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DECENTRALIZED IMMUNIZATION MONITORING

Introduction

Executive Summary

The Round 3 assessment of the Decentralized
Immunization Monitoring (DIM) initiative demonstrates
substantial progress in  strengthening routine
immunization (RI) performance across the eight
Learning Hub LGAs in Bauchi, Borno, Kano, and Sokoto
States. The implementation of targeted micro-planning,
community engagement, and data-use interventions is
translating into measurable gains in immunization
coverage and equity.

Coverage improvements were observed for key antigens
such as DTP1-3, IPV1/2, and PCV1-3. However,
challenges persist in the uptake of birth-dose vaccines
(HepB0O and OPVO0), reflecting ongoing gaps in early
post-natal service linkage. The data reveals persistent
inequities, with urban LGAs outperforming rural and
security-challenged areas. Multivariable analysis
identified rural residence, low maternal education, lack
of antenatal care, and home deliveries as key
determinants of zero-dose and under-immunized
status.

Behavioral and Social Drivers (BeSD) data highlight that
caregiver confidence, trust in health workers, and
perceived service quality are major determinants of
vaccination decisions. The LQAS-based DIM approach
continues to prove effective in providing timely,
actionable data for local decision-making. Round 3
results affirm that decentralized monitoring is an
effective strategy for improving immunization coverage,
strengthening accountability, and enhancing equity.

Objectives

Despite global progress, Nigeria faces systemic
challenges in achieving equitable immunization
coverage. Weak health infrastructure, demand barriers
like low awareness, and fragmented data systems limit
timely responses to performance gaps. In 2023, Nigeria
launched the National Immunization Recovery Plan to
reach children who missed vaccinations, targeting 1.5
million zero-dose children across 100 LGAs.

To support these goals, the Decentralized Immunization
Monitoring (DIM) approach, funded by Gavi through the
Zero Dose Learning Hub (ZDLH) Nigeria, was
implemented in eight LGAs across Bauchi, Borno, Kano,
and Sokoto states. This community-based survey
complements existing tracking systems by providing
localized evidence on RI performance and barriers to
uptake. This report presents the findings from Round 3,
tracking improvements over time and providing
evidence to guide future program adjustments.
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Survey Methodology

Study Design

Study Instruments

The study adopted an independent cross-sectional
design using Lot Quality Assurance Sampling (LQAS) to
measure vaccination coverage and performance. LQAS
is a robust, cost-effective methodology for evaluating
public health programs against predefined benchmarks.

A multi-staged sampling approach was employed. LGAs
were designated as Catchment Areas (CAs) and Wards
as Supervision Areas (SAs). This allowed for coverage
calculation at the LGA level and granular pass/fail
performance monitoring at the Ward level

Sample Technique & Sample Size

The study adopted the standardized Behavioral and
Social Drivers of Vaccination (BeSD) questionnaire,
which explores factors across four domains: thinking
and feeling, social processes, motivation, and practical
issues.

Data was collected electronically between April-May
2025 using Open Data Kit (ODK) on smartphones. Field
teams consisted of trained research assistants and
supervisors. They participated in mandatory 2-day
training focused on survey tools, data quality, ethics,
and electronic data capture.

Data Quality, Management & Analysis

In each of the 107 wards, a sampling frame was created
from a master list of settlements. Using the Population
Proportionate to Estimated Size (PPES), 19 settlements
were selected per ward. The standardized LQAS sample
size of 19 households per ward was determined to
provide >90% specificity and sensitivity, with alpha and
beta errors <10%.

Within each settlement, segmentation sampling was
used to select households randomly. However, the
researchers interviewed one eligible caregiver (of a child
4.5-11 months or 12-23 months) per household. The
total sample size across all wards was 4,066.

Table 1: LQAS Sample by LGA (Catchment Area)

Sample/ Total

State LGA Wards Ward Sample
Bauchi Bauchi 20 38 760
Bauchi Ganjuwa 16 38 608
Borno  Maiduguri 14 38 532
Borno Jere 13 38 494
Kano Kumbotso 11 38 418
Kano Sumaila 11 38 418
Sokoto = Tambuwal 11 38 418
Sokoto = Wamako 11 38 418

Quality control was embedded throughout the process.
Skip patterns and constraints were built into the ODK
forms. A Data Manager conducted daily data reviews,
and all data was transmitted to a secure cloud server. A
10% validation test of submitted data reported a
concordance score of 93.2%.

