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Tetanus Toxoid Immunization Coveragein Federal Medical Centre, Umuahia, Abia State,
South East Zone, Nigeria

Abstract

Background: Tetanus toxoid immunization is given to pregnantnga and women of child
bearing age to prevent neonatal tetanus and matetaaus. The tetanus toxoid is given five
times to women of child bearing age. If the vactiorais given with

. It was therefore necessary to find out the tetdoxoid coverage in such
tertiary health institution where many pregnant veonattend and immunization is given.

Objective: To determine the tetanus toxoid coverage in gadth facility.

Methods. Records of the data management tools ot immunization were
checked and data collected. The data was colléciadtetanus toxoid register in the
immunization unit of Federal medical centre, Umaalata was analyzed with Excel and Epi
info.

Results: The health facility summary form showed steadyease in coverage rate for TT1 and
TT2 pregnant women only from 2006(33%, 28%) to 2642, 50%) except 2010(37%, 29%)
where it reduced. The of TT1/TT2 ranged from 14% in 2011 to 28% in 2009«
In immunization register 2006-2009, those that getad
ranged from 10%-169%.

Conclusion: The coverage rate of TT was low with highest cagerrate in 2012 and there was
also high dropout rate. This showed that many megwomen are still not immunized with TT
and some that started did not get the second dds=ating no protection.

Key words: Tetanustoxoid , immunization, Coverage
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I ntroduction

Tetanus is a preventable infectious disease caogec a Gram positive rod
like spore forming obligate anaerobic bacteriumat tproduce an exotoxin resulting in the
clinical manifestations of tetanus. It is one o€ tliseases marked for elimination and the
persistence of clinical cases in any community éract indictment of the health authorities of
the country in question, reasons being the sintplimi tetanus toxoid administration, its safety,
effectiveness and cheapness.[1]

Maternal tetanus is defined as tetanus occurringqhdipregnancy or within 6 weeks after any
type of pregnancy termination, it is one of the tneasily preventable causes of maternal
mortality. It includes postpartum or puerperal me resulting from septic procedures during
delivery, postabortal tetanus resulting from sepbortion and tetanus incidental to pregnancy,
resulting from any type of wound during pregnan@y \Wwhile neonatal tetanus igetanus
occurring in a newborn between the 3rd and 28thadiey birth.[2]

Predisposing factors to Maternal and Neonatal TetdiMINT) include limited access to health
services, poor hygienic conditions, lack of acctsssterilized childbirth delivery tools and
unhygienic practices during childbirth. Contactvietn the bacteria and broken skin or dead
tissues, such as the wound resulting when an iefamhbilical cord is cut brings about
transmission. Of the 28 countries with high numbértetanus cases, 16 including Nigeria
accounting for 90% of global neonatal tetanus casesn the African region and estimations are
that with no cure MNT is responsible for an averaf@,000 deaths a year in the African Region
of the World [3]

In 1988, WHO estimated around 787,000 newbornshdedte to neonatal tetanus. Despite few
success stories majority of the Low and Middle meaCountries (LMICs) are still struggling to
reduce neonatal mortality due to neonatal tetads [

Key measures in the prevention of maternal and atebrietanus deaths hinge on hygienic
delivery and cord care practices, and/or by immuagizmothers with tetanus vaccine. The
eradication of tetanus i.e. the complete extermonadf the bacteria is rather impossible unlike
for polio and small pox because the spores of wthstn tetani are ubiquitous in the
environment but MNT Elimination Initiative aims teduce the number of maternal and neonatal
tetanus cases to such low levels that MNT is ngdora major public health problem through
immunization of pregnant and

and promotion of more hygienic deliveries. MNT riilnation is defined as less than one
case of neonatal tetanus per 1000 live births @nelzocal Government Area [5]

