awareness and place of residency.

5.6. Association between overall mothers’ attitudes and their sociodemographic

characteristics

The findings indicated that there were statistically significant differences between the
mothers' attitudes toward immunizing their children and the demographic characteristics
of mothers in terms of age, education degree, child's age, vaccination status up to age,

and reasons for partial immunization (p > 0.05).

These findings are similar to a previous study (Verulava et al. 2019), in which it was
shown that there is a significant association between mother viewpoints and

demographic parameters such as maternal education and child immunization.

Regarding the mother's occupation and trends, This study did not uncover a statistically
significant association between the mother's occupation and her attitudes regarding her

children's immunization.

These results differ from a study conducted by (Ahmed et al. 2013), which showed a
statistically significant relationship between mothers' occupation and their attitudes

towards the vaccination of their children.
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While these results are in agreement with a study conducted by (Al-Mutairi et al. 2021)
which found no statistically significant connection between mothers' vaccination views

and socio-demographic factors.

As for mothers' place of residence and their attitudes, The current study found no
statistically significant association between mothers' opinions and place of residence

about child immunization.

This result differs from a study by (Mahalingam er al. 2014), which showed a

statistically significant relationship between parental attitudes and residency.

These results are consistent with a study by (Arceo et al. 2021), that found no

association between maternal attitudes and maternal demographic factors.

5.7. Association between overall mothers’ practices and their sociodemographic

characteristics

The results showed statistically significant differences in mothers' vaccination practices

based on their age and education level (p. 0.05).

The findings of the current study contrast with those obtained by (Al-Mutairi et al.
2021), who found no statistically significant link between there was a statistically
significant relationship between the habits of the participating mothers regarding

vaccination and the socio-demographic factors (P > 0.05).

Contrary to their findings (Arceo et al. 2021), there was no significant connection

between maternal practices and maternal demographic characteristics.

These findings align with those obtained in research by (Lamiya et al. 2019), which

discovered a substantial correlation between maternal education and vaccination rates.
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Regarding the mother's work and practices, this study found a statistically significant
relationship between the mother's profession and her practices in immunizing her

children.

These findings are consistent with the findings of a study carried out by (Ahmed et al.
2013 ), which demonstrated a relationship that can be considered statistically significant

between the mothers' occupations and how they choose to vaccinate their children.

As for the practices of mothers and their place of residence, An association between
mothers' vaccination habits and their residency location was identified in the current

study, and it was statistically significant.

This finding is in line with the findings of the research (Mahalingam ef al. 2014), that
discovered a statistically significant difference between the maternal practices and the

residency variable.
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6. CONCLUSIONS AND RECOMMENDATIONS

This chapter presents conclusions from the study, discussing the results and their

interpretation. The recommendations are based on the study's conclusion.

6.1. Conclusions

1. Of the 390 mothers who participated in the study, half of the study sample were aged
26 or older.

2. In terms of education, most mothers participating in the study had primary education.

3. According to the current survey, most moms get information about vaccinations from

health workers.

4. More than half of the moms in the research (58.7%) had inadequate vaccination

knowledge.

S. According to the study's findings, there are instances in which the scheduled
appointments for vaccinating children in the city of Diwaniyah are not kept, and the
excuse given is that the kid was not in good health on the scheduled appointment

day.

6. The study discovered a statistically significant association between mothers'
knowledge and behaviors and their career and domicile, but No correlation was

found between moms' opinions and their location or occupation.

7. According to the findings of the study, the majority of the moms who were evaluated

had terrible practices when it came to the immunization of their children.
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8. According to the study's findings, moms' knowledge substantially impacted their

children's vaccination status.

9. According to the study's findings, some mothers believed that mild illnesses such as
vomiting, flu, jaundice, and other symptoms were a contraindication to child

immunization.

6.2. Recommendations

From the present thesis, the following recommendations are put forward;

1. It is feasible to improve mothers' understanding of, attitudes toward, and behavior
toward the national immunization program by adopting a good education program

and health promotion interventions.

2. Inform women of the standard immunization schedule, emphasizing the importance
of vaccination, when it should be administered, any potential side effects or

contraindications, and illnesses that vaccination may prevent.

3. The mother's education level should be considered while establishing an education

program, particularly when the mothers have a low level of education.

4. Partial preschool vaccination in Al-Diwanyah City, Iraq, clearly warrants particular
attention. To increase childhood vaccination and parental motivation, accessibility,

and follow-up, while describing the probable adverse effects and treatment strategies.