Data cleaning and analysis were performed using
Microsoft Excel and R-Studio. Survey weights based on
population estimates were applied to generate coverage
estimates. Univariate, bivariate (chi-square, Fisher’s
Exact test), and multivariate analyses were conducted.

Inclusion/Exclusion & Ethics

= Inclusion Criteria: Caregivers of children aged
4.5 to 11 months and 12-23 months.

= Exclusion Criteria: Newly relocated residents (<3
months), visitors, and secondary caregivers
without vaccination history.

Before commencement, the exercise received
Ethical approval from National Health Research
Ethics Committee (NHREC/01/01/ 2007-11/09/202)
of Nigeria. Informed consent was obtained from
participants, and participation was voluntary
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Findings:
Routine Immunization Coverage & Performance

Trend of Immunization Coverage Zero Dose Prevalence

Over the 3 rounds of DIM rollout,
improvement in vaccination uptake were
observed. First dose of DTP increased to
71.5% from 63.6%. Completion of the DTP
series (DTP3) increased to 60.7%, and the
first dose of Measles increased to 57.1% from
50.6% and 45.2%, respectively. The
overlapping Confidence intervals observed
showed a gradual but steady increase in

The overall prevalence of zero-dose (ZD) children (12-23
months, no DTP1) was 24.9%, a statistically significant decline
from 29.9% in Round 2. However, this masks severe disparities.
ZD prevalence is lowest in urban centers like Kumbotso (6.3%)
and Maiduguri (6.4%) but alarmingly high in rural LGAs, reaching
54.1% in Tambuwal and 31.6% in Wamakko.

Change in Zero Dose Prevalence (12-23 Months) Across Rounds by LGA
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Routine Immunization Performance

Disaggregated Antigen Coverage

Card retention among ever-vaccinated children was
high at 83.8%, but under-immunization (not
completing the DTP series) was 16.3% overall, with
significant variation. Borno State LGAs (Jere and
Maiduguri) reported high under-immunization rates
(56.6% and 37.5% respectively), indicating challenges
with completing the series despite good initial uptake.

Antigen Bauchi Ganjuwa Jere Maiduguri
BCG 91.7% 79.1% 83.8% 82.6%
Hep BO 84.3% 48.5% 68.3% 67.1%
OPVO 86.9% 57.3% 74.2% 66.5%
Penta 1 89.3% 77.1% 67.0% 69.6%
Penta 3 86.0% 73.7% 35.4% 42.1%
PCV3 86.0% 73.4% 34.1% 42.1%
IPV 2 85.2% 72.5% 33.6% 41.9%
Measles 1 85.8% 69.1% 22.8% 35.7%

Wide geographic disparity was observed. Bauchi and
Kumbotso LGAs showed strong immunization
coverage, while Tambuwal's coverage remains
critically sub-optimal. Birth-dose antigens (HepBO,
OPVO0) and later-schedule vaccines (IPV2, Measles 1)
were major challenges in most LGAs.

Table 2: Disaggregated Antigen Specific Coverage

Kumbotso Sumaila Tambuwal  Wamakko
95.8% 72.0% 42.6% 68.7%
89.2% 48.5% 11.4% 40.7%
92.6% 59.3% 21.7% 47.7%
94.6% 68.0% 41.5% 65.2%
93.4% 64.8% 34.7% 55.8%
93.0% 63.8% 34.2% 55.8%
92.9% 62.2% 31.2% 53.1%
91.9% 65.0% 35.0% 51.4%
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Demographic, Behavioral and Systemic Drivers

Demographic & Socio-economic Determinants

Multivariable analysis confirms that specific demographic factors significantly predict a child's immunization status.
The likelihood of being a zero-dose child is substantially higher among those:

= Residinginrural areas (AOR = 1.55).

= Whose caregivers have no formal education
(AOR = 1.48).

= Born outside a health facility (non-institutional
delivery, AOR = 1.39).

Caregiver Education vs. Zero-Dose
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Behavioral Insights

Caregivers Perceptions

Caregivers' "Thinking and Feeling" are powerful drivers.
Those with negative perceptions of vaccine benefits
were 85% less likely to have their child vaccinated.
Similarly, concerns about vaccine safety reduced the
odds of vaccination significantly. Trust in healthcare
workers (HCWs) emerged as a critical enabler;
caregivers who trusted HCWs were 45% more likely to
vaccinate their children

Social Processes

Social norms and family dynamics heavily influence
decisions. Support from family, positive peer norms,
and HCW recommendations were all strongly
associated with higher vaccine uptake. Conversely, the
need for a caregiver to seek permission (e.g., from a
spouse) was a significant barrier, reducing the likelihood
of vaccination by nearly 70%.

