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ABSTRACT

BACKGROUND

To assess the accuracy and quality of
immunisation data in Ogbaru (OGB) and
Onitsha North (ONN) Local Government
Areas (LGAs) of Anambra State, Nigeria.

METHODS

A validated methodology of immunisation
Data Quality Audit was used. All the Health
Facilities (HFs) conducting immunisation
in OGB (28) and ONN (20) as well as the two
LGAs’ Immunisation Units (IUs) were
visited. The records of the third dose of
Diphtheria-pertussis-tetanus (DPT3) and
measles immunisation at the HFs from
January to December 2009 was recounted
and compared with reported data at the
LGA 1Us for the same period. An Accuracy
Ratio (AR), which expresses the ratio of
immaunisation recounted at the HF's to that
reported to the LGAs IUs was obtained. AR
of 0.95 to 1.05 indicates data accuracy.
Immunisation Focal Persons (IFPs) in each
HF were interviewed using a validated tool
that contained a 70-point knowledge scale
and a 120-item quality score (QS) on the
data monitoring system.

RESULTS

The proportions of HFs with accurate data
for DPT3 were 32.1% and 45.0% (p=0.39) in
OGB and ONN respectively. The overall AR
was 0.89 in OGB and 0.96 in ONN. The
mean knowledge score among IFPs in the
LGAs was 44.1+8.0 and 46.2+6.9 (p<0.05),
while the mean QS for HFs was 74.5+18.0
and 73.6x13.2 in OGB and ONN
respectively (p<0.05). There was a fair
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correlation between the overall QS and the
overall knowledge score in the two LGAs,
r=0.3 (p<0.05).

CONCLUSION
Auditing showed inaccurate and low quality
of data reporting in the LGAs.
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INTRODUCTION

Routine immunisation (RI) is a cost-effective
public health intervention to reduce child
mortality [1]. Most countries, including
Nigeria, monitor the performance of RI
through a hierarchical administrative data
monitoring system. In a typical system,
Immunisation Focal Persons (IFPs) at health
facilities compile vaccination data from daily
or session immunisation tally sheets and
report these data to the district or to a Local
Government Immunisation Officer (LIO). The
officer collates these data and forwards them
on a monthly basis to the provincial or state
level and, finally, to the national level [2].
Globally, RI administrative data tend to be the
primary source used by health information
systems to estimate immunisation coverage
[3]. Immunisation programme managers at all
levels depend on this coverage to guide
planning, review progress and determine the
areas that require intervention to improve low
coverage and high drop-out rates [2]. The RI
administrative data are also the primary
source of the data used by national authorities
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to complete the WHO/Unicef joint reporting
forms on vaccine-preventable diseases, a
major source of information on immunisation
system performance [4]. Furthermore,
financial support provided by the Global
Alliance for Vaccines and Immunisation
(GAVI) to improve childhood immunisation
services in participating countries is based on
an independent verification of the number of
children younger than 12 months of age who
have been vaccinated with the third dose of the
diphtheria-tetanus-pertussis vaccine (DTP-
3)[2,5].

Despite the importance of the RI data
monitoring system, community-based surveys
have reported coverage levels that are not
consistent with coverage levels from the
administrative data over the years [2, 3, 6-10].
In addition, evaluations of RI administrative
information systems have revealed problems
with data quality and consistency [2, 7, 10]. In
Nigeria, limited studies have been conducted
to verify the accuracy or determine the quality
of the RI information system in Health
Facilities (HFs) and Local Government Areas
(LGAs), which are the sources of data for the
state and national levels. An RI
administrative data quality audit, conducted
in 24 randomly selected health facilities across
4 of the 37 states in Nigeria by independent
international auditors, expressed satisfaction
with the existing system but identified gaps in
the quality and accuracy of the reported
data[8]. A report from the audit suggested
that this assessment, serving as a diagnostic
tool, could provide practical recommendations
for improving the system in other LGAs not
covered by the audit. Therefore, the current
study was designed to compare the quality and
accuracy of RI data monitoring systems in the
Ogbaru (OGB) and Onitsha North (ONN)
LGAs of Anambra State, located in south-
eastern Nigeria.

METHODOLOGY

Anambra State, with 21 LGAs, is one of the 36
states of the Federal Republic of Nigeria. The 2
LGAs included in this study, OGB (rural) and
ONN (urban), were randomly selected from
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the list of LGAs that were not part of any
previous audit after stratification to urban
and rural LGAs. At the time of the study, there
were 28 HF's (public and private) in OGB and
20 HF's (public and private) in ONN providing
RIservices to estimated target populations (<1
year) of 9,899 and 5,581 in OGB and ONN,
respectively. The routine immunisation
information system in Nigeria requires that
all clients be registered into an immunisation
register. The vaccines received during an
immunisation session are then tallied into a
tally sheet. The IFPs, who are the staff
responsible for immunisation at the health
facilities, compile vaccination data from daily
or session immunisation tally sheets and
report these data to the district or to a Local
Government Immunisation Officer (LIO) at
the LGA Immunisation Units (IUs) using
specified forms [8]. The LGA IU is responsible
for planning, implementation and evaluation
of immunisation activities at the LGA level.
The LIO collates these data and forwards
them on a monthly basis to the state level,
from where collated data from all LGAs in the
State are finally, forwarded to the national
level.