5. Increase the number of health care workers trained in vaccination clinics to increase
immunization rates and identify missed opportunities, as evidenced by the fact that

most mothers received information from health care experts.
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6. Increased health education is necessary to combat negative attitudes around

childhood immunization.

7. Some socio-demographic variables, 1 have a significant influence on immunization
status. As a result, efforts should be directed toward improving and educating the

public about vaccines to raise awareness.

8. Immunizations should be made available to every mother and child, and they should

be offered in all primary health care over the whole days of the week.
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APPENDIX 1. Questionnaire

Veri Toplama Formu

Irak'in AL-Diwaniyah sehrinde Annelerin Ulusal Asilama Programna iliskin
Bilgi, Tutum ve Uygulamalarimin Degerlendirilmesi

Sizi Wael Salim Lahmood Al-Naieli ve Dr.ogriyesi Yasar Kemal Yazgan
tarafindan yiiriitiillen “Irak'in AL-Diwaniyah sehrinde Annelerin Ulusal Asilama
Programmna lligkin Bilgi, Tutum ve Uygulamalarinin Degerlendirilmesi” bashkh
aragtirmaya davet edivoruz. Bu aragtirmaya katilma karar vermeden 6nce aragtirmanin
neden ve nasil yapilacagim bilmeniz gerekmektedir. Bu nedenle bu formun okunup
anlagilmas: ¢ok buayik Onem tasgimaktadir. Eger anlamadiysamz, sizin agik
olmayan bilgiler varsa ya da daha fazla bilgi isterseniz bize sorunuz. Bu ¢aligmaya
katilmak tamamen gonullulik esasina dayanmaktadir. Calismaya katilmamaya veya
katildiktan sonra g¢aligmadan ¢ikma hakkina sahipsiniz. Calismaya yamitlamanmiz
aragtirmaya katthm i¢in onam verdiginiz bigiminde yorumlanacakur. Size verilen
formlardaki sorular1 yamitlarken kimsenin baskisi veya telkini altinda olmayimmz. Bu
formlardan elde edilecek kisisel bilgiler tamamen gizli tutulacak ve yalnizca arastirma
amaci ile kullanilacaktir

Birinci boliim: Sosyo-demografik ozellikler 6zellikleri

Birincisi: annenin demografik 6zellikleri

1. Yas

2. Egitim diizeyi

A- Sadece okuyabiliyor

B- Okuma yazma biliyor

C- llkokul mezunu

D- Ortaokul mezunu

E- Lise mezunu

F- Lisans Mezunu

Hiiinh

G- Lisansiistii
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3- Meslegi:

A- Calismiyor |:, B- Calisiyor |:|

4- ikametgahn:

5- Asilama hakkinda bilgi kaynag:

A- Televizyon

B- Sosyal iletisim

Saglik ¢ahsanlar

D- I:l Ebeveynler, akrabalar ve komsular

ikincisi: gocugun demografik 6zellikleri
1. Yasi

A- Yenidogan
B- Yiirimeye baslayan ¢ocuk
C- Bebek

D- Okul 6ncesi

OO

2- Bu yasma kadar olan agilama durumu:

A- Tam asihd

B- Kismiagih

UL

D- Asisiz

3

Kismi asilama nedenleri

A- HSM’ye merkezine uzaklhk

B-  Asinin bulunamamasi l:l
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C-

D-

E-

F.

G-

H-

Yan etki korkusu

Bilgi eksikligi

Tekrarlanan dozun alinmasinin unutulmasi

Annenin hasta olmasi

Cocugun hasta olmasi

Asidan memnuniyetsizlik

I- Digerleri

Asilama, hastaliklara kars1 antikor
dretmesi i¢in bagisiklik sistemini
uyarma iglemidir.

JU0000C

ikinci boliim: Annenin bagisiklama Yonelik Bilgisi

Cocuklara a1 onerilir

Cocugun bir veya daha fazla agisini
kaginlmigsaz, kagirnilan doz bir sonraki
zivaretinizde yapilir.

Cocugun bir onceki ag1 dozundan
sonra ciddi bir alerjik reaksiyonu
varsa, ¢ocuk as1 programindan
¢ikarimahidir.

Karma asilar, esas olarak aginin
etkisini artirmak i¢in kullamlir.

Gecikmis buyime ve gelisme agi ile
ilgili onemli bir faktor degildir,

Hastalik, ¢ocugun asiy1 tolere etmesini
engellemez

Cocugu bulasici hastaliklardan korur

Cocuk saghgini korur

Cocuk olumlerini ve sakatliklarini
azaltir
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4 | Cocuklari hastalik
komplikasyonlarindan korur

5 | Cocuklarin kendilerine karsi
agiladiklari hastaliklar, cocugun
sinuslerini yasamin ilk yilinda korur.

