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Abstract 

Background: Limited information is available on immunization status of children from 

Jammu and Kashmir, India.  In this study, the immunization status of children aged 12-23 

months; immunization against tetanus, ante-natal and delivery practices of mothers of 

infants aged 0-11 months was assessed in district Srinagar, Jammu and Kashmir.     

Methods: In this cross sectional study, 210 children aged 12-23 months and 210 mothers 

of infants aged 0-11 months were selected using the World Health Organization (WHO) 

30 cluster sampling method.  Details of child immunization, mother’s immunization, and 

their antenatal and delivery practices were collected using a pre-tested structured 

interview schedule. Chi square test and Fisher’s exact test were done to examine the 

association of related variables with the outcome variables. Fully immunized children 

were those who had received one dose of BCG, three doses of DPT or three doses of 

pentavalent vaccine, three doses of OPV and one dose of measles or MMR before 

reaching age one year. Partially immunized children were those who had missed any one 

dose of vaccine before reaching age one year. Fully immunized mothers were those who 

had received two doses of Tetanus Toxoid (TT) during their first pregnancy or one dose 

of TT in the subsequent pregnancies.  

Results: The proportion of fully immunized children was 87.10% (95% CI 3.02-3.18) 

and 12.90% were partially immunized. Children of mothers who were unemployed and in 

lower socio-economic group were significantly more fully immunized compared to their 

counterparts.  All the mothers except one were fully immunized. The proportion of 

institutional deliveries and caesarean section deliveries was 99.50% and 84.30% 

respectively. Significantly higher proportion of caesarean section delivery was reported in 

private hospitals (98.5%) than government hospitals (78.2%) (p<0.001) and increased 

with educational level. 

Conclusion: Immunization status of children and mothers were high in this population. 

Measures need to be taken to reduce the extremely high levels of caesarean section 

deliveries. Further studies are required to understand the reasons for this high level of 

caesarean section deliveries.    
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Chapter 1 

 

Introduction and review of literature 

 

1.1 Background 

Immunization levels and trends are used to monitor the services provided, to build a strategy 

and bridge the gap, to identify areas that require more focus and to assess future needs. 

Coverage of vaccines like measles, diphtheria, pertussis and tetanus (DPT) are health system 

indicators. Measles coverage is one of the indicators for tracking progress towards 

millennium development goals. Household surveys (Expanded Program on Immunization -

EPI cluster survey, Multiple Indicator Cluster Survey-MICS and Demographic and Health 

Survey-DHS) are the most common sources of immunization coverage. Data can be collected 

from the reports of service providers and surveys on vaccination history of children. 

Recommended vaccination schedule by WHO:  

 Bacillus Calmette Guerin (BCG): one dose 

 Diptheria Pertussis Tetanus (DPT): three doses 

 Oral Polio Vaccine (OPV): three doses 

 Hepatitis B Virus (HBV): three doses 

 Measles: one dose  

 World Health Organization (WHO) and United Nations Children’s Fund (UNICEF) 

annually review data received from different countries. The two main data sources are 
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administrative data and household surveys. Administrative data are useful in areas where 

surveys are difficult. They also give information regarding service delivery. On the other 

hand, surveys cover both public and private sector. Coverage is calculated for every vaccine. 

Supplemental immunization is not recorded. Recall bias is adjusted by applying dropout rates 

between first and third dose (Burton et al., 2009). 

The 4th Millennium Development Goal (MDG) aims at reducing under-five mortality rates. 

Immunization plays an important role in decreasing child mortality. It is the most cost 

effective intervention towards reducing child mortality. Millions of children die, due to 

incomplete or no vaccination, especially in vulnerable areas of Asia and Africa. WHO has 

estimated that a major leap in achievement of MDG goal could be made if all vaccines are 

widely adopted and countries could increase the global coverage to 90%. Reaching every 

district (RED) strategy has been launched to extend coverage to every district possible. A 

successful immunization depends on a proper monitoring and surveillance system and also 

on community participation. Global immunization vision and strategy (GIVS) was published 

by WHO and UNICEF in 2005 for the next 10 years. The strategy called for four main 

approaches-protecting more people; introducing new vaccines and technologies; integrating 

immunization with other components in the health system context and immunizing in the 

context of global interdependence (WHO, UNICEF, World Bank 2009). 

1.2 Global scenario 

An estimated 22.4 million children globally were unimmunized with DPT3 in the year 2011. 

A summary of 2011 revision of WHO and UNICEF National Immunization Coverage for 

195 countries was done. Based on this coverage the immunization was assessed in various 

countries. Each country specific estimate was calculated and if data for one year were 
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missing it was estimated by interpolating data of various years. Globally an increase in 

immunization coverage was recorded from 2000 to 2011(Brown et al., 2012). 

 DPT3 : 74-83% 

 Measles Containing Vaccine (MCV) :72-84% 

 Among 49 countries in sub Saharan Africa: 17 attained DPT coverage >90% and 15 

attained MCV coverage > 90%. 

 Hep B : 75% globally 

 Haemophillus influenzae type B (Hib) : 43% globally 

 

Vaccines prevent 2-3 million deaths a year. Yet people are dying due to diseases that can be 

easily prevented by vaccines. This highlights the problems in the health care delivery. The 

situations are often not easy to deliver the vaccines. The global vaccine action plan (GVAP) 

started in 2011 aims at delivering vaccination to all by ending inequity and further exploring 

the power of vaccines. It aims to make 2011-2020, a decade of vaccines. It has set six 

immunization targets for 2015-16. However five out of six immunization targets are off the 

track. Strategic Advisory Group of Experts (SAGE) therefore establishes five areas of 

priority action which range from management of data, dealing with problems of affordability 

and supply, delivering vaccination in war and conflict situations, taking small steps of 

integration to speeding the growth (WHO, SAGE assessment reports., 2014). 

The dream of GVAP is still beyond reality with two major boulders in its way. The 

elimination strategies for diseases like maternal and neonatal tetanus and measles and rubella 

should be updated and adequately resourced and the surveillance and monitoring system 

should be strengthened to remove theses boulders. Strategic advisory group of experts 

(SAGE) made nine recommendations which focused on accountability to achieve the GVAP 

goals, on shortfalls in disease specific areas, improvement in immunization coverage in 
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conflict areas and crisis situations, and use of GVAP 2016 as midterm review for progress in 

decade of vaccines (WHO, SAGE assessment reports., 2015). 

India along with Pakistan and Nigeria shared about half of unvaccinated children worldwide 

in 2013. Coverage with third dose of DPT by age 12 months is a key indicator of 

immunization program performance. In 2013, the global DPT3 coverage was 84% in children 

less than 12 months ranging from 75% in African region to 96% in Western Pacific and 

European region. (Vakili et al., 2015). 

 A study was done on completeness and timeliness of vaccination in China using data from 

cross sectional cluster survey 2011. The sampling method was based on WHO cluster 

sampling technique. The completeness criterion was set as 3
rd

 dose of DPT, Hepatitis B, and 

polio vaccine (PV) and timeliness criterion was set as 1
st
 dose of Hepatitis B, PV, DPT, and 

measles containing vaccine (MCV) given on time i.e. at the respective time. They were found 

to vary with maternal education, birth delivery in hospital, socio-economic status, and age of 

mother, number of children, working or non working mother, prior experience (Hu et al., 

2014). 

1.3 Developing and under-developed countries –Immunization status 

Immunization of more than 80% with three doses of DPT has been achieved by many 

regions. However, more than 90% immunization goal is yet to be achieved widely. Areas 

such as Africa and South East Asia show a low coverage of 74% and 69% respectively. All 

countries have implemented measles mortality reduction strategy as measles coverage is one 

of the indicators for MDG goals. India is an exception to this which means that the region 

may not achieve 90% reduction in measles mortality thereby affecting the global reduction as 

well (Duclos et al., 2009). 
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The immunization coverage shows a varying trend in different parts of the world. It varies 

from 90% in Americas to 21% and 30% in Western Pacific and South East Asian regions 

respectively for three doses of Hib vaccine. Similarly, coverage for three doses of Hepatitis B 

was about 92% in Western Pacific in contrast to global coverage of 82%. The disparities are 

mainly due to limited resources, competing health priorities, poor health system and 

inefficient monitoring and supervision. Over 60% of children who were left unimmunized 

against routine vaccination in 2014 were from ten countries of the world, which included 

India too (WHO, Immunization coverage 2015). 

Routine immunization is the provision of timely immunization to children to reduce the 

mortality and morbidity. According to WHO, 29% of deaths among 1-59 months old children 

are vaccine preventable. Newer and newer vaccines are being added to the immunization 

schedule. However, the sustainability of such additions becomes very difficult for developing 

and under developed countries. This in turn depends on policies, guidelines, governance, 

human resources, cold chain, service delivery etc. Emphasis was put for establishing NITAG 

(National immunization Technical Advisory Group) in developing countries. In low resource 

settings, the decision making process are complex which are further challenged by constraint 

resources. For a proper functioning of cold chain, many considerations have to be attended 

to. Issues like maintenance costs and up gradation to newer vaccines put additional 

constraints on the countries. In developing countries, the demand for vaccination is high and 

is closely related to the availability, accessibility and quality of services (Shen et al., 2014). 

The South East Asia Regional Director declared 2012 as the year for Intensifying Routine 

Immunization (RI) in the region as the targets for 2010 could not be reached for Africa and 

SE Asia. Vaccine for Japanese Encephalitis was started in 111 districts in 15 states of India. 

Hepatitis B vaccine initially introduced in 10 states was expanded to other states as well. The 
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Hib vaccine was introduced as part of pentavalent vaccine. National vaccine policy framing 

is a major milestone in immunization history in India. Some of the barriers that hinder the 

progress are lack of faith in the process, lack of knowledge, lack of family support, 

uncertainty of service provision, non availability of ASHA (Accredited social health activist) 

on immunization day and women’s education (Vashishtha, 2012). 

The reasons related to under vaccination in low and middle income countries were mainly 

found to be immunization system related (45%), family characteristics (26%), parental 

attitudes and knowledge (22%) and limitations in communications and information (7%). For 

non vaccination reasons were related to, immunization systems (32%), parental attitudes and 

knowledge (42%), family characteristics (21%) and limited communication and information 

(5%). The reasons were based on the review of the literature from 1999-2009 (Rainey et al., 

2011). 

In another developing country, Zimbabwe, a study showed that the maternal living conditions 

were not associated with vaccination status of children. However other factors like health 

seeking behavior of the mother and her education were important predictors of immunization 

(Rossi, 2015). 

In an underdeveloped country like Kenya, a study was done to estimate and assess the risk 

factors for non immunization in children. Delayed immunization was defined as 

immunization received at greater than four weeks from scheduled date and unimmunized 

were those who remained unvaccinated for more than 90 days and had three or more 

vaccines delayed or not given. Though the immunization coverage was high, the proportion 

of delayed immunization was also significant. An important finding that emerged was, the 
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delay in the first dose of the vaccine that lead to less scope of receiving future immunization 

(Gibson et al., 2015). 

In a study from Pakistan, the proportion of incompletely immunized children was between 

37-58%. Low economic status and education levels (which are the reasons commonly cited 

by less developed nations) had a huge effect on immunization of children of age group 12-23 

months (Bugvi et al., 2014). 

1.4 The national picture 

1.4.1 History 

Immunization as reiterated many times, is one of the most cost effective interventions. In 

most of the countries immunization is usually covered by the public sector. The common 

features of lack of coverage include inequalities in access and gender inequalities. The policy 

making and the decision taking are usually done at the national level and implementation at 

the state level. The timeline of immunization in India is as follows: 

 The BCG immunization was started in 1948. 

 The EPI was adopted between 1969-85. 

 The Universal immunization program was started in 1985-86. The main objective was 

to attain 85% coverage against six Vaccine Preventable Diseases (VPDs) in all 

infants. 

 In 92-93, 35% were fully vaccinated. 

 In 98-99 the coverage remained steady at the same level. However the percentage of 

non immunized children dropped. 

 There is large variability across regions, states and gender. 

 Wealth and regional inequality are correlated with immunization in a non linear 

fashion (Pande and Yazbeck, 2003). 
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Milestone in vaccination history of India since launch of EPI: 

1978: Expanded Programme of Immunization (EPI) launched in India. 

1985: Universal Immunization Programme (UIP) launched in India (in 31 districts). 

1990: UIP universalized to cover the entire country. 

1991: Cold chain maintenance taken over by State Governments. 

2001: National Technical Advisory Group on Immunization (NTAGI) formed in India. 

2002-03: Hepatitis B vaccine became part of UIP. 

2006-07: Japanese Encephalitis (JE) added to UIP in endemic areas. 

2005: UIP became part of National Rural Health Mission (NRHM). Guidelines on Adverse 

Effects Following Immunization (AEFI) Surveillance and response operational guidelines 

released. 

2010: India became the last country in the world to introduce measles second dose in the 

national immunization program; 21 states provided MCV2 in routine immunization and rest 

of the states started conducting measles catch up campaigns. 

 

2011: National Vaccine Policy of India was released. Haemophillus Influenzae (Hib) 

introduced as pentavalent vaccine with DPT and Hepatitis B. 

 

2012: Declared year of intensifying Routine Immunization (RI) in India. Pentavalent vaccine 

introduced in several other states including Jammu and Kashmir (Lahariya, 2014).  

India along with other developing countries has incomplete immunization coverage. About 

5,00,000 children die in India due to VPDs. The major obstacles that India faces are poor 

health system and delivery, geographical diversity, a huge population, difficult to reach areas 

and weak VPD surveillance. The coverage of various vaccines as shown by successive years 

of National Family Health Survey (NFHS) data has decreased by 15-20%. According to 

Coverage Evaluation Survey (CES), the coverage against VPDs in children of 12-23 months 
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in India was 61%. District Level Household Survey (DLHS) 3 and NFHS 3 put the same 

figure as 54.1% and 47.3% respectively. In addition, large interstate variation exists in 

coverage of routine immunization (Vashishtha and Kumar, 2013). 

According to global routine vaccination coverage (GAVI) 2010, 19.3 million children were 

not fully vaccinated against vaccine preventable diseases and about 50% of such children 

were from India, Congo and Nigeria. In India, though vaccinations are provided free of cost 

in public sector, still 45% of children are deprived and trends observed on analyzing the 

National Family Health Survey (NFHS) data from 1992-2006 depict major urban-rural 

differences and a gender influence on immunization in six major geographical regions of 

India. The Global Vaccine Action Plan (GVAP) was endorsed at 65
th

 World Health 

Assembly which aims to prevent millions of death through equitable access by 2020. Urban 

rural inequality ratio which was defined as ratio of percentage of urban children fully 

immunized to percentage of rural children fully immunized, showed a decreasing trend from 

164 (1992) to 149 (2006). The gender inequality ratio defined as ratio of percentage of boys 

fully immunized to the percentage of girls fully immunized, increased from 108 (1992) to 

109(2006) at the national level (Singh, 2013). 

India adds 27 million new births each year to its population. About 44% or less of these 

children receive complete immunization. The Government apathy, the focus on polio 

eradication at the expense of other programs, less educated people and anti vaccine people 

have taken a toll on India’s immunization progress (Laxminarayan and Ganguly, 2011). 

The lack of antenatal care - non receipt of tetanus during pregnancy, poorest household 

wealth index and parental education status strongly influence the immunization status of 
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children. In rural areas, however, the effect of parental education dilutes (Sissoko et al., 

2014). 

The national technical advisory group on immunization (NTAGI) was constituted in August 

2001. Its purpose was to advice the Govt. on policies and practices relating to immunization 

in the country (John, 2010). 

1.4.2 Comparison of officially reported data with household surveys 

There is absence of a standardized method as countries calculate coverage in various ways 

thereby limiting the option of comparing data between countries. Some tend to consider 

yearly number of births, others consider number of children who survived up to their first 

birthday yet others choose a specific age range. The primary source of data is the officially 

reported data (public programs) which is found to be quite dissimilar to household based 

survey data (national level). This in turn affects the implementation and evaluation of many 

health programs. India was among the 45 countries that were analyzed. The DPT3 coverage 

was assessed and it was found that officially reported data were higher than household survey 

data which is more reliable (Murray et al., 2003). 

A study was done to assess the immunization coverage in children of 12-23 months in 

Madhya Pradesh, India. The method employed was WHO immunization evaluation coverage 

survey. Out of 210 children, 72.4% were fully immunized, 21.9% were partially immunized 

and 5.7% were not immunized (Trivedi et al., 2014). 

Immunization coverage was assessed in rural area of Pune, Maharashtra using WHO 30 

cluster sampling method. 86.6% of children were fully immunized against six VPDs and the 

most common reason cited for non immunization was inconvenient time. BCG coverage was 

found to be highest at 98.58% and HBV3 was lowest at 84.76%. Coverage was found to be 
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higher in males than females and drop out was higher in females as compared to males. Only 

60% were found to have immunization card (Gupta et al., 2013). 

1.4.3 Trends in child immunization in India 

An analysis of immunization coverage in children of 12-23 months was done using DLHS-3 

data. The immunization status of children born in 2008 was accessed. India holds the highest 

burden of mortality and morbidity from VPDs. There seems to be a wide gamut of predictors 

of immunization for children in India. . The immunization in urban areas was less compared 

to rural areas indicating deep hidden un-immunized pockets prevailing under the shadow of 

urban areas. The work of the Anganwadi needs to be applauded as they are the ones 

responsible for getting people to the health centres. Religion seems to be an important 

predictor as Muslim children were two times more likely to be non-vaccinated as compared 

to children of other religions (Shrivastwa et al., 2015). 

