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The National Population Policy (2000) aims at
complete protection of all children against vaccine
preventable diseases by 2010. Urban poor, many re-
siding in slums, comprise about one-fourth of India’s
285 million urban population. 60% of the children
aged 12-23 months in urban India are fully immu-
nized; coverage among urban poor childrenisadis-
mal 43%. Theinter-state variations of immuniza-tion
coverage in urban areas, reveals a service coverage
gap which calls for a rethink on resource allocation
and strengthening processesto improveimmunization
coverage amongst urban poor. Debilitating environ-
mental conditions and high population density in
slums expedite disease transmission. Comparisons of
urban-rural disease incidence indicate a particular
urban risk for vaccine preventable diseases. This pa-
per attempts to understand the current scenario and
challengesinimprovingimmunization coverageinur-
ban slums; immunization being one of the most suc-
cessful public healthinterventionsof the past century. It
also discusses possible mechanisms for effectively
reaching the often left-out urban poor. Coordinated
activitiesby themultitude of providers, accurateinfor-
mation based outreach, effective monitoring and com-
munity enablement to demand quality services are
critical for improving utilization of immunization ser-
vicesby a heter ogeneous urban poor population.
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I ntroduction

The National Population Policy (NPP),
2000 aimstoimmunizeall children against six
common childhood diseases (tuberculosis,
tetanus, pertussis, diphtheria, measles and
polio) by 2010. Although immunization cov-
erage has increased substantially in recent
years, largenumbersof slum dwelling children
remain incompletely immunized(1). The ur-
ban” poor, many residing in slums, comprise
about one-fourth of India’ s 285 million urban
population(2).

Present scenarioinurbanIndia

Among children aged 12-23 monthsin ur-
ban India, 60% are fully immunized (immuni-
zation cards and mother’s recall) which pre-
sents an average of the better and poorly per-
forming states. Empowered Action Group
(EAG)T stateswhi ch constitute morethan 40%
of the total urban population of India(2) are
way behind. Immunization coverage in urban
areas of Bihar, Rajasthan and Orissa is 19%,

#  Census of India, 2001 defines urban areas as (a)
all areaswith amunicipality, corporation, canton-
ment board or notified area committee etc.,
(b) a place satisfying the following three criteria
simultaneously: aminimum population of 5,000;
at least 75 percent of male working population en-
gaged in non agricultural pursuits and adensity of
population of at least 400 per sq km (1000 per sq
mile).

T In order to facilitate the preparation of area-
specific programs, with special emphasison five
states (MP, UP, Orissa, Bihar and Rgjasthan which
later split and totaled to eight states) that have been
lagging behind in containing population growth
to manageable limits, the Government of India
constituted an Empowered Action Group in the
Ministry of Heath and Family Welfare with
effect from 20th March, 2001.
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27% and 49% respectively as compared
to 84% and 73% in Tamil Nadu and
Kerala(3).

Immunization services do not reach over
one third of urban poor children; only 43%
are fully immunized(3). The percentage of
children completely immunized in the low as
compared to high SLI (Standard of Living
Index isrepresentative of socio-economic sta-
tus) in urban areasis 7 versus 53 in Rajasthan
and 24 versus 76 in Orissa. This differenceis
less marked in better performing states like
Punjab and K erala. Slum based studiesconfirm
this finding(4,5). Such interstate differentials
indicatetheimportance of extrafocusonlower
performing states.

“Heightened” importance of childhood
vaccination in urban slum settings

Outbreaksof V accine Preventable Diseases
aremorecommoninurbanslumsowingtohigh
population density and continuous influx of a
new pool of infectiveagentswiththeimmigrat-
ing population(6,7). Measles producesahigher
percentage of younger cases with associated
higher mortality, owingto prolonged exposure
toinfected siblingsinthe small living space of
slums. Severity of infection is higher in these
secondary cases(8). |mmunization programsin
urban areas can exert significant effects on
vaccinepreventabl e di sease associ ated mortal -
ity by limiting the number of cases, decreasing
clustering of cases within households and in-
creasing timelapse between outbreaks(9).

There is growing recognition that the
responsibility of pediatricians has to expand
beyond providing clinical care, to ensuring
child survival, health and devel opment. Pe-
diatriciansthus have apivotal rolein reaching
out tourban India sforgotten childrenwiththe
efficacious, simpleand cost effectiveinterven-
tion of immunization. In light of the emphasis
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on strengthening immunization services in
underserved urban areasby National Technical
Advisory  Group on  Immunization
(NTAGI)(10) and the IAP theme for 2005
“Extracarefor children of urban poor and mi-
grating population” (11) this article examines
issuesand suggestionsfor improvingimmuni-
zation coverageinurban slums.