6 | Hayati tehdit eden hastaliklari onler

7 | Asilama, on yasina kadar ¢ocugun

agsami 1¢in koruma saglar

Minor reaksiyonlar genellikle aginin
verilmesinden sonraki birkag saat
icinde meydana gelir.

2 | Kuguk tepkiler ¢ocugun hayati igin
tehdit olusturmaz

3 | Lokal minér reaksiyonlar, enjeksiyon
bolgesinde agri, sisme veya kizariklik
icerir.

4 | Asilarin genel yan etkileri ates,
halsizlik, istahsizliktir.

5 | Siddetli reaksiyonlar genellikle uzun
siireli sorunlara yol acmaz.

6 | Siddetli reaksiyonlar, viicudun bir
asidaki belirli bir bilesene verdigi
tepkinin neden oldugu nébetleri ve
alerjileri icermektedir.

12 | Bebek dogumdan sonra a1
programina baslamali

3 | Devlet tarafindan ticretsiz as1 yapiliyor

4 | Cocuklara, bagisikliklarini olugturmak
i¢in belirli belirli surelerle ayrilmig sik
dozlarda as1 verildi.

5 | ayni anda birden fazla ag1 yapmak

miimkiindiir

zaman gocugun bagisikligini arttirir ve
olumsuz etkilemez

Cocu@a asagidaki durumlarda as:
yapilabilir:

1 | yetersiz beslenme
2 | Ishal
3 | mevsimsel grip

101




Kusma

Alerji

Nezle, soguk alginligi

Orta kulak iltihabi

Sanhk

Asagidaki durumlarda ¢ocuga as
yapilamaz:

imminolojik hastalik

Bagisiklamadan sonra onceki siddetli
alerjik reaksiyon

HIV enfeksiyonu

norolojik bozukluklar

siddetli ates

Tiiberkiilozu 6nler

Cocugun hayatinin ilk haftasinda
verilir.

BCG agisi. bir hafta veya birkag hafta
icinde enjeksiyon bolgesinde yara izi
olusturur

BCG agis1, daha onceki bir doz

alinmamis olsa bile, yasamin ilk

yilinin tamamlanmasindan sonra
ocuga yapilmaz.

Cocuk felcini nler

Cocugun hayatinin ilk haftasinda sifir
doz ¢ocuk felci agis1 yapilir.

Oral agidan sonra bebek (20-30
dakika) emzirilmez.

Ag takvimine gore 6 yasindaki cocuk
en az 6 doz OPV alacaktir.
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Hepatit B ag1 ile onlenebilir

2 | Hepatit B'nin ilk dozu (¢cocugun
yasindan itibaren) 24 saat iginde
verilir.

3 | 6 yasindan once 6 doz Hepatit B Agisi
gereklidir.

1 | Difteri, tetanoz, bogmacayi 6nleyen
asidir.

2 | DTP agis12, 4, 6 ve 18 aylikken ve 4-6
aslarinda yapihir.

1 | Kizamig: 6nleyen bir agidir.

2 | Kizamik agis1 9 aylikken yapilir

Kizamik, kabakulak, kizamikgik
onleyici bir asidir.

2 | MMR 15 aylikken ve 4-6 yaglarinda
verilir.

Menenjit ve pnomoni Hib agis ile
onlenebilir
2 | Altiyagindan kiigiik cocuklar i¢in dort

doz Hib asisi gereklidir

Ishali 6nlemek igin rotaviriis agis
mevcuttur

2 | 6 yasindan once 3 doz Rotaviriis asisi
gereklidir.

3 | Cocuga ug ayliktan biyiikse ve asi
baslatilmamigsa rotaviriis virtsii
verilmez.

4 | Cocuga sekiz ayliktan sonra recete
edilen dozu tamamlamasa bile
rotaviriis agisi yapilmaz.
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Uciincii Boliim: Annenin Asiya Yonelik Tutumlari

1 | Cocuklarin agilanmasi igin asilarin
giivenli oldugunu dustnilyorum

2 | Bence asilarin faydalari
zararlarindan fazla

3 | Cocugun saghgini korudugu igin
tercihli agim var

4 | Her ¢ocuk igin en iyisiydiler

5 | Toplumu kurtardigi igin agilamay1
tercih ederim

6 | Olim oranini azalttig1 i¢in
asilamay1 tercih ederim

7 | Bulasici hastahiklarm énlenmesinde
etkili oldugu i¢in bagisiklamayi
tercih ederim.