Reasons for failure of immunization in Lucknow, India were found to be postponing the 

immunization, child being ill, unaware of the need, unaware of the need to return for 

successive doses of a vaccine, the distance to the place and mother being busy. The lack of 

knowledge and lack of faith were the other reasons. The coverage of full immunization in 

children was 56% and 69% in urban and rural areas respectively (Vohra et al., 2013) 

An analysis of NFHS data (1992-2006) for under five children showed that, though the 

coverage had increased age appropriate coverage was below 50% nationally for both the 

sexes. Girls were found to have consistently low coverage rates than boys which were 

worsened by birth order and family composition (Corsi et al., 2009). 

 A comparison of immunization coverage in children aged 12-23 months in migratory and 

non migratory population in Chandigarh city showed a stark difference of 20% in 
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immunization coverage. About 23% of children were fully immunized in non migratory 

population compared to 3% fully immunized in migratory population (Sharma et al., 2015). 

A systematic review of literature from Medline, and WHO and UNICEF websites and 

various data sources (demographic health surveys) was done. The results showed inequality 

among states and within states in India. Boys showed better coverage as compared to girls. 

High birth order was also found to have an effect on immunization status. Paternal literacy, 

religion, access to health services and resident of an urban area were other factors (Mathew, 

2012). 

A review of the grey literature on immunization was undertaken by Immunization Basics 

Project in collaboration with WHO funded by United States Agency for International 

Development (USAID). Around 160 documents were reviewed with reference to routine 

immunization services in low and middle income countries, activities carried out since 1980 

and information regarding children’s vaccination. India was the country with most number of 

projects. Number of reasons/factors for under vaccination of children were mentioned, some 

of which were distance, health staff motivation and attitude, resources and logistics, false 

contraindications etc. (Favin et al., 2012). 

1.4.4 Comparison of the National Immunization Coverage between NFHS 2  

and NFHS 3 

BCG:      NFHS 2: 72%; NFHS 3: 78% 

DPT:       NFHS 2: 55%; NFHS 3: 55% 

Polio:       NFHS 2: 63%; NFHS 3: 78% 

Measles:  NFHS 2: 51%; NFHS 3: 59% 
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Only 44% of children aged 12-23 months were fully vaccinated as per NFHS 3 (only a slight 

increase in coverage from 42% in NFHS-2) 

1.4.5 Point of concern: Indian slums 

Immunization coverage in special populations like that of slum children is found to be low at 

around 60%. A dropout rate of 4.1% was seen which indicates the inability of health system 

to track the child and also the migratory nature of such populations. Literacy of mothers was 

found to be associated with good vaccination schedule. However, rapid growth and high 

population density emphasizes the need of special attention to such groups (Abrol et al., 

2008). 

The people living in the slums of urban areas are called urban poor. About one fourth of 

India’s population consists of urban poor. Immunization coverage in urban poor children lies 

at mere 43% (2005). The service coverage gap and the resource allocation and the living 

conditions prevalent in the slums of the country are some of the contributors to a low 

coverage. Immunization services do not reach approximately one third of urban poor 

children. Slums are pockets that are usually not covered under routine immunization 

programs and where outbreak of VPDs is common (Agarwal et al., 2005). 

An urban area consists of a number of deep hidden pockets like slums, peri – urban areas 

squatters etc. These pockets are the high risk areas for diseases as they are often un-

immunized. Urban areas have a heterogeneous architecture and increasing population density 

which enhance their vulnerability to disease outbreaks. The age peaks in immunization can 

be seen at less than two and five to seven years of age. EPI and lot quality assessment 

methods can be used to show the immunization coverage in urban and rural areas (Atkinson 

and Cheyne, 1994). 
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1.4.6 Emerging issues 

 High immunization coverage ensures greater protection against vaccine preventable 

diseases. However, recently with the growing awareness, the perceived adverse effects 

associated with vaccination have increased which has in turn increased vaccine refusals. The 

other reasons may be religious, philosophical or personal beliefs. Therefore, on the one hand 

a group of vaccinated individuals can increase herd immunity and on the other hand a non 

vaccinated group can increase the chance of outbreaks (Omer et al., 2009). 

Pentavalent vaccine is a five-in-one vaccine that protects children against diphtheria, 

pertussis, tetanus, hepatitis B and Hib. It was introduced in the year 2005. The pentavalent 

vaccine since its launch in 2011 has been notoriously associated with adverse events 

following immunization (AEFI). The vaccine manufactured by Serum Institute of India was 

first introduced in India in the states of Kerala and Tamil Nadu in 2011. This was followed 

by introduction of the vaccines in other states including Jammu and Kashmir in 2012.  Few 

cases of AEFI were reported by many states. However, their association with immunization 

could not be proved (Pv, 2014). 

1.5 In the state of Jammu and Kashmir  

1.5.1 Immunization coverage 

According to coverage evaluation survey (CES) of 2009, immunization in children of 12-23 

months in state of Jammu and Kashmir showed the following percentages: 

 BCG: 85.2% 

 DPT3:77.0% 

 OPV3:74.9% 
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 Measles: 77.2% 

 Hep B : 59.2% 

 Fully immunized :66.6% 

 

According to district level household survey data (DLHS) 2007-08, 62.2% received full 

immunization and only 4.6% did not receive any vaccination. The immunization coverage 

showed a declining trend from 1st dose to third dose in case of DPT (89.4-70.5%) and OPV 

(94.1-74.9%). Only 37.4% had received Hepatitis B vaccination. Higher coverage was 

associated with boys (62.8%), urban residents (77.1%), birth of first order (66.3%), educated 

mothers (72.8%), other castes (67.4%) and children of wealthy quintiles (75.2%). 

According to NFHS 2, 

 Full Immunization coverage in children of 12-23 months old: 57% (India-42%). 

 BCG: 86% 

 DPT 1:86%, DPT 2:84%, DPT 3:72% 

 Polio 1:88%, Polio 2: 85%, Polio 3: 74% 

 Measles: 69% 

Not all children complete the full immunization series in case of DPT and Polio. The NFHS 

2 estimates are lower than those calculated by Govt. of India. 

The urban and rural immunization coverage was estimated to be 73% and 53% respectively. 

The immunization coverage in boys and girls was estimated to be 61% and 50% respectively. 

According to NFHS 3, 

 Immunization coverage in children of 12-23 months old: 67% 

 BCG: 91% 

 DPT 1: 90.5%, DPT 2: 88.8%, DPT 3: 84.5% 

 Polio 0: 48.3%, Polio 1: 95.1%, Polio 2: 93.8%, Polio 3: 82.2% 

 Measles: 78% 



16 
 

The urban and rural immunization coverage was estimated to be 73% and 65% respectively. 

The immunization coverage in boys and girls was estimated to be 70% and 63% respectively. 

The cold chain infrastructure in the state of Jammu and Kashmir is as follows (as per 

National Effective Vaccine Management Assessment, J&K 2013): 

 State vaccine stores: 2 

 District vaccine stores :22 

 Primary Health Centre (PHC)/ Community Health Centre (CHC): 522 

 Total cold chain points :550 

 Population per cold chain point : 22816 

 

The objective of Effective Vaccine Management (EVM) initiative by WHO/UNICEF is to 

conduct a review of cold chain and vaccine management system for immunization. 

Consolidated performance for the whole state shows that the expected adequacy of 80% has 

been reached in building and capacity. However, improvement needs to be made in stock 

management, equipment, building maintenance and Management information system (MIS) 

that are below 50%. 

A study in a block of Srinagar district using WHO cluster survey depicted coverage of 

72.08%. Though the difference between male and female children was not much, coverage 

was higher for all vaccines in males. The coverage rate of DPT3 and OPV3 was 99.04%, 

BCG 96.66%, measles 96.19%. The least coverage was found to be for HBV at 74.76%. Non 

inclusion of HBV in its full immunization coverage definition was cited as a limitation. Also 

intermittent supply of HBV vaccines, reluctance of mothers in accepting multiple injections 

and misconceptions regarding immunization were found to be other reasons (Khan et al., 

2014). 
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1.5.2 Awareness of mothers 

A study was done to assess the knowledge, practice and attitude of mothers of children of age 

1-2 years in a PHC in Kashmir using a semi structured questionnaire. It was found that most 

of the mothers were aware of the immunization practice in children and held positive attitude 

about it. However, they had less knowledge regarding use of specific vaccines for certain 

diseases (Hamid et al., 2012). 

1.6 Rationale for the study 

There have been reports of discrepancies in officially reported data and data collected 

through household surveys. The former is usually found to have reported high coverage 

levels (Murray et al., 2003). There is lack of regular monitoring in the state of J&K. DLHS-4 

was not covered for the state. Only a single study was reported to have assessed 

immunization coverage in the state. In this study the coverage was calculated for a single 

block consisting of field practice area of medical college in Srinagar district - the area under 

study was predominantly an urban block in close proximity with the main city (Khan et al., 

2014).  

Therefore there is a need for a comprehensive study on immunization coverage in this State. 

1.7 Objectives 

1.7.1 Major Objectives 

 To determine the proportion of fully immunized, partially immunized and 

unimmunized children in the age group of 12-23 months in Srinagar district, 

Jammu and Kashmir. 
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 To assess the immunization coverage, antenatal and delivery practices of mothers 

of infants aged 0-11 months. 

 To assess the determinants of immunization coverage of children and delivery 

practices of mothers. 

 

1.7.2 Minor Objective  

 To assess the contribution of private sector in providing immunization to mothers 

and children. 
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Chapter 2 

 

Methodology 

 

2.1 Study design 

The study conducted was a community based cross sectional survey among children aged 12-

23 months and mothers of infants aged 0-11 months.  

2.2 Study setting 

The study was conducted in Srinagar district, Jammu and Kashmir, India. Srinagar is the 

summer capital of Jammu and Kashmir, with a population of 12, 36,829 and density of 625 

people per square kilometers. The child population (children between 0-6 years) is 158,300. 

Srinagar has a literacy rate of 69.41 and the sex ratio stands at 900 per 1000 males. Out of the 

total population, 98.60% lives in urban regions of the district and 1.40% lives in the rural 

areas of villages (Census of India, 2011). The human development index (HDI) stands at 

0.529 for the state (India Human Development Report 2011). 

2.3 Study population 

Children aged 12-23 months and mothers of infants aged 0-11 months. 
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2.4 Sample size 

The sample size was based on World health organization (WHO) 30 cluster sampling method 

for immunization surveys (Turner et al., 1996). The study sample included 30 clusters from 

all over Srinagar district, selected using probability proportional to size. A total of seven 

mothers of children aged 12-23 months and seven mothers of infants aged 0-11 months were 

interviewed from each cluster using a pre -tested interview schedule; giving a sample size of 

210 children for immunization coverage of children and 210 mothers for immunization 

coverage of mothers, their ante-natal and delivery practices. The interview schedule for the 

two groups contained questions related to personal and socio demographic characteristics, 

immunization details of children aged 12-23 months, immunization details of mothers of 

infants aged 0-11 months and awareness of mothers on importance of immunization. 

2.5 Sample selection procedure 

2.5.1 Sampling strategy  

Cluster sampling technique (WHO 30 cluster sampling method) was used for the study. 

Using probability proportional to size, 30 clusters were selected. Seven children and seven 

mothers within each cluster were selected giving a sample size of 210 children and 210 

mothers. 

 

Total population of Srinagar district = 1236829 

No of clusters                                  = 30 

Therefore, sampling interval             = 1236829 / 30 

 = 41227.63 

  = 41228 

 (Sampling interval is obtained by dividing the total population of the district by the number 

of clusters required i.e.30). 
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A random number was chosen between zero and 41228 from a table of random numbers 

which was 29663.This helped in identifying the first cluster. The first cluster was the village 

whose cumulative total population was more than or equal to the random number obtained. 

The second cluster was selected by adding the sampling interval to the random number. The 

third cluster was identified by adding the sampling interval to the number that identified the 

second cluster. All the remaining clusters were identified in this way. (See Figure 1) 

2.5.2 Selection of households and study participants.  

The first household was selected randomly as suggested by the WHO cluster sampling 

technique (Gupta et al., 2013) and subsequent households were selected by visiting all the 

households continuously without missing any household in a clockwise fashion until a total 

of seven eligible children in the age group of 12-23 months and seven mothers of infants 

aged 0-11 months were covered in one cluster, giving a total of 210 children and 210 

mothers. In case of non response or denial, the next household was chosen. The study 

participant was chosen on the basis of a screening checklist that consisted of questions 

ensuring selection of eligible participant. In case of more than one eligible child present in a 

particular household, the younger child was taken as the study participant. A total of 1959 

households were approached in order to get the desired sample size of 210 mothers and 

children each. Only two mothers refused to participate in the study. 

2.6 Data collection technique 

The data collection tool consisted of a structured interview schedule developed to capture the 

information on the different variables for this study. The screening of the households was 

done using a checklist developed using the criteria which satisfied the inclusion of the child 

and the mother in to the study. The interview schedule was translated into local language 
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(Urdu) and back translated into English by another person who had knowledge in both the 

local language and English. The back translation was repeated till it matched the original 

version English version of the interview schedule.  

 

Figure 1: Cluster selection procedure 

 

 

 

  

Jammu and Kashmir 

(Total 22 districts) 

 

30 clusters were selected 

(Using probability proportional to size) 

 

7 children aged 12-23 months were selected from each cluster (30×7=210) 

7 mothers of infants aged 0-11 months were selected from each cluster (30×7=210) 

Rural area 

(Total 11 wards) 

 

Urban area 

(Total 79 wards) 

Srinagar district 

(Total 90 wards) 
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The interview schedule consisted of seven sections that were personal and socio – 

demographic information, infant immunization information, additional vaccinations, reasons 

for failure to immunize infant, tetanus toxoid immunization for mother, reasons for failure to 

immunize mother and awareness of mothers. The details regarding immunization of children 

were taken from the immunization card and in case the card was not available, the details 

were taken from the mother. Mothers were also asked questions relating to awareness on 

immunization. In case of tetanus immunization, the details were taken from self reports as 

none of the mothers had their antenatal card. 

The seven sections were covered using four documents: 

1. Personal and socio – demographic information. 

2. Infant immunization information, additional vaccination and reasons for 

failure to immunize (seven children were covered in one form and was linked 

to document one and four using unique Id). 

3. Tetanus toxoid information for mother and reasons for failure to immunize 

(seven mothers were covered in one form and was linked to document one and 

four using unique Id). 

4. Awareness of mothers. 

Inclusion criteria: 

 Children aged 12-23 months. 

 Availability of mothers of children aged 12-23 months as mother was the primary 

respondent. 

 Mothers having infant/s aged 0-11 months. 

 Children aged 12-23 months and mothers having infant/s aged 0-11 months residing 

in the present area for at least six months. 
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Exclusion criteria: 

 Mothers not willing to participate. 

 Children aged 12-23 months and mothers having infant/s aged 0-11 months residing 

in the present area for less than six months. 

2.7 Data entry and analysis 

Data entry and analysis were done on the basis of stated objectives. The proportion of fully 

immunized, partially immunized and unimmunized children was estimated. Also the 

proportion of immunized mothers was estimated. In addition, the main reasons for failure to 

immunize were also analyzed. 

The data sheets were checked for mistakes and corrected on the same day of data collection. 

The data collected were thoroughly checked for any missing values or unclear answers. Only 

when it was found satisfactory, the data were entered into the computer. The data were first 

entered into Microsoft Excel 2007. Data analysis was done using SPSS software version 21. 

The data analysis was started once all the data for 30 clusters were entered and cleaned. In 

addition to descriptive data analysis, statistical tests were also performed to find out the 

association between the dependent and independent variables. Bivariate analysis was done to 

find the factors associated with immunization coverage for infants and mothers. 

2.8 Time frame 

Study period: 4 ½ months, June 20, 2016 to October 30, 2016 

Data collection period: June 20, 2016 to August 31, 2016  

Data extraction, entry, coding and analysis: September 1, 2016 to October 15, 2016 

 



25 
 

Report writing: October 16, 2016 to October 29, 2016  

Submission of dissertation: October 31, 2016  

2.9 Ethical consideration 

Ethical clearance for the study was obtained from the Institute Ethics Committee (IEC) of 

Sree Chitra Tirunal Institute for Medical Sciences and Technology, Trivandrum.  Written 

informed consent was obtained from all the participants before the study. The purpose of 

study and the description of the interview were explained to all the participants with the 

freedom to opt out of the study anytime during the interview. Only when the participant, that 

is, the mother consented to participate, her consent was recorded in the form of signature on 

the consent form. In case of illiterate participant, thumb impression was recorded. The 

privacy and confidentiality of the study participants were maintained at all times during and 

after the completion of the study. The contact details of the investigator and IEC member 

secretary were made available to the participants. 

2.10 Operational definitions used in the study 

Fully immunized child: 

A child who had received one dose of BCG, three doses of DPT/pentavalent vaccine, three 

doses of OPV and one dose of measles/ Measles Mumps Rubella (MMR) before reaching age 

one year. 

Partially immunized child: 

If any one dose was missing, child was considered to be partially immunized. 
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Delayed immunization: 

If any one dose was given after the child had reached one year of age, it was considered as 

delayed immunization 

Unimmunized child: 

If the child had not received any vaccination, the child was considered to be unimmunized. 