Problemsand challengesin routineimmu-
nization coveragein urban slums

(i) Urbanhealthdelivery systemrelated

issues

Urban primary care facilities till late
1990's were grossly inadequate with only
one UFWC/HP per 145,854 urban popula
tions(12). Through India Population Project
(IPP) VIII (1993 to 2002) 531 new facilities
were constructed and 661 facilities were
upgraded/renovated in Bangalore, Delhi,
Hyderabad and Kolkata(13). However, the
program did not reach all urban poor even in
thesecities. Absenceof awell plotted city map
indicating slumsand facilitiesleadsto crowd-
ing of several primary carefacilitiesinasmall
areaof thecity, usualy itscentre. Further weak
coordination may result in duplication of ser-
vicesinsomeareas, particularly inmegacities.

Staffing hasnot increasedinresponseto ur-
ban growth(14). Low staff motivation
owingtoweak publictransport system, lack of
supportive supervision among other rea-
sonsresultsinweak outreach(15).

(i) Left out slumpopulations/pockets

I mmunization servicesscarcely reach non-
recognized slumswhilenotified slumsmay re-
ceive benefits of repeated interventions(16).
Some slums are situated on the border of two
Urban Family Welfare Centers (UFWCs) /
Health Posts (HPs) with neither of the facili-
ties taking responsibility for these (17,18).
Similarly, neither rural nor urban health staff
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takes ownership of periurban slums. Certain
population segments remain “hidden” due
to their temporary or migratory nature
(19,20).

(iii) Poor social access

The absence of the Roseto Effect(21) or
lack of social fabric in urban slums often
limits interpersonal interaction and informa-
tion about services. Urban poor are often not
ableto muster enough confidenceto accessser-
viceseven when servicesare proximal. Work-
ing mothers do not get the support required to
attend to child’ shealth needswhenthey areoc-
cupiedinlivelihood generation activi-
ties.

(iv) Inadequatedemand for servicesamong
urban poor populations

The demand for immunization servicesre-
quires acceptability for immunization that is,
clear understanding of benefits, nofear of vac-
cines, specific knowledge of vaccine doses,
motivation to avail services and overcoming
barriers for seeking immunization ser-
vices(22). Evidence suggests that poor uptake
of immunization in urban areas is associated
with mother’ sunawareness about repeat visits
to achieve complete immunization rather than
overall vaccineaware-ness(23). Slumdwellers
are unable to demand services owing to weak
community organization and low collective
confidencewhichisknowntoincrease utiliza-
tion of health services(24). Inthe ab-
sence of outreach activities or difficulty in
availing these services dueto camp timings as
in the case of working mothers, fixed facility
arerarely used for availing immunization ser-
vices. In certain slum popul ationsreligiousand
traditional beliefsprevent receipt of avail-
ableimmunization services.

(v) Lowquality of monitoring andtracking
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The birth registration system particularly
for urban slumsisvery weak. Many domicili-
ary deliverieswhich are as high as 85.3% and
79% amongst urban poor in Uttar Pradesh and
Rajasthan(3), remain non-registered. Monitor-
ing of service quality, reach and age appropri-
atenessof immunization coverageisrarely used
as a tool to improve performance. In EAG
states, half the urban poor children who begin
their immuni zation seriesdrop out.

(vi) Programplanningand protocol related
issues

Routineimmunization programiscaughtin
a“Development Dilemma’. It faces competi-
tion from well funded, top-down, and short
term disease specific initiatives(25). National
events (such as pulse polio campaign) divert
service providers' efforts away from routine
immunization activities. Often planners and
serviceproviding personnel harbor the perspec-
tivethat slumsare'illegal’ and providing them

servicesimpliesgiving themlegal sanc-
tity.
(vii) Missedimmunization opportunitiesin

dums

There are “missed opportunities’ when
medical practitioners who are consulted for
childrens’ ailments do not provide immuniza-
tion services or related counseling(26). There
isatendency among providerstowait for anop-
timum number of childrento arrive at the out-
reach camp before opening a multi dose vial
such as measles or BCG(15). Also, health
workers are yet to muster confidence for ad-
ministering two or more vaccines on the same
visit, even though thereis no contraindication
or loss of efficacy in administering multiple
vaccinesprovided they areadministered at dif-
ferent sites(27,28). Despite apositive attitude
towards immunization child may not get
immunized during minor ailments, owing to
family members' apprehensions, even when

VOLUME 42—yuLy 17, 2005



SPECIAL ARTICLE

illness is not contraindicative to immuniza-
tion(29,30).
(viii)
There may be underestimation and conse-
guent insufficient supply of vaccine quantity
for outreach camps(31,32). In many instances
injuries and infection caused due to wrong in-
jection procedures and the negative attitude of

service provider are discouraging for care-
takers(33).