8 | Tetanoz agisimin bebek ve anne
saghig i¢in onemli olmadigmi
diisiinityorum

9 | Bence erkekler i¢in asi kizlardan
daha 6nemli

1 | Asilamayi programa gore
yaptirmayi1 tercih ederim

2 | Geleneksel bir sifaci tarafindan
tedavi edilen veya tedavi goren bir
cocuk yine de as1 olmalidir.

3 | Cocuk asiy1 almadan 6nce saglik
¢ahsanlariin asidan haberdar
olmasi en lyisidir.

4 | Cocuguma hasta olmadig i¢in ag1
yaptirmayacagim.

5 | Cocugumu astya gotirmek i¢in
kocamin iznine ihtiyacim var

6 | Isime gitmek benim igin bir ¢ocugu
as1 i¢in saghk kurulusuna
gotiirmekten daha 6nemli
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1 | Bence a1 zararh degil

2 | Asinin ¢ocuklara bulasict
hastaliklara kars1 bagisiklik
kazandirdigini diigtinityorum.

3 | Bence gocuk asidan sonra enfekte
olmuyor

4 | Asilamanin ciddi yan etkileri
oldugunu tahmin ediyorum

5 | Sanirim yan etkiler 6lume neden
oluyor
6 | Bence asi ¢ocuklar: hasta ediyor

7 | Bence as1 yapildiktan sonra ¢ocuk
kendisine asilanmig olan hastaliga
yakalanacak.

Dérdiincii Boliim: Annenin Asiya Yonelik Uygulamalar

1 | Cocugun bir sonraki asi tarithinin ne
zaman oldugunu biliyorum

2 | as1 belgesini sakliyorum

3 | Cocugun dogumdan sonraki 24 saat
i¢inde hepatit B agis1 oldugunu
dustinitlyorum,

4 | Baskalarina ¢ocuklarina asi
yaptirmalarini tavsiye ederim

5 | Cocugun aldi@ her asiy1 saglik
uzmanina sorarim.

6 | Cocugum asi takvimine gore asi
oluyor

7 | Cocugumun asi takvimine gore
agilarini bitirdim

8 | Hamilelik sirasinda yapilan tetanoz
toksoid asisina katiltyorum
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BCG agsr. sol kolun enjeksiyon
balgasindekn by yara 1zine
bakilanak onavlans.

e

Ap yapildikctan 90 giin sonza
smpeksiyon beigesinde 1z
kalmaman: en 1y katar tekrardar

Yikvek atey

Deéksinti

Emekuyon yermde kizankhk

Emelouyon yennds jylik

oA e b e

Emskayoen yennds

Yan sthaler ortaya qktigmda
saghk urmaming damsmrm

Cocuga agn lussetmginds bir anti-

fUAr vermun

Aulama pununde yiksek ates igm
atss dustinicy *errum

Emeicayon bolzesmde sishk igin
sozuk komprealer knllamrm
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APPENDIX 2. Approval of the Iraq ethics committee

Saglik Bakanligi
AL-Diwaniyah Saglik MudurlGgu
Egitim ve Insan Gelistirme Departmani
Bilgi Yonetimi ve Arastirma Bolimi
Arastirma Komitesi Karari

Form No: 02/2021
Karar No: 29
Kayit Tarihi: 09/12/2021

Arastirma Komitesi Karari

Saygilanmizi sunariz...

AL-Diwaniyah Saglik Departmani Aragtirma Kurulu, Turkiye Gankir Universitesi / Saghk Bilimleri
Enstitiisi’ndeki arastirmaci (WAEL SALIM LAHMOOD) ve Merkez tarafindan Aragtirmaya sunulan

(Assessment of Mothers’ Knowledge, Attitudes and Practices regarding National Immunization
Programme in AL-Diwaniyah city in Iraq)

(Irak'in AL-Diwaniyah gsehrinde Annelerin Ulusal Agllama Programina lliskin Bilgi, Tutum ve
Uygulamalarinin Degerlendirilmesi)

baslikl arastirma projesini inceledi. AL-Diwaniyah Saglik Departmaninda Egitim ve insani Geligme icin
Bilgi Yonetimi ve Aragtirma Birimi 09/12/2021 tarihinde asagidaki kararlan almistir:

Yukaridaki yazili aragtirma projesinin, arastirmanin uygulanmasina iliskin Saglk Bakanhg tarafindan
onaylanan kriterlere uygun olmasi nedeniyle kabul edilmesinde ve kurumlarin daire baskanliginda
uygulanmasinda bir sakinca yoktur.