Fully immunized mother: 

A mother, who had taken two doses of TT during first pregnancy or one dose of TT in the 

subsequent pregnancy (within three years of the first pregnancy) was considered fully 

immunized. 
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Chapter 3 

 

Results 

 

The findings of the study are presented in this section. Baseline characteristic of the mothers 

of children aged 12-23 months and mothers of infants aged 0-11 months, immunization 

coverage in children aged 12-23 months, immunization coverage of mothers of infants aged 

0-11 month, antenatal care and delivery practices of mothers of infants aged 0-11 months and 

awareness of mothers regarding child immunization are provided in this section.  

The findings of the study are reported in two sections - section 1 reports baseline 

characteristics of mothers of children aged 12-23 months, immunization status of children 

aged 12-23 months and awareness of mothers regarding importance of immunization. Section 

2 reports immunization status of mothers of infants aged 0-11 months, their ante-natal and 

delivery practices and awareness of the mothers regarding importance of immunization. 

 

3.1 SECTION 1 - IMMUNIZATION OF CHILDREN AGED 12-23 MONTHS   

3.1.1. Baseline characteristics of mothers of children aged 12-23 months 

The baseline characteristics of mothers of children aged 12-23 months are presented in Table 

3.1. The mean age of mothers was 29.9 years with a standard deviation of 4.7 and the age 

ranged from 18 to 46 years. About 99.5% mothers were of age 19 and above. Only one 

mother reported her age as 18 years. Nearly 90% of mothers were unemployed. Out of them, 
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nearly 30% stated that they left their job after delivery to look after the child. Around half of 

the participants (50.5%), had an average monthly expenditure of less than 5000 rupees. Mean 

number of children was 2 (1.73). It was observed that fathers of all children except one were 

employed and the children’s needs were met by the fathers alone in more than 90% of cases. 

Among the sample three mothers reported to have at least one disabled child (1.4%). Out of 

210 mothers, 207 (98.6%) were married, two were separated and one was divorced. The 

number of mothers belonging to Muslim religion was 206 (98.1%); out of the remaining four, 

two belonged to Hindu religion and the other two to Sikh religion.  

 

Table 3.1 Baseline characteristics of mothers of children aged 12-23 months 

 

Characteristics of mothers 

 

 

Mothers of children aged 12-23 months 

(N=210) 

Age group 

 ≤25 40 (19.0%) 

26-30 90 (42.9%) 

31-35 55 (26.2%) 

≥36 25 (11.9%) 

Number of living children 

 One  88 (41.9%) 

Two  98 (46.7%) 

More than two 24 (11.4%) 

Birth order of the index child 

 First child 87 (41.4%) 

Second child 98 (46.7%) 

Third or more 25 (11.9%) 
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Who pays for the child's needs 

Both mother father 8 (3.8%) 

Mother alone 3 (1.4%) 

Father alone 197 (93.8%) 

Others 2 (1%) 

Education  

 Illiterate 32 (15.2%) 

Up to secondary level 99 (47.1%) 

Up to higher secondary level 44 (21%) 

Graduation and above 35 (16.7%) 

Occupation  

 Employed
1
 25 (11.9%) 

Un employed 185 (88.1%) 

Monthly household expenditure (INR) 

 <5000 106 (50.5%) 

5000 – 10000 67 (31.9%) 

>10000 35 (16.7%) 

Don't know 2 (1%) 

Education of father 

 Illiterate 17 (8.1%) 

Up to secondary level 82 (39%) 

Up to higher secondary level 62 (29.5%) 

Graduation and above 49 (23.3%) 

1 
government employee or private employee or self employed 

3.1.2 Immunization in children aged 12-23 months  

The detailed immunization showing coverage for each individual vaccine is given in Table 

3.2. The information regarding immunization was taken from the immunization card 

available with the mother of child. In case the card was unavailable, the mother who was the 

primary respondent was asked for the details. The immunization card was available with 188 
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(89.50%) of the participants. Out of 210 children, 98 (46.70%) were male children and the 

rest 112 (53.30%) were female children.  Oral polio vaccine (OPV) -1, OPV 2 and BCG 

showed the highest coverage of 100%, 99.50% and 99.50% respectively. It was observed that 

for nearly three fourth of the children, the pentavalent schedule was being followed, 

therefore, the proportion of children taking DPT and Hepatitis B (HBV) was comparatively 

lower. DPT and HBV were mainly received from the private sources. Measles showed 

coverage of 96.70%. It was mainly received from government sources (90.10%). The 

coverage of MMR was 2.90%, all from private sources. In addition, the proportion of 

children receiving Vitamin-A first and second dose was also collected. Vitamin-A first dose 

was received by 149 (71%) children and second dose by 33 (15.70%) children, mainly from 

government sources. 

Table 3.2 Status of immunization in children aged 12-23 months 

 

Names of vaccines 

 

 

Immunized             

 

Source of immunization 

  

  N (210)  Government* Private 

BCG 209 (99.50%) 172 (82.30%) 37 (17.70%) 

DPT-1 20 (9.50%) 8 (40%) 12 (60%) 

DPT-2 20 (9.50%) 8 (40%) 12 (60%) 

DPT-3 20 (9.50%) 8 (40%) 12 (60%) 

OPV-1 210 (100%) 185 (88.10%) 25 (11.90%) 

OPV-2 209 (99.50%) 188 (90%) 21 (10.00%) 

OPV-3 207 (98.60%) 188 (90.80%) 19 (9.20%) 

Hep-1 18 (8.60%) 4 (22.20%) 14 (77.80%) 

Hep-2 16 (7.60%) 3 (18.80%) 13 (81.30%) 

Hep-3 15 (7.10%) 3 (20.00%) 12 (80.00%) 

Measles 203 (96.70%) 183 (90.10%) 20 (9.90%) 
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Pentavalent-1 189 (90%) 181 (95.80%) 8 (4.20%) 

Pentavalent-2 188 (89.50%) 180 (95.70%) 8 (4.30%) 

Pentavalent-3 186 (88.60%) 178 (95.70%) 8 (4.30%) 

Vitamin A-1 149 (71.00%) 142 (95.30%) 7 (4.70%) 

Vitamin A-2 33 (15.70%) 33 (100%) 0 (0%) 

Additional vaccines: 

MMR 

6 (2.90%)  0 (0%) 6 (100%) 

*District hospital, CHC, PHC, SC 

The proportion of fully immunized children was found to be 87.1% and the remaining 12.9% 

were partially immunized. Partially immunized children included incomplete immunization 

and delayed (after one year) immunization. The results of immunization status by socio 

demographic characteristics are presented in Table 3.3. 

Table 3.3 Immunization status by socio demographic characteristics 

Variables Immunized Un immunized Total (N=210) P value 

Occupation of 

mother       0.025* 

Employed  18 (72%) 7 (28%) 100% 

 Unemployed 165 (89.20%) 20 (10.80%) 100%   

HH expenditure 

   

0.006 

<5000 99 (93.40%) 7 (6.60%) 100% 

 ≥ 5000 84 (80.80%) 20 (19.20%) 100%   

Sex of the child  

   

0.482 

Male 94 (95.9%) 4 (4.1%) 100% 

 Female 105 (93.8%) 7 (6.3%) 100%   

*Fisher’s exact test 

Children to mothers who were unemployed were more immunized compared to their 

employed counterparts.  And immunization was comparatively more among those in the 

lower economic status measured by monthly household expenditure.    
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3.1.3 Awareness of mothers on importance of child immunization  

The general awareness of mothers towards immunization of children is presented in Table 

3.4. The mothers were asked questions on their awareness on the importance of child 

immunization. Large majority of the mothers were aware that immunization prevents disease. 

Forty percent of mothers reported that it was very important, 58.1% reported as important 

and the remaining 2.4% did not know about the importance of children immunization. 

According to the vast majority of mothers (97.1%) immunization was not harmful and 93.8% 

said that immunization should not be given if the child is ill.  

 

Table 3.4 Awareness of mothers of children aged 12-23 months on importance of child 

immunization 

 

Awareness variables 

 

 

Mothers of children aged 12-23 months        

(N=210) 

Does immunization prevent disease 

 Yes 202 (96.2%) 

No 1 (0.5%) 

Don't know 7 (3.3%) 

Is immunization provided for free of cost 

 Yes 176 (83.8%) 

No 20 (9.5%) 

Sometimes 14 (6.7%) 

Is it important to get the child immunized 

 Very important 83 (39.5%) 

Important 122 (58.1%) 

Don't know 5 (2.4%) 

Can immunization be harmful 

 Yes 1 (0.5%) 
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No 204 (97.1%) 

Don't know 5 (2.4%) 

If the child is ill, should immunization be 

given 

 Yes 7 (3.3%) 

No 197 (93.8%) 

Don't know 6 (2.9%) 

Source of knowledge on child 

immunization 

 Radio or TV 17 (8.1%) 

Health programs 50 (23.8%) 

Antenatal clinic 120 (57.1%) 

Other members of the household 23 (11%) 

Aware of child immunization at the time of 

delivery 

 Yes 15 (7.1%) 

No 195 (92.9%) 

 

Very low percentage of mothers had knowledge about vaccines given to the child when the 

child was born. It was observed that nearly 99% of the mothers were unaware of the specific 

diseases prevented by childhood immunization the requirement of cold chain in vaccines 

storage. 

 

3.2 SECTION 2 - IMMUNIZATION OF INFANTS AGED 0-11 MONTHS   

3.2.1. Baseline characteristics of mothers of infants aged 0-11 months 

The baseline characteristics of mothers of infants aged 0-11 months are presented in Table 

3.5. The mean age of mothers was 29.7 years with a standard deviation of 4.8 and the age 

ranged from 18 to 46 years. All the mothers were of age 19 and above. Mean number of 
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children was 2 (1.83). It was observed that fathers of all children were employed and the 

children’s needs were met by the fathers alone in more than 90% of cases. Among the sample 

two mothers reported to have at least one disabled child (1%). All the mothers were currently 

married. The number of mothers belonging to Muslim religion was 208 (99%); out of the 

remaining two, one belonged to Hindu religion and the other to Sikh religion.  

 

Table 3.5 Baseline characteristics of mothers of children aged 0-11 months 

 

Characteristics of mothers 

 

 

Mothers of infants aged 0-11 months 

(N=210) 

Age group 

 ≤25 43 (20.5%) 

26-30 86 (41.0%) 

31-35 57 (27.1%) 

≥36 24 (11.4%) 

Birth order of the index child 

 First child 81 (38.6%) 

Second child 92 (43.8%) 

Third or more 37 (17.6%) 

Who pays for the child's needs 

 Both mother father 2 (1%) 

Mother alone 1 (0.5%) 

Father alone 205 (97.6%) 

Others 2 (1%) 

Education  

 Illiterate 37 (17.6%) 

Up to secondary level 86 (41%) 
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Up to higher secondary level 47 (22.4%) 

Graduation and above 40 (19%) 

Occupation  

 Employed
1
 20 (9.5%) 

Un employed 190 (90.5%) 

Monthly household expenditure (INR) 

 <5000 94 (44.8%) 

5000 – 10000 77 (36.7%) 

>10000 38 (18.1%) 

Don't know 1 (0.5%) 

Education of father 

 Illiterate 9 (4.3%) 

Up to secondary level 80 (38.1%) 

Up to higher secondary level 70 (33.3%) 

Graduation and above 51 (24.3%) 

1 
government employee or private employee or self employed 

Details of ante-natal care, immunization and delivery practices are given in Table 3.6.  Out of 

210 women, 152 (72.7%) received TT-1 dose mainly from government sources. The number 

of women who received TT-2 dose mainly from government sources was 125 (68.7%).  The 

number of antenatal visits in the last pregnancy ranged from 3 to 30 visits. The mean number 

of antenatal care visits was 15. Only one delivery had taken place at home and the remaining 

209 were institutional deliveries. Among the institution deliveries, 142 (67.60%) were in 

government hospitals and 67 (31.90%) were in private hospitals. The proportion of caesarean 

section deliveries was 84.30%.  
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Table 3.6 Antenatal and delivery practices of mothers of infants aged 0-11 months. 

 

Characteristics  Parity Total (N=210) 

 

Primi gravid Multi gravida 

 TT-1 

   Yes 68 (98.6%) 141 (100%) 209 (99.5%) 

No 1 (1.4%) 0 (0%) 1 (0.5%) 

Source of TT-1 

   Government
1
  41 (59.4%) 111 (78.7%) 152 (72.7%) 

Private 27 (39.1%) 30 (21.3%) 57 (27.3%) 

TT-2 

   Yes 68 (98.6%) NA 68 (98.6%) 

No 1 (1.4%) 

 

1 (1.4%) 

Source of TT-2 

   Government
1 

40 (58.0%) 

 

40 (58.0%) 

Private 28 (40.6%) 

 

28 (40.6%) 

Mean number of 

antenatal visits 15.57±4.7 14.21 ±4.7 14.65 ±4.8 

Place of delivery 

   Home 0 (0%) 1 (0.7%) 1 (0.50%) 

Government district 

hospital 47 (68.1%) 95 (67.4%) 142 (67.60%) 

Private 22 (31.9%) 45 (31.9%) 67 (31.90%) 

Type of delivery 

   Normal 7 (10.1%) 26 (18.4%) 33 (15.70%) 

Caesarean  62 (89.9%) 115 (81.6%) 177 (84.30%) 

1
District hospital, CHC, PHC, SC 
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Figure 2: Immunization status of mothers of infants aged 0-11 months 

 

 

Type of delivery by socio demographic characteristics is presented in Table 3.7. 

Table 3.7 Type of delivery by socio demographic characteristics 

Characteristics Type of delivery Total (N=210) P value 

  Normal Caesarean     

Education of women 

   

0.001 

Illiterate 14 (37.8%) 23 (62.2%) 100% 

 Up to secondary level 11 (12.8%) 75 (87.2%) 100% 

 Up to higher secondary 

level 5 (10.6%) 42 (89.4%)   100% 

 Graduation and above 3 (7.5%) 37 (92.5%) 100%   

Education of husband 

   

0.006* 

Un educated  5 (55.6%) 4 (44.4%) 100% 

 Educated 28 (13.9%) 173 (86.1%) 100%   

 

   

 

99.50% 

0.50% 

Fully immunized Unimmunized 



38 
 

 

Parity 

 

0.003 

First child 7 (10.10%) 62 (89.90%) 100% 

 Second child 10 (11.20%) 79 (88.80%) 100% 

 Third child 16 (30.8%) 36 (69.20%) 100%   

Place of delivery 

   

<0.001 

Govt 31(21.8%) 111(78.2%) 100% 

 Private 1(1.5%) 66(98.5%) 100%   

 

Proportion of caesarean section deliveries increased with increase in education of the women 

and their husbands. Proportion of C-section deliveries was higher in primi gravida.  Higher 

proportion of c-section delivery was seen in private hospital than government hospital 

(p<0.001). 

 

3.2.2 Awareness of mothers on importance of child immunization  

The general awareness of mothers towards immunization of children is presented in Table 

3.8. Out of 210 women, 97.6% stated that immunization prevents disease.  Thirty two percent 

of mothers reported that it was very important, 66.2% reported as important and the 

remaining 1.4% did not know about the importance of children immunization. Majority of 

the women (98.6%) were of the view that immunization was not harmful and 90% said that 

immunization should not be given if the child is ill. However, 92.9% were not aware of child 

immunization at the time of delivery. The main source of knowledge on child immunization 

was antenatal clinic (67.1%) followed by health programs (16.2%). 
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Table 3.8 Awareness of mothers of children aged 0-11 months on importance of child 

immunization 

 

Awareness variables 

 

 

Mothers of children aged 0-11 months         

(N=210) 

Does immunization prevent disease 

 Yes 205 (97.6%) 

No 1 (0.5%) 

Don't know 4 (1.9%) 

Is immunization provided for free of cost 

 Yes 148 (70.5%) 

No 53 (25.2%) 

Sometimes 9 (4.3%) 

Is it important to get the child immunized 

 Very important 68 (32.4%) 

Important 139 (66.2%) 

Don't know 3 (1.4%) 

Can immunization be harmful 

 Yes 1 (0.5%) 

No 207 (98.6%) 

Don't know 2 (1%) 

If the child is ill, should immunization be 

given 

 Yes 13 (6.2%) 

No 189 (90%) 

Don't know 8 (3.8%) 

Source of knowledge on child 

immunization 

 Radio or TV 15 (7.1%) 

Health programs 34 (16.2%) 
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Antenatal clinic 141 (67.1%) 

Other members of the household 20 (9.5%) 

Aware of child immunization at the time of 

delivery 

 Yes 15 (7.1%) 

No 195 (92.9%) 

 

A vast majority of mothers (99%) had very low level of knowledge regarding the vaccines 

given to the child and storage practices of the vaccines. However, they held a positive 

approach towards immunization. 
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Chapter 4 

 

Discussion and Conclusion 

 

4.1 Discussion 

The major findings of the study on childhood immunization were 1) 87.1% of the children in 

the age group of 12-23 months were fully immunized, 2) the proportion of fully immunized 

male children was higher than female children, the difference was not statistically significant, 

3) fully immunized children of unemployed mothers was significantly higher than employed 

mothers and 4) children of mothers with an average household expenditure of less than 

rupees 5000 was significantly higher compared to those with an average household 

expenditure of rupees 5000 and above.   