The absence of systems of safe disposal of
injection sharpsand plastics such asshredding
and disinfection(34) may lead to dumping of
waste material at camp sites, exposing slum
childrentorisks. Though not directly related to
utilization of immunization services safe dis-
posal of immunization wastesisan imperative
health concern, particularly for rag-pickers
who may cut themsel veson needlesand pieces
of glassinthegarbage, which may exposethem
to infections. Child rag pickers face a greater
threat of occupational hazardsandinjuriesdue
to their lack of judgment, experience and
knowledge(35).

Opportunitiesand options

Seeing the glass half full or half empty;
crowded living of slums makes larger number
of people geographically accessible for out-
reach activitiesinlesser timeunlikerural areas
where population is more dispersed. Physical
access to health facilities is not a major
obstacle. There are more options for IEC and
related communication activities. Resources
and potential partners abound: Municipal,
Health Department, NGOs, Private and Chari-
table hospitals, amongst others. Integrated
Child Development Services (ICDS), where
present has a greater impact on immunization
coverage in urban slums than rural areas(36).
Since a sizeable urban poor population
approaches non-qualified practitioners for
curative carethereisagrowing view of involv-

Other issues
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ing themto counsel caretakersontimely immu-
nizationaswell astraining themto providerou-
tineimmunization services. In the wake of the
74th amendment to India's constitution, the
Urban Local Bodies (ULBs)*(37) when ad-
equately stimulated will owntheeffort sinceit
would help the elected representativesin nur-
turingtheir constituency. There hasbeen grow-
ing recognition of the problem of urban slum
dwellersamong Government agencies, donors
and NGOs. Urban health has been recognized
as an important focus area in the Tenth Five
Y ear Plan for which aseparate budget (Rs. 700
crore) hasbeen allocated.

Theway forward

Achievement of universal childhood im-
muni zation by 2010 requiresreach of services
to urban poor through effective outreach and
optimum use of fixed facilities. Six key pro-
cesses to improve immunization coverage in
urbanslumsaresuggested.

Process 1: | dentify all Ssums; use mapping
and vulnerability assessment of sumsas a
planning tool

Mapping of all slums, beyond official lists
with the help of “city knowers’ and slum
assessment using inclusive criteria of vulner-
ability(38), enables identification of endemi-
cally weak areas of immunization coverage.
Someurbanslumswereamongthemost  dif-
ficulttoreach areasduring PulsePolio  cam-
paign through recent experiences(39).
Catchments of primary level facilities can be
redefined based on city mapsto ensurereach to
left out pockets and equitable distribution of
work. Where infrastructure is inadequate the

*  74th (Amendment) Act, 1992. Article 243Q of the
Constitution specifies, in broad terms, that a
Municipal Corporation shall be constituted for a
‘larger urban area’, a Municipal Council for a
‘smaller urban area and aNagar Panchayat for ‘an
areain transition from arural areato an urban areal
as decided by the state.
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need for new facilitieswill clearly emergefrom
themap.

Anapproachforidentifying unreached tar-
get groups based onthe EHP’ sexperiencein 6
cities: Dehradun, Haridwar, Haldwani, Bally
(West Bengal), Jamshedpur, Agrais outlined
inFig. 1.

Process 2: “ Strengthened” and “Regular”
immunization outreach, particularly for
areaswith poor access

Organizng an effectiveimmunization out-
reachcamp

Animmunizationsessioniseffectiveonly if
each child and woman attending it receivesall
vaccines gheis eligible for, following neces-
sary saf ety and efficacy proceduresand returns
timely for the next vaccine(40). Regular out-
reach camps at a convenient, well publicized,
preferably fixed location and day, for the pre-
informed time by health staffs, with support
fromlocal stakeholdersareessential inendemi-
cally low coverage urban areas. This requires
micro planning with Ward or Urban Health
Center (UHC) forming the unit for plan-
ning(39). A functional linkage between the
ANM and AWW or community health volun-
teer with support from medical officer or Lady
Health Visitor enablesidentification and regis-
tration of pregnant women, new birthsand chil-
dren <5 years of age through aquick mapping
of lanesand housesintheslumand itsmonthly
updation. Caution should be observed in not

limiting this list to the beneficiary list as per
ICDS criteria.