Current immunization guidelines require administratof 5 doses of to
women in their reproductive age to prevent MNT
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Prior to the 42nd World Health Assembiy: in 1989 call for elimination

of neonatal tetanus by 199%, estimated the death 787,000 newborns
in 1988 and the annual global NT mortality was appnately 6.7 NT deaths per 1000 live
births. World health Summit in 1990 listed neon&gnus among its goals while thé"A#HA
re-endorsed the goal in 1991. The implementatiothefstrategies for

Elimination made only slow progress for which tlaeget date was postponed to 2000. The
initiative was reconstituted by adding maternahneis elimination when the goal was not
achieved in 2000 and the target date shifted t&d2B§ 2010 there has been a 93% reduction
from the 1980s situation with 58000 newborns dyirgm NT while by November 2012, 31
countries had not achieved elimination status.[3]

(source neonatal records FMC, Umuahia).Abia stsnus
toxoid coverage was low TT1( 27%), TT+( 34%) in 200T1( 38%), TT+( 41%) in 2008
(source state report) and tetanus toxoid campaagoarried out in 2009.

It was therefore necessary to find out the exbéniptake of tetanus toxoid vaccine in such
tertiary health institution where many pregnant veonattend and immunization is given

Objective:
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Methodology: Records of the TT data management tools (TT imeation Register, Tally
sheet and Health Facility Summary form) were chécked data collected.

The
women immunized with TT were grouped into two; pragt and non pregnanata collected
were from 2006 to 2012 and analyzed with Excel Bpdinfo.

Federal Medical Centre is the only Federal tertigalth facility in the State. It is situated in
Umuahia the capital of Abia state, Sotita Nigeria.

The immunization unit of Federal Medical Centremgler the department of Community
Medicine. The hospital provided the infrastructuwtgle the Federal Government through the
State Ministry of Health and Local Government pdavthe vaccine, needle and syringes for
immunization. Some Agencies, the Hospital and thaelFal Government also provided the cold
chain system like refrigerators, freezer, cold mpx&ccine carriers and ice pack.

In the Facility immunization is given routinely fdlows DPT, HBV, OPV and TT Monday to
Friday, Measles and Yellow fever only on Tuesda@@®is given only on Wednesday. Coverage
rate is defined as number of pregnant women andemawh child bearing age given TT divided
by target population multiplied by 100. Dropouter&r TT1 and TT2 was measured as number
of pregnant or women of child bearing age thatixeteTT1 minus TT2 divided by TT1
multiplied by 100

Ethical Clearance: Ethical clearance was gotten from ethical reviemmittee of Federal
Medical Centre, Umuahia. The number is FMC/QEH/G%98610/114.
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Result: The Health facility summary form showed steadyéase in coverage rate for TT1 and
TT2 for pregnant women only from 2006(33%, 28%20d.2(64%, 50%) except 2010(37%,
29%) where it reduced.

The dropout rate of TT1/TT2 ranges from 14% in 2@128% in 2009. The dropout rate for
2012 was 22%. In Immunization register 2006-20®é that completed
ranges from 10%-16%,

Figure 1: Total Uptake of Tetanus Toxoid in
pregnantand non-pregnant 2006-2012

Number

Tetanus Toxoid given

The figure showed the uptake of Tetanus toxcid " =from 2006 to 2012 of pregnhant and non
pregnant. The number decreased with subsequeniv€m.grhe TT1 was highest and TT5
lowest in both pregnant’) and non-pregnarit

Figure2
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150  The figure 2 showed the number of pregnant womenumzed with TT1 and TT2. In 2009
151  many of the pregnant women (28%) received TT1 wathieceiving TT2. The dropout rates for
152  the other years are 2006(15%), 2007(21%), 2008(180d)0(23%), 2011(14%) and 2012 (22%)