The major findings of the study on immunization coverage of mothers, their ante natal and 

delivery practices were 1) all the mothers, except one, of infants aged 0-11 months were fully 

immunized against tetanus toxoid, 2) the mean number of antenatal visits was 16 for primi 

gravid and 14 for multi gravida, 3) more than two third (67.4%) of the deliveries were in 

government hospitals, 31.9% were in private hospitals and remaining one (0.7%) was home 

delivery.  Among the deliveries 84.3% were caesarean section delivery and the remaining 

15.7% were normal deliveries. Proportion of c-section deliveries increased with education of 
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the mothers, education of their husbands and decreased with parity.   Proportion of c-section 

deliveries was significantly higher in private hospitals compared to government hospitals.   

The proportion of fully immunized children in the present study was 87%, much higher than 

the 67% of the NFHS-3 for Jammu and Kashmir.  This was also higher than the national 

average of 44% and that of Tamil Nadu (81%) and Kerala (75%), two of the best Indian 

states where the immunization coverage of children has been consistently higher.  The higher 

figure in the present study could be due to the highly urbanized nature of Srinagar district and 

also the time gap between NFHS-3 and the present study. The introduction of pentavalent 

vaccine could have also played a role in increasing the immunization coverage.    A few 

countries in the world like Greece (99%), Hungary (99%), have reported full immunization 

coverage higher than that of the present finding. Among the Organization for economic 

cooperation and development (OECD) countries, Austria, Canada and Denmark are the only 

countries with immunization less than 90% (Scheifele et al., 2014).  The present study’s 

figure was higher than that of WHO South East Asia region (77%), Eastern Mediterranean 

region (82%) and African region (75%) and less than Western Pacific region (96%), 

European region (96%) and American region (90%) (Vakili et al., 2015) 

The lack of significant gender differences of immunization coverage in the present study was 

similar to that of several other Indian states like Tamil Nadu and Kerala. (Gender and 

immunization-WHO, 2010) (Corsi et al., 2009).In many other Indian states like Andhra 

Pradesh immunization status was significantly lower for female children (Corsi et al., 2009). 

Lower immunization coverage for female children was also noted in other studies from India 

(Sharma and Sharma, 1991) (Kadri et al., 2010) 
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Unlike many other studies (Canavan et al., 2014), (Legesse and Dechasa, 2015) children of 

employed women in the present study were less immunized probably because the employed 

mothers could not get time to take the children for immunization.  The proportion of 

employed women was also very low in the present study. In another study, it was reported 

that children whose mothers were farmers were 1.9 times more likely to be immunized than 

children whose mothers were housewives (Legesse and Dechasa, 2015). 

Children of mothers who reported less income had higher immunization coverage. However, 

most studies reported better immunization status among high income households.   

The very high immunization coverage of mothers against tetanus toxoid is comparable to 

reports from “Tetanus toxoid immunization coverage among women in zone 3 of Dhaka city: 

the challenge of reaching all women of reproductive age in urban Bangladesh” where about 

85% of women having child under one year of age had received two doses of TT (Perry et 

al., 1998). In rural north India about 68% of women were reported to have received two 

doses of tetanus toxoid (Singh et al., 2012). The percentage mothers receiving TT ranges 

from 40% to over 90% in states like Delhi, Tamil Nadu and West Bengal. The percentage in 

Jammu and Kashmir is reported to be 78% (NFHS-3).  Because the district of Srinagar is 

highly urbanized, 95% of the population live in urban areas; the access to medical care is 

likely to be higher resulting in higher percentage of TT immunization.  This is also evident 

from the large number of ante natal visits both for primi and multi-gravida in the present 

study. The percentage of women who had three or more antenatal care visits was 74% in 

Jammu and Kashmir, much higher than whole of India (52%) (NFHS-3). Among the better 

states of Tamil Nadu and Kerala, the percentage of antenatal visits is 96% and 94% 

respectively.  In this study, however, all participants reported antenatal visits of three or 

more. 
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Nearly 50% deliveries in India were institutional deliveries as reported in NFHS-3. Kerala 

has the highest number of institutional deliveries in the country (99%). The present study 

reported 99.50% institutional deliveries. Unlike many other states in India more than two 

thirds of the deliveries were in government hospitals. The proportion of immunization from 

the government sector was around two-third.  This is contrary to some other states (Kerala) 

where much higher proportion of immunization is taken from the public sector and smaller 

proportion of deliveries takes place in private sector. This is probably because the perceived 

better quality of immunization in the public sector and the better facilities in the private 

sector for deliveries. One of the surprising findings of the present study was a very high 

proportion of c-section deliveries.  No other Indian studies have reported such a high 

proportion of c-section deliveries. The high proportion of c-section deliveries reported in 

India were from the following studies (Maktha et al., 2016), (Sreevidya and Sathiyasekaran, 

2003). The proportion of deliveries in the private sector was significantly higher and close to 

100% which has never been reported from any other previous studies.  One study from the 

Americas reported 86.2% caesarean deliveries in private hospitals (Vieira et al., 2015). 

Higher proportion of c-section deliveries were reported from many previous studies (Niino, 

2011), (Liu et al., 2014), (Neuman et al., 2014) probably due to provider induced demand for 

c-section.  The information regarding the elective and emergency c-section deliveries was not 

collected for the present study.  One of the reasons for this high level of c-section deliveries 

could be the conflict situation present in the district.  It has been reported from the previous 

study that c-section deliveries were more in conflict situation (Bodalal et al., 2014). Detailed 

studies are required to understand the reasons for this high level of c-section delivery. 

C-section deliveries were higher among better educated women similar to what has been 

reported in several previous studies (Neuman et al., 2014), (Klemetti et al., 2010).  C-section 
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also was more in primi gravid compared to multi gravid indicating that this could be a recent 

phenomenon.  In India normal delivery in previous c-section deliveries is very unusual.  

Therefore it is likely that the increase in c-section is increasing in this population.   

4.2 Conclusion 

Immunization coverage in children aged 12-23 months and mothers of infants aged 0-11 

months were high in this population. The health seeking behavior in terms of high number of 

antenatal visits and institutional deliveries was good. This might be a possible reason for high 

immunization coverage in both the groups. The mothers of children were well aware about 

the importance of immunization and were positive about it. The role of immunization was 

acknowledged as important and for disease prevention. There was no association found 

between maternal age, level of education of mother, number of children, husband’s education 

and employment and immunization coverage. 

The preponderance of caesarean section deliveries even in Government hospitals remains 

unexplained. Therefore, further studies are needed to find reasons for such a high level of 

caesarean section deliveries. There is a need to strengthen education and awareness about 

normal and caesarean section deliveries. The ground force that is the Anganwari and ASHA 

workers should be educated in this regard. There is also a need to audit caesarean section 

deliveries in both private and government hospitals.  

4.3 Strengths 

1. This study is the first of its kind to look into immunization status of children aged 12-

23 months; immunization status, ante-natal and delivery practices of mothers of 

infants aged 0-11 months in the state of Jammu and Kashmir.  
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2. The data were collected by a single investigator, thus eliminating the chance inter 

observer bias. 

3. Nearly 90% mothers had immunization cards available which enhanced the accuracy 

of the data on child immunization. 

 

4.4 Limitation 

1. The findings of the study cannot be generalized to all children aged 12-23 months of 

the State as Srinagar district is a well developed district and has a better functioning 

health system as compared to the other districts.  

 

 



References 

Abrol A, Galhotra A, Agarwal N, Bala A and Goel N (2008) Immunization Status In 

A Slum In Chandigarh (U.T) India: A Perspective To Enhance The Service. The 

Internet Journal of Health 8 (2) 

Agarwal S, Bhanot A and Goindi G (2005) Understanding and addressing childhood 

immunization coverage in urban slums. Indian Pediatrics 42(7): 653–663. 

Atkinson SJ and Cheyne J (1994) Immunization in urban areas: issues and strategies. 

Bulletin of the World Health Organization 72(2): 183–194. Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2486544/ (Accessed 13 February 

2016). 

Bodalal Z, Agnaeber K, Nagelkerke N, Stirling B, Temmerman M and Degomme O 

(2014) Pregnancy outcomes in Benghazi, Libya, before and during the armed conflict 

in 2011. Eastern Mediterranean Health Journal = La Revue De Santé De La 

Méditerranée Orientale = Al-Majallah Al-Ṣiḥḥīyah Li-Sharq Al-Mutawassiṭ 20(3): 

175–180. 

Brown DW, Burton AH, Gacic-Dobo M and Karimov R (2012) Data Update: A 

Summary of Global Immunization Coverage Through 2011. The Open Infectious 

Diseases Journal 6(1): 71–75. 

Bugvi AS, Rahat R, Zakar R, Zakar MZ, Fischer F, Nasrullah M and Manawar R 

(2014) Factors associated with non-utilization of child immunization in Pakistan: 

evidence from the Demographic and Health Survey 2006-07. BMC Public Health 14: 

232. Available from: http://dx.doi.org/10.1186/1471-2458-14-232 (Accessed 19 

February 2016). 



Burton A, Monasch R, Lautenbach B, Gacic-Dobo M, Neill M, Karimov R, Wolfson 

L, Jones G and Birmingham M (2009) WHO and UNICEF estimates of national 

infant immunization coverage: methods and processes. Bulletin of the World Health 

Organization 87(7): 535–541. Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2704038/ (Accessed 13 February 

2016). 

Canavan ME, Sipsma HL, Kassie GM and Bradley EH (2014) Correlates of Complete 

Childhood Vaccination in East African Countries. PLOS ONE 9(4): e95709. 

Available from: 

http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0095709 (Accessed 

12 October 2016). 

Census 2011 (2015) Srinagar district: Census 2011 data. Available from:   

http://www.census2011.co.in/census/district/628-srinagar.html (Accessed 15 February 

2016)  

Corsi DJ, Bassani DG, Kumar R, Awasthi S, Jotkar R, Kaur N and Jha P (2009) 

Gender inequity and age-appropriate immunization coverage in India from 1992 to 

2006. BMC International Health and Human Rights 9(Suppl 1): S3. Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3226235/ (Accessed 13 February 

2016). 

Duclos P, Okwo-Bele J-M, Gacic-Dobo M and Cherian T (2009) Global 

immunization: status, progress, challenges and future. BMC International Health and 

Human Rights 9(1): 1–11. Available from: http://dx.doi.org/10.1186/1472-698X-9-

S1-S2 (Accessed 14 February 2016). 

http://www.census2011.co.in/census/district/628-srinagar.html


Favin M, Steinglass R, Fields R, Banerjee K and Sawhney M (2012) Why children 

are not vaccinated: a review of the grey literature. International Health 4(4): 229–238. 

Available from: 

http://www.sciencedirect.com/science/article/pii/S1876341312000496 (Accessed 14 

February 2016). 

Gibson DG, Ochieng B, Kagucia EW, Obor D, Odhiambo F, O’Brein KL and Feikin 

DR (2015) Individual level determinants for not receiving immunization, receiving 

immunization with delay, and being severely underimmunized among rural western 

Kenyan children. Vaccine 33(48): 6778–6785. Available from: 

http://www.sciencedirect.com/science/article/pii/S0264410X1501436X (Accessed 19 

February 2016). 

Gupta PK, Pore P and Patil U (2013) Evaluation of Immunization Coverage in the 

Rural Area of Pune, Maharashtra, Using the 30 Cluster Sampling Technique. Journal 

of Family Medicine and Primary Care 2(1): 50–54. Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3894018/ (Accessed 13 February 

2016). 

Hamid S, Andrabi SAH, Fazli A and Jabeen R (2012) Immunization of Children in a 

Rural Area of North Kashmir, India: A KAP Study. Online Journal of Health and 

Allied Sciences 11(1). Available from: http://www.ojhas.org/issue41/2012-1-10.htm 

(Accessed 13 February 2016). 

Hu Y, Chen Y, Guo J, Tang X and Shen L (2014) Completeness and timeliness of 

vaccination and determinants for low and late uptake among young children in eastern 

China. Human Vaccines & Immunotherapeutics 10(5): 1408–1415. Available from: 

http://dx.doi.org/10.4161/hv.28054 (Accessed 13 February 2016). 



Institute of Applied Manpower Research, Planning Commission, Government of India 

(2011) India Human Development Report 2011: Towards Social Inclusion. New 

Delhi 

International Institute for Population Sciences (IIPS) (2010) District Level Household  

and Facility Survey (DLHS-3)2007-08,Jammu & Kashmir. Mumbai: IIPS 

International Institute for Population Sciences (IIPS) (2010) National Family Health 

Survey (NFHS-2) 1998-99,Jammu & Kashmir. Mumbai: IIPS 

International Institute for Population Sciences (IIPS) (2010) National Family Health 

Survey (NFHS-3) 2005-06,Jammu & Kashmir. Mumbai: IIPS 

John TJ (2010) India’s National Technical Advisory Group on Immunisation. Vaccine 

28 Suppl 1: A88–90. 

Kadri AM, Singh A, Jain S, Mahajan RJ and Trivedi A (2010) Study On 

Immunization Coverage In Urban Slums Of Ahmedabad City. Health and 

Population: Perspectives and Issues 33(1): 50-54 Available from: 

http://ww.nihfw.org/doc/HPPI_33(1),2010.pdf#page=54 (Accessed 13 October 2016). 

Khan MNA, Rahman ML, Awal Miah A, Islam MS, Musa SA and Tofail F (2005) 

Vaccination coverage survey in Dhaka District. Bangladesh Medical Research 

Council Bulletin 31(2): 46–53. 

Khan MS, Qureshi UA, Bilquees S, Qurieshi MA, Pandit I, Haq I ul and Qureshi UA 

(2014) Immunization Coverage in Block Hazratbal of District Srinagar, Jammu & 

Kashmir. Academic Medical Journal of India 2(2):45–48. 



Klemetti R, Che X, Gao Y, Raven J, Wu Z, Tang S and Hemminki E (2010) Cesarean 

section delivery among primiparous women in rural China: an emerging epidemic. 

American Journal of Obstetrics and Gynecology 202(1): 65.e1-65.e6. Available from: 

http://www.sciencedirect.com/science/article/pii/S0002937809009582 (Accessed 5 

October 2016). 

Lahariya C (2014) A brief history of vaccines & vaccination in India. The Indian 

Journal of Medical Research 139(4): 491–511. 

Laxminarayan R and Ganguly NK (2011) India’s vaccine deficit: why more than half 

of Indian children are not fully immunized, and what can--and should--be done. 

Health Affairs (Project Hope) 30(6): 1096–1103. 

Legesse E and Dechasa W (2015) An assessment of child immunization coverage and 

its determinants in Sinana District, Southeast Ethiopia. BMC Pediatrics 15: 31. 

Available from: http://dx.doi.org/10.1186/s12887-015-0345-4 (Accessed 12 October 

2016). 

Liu Y, Li G, Chen Y, Wang X, Ruan Y, Zuo L and Zhang W (2014) A descriptive 

analysis of the indications for caesarean section in mainland China. BMC Pregnancy 

and Childbirth 14. Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4269966/ (Accessed 5 October 2016). 

Maktha VK, Ghatam A, Padamata H and Ravulakol A (2016) Prevalence and factors 

associated with caesarean section: a community based cross sectional study in rural 

parts of Rangareddy district, Telangana, India. Int J Community Med Public Health 

3(8): 2054-2057. Available from http://www.scopemed.org/?mno=231079#cite 

(Accessed 11 October) 



Mathew JL (2012) Inequity in childhood immunization in India: A systematic review. 

Indian Pediatrics 49(3): 203–223. Available from: 

http://link.springer.com/article/10.1007/s13312-012-0063-z (Accessed 14 February 

2016). 

Murray CJ, Shengelia B, Gupta N, Moussavi S, Tandon A and Thieren M (2003) 

Validity of reported vaccination coverage in 45 countries. The Lancet 362(9389): 

1022–1027. Available from: 

http://www.sciencedirect.com/science/article/pii/S014067360314411X (Accessed 13 

February 2016). 

Neuman M, Alcock G, Azad K, Kuddus A, Osrin D, More NS, Nair N, Tripathy P, 

Sikorski C, Saville N, Sen A, Colbourn T, Houweling TAJ, Seward N, Manandhar 

DS, Shrestha BP, Costello A and Prost A (2014) Prevalence and determinants of 

caesarean section in private and public health facilities in underserved South Asian 

communities: cross-sectional analysis of data from Bangladesh, India and Nepal. BMJ 

Open 4(12): e005982. Available from: http://bmjopen.bmj.com/content/4/12/e005982 

(Accessed 5 October 2016). 

Niino Y (2011) The increasing cesarean rate globally and what we can do about it. 

Bioscience Trends 5(4): 139–150. 

Omer SB, Salmon DA, Orenstein WA, de Hart MP and Halsey N (2009) Vaccine 

Refusal, Mandatory Immunization, and the Risks of Vaccine-Preventable Diseases. 

New England Journal of Medicine 360(19): 1981–1988. Available from: 

http://dx.doi.org/10.1056/NEJMsa0806477 (Accessed 2 February 2016). 



Pande RP and Yazbeck AS (2003) What’s in a country average? Wealth, gender, and 

regional inequalities in immunization in India. Social Science & Medicine (1982) 

57(11): 2075–2088. 

Perry H, Weierbach R, Hossain I and Islam R (1998) Tetanus toxoid immunization 

coverage among women in zone 3 of Dhaka city: the challenge of reaching all women 

of reproductive age in urban Bangladesh. Bulletin of the World Health Organization 

76(5): 449–457. Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2305782/ (Accessed 13 October 

2016). 