The World Health Organization’s validated
standard methodology for an immunisation
Data Quality Audit (DQA) was used to
compare the data from the HF's’ immunisation
records with reports of immunisations at the
LGAs [4]. All HFs conducting RI as well as the
two LGAs’ Immunisation Units (IUs) were
visited. Records of the third dose of diphtheria-
pertussis-tetanus (DPT-3) immunisation and
the only dose of measles immunisation at the
HFs from January to December 2009 were
counted from the health facilities’
immunisation tally sheets and compared with
reported data on the LGA immunisation
summary forms at the LGA IUs for the same
period. An Accuracy Ratio (AR), which
expresses the ratio of the number of
immunisation identified at the HFs to the
number reported to the LGAs’ IUs (number of
immunisation recounted at the HF's divided by
the number of immunisation reported to the
LGASs’ IUs), was obtained for each HF. An AR



Consistency of Immunization Data in two Districts of Nigeria — Fatiregun A.A, Awogu C.

of 2 0.95 to < 1.05 indicated data consistency,
whereas an AR < 0.95 or >1.05 indicated the
over- or under-reporting of data, respectively
[2]. Immunisation Focal Persons (IFPs) in
each HF (total of 48 in the two LGAs) were
interviewed by one of the authors (NCA) using
a standardized tool that contained 70 point
knowledge scale and a 120 item quality score
(QS) on the data monitoring system[2,4]. We
had earlier contacted the IFPs on the phone
(through the phone numbers we obtained from
the LIOs at the LGA IUs) to book an
appointment for a suitable date that each IFP
will be available at the HF. The QS covered
topics grouped into six components: recording,
archiving, reporting, demographic
information, core output or analyses and
evidence of the use of data for action. Each
correctly answered item (question) was
assigned one point. An average value for each
component was obtained by normalising the
values of each index to a scale from 0 to 10 and
presenting the values as radar graphs. The
summaries of the QS mean scores and the
standard deviations in the two LGAs were
compared using the student t test. The
Spearman rho correlation coefficient was used
to determine the relationship between the
knowledge score and the QS. In addition,
factors that may influence data consistencies
were examined in bivariate and multivariate
logistic regression models. Ethical approval
was obtained from the Ethics Committee of the
Nnamdi Azikiwe University Teaching
Hospital, Nnewi, Anambra State, Nigeria.

RESULTS

The proportion of HFs with accurate DPT-3
data were 32.1% and 45.0% in OGB and ONN,
respectively (p=0.39), whereas 21.4% and
45.0%, respectively (p=0.09), had accurate
data on measles, as shown in Figure 1. The
overall AR for all HFs was 0.89 in OGB and
0.96 in ONN. All the 48 IFPs (28 in OGB and
20 in ONN) approached, responded. The mean
age of IFPs was 39.1+9.1 years in OGB and
40.0+6.9 years in ONN (p=0.71). The
proportions of female IFPs in the two LGAs
were 96.6% and 95.0% in OGB and ONN,
respectively (p=0.81). The proportions of IFPs
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with at least a diploma certificate were 53.6%
and 30.0% (p=0.11) for OGB and ONN,
respectively (Table 1). The mean knowledge
scores among [FPs in the LGAs were 44.1+8.0
and 46.2+6.9 (p=0.33) in OGB and ONN,
respectively.

The radar charts (Figure 2) show that HFs
scored very low in core output analysis, use of
data and the demographic components of the
quality assessment in the two LGAs. The
summary of the questions/observations from
each of the components of the quality
assessment and the proportion of facilities in
each LGA with positive observations is shown
in Table 2. None of the HF's in the two LGAs
monitored performance using coverage
divided into fixed and outreach strategies.
Only one HF in Ogbaru monitored the DPT1-
DPT3 drop-out rate and the vaccine wastage
rate. The mean QSs for HFs were 74.5+18.0
and 73.6+13.2 in OGB and ONN, respectively
(p=0.84). There was a fair correlation between
the overall QS and the overall knowledge score
in the two LGAs, r=0.3, (p=0.03).
Consistencies in DPT-3 and measles data,
however, were not associated with the total
knowledge score, the overall QS, the age of
IFPs, ever receiving training on the data
monitoring system, having at least a diploma
certificate, or years of experience.
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Figure 1: Chart showing the proportion (%) of Health
facility with consistent, over and under reported third dose
DPT and measles data in Ogbaru and Onitsha North LGAs

| overreporting,
Ogbaru
DPT-3,
39.3

| overreporting,
Ogbaru
measles,
35.7

B consistent,
Ogbaru
DPT-3,
321




Consistency of Immunization Data in two Districts of Nigeria — Fatiregun A.A, Awogu C.

performance [11]. Other factors that have been
implicated in inaccurate data include
unavailable or limited data tools and poor
record keeping, archiving and use of data.
Various approaches aimed at improving data
quality, such as increasing the quality of
supportive supervision and providing an
adequate feedback mechanism for the data
producers, have been suggested [11]. Some
interventions (for example, in Kyrgyzstan and
South Africa) have improved data quality by
giving health workers the basic skills to
monitor their own work, leading to a sense of
ownership of the information [16, 17].

In conclusion, this audit indicates that the
immunisation data generated in the two
districts were not remarkably accurate. The
quality of the system, as measured by the
quality scores, suggests gaps in the system,
especially in the analysis and use of data for
problem identification and decision making at
the health facility level. Although a fair
correlation was found between the knowledge
of IFPs and the quality scores, no particular
demographic variable was found to be
associated with data accuracy. Certain
limitations of this audit should be considered.
First, the findings may not be entirely
applicable to other districts in the state or
country. Second, the size of the health units
investigated is too small to provide sufficient
power to identify differences. However, despite
these limitations, we believe that the audit
provides insight into the reliability of the data
from the LGAs. A high quality of generated
data and overall improvements in the quality
of immunisation information systems are
desirable. These goals could be achieved by
motivating immunisation staff through
supportive supervision.
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