Whose mothers did not attend antenatal care
(ANC). Non-attendance at ANC was one of
the strongest predictors of missed
vaccination.

Belonging to the poorest wealth quintiles.

ANC Uptake vs. Zero-Dose
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Motivation

Low intention to vaccinate was a major red flag;
caregivers with no or partial intention were over 12
times less likely to have a vaccinated child.

Practical Issues - Health system &
Service Delivery Challenges

Beyond demand-side issues, supply-side challenges
persist. The failure to improve birth-dose coverage
points to weak linkages between delivery services
(especially home births via Traditional Birth Attendants)
and Rl points. Defaulter tracking systems are either non-
existent or ineffective in most areas. Furthermore,
service quality is key; caregivers who were dissatisfied
with services were over 3.5 times less likely to vaccinate
their child, highlighting long wait times, staff attitudes,
and vaccine availability as critical determinants.
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Ward Prioritization

Using the Lot Quality Assessment Strategy (LQAS)
methodology, wards were categorized into prioritized or
non-prioritized based on their ability to meet a
predefined immunization coverage benchmark. This
analysis applied statistical upper and lower thresholds
of 80% and 50%, respectively, using a sample size of 19
children per ward. Wards with fewer children who have
received the recommended vaccine using the decision
rule of 13 (equivalent to the upper threshold of 80%)
were identified as prioritized wards, indicating sub-
optimal immunization performance and urgent
programmatic attention.

The prioritization process was repeated for BCG, HepBO,
DTP-Series, PCV-Series, IPV-series, and Measles1.

Across the 107 wards, a total of 25 (23.4%) Lots failed
BCG, 60(56.1%) Lots failed HepBO, 51 (47.7%) Lots
failed OPVO, 32 (29.9%) 44 (41.1%), 50 (46.7%) Lots
failed DTP1, 2 and 3 respectively. Almost half of the Lots
(49.5%) failed Measles1.
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List of Failed Wards (DTP)

Bauchi
Bauchi Galambi, Kangere and Tirwin wards
Ganjuwa  Gungura B, Miya B and Ganjuwa A
Borno . " .
Alau, Dusuman, Galtimari, Khaddamari,
Jere Old MMC
Maiduguri  Gwange lll, Maisandari
Kano
Sumaila  Gani, Gediya, Kanawa, Massu
Kumbotso -
Bagida Lukingo, Bakaya, Barkeji, Dogon
Sokoto Daji, Faga/Alasan, Jabbo, Romon Sarki,
Tambuwal

Saida/Goshi, Sanyinna and Tambuwal

Bado Kasarawa, Gidan Hamidu, Gumbi
Wamakko Wajake, Gwamatse, Kaura Gedawa
and Wamakko

Key Recommendations

Prioritize High-Burden LGAs: Immediately intensify
outreach, supervision, and catch-up activities in the
lowest-performing LGAs (Tambuwal, Wamakko,
Sumaila, Jere). Deploy mobile health teams and
integrated outreaches tailored to security and terrain
challenges.

Activate Defaulter Tracking: Implement and scale
structured defaulter tracking systems leveraging
community health volunteers for house-to-house
visits and follow-up. Focus on children who have
received the first dose but missed subsequent ones,
especially in Borno LGAs.

Strengthen Birth-Dose Vaccination: Establish formal
referral linkages between Traditional Birth
Attendants (TBAs) and primary health centers to
track home births and facilitate timely HepBO and
OPVO0 vaccination. Promote facility-based deliveries
as a long-term goal.

Deepen Community & Male Engagement: Launch

i AFENET
aVI Fi Atrican Field Epidemislogy Netwark
The Vaccine Alliance A heaitbier Africa

targeted Social and Behavior Change (SBC)
campaigns engaging religious leaders, male
influencers, and women's groups to address
permission-seeking barriers, dispel myths, and
reinforce community ownership of immunization.
Improve Health Worker Support: Provide continuous
mentoring and supportive supervision for frontline
staff, focusing on respectful care, service quality,
and accurate documentation to improve caregiver
satisfaction and trust

Institutionalize the DIM Approach: Mainstream the
DIM methodology into state and LGA-level
immunization programs, ensuring routine quarterly
rounds of decentralized data collection, rapid
feedback loops, and evidence-based microplanning.
Address Root Determinants: Collaborate with state-
level social protection and education programs to
address the root causes of inequity, focusing on
interventions for women's education and economic
empowerment

AFRICA HEALTH
BUDGET NETWORK
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