Pv B (2014) PENTAVALENT VACCINE – CRITISISED IN ASIAN COUNTRIES. 

International Journal of Preventive and Therapeutic Medicine 1(2). Available from: 

http://ijptm.com/index.php/ijptm/article/view/193/99 (Accessed 13 February 2016). 

Rainey JJ, Watkins M, Ryman TK, Sandhu P, Bo A and Banerjee K (2011) Reasons 

related to non-vaccination and under-vaccination of children in low and middle 

income countries: Findings from a systematic review of the published literature, 

1999–2009. Vaccine 29(46): 8215–8221. Available from: 

http://www.sciencedirect.com/science/article/pii/S0264410X11013661 (Accessed 17 

February 2016). 

Rossi R (2015) Do Maternal Living Arrangements Influence the Vaccination Status of 

Children Age 12-23 Months? A Data Analysis of Demographic Health Surveys 2010-

11 from Zimbabwe. PloS One 10(7): e0132357. 

Scheifele DW, Halperin SA and Bettinger JA (2014) Childhood immunization rates in 

Canada are too low: UNICEF. Paediatrics & Child Health 19(5): 237–238. Available 



from: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4029243/ (Accessed 12 October 

2016). 

Sharma A, Kaplan WA, Chokshi M and Zodpey SP (2016) Role of the private sector 

in vaccination service delivery in India: evidence from private-sector vaccine sales 

data, 2009-12. Health Policy and Planning 31(7): 884–896. 

Sharma V and Sharma A (1991) Is the female child being neglected? Immunization in 

India. Health Policy and Planning 6(3): 287–290. Available from: 

http://heapol.oxfordjournals.org/content/6/3/287 (Accessed 13 October 2016). 

Sharma Vikas, Singh A and Sharma Vijaylakshmi (2015) Provider’s and user’s 

perspective about immunization coverage among migratory and non-migratory 

population in slums and construction sites of Chandigarh. Journal of Urban Health: 

Bulletin of the New York Academy of Medicine 92(2): 304–312. 

Shen AK, Fields R and McQuestion M (2014) The future of routine immunization in 

the developing world: challenges and opportunities. Global Health: Science and 

Practice 2(4): 381–394. Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4307855/ (Accessed 14 February 

2016). 

Shrivastwa N, Gillespie BW, Kolenic GE, Lepkowski JM and Boulton ML (2015) 

Predictors of vaccination in India for children aged 12–36 months. Vaccine, 

Advancing Vaccines and ImmunizationIssues, Insights, and Innovations 33, 

Supplement 4: D99–D105. Available from: 

http://www.sciencedirect.com/science/article/pii/S0264410X15013109 (Accessed 14 

February 2016). 



Singh A, Pallikadavath S, Ogollah R and Stones W (2012) Maternal Tetanus Toxoid 

Vaccination and Neonatal Mortality in Rural North India. PLoS ONE 7(11). Available 

from: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3494717/ (Accessed 13 October 

2016). 

Singh PK (2013) Trends in Child Immunization across Geographical Regions in 

India: Focus on Urban-Rural and Gender Differentials. PLoS ONE 8(9): e73102. 

Available from: http://dx.doi.org/10.1371/journal.pone.0073102 (Accessed 13 

February 2016). 

Sissoko D, Trottier H, Malvy D and Johri M (2014) The Influence of Compositional 

and Contextual Factors on Non-Receipt of Basic Vaccines among Children of 12-23-

Month Old in India: A Multilevel Analysis. PLoS ONE 9(9). Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4161331/ (Accessed 19 February 

2016). 

Sreevidya S and Sathiyasekaran BW (2003) High caesarean rates in Madras (India): a 

population-based cross sectional study. BJOG: An International Journal of Obstetrics 

& Gynaecology 110(2): 106–111. Available from: 

http://onlinelibrary.wiley.com/doi/10.1046/j.1471-0528.2003.02006.x/abstract 

(Accessed 5 October 2016). 

Trivedi R, Singh S, Adhikari P and Jatav DP (2014) Coverage evaluation of primary 

immunization and the associated determinants in an urban slum of Rewa. Indian 

Journal of Community Health 26(1): 37–40. Available from: 

http://www.iapsmupuk.org/journal/index.php/IJCH/article/view/572. 



Turner AG, Magnani RJ and Shuaib M (1996) A Not Quite as Quick but Much 

Cleaner Alternative to the Expanded Programme on Immunization (EPI) Cluster 

Survey Design. International Journal of Epidemiology 25(1): 198–203. Available 

from: http://ije.oxfordjournals.org/content/25/1/198 (Accessed 22 September 2016). 

UNICEF (2009) Jammu and Kashmir Fact Sheet 2009 Coverage Evaluation Survey. 

New Delhi :UNICEF.Available from https://nrhm-

mis.nic.in/PubCoverageEvaluationLibrary/Jammu%20and%20Kashmir.pdf (assessed 

1 February 2016) 

UNICEF (2013) A National Cold Chain Vaccine Management Resource Center study 

with technical support from UNICEF, India, New Delhi. New Delhi: UNICEF. 

Vakili R, Ghazizadeh Hashemi A, Khademi G, Abbasi MA and Saeidi M (2015) 

Immunization Coverage in WHO Regions: A Review Article. International Journal 

of Pediatrics 3(2.1): 111–118. Available from: 

http://ijp.mums.ac.ir/article_4157_3.html (Accessed 22 February 2016). 

Vashishtha VM (2012) Status of immunization and need for intensification of routine 

immunization in India. Indian Pediatrics 49(5): 357–361. 

Vashishtha VM and Kumar P (2013) 50 years of immunization in India: progress and 

future. Indian Pediatrics 50(1): 111–118. 

Vieira GO, Fernandes LG, de Oliveira NF, Silva LR and de Oliveria Vieira T (2015) 

Factors associated with cesarean delivery in public and private hospitals in a city of 

northeastern Brazil: a cross-sectional study. BMC Pregnancy and Childbirth 15. 

Available from: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4457097/ (Accessed 

6 October 2016). 

https://nrhm-mis.nic.in/PubCoverageEvaluationLibrary/Jammu%20and%20Kashmir.pdf
https://nrhm-mis.nic.in/PubCoverageEvaluationLibrary/Jammu%20and%20Kashmir.pdf


Vohra R, Vohra A, Bhardwaj P, Srivastava JP and Gupta P (2013) Reasons for failure 

of immunization: A cross-sectional study among 12-23-month-old children of 

Lucknow, India. Advanced Biomedical Research 2. Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3814854/ (Accessed 19 February 

2016). 

WHO (2010) Gender and Immunization Available from: 

http://www.who.int/immunization/sage/1_immunization_gender_reports_without_gra

phics.pdf (Accessed 11 October 2016) 

WHO (2014) 2014 Assessment report of The Global Vaccine Action Plan Available 

from:http://www.who.int/immunization/global_vaccine_action_plan/SAGE_DoV_G

VAP_Assessment_report_2014_English.pdf (Accessed 1 February 2016) 

WHO (2015) 2015 Assessment report of The Global Vaccine Action Plan Available 

from:http://www.who.int/immunization/global_vaccine_action_plan/SAGE_GVAP_

Assessment_Report_2015_EN.pdf (assessed 1 February 2016) 

WHO (2016) Immunization coverage [Online] Available 

from:http://www.who.int/mediacentre/factsheets/fs378/en/ (Accessed 13 February 

2016). 

WHO, UNICEF, World Bank (2009) State of the world’s vaccines and immunization, 

Third edition,WHO Press, Geneva. Available from 

http://www.unicef.org/immunization/files/SOWVI_full_report_english_LR1.pdf 

(Accessed 16 February 2016) 

 

 

http://www.who.int/immunization/global_vaccine_action_plan/SAGE_DoV_GVAP_Assessment_report_2014_English.pdf
http://www.who.int/immunization/global_vaccine_action_plan/SAGE_DoV_GVAP_Assessment_report_2014_English.pdf


Burton A, Monasch R, Lautenbach B, Gacic-Dobo M, Neill M, Karimov R, Wolfson 

L, Jones G and Birmingham M (2009) WHO and UNICEF estimates of national 

infant immunization coverage: methods and processes. Bulletin of the World Health 

Organization 87(7): 535–541. Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2704038/ (Accessed 13 February 

2016). 

Canavan ME, Sipsma HL, Kassie GM and Bradley EH (2014) Correlates of Complete 

Childhood Vaccination in East African Countries. PLOS ONE 9(4): e95709. 

Available from: 

http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0095709 (Accessed 

12 October 2016). 

Census 2011 (2015) Srinagar district: Census 2011 data. Available from:   

http://www.census2011.co.in/census/district/628-srinagar.html (Accessed 15 February 

2016)  

Corsi DJ, Bassani DG, Kumar R, Awasthi S, Jotkar R, Kaur N and Jha P (2009) 

Gender inequity and age-appropriate immunization coverage in India from 1992 to 

2006. BMC International Health and Human Rights 9(Suppl 1): S3. Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3226235/ (Accessed 13 February 

2016). 

Duclos P, Okwo-Bele J-M, Gacic-Dobo M and Cherian T (2009) Global 

immunization: status, progress, challenges and future. BMC International Health and 

Human Rights 9(1): 1–11. Available from: http://dx.doi.org/10.1186/1472-698X-9-

S1-S2 (Accessed 14 February 2016). 

http://www.census2011.co.in/census/district/628-srinagar.html


Favin M, Steinglass R, Fields R, Banerjee K and Sawhney M (2012) Why children 

are not vaccinated: a review of the grey literature. International Health 4(4): 229–238. 

Available from: 

http://www.sciencedirect.com/science/article/pii/S1876341312000496 (Accessed 14 

February 2016). 

Gibson DG, Ochieng B, Kagucia EW, Obor D, Odhiambo F, O’Brein KL and Feikin 

DR (2015) Individual level determinants for not receiving immunization, receiving 

immunization with delay, and being severely underimmunized among rural western 

Kenyan children. Vaccine 33(48): 6778–6785. Available from: 

http://www.sciencedirect.com/science/article/pii/S0264410X1501436X (Accessed 19 

February 2016). 

Gupta PK, Pore P and Patil U (2013) Evaluation of Immunization Coverage in the 

Rural Area of Pune, Maharashtra, Using the 30 Cluster Sampling Technique. Journal 

of Family Medicine and Primary Care 2(1): 50–54. Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3894018/ (Accessed 13 February 

2016). 

Hamid S, Andrabi SAH, Fazli A and Jabeen R (2012) Immunization of Children in a 

Rural Area of North Kashmir, India: A KAP Study. Online Journal of Health and 

Allied Sciences 11(1). Available from: http://www.ojhas.org/issue41/2012-1-10.htm 

(Accessed 13 February 2016). 

Hu Y, Chen Y, Guo J, Tang X and Shen L (2014) Completeness and timeliness of 

vaccination and determinants for low and late uptake among young children in eastern 

China. Human Vaccines & Immunotherapeutics 10(5): 1408–1415. Available from: 

http://dx.doi.org/10.4161/hv.28054 (Accessed 13 February 2016). 



Institute of Applied Manpower Research, Planning Commission, Government of India 

(2011) India Human Development Report 2011: Towards Social Inclusion. New 

Delhi 

International Institute for Population Sciences (IIPS) (2010) District Level Household  

and Facility Survey (DLHS-3)2007-08,Jammu & Kashmir. Mumbai: IIPS 

International Institute for Population Sciences (IIPS) (2010) National Family Health 

Survey (NFHS-2) 1998-99,Jammu & Kashmir. Mumbai: IIPS 

International Institute for Population Sciences (IIPS) (2010) National Family Health 

Survey (NFHS-3) 2005-06,Jammu & Kashmir. Mumbai: IIPS 

John TJ (2010) India’s National Technical Advisory Group on Immunisation. Vaccine 

28 Suppl 1: A88–90. 

Kadri AM, Singh A, Jain S, Mahajan RJ and Trivedi A (2010) Study On 

Immunization Coverage In Urban Slums Of Ahmedabad City. Health and 

Population: Perspectives and Issues 33(1): 50-54 Available from: 

http://ww.nihfw.org/doc/HPPI_33(1),2010.pdf#page=54 (Accessed 13 October 2016). 

Khan MNA, Rahman ML, Awal Miah A, Islam MS, Musa SA and Tofail F (2005) 

Vaccination coverage survey in Dhaka District. Bangladesh Medical Research 

Council Bulletin 31(2): 46–53. 

Khan MS, Qureshi UA, Bilquees S, Qurieshi MA, Pandit I, Haq I ul and Qureshi UA 

(2014) Immunization Coverage in Block Hazratbal of District Srinagar, Jammu & 

Kashmir. Academic Medical Journal of India 2(2):45–48. 



Klemetti R, Che X, Gao Y, Raven J, Wu Z, Tang S and Hemminki E (2010) Cesarean 

section delivery among primiparous women in rural China: an emerging epidemic. 

American Journal of Obstetrics and Gynecology 202(1): 65.e1-65.e6. Available from: 

http://www.sciencedirect.com/science/article/pii/S0002937809009582 (Accessed 5 

October 2016). 

Lahariya C (2014) A brief history of vaccines & vaccination in India. The Indian 

Journal of Medical Research 139(4): 491–511. 

Laxminarayan R and Ganguly NK (2011) India’s vaccine deficit: why more than half 

of Indian children are not fully immunized, and what can--and should--be done. 

Health Affairs (Project Hope) 30(6): 1096–1103. 

Legesse E and Dechasa W (2015) An assessment of child immunization coverage and 

its determinants in Sinana District, Southeast Ethiopia. BMC Pediatrics 15: 31. 

Available from: http://dx.doi.org/10.1186/s12887-015-0345-4 (Accessed 12 October 

2016). 

Liu Y, Li G, Chen Y, Wang X, Ruan Y, Zuo L and Zhang W (2014) A descriptive 

analysis of the indications for caesarean section in mainland China. BMC Pregnancy 

and Childbirth 14. Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4269966/ (Accessed 5 October 2016). 

Maktha VK, Ghatam A, Padamata H and Ravulakol A (2016) Prevalence and factors 

associated with caesarean section: a community based cross sectional study in rural 

parts of Rangareddy district, Telangana, India. Int J Community Med Public Health 

3(8): 2054-2057. Available from http://www.scopemed.org/?mno=231079#cite 

(Accessed 11 October) 



Mathew JL (2012) Inequity in childhood immunization in India: A systematic review. 

Indian Pediatrics 49(3): 203–223. Available from: 

http://link.springer.com/article/10.1007/s13312-012-0063-z (Accessed 14 February 

2016). 

Murray CJ, Shengelia B, Gupta N, Moussavi S, Tandon A and Thieren M (2003) 

Validity of reported vaccination coverage in 45 countries. The Lancet 362(9389): 

1022–1027. Available from: 

http://www.sciencedirect.com/science/article/pii/S014067360314411X (Accessed 13 

February 2016). 

Neuman M, Alcock G, Azad K, Kuddus A, Osrin D, More NS, Nair N, Tripathy P, 

Sikorski C, Saville N, Sen A, Colbourn T, Houweling TAJ, Seward N, Manandhar 

DS, Shrestha BP, Costello A and Prost A (2014) Prevalence and determinants of 

caesarean section in private and public health facilities in underserved South Asian 

communities: cross-sectional analysis of data from Bangladesh, India and Nepal. BMJ 

Open 4(12): e005982. Available from: http://bmjopen.bmj.com/content/4/12/e005982 

(Accessed 5 October 2016). 

Niino Y (2011) The increasing cesarean rate globally and what we can do about it. 

Bioscience Trends 5(4): 139–150. 

Omer SB, Salmon DA, Orenstein WA, de Hart MP and Halsey N (2009) Vaccine 

Refusal, Mandatory Immunization, and the Risks of Vaccine-Preventable Diseases. 

New England Journal of Medicine 360(19): 1981–1988. Available from: 

http://dx.doi.org/10.1056/NEJMsa0806477 (Accessed 2 February 2016). 



Pande RP and Yazbeck AS (2003) What’s in a country average? Wealth, gender, and 

regional inequalities in immunization in India. Social Science & Medicine (1982) 

57(11): 2075–2088. 

Perry H, Weierbach R, Hossain I and Islam R (1998) Tetanus toxoid immunization 

coverage among women in zone 3 of Dhaka city: the challenge of reaching all women 

of reproductive age in urban Bangladesh. Bulletin of the World Health Organization 

76(5): 449–457. Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2305782/ (Accessed 13 October 

2016). 

Pv B (2014) PENTAVALENT VACCINE – CRITISISED IN ASIAN COUNTRIES. 

International Journal of Preventive and Therapeutic Medicine 1(2). Available from: 

http://ijptm.com/index.php/ijptm/article/view/193/99 (Accessed 13 February 2016). 

Rainey JJ, Watkins M, Ryman TK, Sandhu P, Bo A and Banerjee K (2011) Reasons 

related to non-vaccination and under-vaccination of children in low and middle 

income countries: Findings from a systematic review of the published literature, 

1999–2009. Vaccine 29(46): 8215–8221. Available from: 

http://www.sciencedirect.com/science/article/pii/S0264410X11013661 (Accessed 17 

February 2016). 

Rossi R (2015) Do Maternal Living Arrangements Influence the Vaccination Status of 

Children Age 12-23 Months? A Data Analysis of Demographic Health Surveys 2010-

11 from Zimbabwe. PloS One 10(7): e0132357. 