Ekler / Degisiklir ve Arastirma Kurulu Notlari / Yoktur

Arastirma bilimsel kogullari kargiimaktadir ve bilimsel aragtirma etigine uygundur.

AL-Diwaniyah Birinci ve Ikinci Bolgelerina bagi saglik merkezlerinde arastirmalarin kolaylagtiriimasina
ve yiiriitilmesine bir itirazimiz yoktur.

Aragtirma Kurulu Bagkani
Uzman Doktor
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APPENDIX 3. Approval the ethics committee from the institute of health sciences,
university of Cankiri .

T.C.
GANKIRI KARATEKIN UNIVERSITESI

ETIK KURUL DEGERLENDIRME FORMU

’e

Toplanti No:

Arastirmanin YarGticusu: WAEL SALIM LAHMOOD ALNAIELI

irak'in AL-Diwaniyah sehrinde Annelerin Ulusal Agilama Programina iligkin Bilgi,
Tutum ve Uygulamalannin Degerlendiriimesi

07-03-2022

Kabul Edilmistir. Arastirmanin/Projenin uygulanabilirligi konusunda bilimsel
arastirmalar etigi agisindan bir sakinca yoktur.

Arastirmanin Baghgi:

Karar Tarihi:

Kurul Gorasgii:

SONUG: Kabul Edilmigtir. Arastrmanin/Projenin uygulanabilirligi konusunda bilimsel aragurmalar etigi agisindan bir

sakinca yoktur

Bagkan Baskan Yardimcisi
Prof, Dr. Huseyin ODABAS Dog. Dr. Ela Ozkan CANBOLAT
iMZA iMzA
Uye Uye
Prof. Dr. Gulcihan YILDIRIM Dog. Dr. Hakan COLAK
iMzA iMzA
Uye Uye
Dog. Dr. Bilgehan TEKIN Dog. Dr. Emine GELIKSOY
imzA iMZA
Uye Uye
Dr. Ogr. Uyesi Serap Aslan COBUTOGLU Dr. Ogr. Uyesi Haydar KOG
iMZA iMZA
1o
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APPENDIX 4. Committee of experts who evaluated the study tool.

List | Expert's name The Waorkplace exact years of
scientific specialization | experience
title

1 Dr. Ameen Ajil Yasser University of PhD Nursing | 37 Years
Professor | Babylon \ College of | Community

Nursing Health
2 Dr. Mohamed Fadel University of PhD Nursing | 26 Years
Khalifa Professor | Baghdad \ College Community
of Nursing Health
3 Dr.Fatima Abdel Kadhim | Assistant [ Al-Qadisiyah PhD of 10 Years
Reda Professor | University \ College | Community
ol Medicine Medicine
4 Dr. Alaa Muhaibes Assistant | Dhi Qar University \ | PhD Nursing | 17 Years
Tahma Professor | College of Nursing Community
Health
5 Dr. Mansoor Abdullah Assistant | University of Kufa / | PhD Nursing | 15 Years
Falah Professor | College of Nursing Community
Health
6 Dr. Naseer Mowaffaq Assistant | Mosul University \ PhD of VA Years
Younes Professor | College of Nursing Philosophy
of Nursing
7 Dr. Mortada Ghanem Assistant | University of Kufa / | PhD Nursing | 15 Years
Aday Professor | College of Nursing Community
Health

8 Dr. Suha Attia Kadhum Assistant | University of Master's in Y Years
Professor | Baghdad \ College Community

of Health and Health
Medical
Technologies
9 Dr. Ashraq Ahmed Jiyad | Assistant | University of Master's in 23 Years
Professor | Baghdad \ College Community
of Health and Health
Medical
Technologies
10 | Dr. Aysen Kamal Lecture Al-Qadisiyah PhD Nursing | 17 Years
Mohamed Nouri University \ College [ Community
of Medicine Health
11 | Dr. Alaa Ibrahim Saeed Lecture Al-Qadisiyah PhD of Adult | 26 Years
University \ College | Nursing
ol Nursing
12 | Dr. Haider Ameer Jabur Lecture Al-Qadisiyah PhD In 15 Years
University \ College | mental
of Nursing health
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CIRRICULUM VITAE

Name and surname

Education status

Undergraduate

Career
Work start date

Certificates

: Wael AL-NAIELI

: 2015, University of Al-Qadisiya , College of

nursing

:Employee at Al-Diwaniyah Teaching Hospital

: 03-29-2017-Still -nurse in Department of Oncology

:1- TOT in administering chemotherapy/2017

2- Certificate of attencance for attending the iraqi
integrated oncology healthcare program /2018

3- Certificate of completion/Childern cancer hospital

Egypt /2018
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