153

Figure 3: Comparison of TT and DPT
Monitoring Chart for 2011

FMC, Umuahia: DPT

FMC, Umuahia:TT for pregnant Monitoring Chart, 2011
women, Monitoring Chart, 2011
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155  The figure 3 showed the monitoring chart of DPT @idfor 2011, the coverage of TT1 and
156  TT2 were 50%and 43% respectively while DPT 1 we% @hd DPT 67%T he target population

Figure 4: Comparison of TT1 given to pregnant
women from TT summary form and register

1200

1000

800

600

Number

B TT1P Summay form

400 B TT1P Register

200

2006 2007 2008 2009 2010 2011 2012

year

157

158  The TT Taken by the pregnant mothers from sumnamy fand register were compared. The in
159  the summary form were higher from 2006-2007 butdiofsxom 2008-2012. This is not
160  statistically significant. P.> 0.05

161
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Figure 5: Comparison of TT1 Non pregnant from
TT summary form and register
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Figure 5 compared the TT1 in non pregnant womem sammary form and register. The
number immunized in the summary form was very ltgimpared to what was recorded in the
register.

Discussion: The TT1 coverage was low and reduced further sitbsequent immunization this
may be due to many women after the TT1 and TTahdyregnancy they may not continue with
the antigen up to TT5and this may also be duedio d¢d awareness creation of the importance of
TT immunization in prevention of tetanus in mothansl children. This is similar to study done
in Dhaka City, Bangladesh were although 85% of womwith children less than 1 year received
two doses of TT only 11% of woman of child bearatg received five doses of TT[8]

The low coverage rate as seen in this study wasasito some studies done. [3,| While some
studies done showed much lower coveragdftlyever some studies showed higher coverage
rate[8,12] Some were able to improve the TT coverage with lempental immunization
activities (SIA) were through the implementationSdAs 80% of women received 2 or more
doses of TT[13]

There was also high dropout rate for TT given tdhaos and this indicates poor utilization of
the health facility and no protection since the TbEs not confer any protectici. It also
showed the likelihood of having neonatal tetanosesstudies have shown that TT immunization
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is one of the ways to prevent neonatal tetanud §]4he high dropout rate recorded in this
study is similar to the study done in East Nilevittoe in Sudan where 15% drop out rate was
recorded.[16]

The comparison of monitoring chart of TT and DPdwed higher coverage of DPT than TT,
this was similar to a study [17] it.could be that
many women give preference to their children’s immation or could also be that the
awareness of the importance of TT immunizationf@deen created and the women may not
know why the immunization is given or may be theg Government is not paying much
attention to TT as it does to routine immunizatdrchildren since routine immunization in
children will be addressing so many diseases amdetationship between the occurrence of the
disease in children and the immunization in thehapmay not be understoed

There was high
dropout rate in both TT and DPT which showed pdibzation in the health facility.

There was higher coverage of TT1 in non pregnaoty(en of child bearing age WCBA 15-49)
than pregnant women, which is in contrast with setaoeies . The data for TT for

pregnant women from different data management toete compared (TT summary form and
the register). The difference was not statistycaifynificant but when that of non pregnant
women were compared, the difference was statistisgnificant. This showed that the
pregnant women record was better than non pregeeotd. It may also show that all the people
recorded in the summary form were not only womeaoould be that the people who had injury
and came for TT were recorded to account for tleeima given. The people will be tallied and
put in summary sheet but could not registered enTth immunization register were, they are
suppose to be only female. It therefore meansthigatiata could not be accrued to only WCBA.

Conclusion and Recommendations: The coverage rate of TT was low with improvement i
2012 and also high dropout rate. This showed ttaatynpregnant women are still not immunized
with TT and some that started did not get the secmse indicating no protection.

There should be emphases 'on to be able to achieve MDG goals 4 and 6 and TT
elimination of per 1000 live births

Separate data management tools (tally, summany &md register) should be provided for those
especially male and female not within the womealolid bearing age that came for
immunization due to other reasons like injury.

Study should be done to find out the reasonfercoverage.

Competing Interest: The authors declare no competing interest.
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