Scheifele DW, Halperin SA and Bettinger JA (2014) Childhood immunization rates in 

Canada are too low: UNICEF. Paediatrics & Child Health 19(5): 237–238. Available 



from: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4029243/ (Accessed 12 October 

2016). 

Sharma A, Kaplan WA, Chokshi M and Zodpey SP (2016) Role of the private sector 

in vaccination service delivery in India: evidence from private-sector vaccine sales 

data, 2009-12. Health Policy and Planning 31(7): 884–896. 

Sharma V and Sharma A (1991) Is the female child being neglected? Immunization in 

India. Health Policy and Planning 6(3): 287–290. Available from: 

http://heapol.oxfordjournals.org/content/6/3/287 (Accessed 13 October 2016). 

Sharma Vikas, Singh A and Sharma Vijaylakshmi (2015) Provider’s and user’s 

perspective about immunization coverage among migratory and non-migratory 

population in slums and construction sites of Chandigarh. Journal of Urban Health: 

Bulletin of the New York Academy of Medicine 92(2): 304–312. 

Shen AK, Fields R and McQuestion M (2014) The future of routine immunization in 

the developing world: challenges and opportunities. Global Health: Science and 

Practice 2(4): 381–394. Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4307855/ (Accessed 14 February 

2016). 

Shrivastwa N, Gillespie BW, Kolenic GE, Lepkowski JM and Boulton ML (2015) 

Predictors of vaccination in India for children aged 12–36 months. Vaccine, 

Advancing Vaccines and ImmunizationIssues, Insights, and Innovations 33, 

Supplement 4: D99–D105. Available from: 

http://www.sciencedirect.com/science/article/pii/S0264410X15013109 (Accessed 14 

February 2016). 



Singh A, Pallikadavath S, Ogollah R and Stones W (2012) Maternal Tetanus Toxoid 

Vaccination and Neonatal Mortality in Rural North India. PLoS ONE 7(11). Available 

from: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3494717/ (Accessed 13 October 

2016). 

Singh PK (2013) Trends in Child Immunization across Geographical Regions in 

India: Focus on Urban-Rural and Gender Differentials. PLoS ONE 8(9): e73102. 

Available from: http://dx.doi.org/10.1371/journal.pone.0073102 (Accessed 13 

February 2016). 

Sissoko D, Trottier H, Malvy D and Johri M (2014) The Influence of Compositional 

and Contextual Factors on Non-Receipt of Basic Vaccines among Children of 12-23-

Month Old in India: A Multilevel Analysis. PLoS ONE 9(9). Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4161331/ (Accessed 19 February 

2016). 

Sreevidya S and Sathiyasekaran BW (2003) High caesarean rates in Madras (India): a 

population-based cross sectional study. BJOG: An International Journal of Obstetrics 

& Gynaecology 110(2): 106–111. Available from: 

http://onlinelibrary.wiley.com/doi/10.1046/j.1471-0528.2003.02006.x/abstract 

(Accessed 5 October 2016). 

Trivedi R, Singh S, Adhikari P and Jatav DP (2014) Coverage evaluation of primary 

immunization and the associated determinants in an urban slum of Rewa. Indian 

Journal of Community Health 26(1): 37–40. Available from: 

http://www.iapsmupuk.org/journal/index.php/IJCH/article/view/572. 



Turner AG, Magnani RJ and Shuaib M (1996) A Not Quite as Quick but Much 

Cleaner Alternative to the Expanded Programme on Immunization (EPI) Cluster 

Survey Design. International Journal of Epidemiology 25(1): 198–203. Available 

from: http://ije.oxfordjournals.org/content/25/1/198 (Accessed 22 September 2016). 

UNICEF (2009) Jammu and Kashmir Fact Sheet 2009 Coverage Evaluation Survey. 

New Delhi :UNICEF.Available from https://nrhm-

mis.nic.in/PubCoverageEvaluationLibrary/Jammu%20and%20Kashmir.pdf (assessed 

1 February 2016) 

UNICEF (2013) A National Cold Chain Vaccine Management Resource Center study 

with technical support from UNICEF, India, New Delhi. New Delhi: UNICEF. 

Vakili R, Ghazizadeh Hashemi A, Khademi G, Abbasi MA and Saeidi M (2015) 

Immunization Coverage in WHO Regions: A Review Article. International Journal 

of Pediatrics 3(2.1): 111–118. Available from: 

http://ijp.mums.ac.ir/article_4157_3.html (Accessed 22 February 2016). 

Vashishtha VM (2012) Status of immunization and need for intensification of routine 

immunization in India. Indian Pediatrics 49(5): 357–361. 

Vashishtha VM and Kumar P (2013) 50 years of immunization in India: progress and 

future. Indian Pediatrics 50(1): 111–118. 

Vieira GO, Fernandes LG, de Oliveira NF, Silva LR and de Oliveria Vieira T (2015) 

Factors associated with cesarean delivery in public and private hospitals in a city of 

northeastern Brazil: a cross-sectional study. BMC Pregnancy and Childbirth 15. 

Available from: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4457097/ (Accessed 

6 October 2016). 

https://nrhm-mis.nic.in/PubCoverageEvaluationLibrary/Jammu%20and%20Kashmir.pdf
https://nrhm-mis.nic.in/PubCoverageEvaluationLibrary/Jammu%20and%20Kashmir.pdf


Vohra R, Vohra A, Bhardwaj P, Srivastava JP and Gupta P (2013) Reasons for failure 

of immunization: A cross-sectional study among 12-23-month-old children of 

Lucknow, India. Advanced Biomedical Research 2. Available from: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3814854/ (Accessed 19 February 

2016). 

WHO (2010) Gender and Immunization Available from: 

http://www.who.int/immunization/sage/1_immunization_gender_reports_without_gra

phics.pdf (Accessed 11 October 2016) 

WHO (2014) 2014 Assessment report of The Global Vaccine Action Plan Available 

from:http://www.who.int/immunization/global_vaccine_action_plan/SAGE_DoV_G

VAP_Assessment_report_2014_English.pdf (Accessed 1 February 2016) 

WHO (2015) 2015 Assessment report of The Global Vaccine Action Plan Available 

from:http://www.who.int/immunization/global_vaccine_action_plan/SAGE_GVAP_

Assessment_Report_2015_EN.pdf (assessed 1 February 2016) 

WHO (2016) Immunization coverage [Online] Available 

from:http://www.who.int/mediacentre/factsheets/fs378/en/ (Accessed 13 February 

2016). 

WHO, UNICEF, World Bank (2009) State of the world’s vaccines and immunization, 

Third edition,WHO Press, Geneva. Available from 

http://www.unicef.org/immunization/files/SOWVI_full_report_english_LR1.pdf 

(Accessed 16 February 2016) 

 

 

http://www.who.int/immunization/global_vaccine_action_plan/SAGE_DoV_GVAP_Assessment_report_2014_English.pdf
http://www.who.int/immunization/global_vaccine_action_plan/SAGE_DoV_GVAP_Assessment_report_2014_English.pdf


Annexure 1 

Cluster identification form  

 

S:No  Village/ ward Population  Cumulative 

population 

Sampling 

interval 

Random 

number 

Cluster 

code 

Cluster 

identification 

number 

01 Harwan (E) 28059 28059 41228 29663   

02 Nishat (E) 23325 51384   1 29663 

03 Dalgate (E) 17185 68569     

04 Lal chowk(E) 10301 78870   2 70891 

05 Raj bagh (S) 10205 89075     

06 Wazir bagh 

(S) 

14870 103945     

07 Sarai bazaar 

(S) 

9241 113186   3 112119 

08 Mehjoor nagar 

(S)  

25580 138766     

09 Nati pora (S) 14574 153340     

10 Chanpora (S) 23329 176669   4 153347 

11 Baghat 

barzulla (S) 

30439 207108   5 194575 

12 Rawalpora (S) 14261 221369     

13 Sheikh 

dawood 

colony (S) 

9857 231226     

14 Batmaloo (S) 16142 247368   6 235803 

15 Magarmal 

bagh (S) 

16836 264204     

16 Nund reshi 

colony (S) 

7719 271923     

17 Allocha bagh 

(S) 

12571 284494   7 277031 
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18 Qamarwari 

(W) 

8469 292963     

19 Parim 

pora(W) 

17558 310521     

20 HMT(W) 20782 331303   8 318259 

21 Bemina A(W) 15825 347128     

22 Bemina B(W) 26996 374124   9 359487 

23 Shaheed 

gunj(W) 

9302 383426     

24 Karan 

nagar(W) 

11906 395332     

25 Chattabal(W) 17304 412636   10 400715 

26 Syed ali 

akbar(W) 

16347 428983     

27 Nawakadal 

(W) 

14546 443529   11 441943 

28 Islam 

yarbal(W) 

11501 455030     

29 Dalahi 

bagh(W) 

8813 463843     

30 Ganpatyar (E) 13116 476959     

31 Malik 

angan(E) 

15634 492593   12 483171 

32 Barbar 

shah(E) 

18004 510597     

33 Khankahi 

m(E) 

16617 527214   13 524399 

34 S R gunj(E) 18242 545456     

35 Aqil mir(E) 18605 564061     

36 Khwaja 

bazaar(E) 

17496 581557   14 565627 

37 Safa kadal(W) 19855 601412     
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38 Idd gah(W) 26574 627986   15 606855 

39 Tarabal(E) 9140 637126     

40 Jogilankar(E) 21911 659037   16 648083 

41 Zinda shah(E) 12435 671472     

42 Hassan 

abad(E) 

17294 688766     

43 Jamia 

masjid(E) 

8601 697367   17 689311 

44 Makhdoom 

sahib(E) 

18886 716253     

45 Kowdara(E) 23493 739746   18 730539 

46 Zadi bal(N) 15593 755339     

47 Maidan 

sahib(N) 

13300 768639     

48 Nowshera(N)  12091 780730   19 771767 

49 Zoonimar(N) 15408 796138     

50 Lal bazaar(N) 22070 818208   20 812995 

51 Umar her(N) 25735 843943     

52 Soura(N) 11636 855579   21 854223 

53 Buchpora(N) 22525 878104     

54 Ahmed 

nagar(N) 

30529 908633   22 895451 

55 Zukura(N) 11791 920424     

56 Hazratbal(N) 18942 939366   23 936679 

57 Tail bal(N) 17397 956763     

58 Bud dal(E) 13290 970053     

59 Lokut dal(E) 19998 990051   24 977907 

60 Newthead(N) 22673 1012724     

61 Alesteng(N) 17506 1030230   25 1019135 

62 Paul pora(W) 26135 1056365     

63 Maloora(W) 21244 1077609   26 1060363 
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64 Lawaypora 

(W) 

12431 1090040     

65 Khumani 

chowk(S) 

25158 1115198   27 1101591 

66 Humhama(S) 30483 1145681   28 1142819 

67 Pandrethan(S) 21659 1167340     

68 Khonmuh(S) 13230 1180570     

69 M Corp and 

OG (part) 

Baghe mehtab 

6297 1186867   29 1184047 

CB1 Batwara  10209 1197076     

CB2 Yattu shivpora 1555 1198631     

CB3 Puribal 

shivpora 

2109 1200740     

CB4 Palpora 

sonwar 

1814 1202554     

CB5 Iqbal colony 

sonwar 

1877 1204431     

CB6 Shivpora  2856 1207827     

CB7 Indra nagar 1794 1209081     

CT1 Khonmuh 2664 1211745     

CT2 Nowgam 2490 1214235     

CT3 Lasjan  5281 1219516     

V1 Takya Sang 

Reshi (N) 

254 1219770     

V2 Fakir Gujri(N) 1900 1221670     

V3 Dara (N) 3177 1224847     

V4 Mulanar (N) 399 1225246     

V5 Inder 

Hama(N) 

294 1225540   30 1225275 

V6 Sangam (N) 1819 1227359     
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V7 Takan Wari 

Pora(N) 

1880 1229239     

V8 Gagarzoo (N) 1187 1230426     

V9 Abdullah Pora 

(Panji 

Nara)(S) 

2630 1233056     

V10 Soiteng (S) 2362 1235418     

V11 Kursu 

Padshahi 

Bagh 

(partly)(S) 

1411 1236829     

Source: Census 2011 
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Annexure 2 

Immunization coverage in children aged 12 -23 months in Srinagar district,             

Jammu and Kashmir 

 

Checklist  

*For a child falling into age category of 12-23 months, choose the child as the study 

participant. (If only one child is present, select that child as the index child. If more than 1 

child, choose the youngest child as the index child. If more than one child of the same age 

use KISH card to select the index child) 

For a child falling into age category of 0-11 months, choose the mother as the study 

participant. 

 

 

 

1 2 3 4 5 6 7 8 9 10 

Sl. 

No 

Name 

of the 

ward/ 

villag

e 

Date of 

the 

interview 

Name of 

the 

respondent 

and 

address  

How 

many 

people 

live in the 

household 

that share 

the same 

kitchen? 

Are there 

any 

children 

below 6 

years of 

age living 

in this 

household

? 

Yes/No 

 

If yes go 

to 7 

If no stop 

Is there 

any child 

aged 

between 

0-23 

months? 

Yes/No  

 

 

If yes go 

to 8 

If no 

stop 

Is the 

study 

participant

* living in 

the area 

for more 

than 6 

months? 

Yes/No  

 

If yes go 

to 9 

If no stop 

Is the 

study 

participant 

willing to 

participate

? ( in case 

child aged 

12-23 

months 

willingnes

s of the 

mother) 

 

If yes  

take 

consent 

and start 

the 

interview 

If no go to 

10 

If no, 

Reasons for 

non 

participatio

n 
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Annexure 3 

Immunization coverage in children aged 12 -23 months in Srinagar district,   

Jammu and Kashmir 

 

Interview schedule 

Unique Id: 

Area:  

 

A) Personal and Socio-demographic information : (respondent-mother) 

A1 What is your date of birth? 

(If date of birth is not known, ask 

for age in completed years) 

dd/mm/year  

A2 Up to which level have you been 

educated? 

Illiterate: 1 

No formal education: 2                       

Primary (1-7class): 3 

Secondary(8-10 class): 4                                     

Higher secondary/ 

equivalent (+2): 5                                               

Graduate: 6 

Post graduate: 7                                   

Others (specify): 8                                          

 

 

A3 What is your occupation? Govt.employee: 1                                          

Private sector: 2                                   

Self employed: 3                                  

Housewife: 4 

Others (specify): 5  

                      

 

A4 What is the usual household 

expenditure in a month? 

<5000: 1 

5000-10,000: 2 

>10,000: 3 

Don’t know: 4 
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A5 What is your religion? Muslim: 1 

Hindu: 2 

Christian: 3 

Others (specify): 4 

 

A6 How many children do you have 

now? 

  

A7 Do any of the children suffer from 

any disability? 

Yes: 1 

No: 2 

 

A8 What is the birth order of the index 

child? 

  

A9 What is your marital status? Currently married :1 

Widowed: 2 

Divorced: 3 

Separated: 4 

Deserted: 5 

Don’t know: 6  

Others :7 

 

A10 Who pays for the index child’s 

needs? 

(more than one answer is possible) 

Mother: 1  

Father: 2 

Grandparents: 3 

Others (specify): 4 

 

A11 Up to which level has your husband 

been educated?  

Illiterate : 1                                

No formal education: 2              

Primary (1-7class): 3                                

Secondary (8-10 class): 4                                          

Higher secondary/  

equivalent (+2): 5                                                           

Graduate: 6                                

Post graduate: 7                         

Don’t know:8 

Others (specify): 9    
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A12 What is your husband’s 

occupation? 

Govt.employee:1 

Private sector: 2 

Self employed: 3 

Not employed: 4 

Don’t know:5 

Others (specify): 6 
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B) Infant immunization information: 

B1 Cluster no:   

B2 Date:   

B3 Range of birth dates: From: 15.6.2014 

Until: 15.5 2015 

 

 

B4 Child number 

in the cluster 

(Unique Id) 

 1 2 3 4 5 6 7  

B5 Age in 

completed 

months 

         

B6 Birth date of 

the index child 

dd/mm/yyyy 

 

 

        

B7 Sex of the child Male:1 

Female:2 

        

B8 Immunization 

card 

availability 

Yes:1 

No:2 

        

B9 BCG B9a:Date/+/0 

 

        

B9b:Scar:    

Yes:1 No:2 

        

B9c:Source:         

B10  DPT-1 B10a:Date/+/0 

 

        

 B10b:Source: 
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B11 DPT-2 B11a:Date/+/0 

 

        

 B11b:Source: 

 

        

B12 DPT-3 B12a:Date/+/0 

 

        

 B12b:Source: 

 

        

B13 OPV-1 B13a:Date/+/0 

 

        

 B13b:Source: 

 

        

B14 OPV-2 B14a:Date/+/0 

 

        

 B14b:Source: 

 

        

B15 OPV-3 B15a:Date/+/0 

 

        

 B15b:Source: 

 

        

B16 Hep-1 B16a:Date/+/0 

 

        

 B16b:Source: 

 

        

B17 Hep-2 B17a:Date/+/0 

 

        

 B17b:Source: 

 

        

B18 Hep-3 B18a:Date/+/0 

 

        

 B18b:Source: 
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B19 Measles B19a:Date/+/0 

 

        

 B19b:Source: 

 

        

B20 Pentavalent-1 B20a:Date/+/0 

 

        

B20b:Source: 

 

B21 Pentavalent-2 B21a:Date/+/0 

 

        

B21b:Source: 

 

B22 Pentavalent-3 B22a:Date/+/0 

 

        

B22b:Source 

: 

B23 Vitamin-A 

(First dose) 

B23a:Date/+/0 

 

        

 B23b:Source: 

 

        

B24 Vitamin-A 

(Second dose) 

B24a:Date/+/0 

 

        

 B24b:Source:         

B25 Immunization 

status 

Not 

immunized***: 

1 

Partially**: 2 

Fully*: 3 

        

B26 Fully 

immunized 

(supervisor) 

Yes: 1 

No: 2 
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C) Additional vaccination: 

 

C1 MMR C1a:Date/+/0 

 

        

  C2b:Source: 

 

        

 

Key: 

Date: 

 

+: 

0: 

Copy date of immunization from card if 

available 

Mother reports that immunization was given 

Immunization not given 

Source: 

1: 

2: 

3: 

4: 

5: 

 

Private hospital  

Government hospital 

CHC 

PHC 

Sub centre (SC)  including outreach 

 

*Fully 

immunized 

child 

If the child has received one dose of BCG, 3 doses of OPV, 3 doses of DPT 

and one dose of measles before reaching age one. 

For children following pentavalent schedule, full immunization is one dose 

of BCG, 3 doses of OPV, 3 doses of pentavalent vaccine and one dose of 

measles before reaching age one. 

**Partially 

immunized 

If any one dose is missing, child is considered to be partially immunized. 

***Not 

immunized 

If the child has not received any vaccination, the child is considered to be un 

immunized. 
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D) Reasons for failure to immunize (infant): 

D1 Child 

number in 

the cluster 

(Unique Id) 

 1 2 3 4 5 6 7  

D2 Child fully 

immunized: 

Yes: 1 

No: 2  

        

D3* Lack of 

information: 

Unaware of need 

for immunization:1 

Unaware to return 

for 2nd and 3rd 

dose: 2 

Place/time of 

immunization 

unknown : 3                                        

Fear for side 

reactions : 4                   

Wrong ideas about  

Contraindications:5 

Others: 6                                               

        

 Lack of 

motivation: 

Postponed: 7 

Cultural: 8 

Rumors: 9 

Others:10 

        

 Obstacles: Place of 

immunization too 

far : 11 

Time of 

immunization  

inconvenient: 12                                 

Vaccinator 

absent:13                         
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Vaccine not 

available :14                    

Mother too  

busy :15                           

Family 

problems:16                           

Child ill brought 

but not given 

immunization:17 

Long waiting 

time:18 

Others:19 

*: For D3 only ask about the reasons for failure to immunize, do not give options. Mark the 

options according to respondent’s answers.  
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E) Tetanus toxoid immunization for mother: 

E 1 Cluster no:   

E 2 Date:   

E 3 Range of birth dates: From: 15.6.2015 

Until:15.5.2016 

 

 

E4 Women 

number in 

the cluster 

(Unique 

Id) 

 1 2 3 4 5 6 7  

E5 Birth date 

of child: 

         

E6 Parity:          

E7 TT-1 E7a:Date/yes/no 

 

        

 E7b:Source 

 

        

E8 TT-2 E8a:Date/yes/no 

 

        

 E8b:Source 

 

        

E9 Number of TT doses received 

during last pregnancy: 

        

E10 Number of antenatal care 

visits in the last pregnancy 

        

E11 Place of 

delivery of 

baby: 

Home:1                                                     

Sub-centre: 2  

PHC: 3                                               

Community 

health centre:4                         

District 

hospital:5                                         

Private facility: 

6          
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E12 Type of 

delivery 

Normal:1                                                 

Caesarean:2                                                   

Others 

(specify):3                                           

        

E13 Child 

protection 

against 

neonatal 

tetanus (as 

reported 

by mother) 

Yes:1                                                

No:2                                                

        

 

Key: 

Date: 

 

Yes: 

No : 

Copy date of immunization from card if 

available 

Mother reports that immunization was given 

Immunization not given 

Source: 

1: 

2: 

3: 

4: 

5: 

 

Private hospital  

Government hospital 

CHC 

PHC 

Sub centre (SC) including outreach 

 

Immunized women Two doses of TT during pregnancy (for first pregnancy) or one dose of TT in 

the subsequent pregnancy. 
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F) Reasons for failure to immunize (mother): 

 

F1 Women 

number in 

the cluster 

(Unique Id) 

 1 2 3 4 5 6 7  

F2 Women  

fully 

immunized: 

Yes: 1 

No: 2 

        

F3 Lack of 

information: 

Unaware of need 

for immunization:1 

Unaware to return 

for 2nd and 3rd 

dose :2 

Place/time of 

immunization 

unknown : 3                                        

Fear for side 

reactions : 4                   

Wrong ideas about  

Contraindications:5 

Others:6                                                

 

        

 Lack of 

motivation: 

Postponed: 7 

Cultural:8 

Rumours:9 

Others:10 

        

 Obstacles: Place of 

immunization too 

far : 11 

Time of 

immunization  

inconvenient:12                                 

Vaccinator 

absent:13                         
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Vaccine not 

available :14                    

Mother too busy :15                            

Family problems 

including illness of 

mother :16   

Mother ill, did not 

visit health 

facility:17                         

Mother visited 

health facility but 

not given 

immunization:18 

Long waiting 

time:19 

Others:20 

*For F3 only ask about the reasons for failure to immunize, do not give options. Mark the 

options according to respondent’s answers. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Page 13 of 15 



 

G) Awareness of mothers: 

Unique Id: 

G1 

 

Does immunization prevent disease? Yes: 1 

No: 2 

Don’t know: 3 

 

G2 Is the immunization provided for free? Yes: 1                                                            

No: 2                                                             

Sometimes: 3                                                

 

G3 Is it important to get the child 

immunized? 

Very important: 1                                         

Important: 2 

Not important: 3                        

Don’t know: 4                                                

 

G4 Do you know what vaccines were given 

when your child was born? 

Yes: 1                                                           

No: 2                                     

If yes, name them      

 

G5 How did you come to know about 

immunization? 

Radio: 1 

Television: 2 

Health programs: 3 

Antenatal clinic: 4 

Home: 5 

Others (yficeps ) : 6 

 

G6 Can immunization be harmful? Yes: 1 

No: 2 

Don’t know: 3 

If yes, go to G7, 

otherwise go to G8 

G7 What are the harmful effects of 

immunization? 

Fever: 1 

Pain: 2 

Diarrhoea: 3 

Rash: 4 

Headache: 5 

Others (specify): 6 

 

G8 If the child is ill, should the 

immunization be given? 

Yes: 1 

No: 2 

Don’t know: 3 
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G9 What diseases are prevented by 

vaccination? 

Tuberculosis: 1                                                                                            

Diptheria: 2                                                    

Pertussis: 3                                                    

Tetanus: 4                                                     

Polio: 5                                                         

Measles: 6                                                   

Don’t know: 7     

Others (specify): 8                                                         

                                        

 

G10 Where are the vaccines stored? Know: 1 

Don’t know: 2 

If answer is 1, list some 

places: 
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Annexure 4 

Achutha Menon Centre for Health Science Studies, Sree Chitra Tirunal Institute for Medical 

Sciences & Technology, Trivandrum, Kerala-695011 

Immunization coverage of children aged 12-23 months in Srinagar district, 

Jammu and Kashmir. 

 

Participant information sheet 

Greetings! My name is *********** and I am presently pursuing Master of Public Health 

(MPH) course at Achutha Menon Centre for Health Science Studies, Sree Chitra Tirunal 

Institute for Medical Sciences and Technology, Trivandrum, Kerala. As part of the course, I 

am doing a study on “Immunization coverage of children aged 12-23 months in Srinagar 

district, Jammu and Kashmir”. The purpose of the study is to find out the immunization 

coverage for vaccine preventable diseases in children aged 12-23months, to assess the 

immunization coverage in mothers of children aged 0-11 months and the factors which 

determine the immunization coverage in both children and mothers. 

I, therefore, kindly request your participation for about 30 minutes, which includes answering 

questions mainly regarding the immunization taken by your child aged 12-23 months or/and 

regarding the immunization taken by you in your last pregnancy if you have a child aged 0-

11 months. I assure you that, all the information shared by you will be kept highly 

confidential and only used for research and academic purpose. You may not get any direct 

benefit from the study; however, the information shared by you will help in assessing the 

present immunization coverage and devising strategies to improve the coverage for the 

greater benefit of the district. Your participation in this study is purely voluntary. You may 
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choose not to answer any question and you have the right to withdraw your participation at 

any time during the interview without any explanation, without fear of harm or penalty. Your 

cooperation will be highly valued. 

 

In case of any query or clarification regarding the study, now or in future you can contact me 

anytime directly or through phone (Ph no: 0-9622837977,   0-9048616634). In case you wish 

to seek any further clarification regarding this study, you can contact Dr. Mala Ramanathan, 

IEC member secretary (Ph no: 0471-2524234). 

 

 

 

Name and signature of the interviewer:                                               Place: 

                                                                                                            Date: 
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Annexure 5 

 

 

Achutha Menon Centre for Health Science Studies, Sree Chitra Tirunal Institute for Medical 

Sciences & Technology, Trivandrum, Kerala-695011 

Immunization coverage of children aged 12-23 months in Srinagar district, 

Jammu and Kashmir. 

 

Consent form 

I have read/heard and understood all the information provided in the ‘Informed consent form’ 

and I have clarified all my doubts. The purpose of the study and my involvement in it has 

been explained to me. I understand that my privacy shall be maintained and I hold the right to 

withdraw from the study any time without any obligation to anyone. I confirm my 

participation in the study by signing/putting thumb impression on this consent form. 

I, --------------------------------------------------------------------------- agree to participate in the 

study. 

 

Signature/Thumb impression of the participant: 

 

 Signature of the interviewer:                                                           Place: 

 Name of the interviewer:                                                                  Date: 

Respondent code: 
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Annexure 6 

Urdu version of checklist 

 

 سرینگرضلع میں ٢٣-٣٢ماہ کے عمر کے بچوں کی حفاظتی ٹیکوں کی کوریج،

 جممو وکشمیر

 چککلسٹ

٢ ٣ ٢ ٤ ٥ ٦ ٧ ٨ ٩ ٢١ 

اگر  نہیں  تو  

تحقیقاتی  

عمل میں  

شمولیت نا 

کرنے کی 

 وجوہات 

کیا تحقیقاتی عمل 

کا رکن شمولیت 

کے  لئے تیار 

ماہ  ٣٢-٢٣)ہیں؟ 

کے بچے کے 

لئے ما کی رضا 

اگر ہاں ( مندی 

تو رضامندی لو 

اور انٹرویو شرو 

 کرو 

 ٢١اگر نہیں تو 

 نمبر پی جاؤ 

کیا 

تحقیقاتی  

عمل کا 

اس * رکن

 عالکے

ماہ  ٦میں 

سے زیادہ 

رہ رہے 

/ ہیں؟ ہاں 

 نا

اگر ہاں 

 ٩تو  

نمبر پی 

جاؤ  

 ورنہ رکو 

کیا کوئی 

 ٣٢-١بچا 

ماہ کی 

عمر کا 

 ہے ؟

نا / ہاں  

اگر ہاں تو 

نمبر پی  ٨

جاؤ ورنہ 

 رکو  

کیااس 

گھرمیں  

سال  ٦

کی امر 

سے کم 

کے بچے 

رہتے 

 ہیں؟

اگر ہاں 

نمبر  ٧تو 

پی  جاؤ 

 ورنہ رکو

تعداد نفری 

جو گھر کے 

ایک رسوی 

سے وابستہ 

 ہیں

مد عآ الیہ 

کا نام اور 

 پتہ

انٹرویو 

 تاریخ

گاؤں / وارد

 کا نام

نمبر   

 شمار 

          

          

          

صرف ایک بچا موجود ہے تو انڈکس )ماہ کے زمرےمیں پڑنے والے بچےکو تحقیقاتی عمل میں منتخب   ٣٢-٢٣*

ایک سے زیادہ بچوں کی صورت میں، سب سے چھوٹے بچے کو . بچے کے طور پی اس بچے کو منتخب کرے

رڈ کا استمال کرے  اگر ایک ہی امر کے ایک سے زیادہ بچے ہیں تو کش کا. انڈکس بچے کے طور پی منتخب کرے

ماہ کے زمرے میں پڑنے والے بچے کی ما کو تحقیقاتی عمل میں  منتخب کرو   ٢٢-١  
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Annexure 7 

Urdu version of interview schedule 

 

 انٹرویو شیڈول

 

DIمنفرد   

 عالقے

A  ) (ما -مد عا) سماجی و ابادیاتی معلومات  

سال / ماہ/ دن   آپ کی تاریخ پیدائش کیا ہے؟ تاریخ پیدائش  

نا معلوم ہونے کی صورت میں عمر کے 

 سال معلوم کرو 

A-1 

  ٢-ان پڑھ  

  ٣-کوئی رسمی تعلیم نہں 

  ٢-(٧-٢)پرائمری 

٤-(٢١-٨)سیکنڈری   

   ٥-ہائر سیکنڈری 

   ٦-گریجویٹ 

   ٧-پوسٹ گریجویٹ 

   ٨ -(وضاحت )دیگر 

تعلیمی معیار کیا ہے ؟آپ کا    A-2 

   ٢-سرکاری مالزم 

   ٣-گیر سرکاری مالزم

  ٢-خود مالزم 

  ٤-خاتون خانہ 

  ٥-(وضاحت )دیگر 

 A-3 آپ کا پیشہ کیا ہے؟

 <٢- ٥١١١  

٣-٢١١١-٥١١١  

>٢- ٢١١١١  

  ٤-(وضاحت )دیگر 

 A-4 آپ کا ماہانہ خرچہ کیا ہے؟

  ٢-مسلمان  

  ٣-ہندو

  ٢-عیہسا ی

   ٤-(وضاحت)دیگر 

 A-5 آپ کا مذہب کیا ہے؟

 A-6 آپ کے وقتی طور کتنے بچے ہیں؟  

  ٢-ہاں  

  ٣-نہں 

 

 A-7 بچوں میں سے کوئی معذور تو نہں ہے؟

  

 

 

 A-8 مخصوص بچے کی پیدائش کس طور ہے؟

٢داستاوایز   
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٢-فلحال شادی شدہ    

  ٣-بیوہ 

  ٢-طالق شدہ 

  ٤-الگ 

  ٥-چھوڈی ہی 

  ٦-نہں پتہ 

  ٧-(وضاحت )دیگر 

 A-9 آپ کی ازدواجی حیثیت کیا ہے ؟

  ٢-ما  

  ٣-باپ 

  ٢-دادا دادی 

  ٤-(وضاحت )دیگر 

 مخصوص بچے کا خرچہ کون اٹھاتا ہے؟

(ایک سے زیادہ جواب ممکن ہے )  

A-10 

  ٢-ان پڑھ  

  ٣-کوئی رسمی تعلیم نہں 

  ٢-(٧-٢)پرائمری 

٤-(٢١-٨)سیکنڈری   

   ٥-ہائر سیکنڈری 

   ٦-گریجویٹ 

  ٧–پوسٹ گریجویٹ 

   ٨-نہں پتہ 

   ٩-(وضاحت )دیگر 

 A-11 آپ کے شوہر کا تعلیمی معیار کیا ہے ؟

   ٢-سرکاری مالزم 

   ٣-گیر سرکاری مالزم

  ٢-خود مالزم 

٤-مالزم نہں ہے    

  ٥-نہں پتہ 

                                ٦-( وضاحت )دیگر 

شوہر کا پیشہ کیا ہے ؟ آپ کے  A-12 
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بچوں کے حفزاتی ٹیکوں کی معلومات(  B 

 B-1 کلسٹر نمبر   

 B-2 تاریخ   

سے ٣١٢٤-٦-٢٥   

تک  ٣١٢٥-٥-٢٥  

 B-3 تاریخ پیدائش کے حدود  

 

کلسٹر میں    ٢  ٣  ٢  ٤  ٥  ٦  ٧

بچے کا 

 نمبر  

B-4 

مکمل کر         

ماہ میں 

 عمر 

B-5 

/ ماہ/دن        

 سال 

بچے کی 

تاریخ 

 پیدائش 

B-6 

  ٢-لڑکا       

  ٣-لڑکی

بچے کا 

 جنس 

B-7 

  ٢-ہاں        

  ٣-نہں

  امونیزشن

کارڈ 

 دستیاب ؟

B-8 

تاریخ        

/+/0-٢  

 

 B-9 بی سی جی 

: نشان         

 ٢-ہاں 

  ٣-نہں 

 ذریعنے       

تاریخ        

 /+/0-٢  

ڈی پی ٹی 

-٢  

B-10 

 ذریعنے       

تاریخ        

 /+/0-٢  

 -ڈی پی ٹی

٣   

B-11 

 ذریعنے       

تاریخ        

 /+/0-٢  

ڈی پی ٹی 

-٢   

B-12 

 ذریعنے       

تاریخ        

 /+/0-٢  

-او پی وی 

٢  

B-13 

 ذریعنے       

٣داستاوایز   
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تاریخ        

 /+/0-٢  

-او پی وی 

٣   

B-14 

 ذریعنے       

تاریخ        

 /+/0-٢  

-او پی وی 

٢   

B-15 

 ذریعنے       

تاریخ        

 /+/0-٢  

 B-16  ٢-ہیپ

 ذریعنے       

تاریخ        

 /+/0-٢  

 B-17   ٣-ہیپ

 ذریعنے       

تاریخ        

 /+/0-٢  

 B-18   ٢-ہیپ

 ذریعنے       

تاریخ        

 /+/0-٢  

 B-19 خسرہ

 ذریعنے       

تاریخ        

 /+/0-٢  

-پینٹاولینتھ

٢  

B-20  

 ذریعنے       

تاریخ        

 /+/0-٢  

-پینٹاولینتھ

٣   

B-21 

 ذریعنے       

تاریخ        

 /+/0-٢  

-پینٹاولینتھ

٢   

B-22 

 ذریعنے       

تاریخ        

 /+/0-٢  

 Aوٹامن 

پہلی )

(خوراک   

B-23 

 ذریعنے       

تاریخ        

 /+/0-٢  

 Aوٹامن 

دوسری  )

(خوراک   

B-24 

 

 ذریعنے       

      
 

حفاظت  

میں نہں 

-٢  

جزوی 

طور پی 

حفاظت 

  ٣-میں 

پوری 

طور پی 

حفاظت 

  ٢-میں 

حفاظتی 

ٹیکوں کا 

 معیار  

B-25 

٢-ہاں          

  ٣-نہں 

پوری 

طرح 

 محفوظ 

B-26 
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اضافی ٹیکے ( C 

تاریخ        

 /+/0-

٢  

 C-1 ام ام ار 

 ذریعنے       

 

 کیی

 اگر ٹیکے لگنے کی تاریخ دستیاب ہے تو لکھے 

 ما کا بیان کی ٹیکے لگے ہیں

 کوئی حفزاتی ٹیکا نہں لگا ہے  

 تاریخ 

+ 

0 

گیر سرکاری ہسپتال -٢  

سرکاری ہسپتال -٣  

سی اچ سی -٢  

پی اچ سی -٤  

سب سینٹر اوٹریچ شامل -٥  

 ذریعنے

 

او پی وی کی  ٢اگر بچے کو ایک بی سی جی کی خوراک ، 

ڈی پی ٹی کی خوراک اور ایک خسرہ کی خوراک ایک  ٢خوراک، 

 سال کی عمر تک پہنچنے سے پہلے ملی ہے 

پوری طور پی 

 حفاظت میں 

جزوی طور پی  اگر کسی ایک بھی خوراک کی کمی ہے 

 حفاظت میں 

 حفاظت میں نہں  اگر کوئی بھی خوراک نہں ملی 

  

حفزاتی ٹیکے نا ملنے کی وجوہات ( D 

 

کلسٹر میں    ٢  ٣  ٢  ٤   ٥  ٦  ٧

بچے کا 

 نمبر 

D-1 

  ٢-ہاں        

  ٣-نہیں 

بچا پوری 

طرح 

 حفاظت میں 

D-2 

ٹیکا لگانے        

کی 

ضرورت 

سے بےخبر 

-٢  

دوسرا اور 

تیسراخوراک 

لینے کی 

ضرورت 

سے بےخبر 

-٣  

ٹیکے لگنے 

کی جگہ اور 

وقت سے 

معلومات 

 کی کمی 

D-

3* 
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  ٢-بے خبر 

ٹیکوں کے 

خطرناک 

اثرات کا 

  ٤-خوف 

معکوس 

عالمات کا 

  ٥-خوف  

   ٦-دیگر 

  ٧-ملتوی        

 ٨-سخافتی  

  ٩-افواہ  

  00-دیگر 

حوصلہ 

افزائی کی 

 کمی 

 

حفزاتی        

ٹیکوں کے  

مقام کی  

  ٢٢-دوری 

ٹیکا لگانے 

کا وقت نا 

  ٢٣-مناسب 

ٹیکے لگانے 

واال گیر 

  ٢٢-حاضر 

وکسین 

دستیاب نہں 

-٢٤  

ما کی 

-مصروفیت 

٢٥  

گھر کی 

-پریشانیاں 

٢٦  

بچا بیمار، 

ٹیکوں کے 

لئے لیا گیا 

پر ٹیکے نہں 

-دے گئے 

طویل  ٢٧

  ٢٨-انتظار 

   ٢٩-دیگر 

 

  رکاوٹیں 

 

اختیارات نہں دی جی.صرف حفزاتی ٹیکے نا ملنے کی وجوہات کے بارے میں پوچھئے *  
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:DIمنفرد   

 

عورت  کے ٹیٹنس حفاظتی ٹیکے (  E 

 

 E-1 کلسٹر نمبر   

 E-2 تاریخ   

سے  ٣١٢٥-٦-٢٥   

تک   ٣١٢٦-٥-٢٥  

 E-3 تاریخ پیدائش کے حدود  

 

کلسٹر میں    ٢  ٣  ٢  ٤  ٥  ٦  ٧

عورت کا 

 نمبر  

E-4 

بچے کی         

تاریخ 

 پیدائش 

E-5 

کون سا         

 حمل  

E-6 

تاریخ        

 /+/0-٢  

 E-7  ٢-ٹی ٹی 

 ذریعنے       

تاریخ        

 /+/0-٢  

 E-8  ٣-ٹی ٹی 

 ذریعنے       

آخری         

حمل میں 

لی گی ٹی 

ٹی کی 

خوراک 

( نمبر )  

E-9 

پچھلے         

حمل میں 

آپ کتنی 

بار انٹی 

نیٹل 

کلینک گی 

 ہیں؟ 

E-10 

  ٢-گھر       

سب 

 ٣-سینٹر 

پی اچ 

  ٢-سی 

سی اچ 

   ٤-سی

ضال 

-ہسپتال 

٥  

بچے کی 

پیدائش کا 

 مقام 

E-11 

٢داستاوایز   
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نجی 

 ٦-ادارہ 

  

 

  ٢-نارمل        

-آپریشن  

٣  

دیگر 

وضاحت )

)-٢  

بچے کی 

پیدائش کا 

 طریقہ 

E-12 

  ٢-ہاں        

  ٣-نہیں 

نیو نیٹل 

ٹیٹنس کے 

ما ) ٹیکے 

کی زبانی 

) 

E-13 

 

 کیی

 اگر ٹیکے لگنے کی تاریخ دستیاب ہے تو لکھے 

ٹیکے لگے ہیںما کا بیان کی   

 کوئی حفزاتی ٹیکا نہں لگا ہے  

 تاریخ 

+ 

0 

گیر سرکاری ہسپتال -٢  

سرکاری ہسپتال -٣  

سی اچ سی -٢  

پی اچ سی -٤  

سب سینٹر اوٹریچ شامل -٥  

 ذریعنے

 

ٹی ٹی کی دوخوراخیں  پہلے حمل میں یا ایک خوراخ  دوسرے حمل 

 میں 

پوری طرح محفوظ 

 عورت 

 

عورت میں –ملنے کی وجوہات حفزاتی ٹیکے نا (   F 

    

کلسٹر میں    ٢  ٣  ٢  ٤   ٥  ٦  ٧

عورت کا 

 نمبر  

F-1 

  ٢-ہاں        

  ٣-نہیں 

بچا پوری 

طرح 

حفاظت 

 میں 

F-2 

ٹیکوں کی        

ضرورت سے 

  ٢-بےخبر 

دوسرا اور 

تیسرا ٹیکا 

لگانے کی 

ضرورت سے 

  ٣-بےخبر 

ٹیکے لگنے 

معلومات 

 کی کمی 

F-3* 
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کی جگہ اور 

وقت سے بے 

  ٢-خبر 

ٹیکوں کے 

خطرناک اثرکا 

  ٤-درر

معکوس 

عالمات کا درر 

-٥  

   ٦-دیگر 

  ٧-ملتوی        

  ٨-کلچرل 

  ٩-افواہ 

  00-دیگر 

حوصلہ 

افزائی کی 

 کمی 

 

حفزاتی ٹیکوں        

-کا مقام دور 

٢٢  

ٹیکوں کا وقت 

  ٢٣-نا مناسب 

ٹیکے لگانے 

واال گیر حاضر 

-٢٢  

وکسین دستیاب 

  ٢٤-نہں 

ما کی 

-مصروفیت 

٢٥  

گھر کی 

  ٢٦-پریشانیاں 

ما  بیمار، 

ٹیکے لگانے  

  ٢٧-نہں گی 

ما تیجے  

لگانے گی پر 

ٹیکے نہں دے 

  ٢٨-گئے 

-طویل انتظار 

٢٩  

  ٣١-دیگر 

   

 

  رکاوٹیں 

اختیارات نہں دی جی.نا ملنے کی وجوہات کے بارے میں پوچھئے صرف حفزاتی ٹیکے *  
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ماؤں کی بیداری( G 

 

  ٢-ہاں 

  ٣-نہیں

  ٢-پتہ نہں

کیا ٹیکے لگانے سے بیماریاں 

 روک سکتی ہیں ؟

G-1 

  ٢-ہاں 

  ٣-نہیں

  ٢ -کبھی کبھی

کیا ٹیکے مفت میں فراہم کے  

 جاتے  ہے؟

G-2 

  ٢-بہت ضروری  

  ٣-ضروری ہے 

  ٢-نہیں ضروری 

  ٤-پتہ نہں 

کیا بچے کو ٹیکے لگوانا 

 ضروری ہے ؟

G-3 

  ٢-ہاں  

  ٣-نہیں

 اگر ہاں، نام بتائے  

 

کیا آپکو پتہ ہے بچے کی 

پیدائش کے وقت بچے کو کیا 

 ٹیکے دے گئے تھے ؟

G-4 

  ٢-ریڈیو  

  ٣-ٹی وی

  ٢-ہیلتھ پروگرام

٤-کلینک میں حمل کے دوران   

  ٥-گھر

  ٦-( وضاحت)دیگر

آپکو ٹیکے لگوانے کے بارے 

 میں کس طرح پتہ چال ؟

G-5 

 ٧اگر ہاں تو 

نمبر پی جائے 

نمبر پی  ٨ورنہ 

   جائے 

  ٢-ہاں

  ٣-نہں

  ٢-پتہ نہں 

کیا ٹیکے لگوانا  نقصان دے ہو 

 سکتا  ہے؟

G-6 

  ٢-بخار  

  ٣-درد 

  ٢-ڈائریا

  ٤-جلد کی ر گڈ

  ٥-سر درد 

  ٦-(وضاحت )دیگر 

ٹیکے لگوانے کے خطرناک 

 اثرات کیا ہیں ؟

G-7 

  ٢-ہاں 

  ٣-نہں

٢-پتہ نہں   

اگر بچا بیمار ہے تو کیا ٹیکے 

 دے  جانے چاہیے ؟

G-8 

  ٢-ٹی بی  

  ٣-دپتھیریا 

  ٢-پرٹوسسس

  ٤-ٹیٹنس 

  ٥-پولیو

  ٦-خسرہ 

  ٧-پتہ نہں 

  ٨-(وضاحت )دیگر 

کون کون ٹیکے لگوانے سے 

 سی بیماریاں روکی جاتی ہیں ؟

G-9 

  ٢-پتہ ہے  

  ٣-پتہ نہں 

ہے تو کچھ جگہ بتائے ٢اگر جواب   

وکسین کہاں محفوظ رکھی جاتی 

 ہیں 

G-10 

 

۴داستاوایز   
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Annexure 8 

Urdu version of participant information sheet 

ؼطے چتطا ٹطوًل اًؽٹیٹیوٹ فبض هیڈیکل ؼبئٌؽع  ایٌڈ ٹیکٌبلوخی ، اچتھب هٌوں ؼیٌٹط فبض ہیلتھ ؼبئٌػ اؼٹڈیع ، 

٧٩٦١٢٢–تطوًسضم، کیطالہ   

 ؼطیٌگطضلع هیں ٢٣-٣٤هبٍ کے عوط کے ثچوں کی حفبظتی ٹیکوں کی کوضیح،

 خووو وکفویط

 شمولیت معلومات شیٹ 

 ٌٌ ٌٌ ٌٌ ٌٌ ٌٌ ٌٌ ٌٌ ٌٌ ٌٌ اغ ولت )حبل( اچتھب هٌوں ؼیٌٹط فبض ہیلتھ ؼبئٌػ اؼٹڈیع ، ؼطے چتطا ٹطوًل  ذوؾ آهسیس !هیں ٌ 

( کب کوضغ کط ضہی mfhاًؽٹیتتےفبض  هیڈیکل ؼبئٌػ ایٌڈ ٹیکٌبلوخی،تطوًسضم  کیطالہ هیں هبؼٹط وف پجلک ہیلتھ )

کی هبٍ کی عوطکے ثچوں  ٣٤-٢٣کوضغ کے ایک ضطوضی حّمے کے طوض پی، هیں "ؼطیٌگط ضلع هیں  -ہوں

هبٍ کے ثچوں هیں ویکؽیي لبثل  ٣٤-٢٣حفبظتی ٹیکوں کی کوضیح" کی تحمیك کط ضہی ہوں . اغ تحمیك کب هممس 

هبٍ کے ثچوں کی هبؤں هیں حفبظتی ٹیکے لگبًے کب  ٢٢-١عالج اهطان کے لئے حفبظتی ٹیکوں کی کوضیح  اوض 

-عول وا ضع کطےاًساظٍ کطًب ہے خو ثچوں اوض اًکی هبؤں کو حفب ظتی ٹیکے لگبًے کب   

خو ثفوول خواة ؼواالت ذبق طوض  –هٌٹ کی اـتطاک کی گعاضؾ کطتی ہوں  ٤١اغ عول کیلئے هیں آپ ؼے 

هبٍ کے ثچوں کی هبؤں کے ؼبثمہ حول هیں  ٢٢-١هبٍ کے عوط کے  ثچوں کی حفعاتی ٹیکے اوض/ یب  ٣٤-٢٣ؼے 

خو ثھی هعلوهبت آپ اغ ثبضے هیں فطاہن  هیں آپ کو یمیي زالتی ہوں کی –لئے گئے ٹیکوں ؼے خوڈے ہوں گے 

–کطے گے ضاظ هیں ضکھٌے خبییں گے ثلکی یہ لطف تحمیك و تعلین کے لئے اؼتعوبل کے خبییں گے   

آپ کو اؼے ثبضٍ ضاؼت کوئی فبیسٍ ًہں هلیگب ، الجتہ'یہ هعلوهبت ضلع کے حفبظتی ٹیکے لگبًے کے هعبهلے هیں 

یہ ؼبضی ثبتیں آپ کی هطضی  –ـوولیت اغ تحمیك هیں ذبلك ضضب کطاًب ہے آپ کی  –کبفی فبیسہوٌس ثبثت  ہوں گے 

پط هحٌؽط ہیں کی آپ ؼجھی ؼواالت کے خواثبت زیں یب کؽی ثھی ولت اغ عول ؼے ثگیط خواة زہی ، ثّل ذوف 

–زضکٌبض ہو خبییں   

پی هدھ ؼے  ( ١٩٧٣٣٨٤٧٩٧٧یب  ١٩١٥٨٧٢٧٧٤٥هعیس کؽی خبى کبضی کے لئے آپ کؽی ثھی ولت فوى ًوجط ) 

-١٥٧٢ؼی( هوجط ؼیکطٹطی )فوى ًوجط -ای-اغ کے عللوا آپ ڈاکٹط هبال ضاهٌبتھي )ائ  –ضاثطہ لبین کط ؼکتے ہیں  

–( پی ضاثطہ کط ؼکتے ہیں ٣٦٣٥٣٤٥  

                                                                                                                                       

تبضید                                                                                                               ًبم  زؼترط اًٹطویوض  

   خگہ                                                                                                                                   

Page 1 of 2 



Annexure 9 

Urdu version of consent form 

 

 

انسٹیٹیوٹ فار میڈیکل سائنسز  اینڈ ٹیکنالوجی ، اچتھا منوں سینٹر فار ہیلتھ سائنس اسٹڈیز ، سرے چترا ٹرونل 

٦٩٥١٢٢–تروندرم، کیرالہ   

 سرینگرضلع میں ٢٣-٣٢ماہ کے عمر کے بچوں کی حفاظتی ٹیکوں کی کوریج،

 جممو وکشمیر

 

 رضا مندی فار م                                                                

سنن لی اور سمجھ لی ہے اور سارے / مینے ساری جان کاری جتنی بھی رضا مندی فارم میں بتایی گی ہے، پڑھ لی 

اس تحقیق کا مقصد اور میری شمولیت مجھے سمجھا ئی گی  ہے ، میں  سمجھتی ہوں –شاک و شبات دور کے ہیں 

میں کسی بھی وقت اس تحقیقی عمل سے  کی میری جان کاری پوشیدہ رکھی جاےگی اور میں یہ حق رکھتی ہوں کی 

میں اپنا دستخط اس رضا مندی فارم پی اس  تحقیقاتی عمل میں حّصہ لینے کی تصدیق کے  –در کنار ہو سکتی ہوں 

  -طور پی کرتی ہوں

  -اس تحقیقاتی عمل میں حّصہ لینے کی رضا مندی دیتی ہوں -----------میں، 

 

 

گھوٹھےکا نشان جگہ                                                                                                                        ان

دستخط /       

                                            تاریخ                                                                                                   

 انٹرویور کا دستخط

 انٹرویور کا نام 

                                                                                                           

                                                                 

                                         

 

کا کوڈ مد عآ  
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