ULBs can contribute financial or in kind
support (such astransport, camplogistics, pub-
licity) for immunization activities through
variousschemesand programsnamely Swarna
Jayanti Shahri Rozgar Y ojna(CDSand Devel-
opment of Women and Children in Urban Ar-
eas - DWCUA) and National Slum Develop-
ment Program (NSDP). Community Halls de-
veloped by DUDA, private/ government
schools, private doctors' clinics, angan-wadi
centers, community worship areas and other
approachablevenuesmay beused assiteforim-
muni zation camps. Pediatriciansin public and
private sector can provide training for effective
immunization outreach sessions and support
monitoring of such camps.

I mmuni zati on focused publicity and social mo-
bilization

M assmediaimmunization driveswhereur-
ban slumshavebetter accessto such media(24)
combined with community counseling and
peer contact(41,42) canenhanceserviceutiliza-
tion. Communication should be targeted to
move caretakers from inertiai.e., fear of vac-
cineand nofear of diseasetoactioni.e., nofear
of vaccineand fear of disease(43).

Community’ sconcernstowardsimmuniza-
tion should be addressed through invol vement
of decision makers like father, mother-in-law
in addition to the mother and anti-vaccine ru-

Collection

of official Development Slum visits for Development Cross
slum lists. of assessment assessment and scoring key, validation
Consultcity » | criteria and L | identification of scoring of findings
knowers for tools left out clusters categorization

non listed and mapping

slums
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Fig. 1. Approach for identifying unreached urban slums.
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morsneedto be countered(44). Healthworkers
should counsel caretakers encouragingly and
persuasively to avail immuniza- tion ser-
viceswhen giving theimmunization card.

For areas predominantly occupied by mi-
grating population announcement of immuni-
zation daysand venuethrough loudspeakersis
effective. Pediatricians and general medical
practitionerscould distribute pictorial cardsor
leaf|etsindicating appro-priate agefor different
vaccines and reinforce significance of timely
immunizationwhen childrenvisit for consulta-
tion. Thesewill encourage familiesfor getting
childrenimmunized evenwhenthey migrateto
other areas.

Process 3: Slum dwellers and Health Pro-
vider Linkage

Community participation improves vacci-
nation coverage(22, 45). However, more
pressing issues of insecurity and disabling en-
vironment often undermine a slum dweller’s
motivation to ensure immunization for chil-
dren. Sanchetna, an Ahmedabad based volun-
tary organization hassuccessfully trained slum
women ascommunity healthworkers (CHWSs)
toimproveoutreach and referral to clinics(46).
A similar strategy has been effective in IPP
VI programinWest Bengal, AndhraPradesh,
Bangaloreand Delhi. A ‘link volunteer’, essen-
tially aresident slum woman trained on health
issues and equipped with referral cards, has
been proposedin Government of India’ sUrban
Slum Health Guidelinesfor RCH 11(47).
Process 4. Effective monitoring and track-
ing mechanisms

An effective monitoring and tracking
mechanism enables identification of catch-

ment areas of low reach, operational problems
inimproving coverage and correctiveactionto
enhanceserviceutilization. Both quality of im-
munization  activities  (i.e,  ensuring
adequatesupplies, vaccineefficacy, correct ad-
ministration, post administration counseling,
safedisposal of immunization wastes) and out-
comes (immuni zation reach, identificationand
follow-up of left outs” and drop outs*) need to
be monitored(48). | mpact assessment through
diseasesurveillanceisalso necessary.

Assessing quality of immunization services:
An observational checklist of quality criteria
may be used for supportive supervision by
Medical Officers or a trained supervisor
through random visits to immunization out-
reach camps and fixed facilities. The ANM or
trained Community health worker, having first
hand understanding of field realitiescan effec-
tively monitor outcomes, analyze problemsand
identify solutions.

Periodic monitoring of immunization cov-
erage and disease surveillance: Developing
graphs using monthly immunization coverage
databy Medical Officer, LHV and ANMsisa
vital tool for assessing effectiveness of immu-
ni zation camps.

Disease Surveillance: Monthly reporting of
VPD cases by the ANM during outreach
activitiesas well as at the fixed facility needs
to be revitalized and regularly monitored. A
decreaseintheincidence of VPDsover timeis
important to ensurethat immunization services
areeffective.

Sumlevel tracking mechanism: IntheEHP
supported urban health program in Indore,

* Drop out rate: DTP 1 coverage- DTP 3#coverage

DTP1coverage

#eft out rate:

Childreneligiblefor DPT | - Children receiving DPT |

x 100

x 100

Children eligiblefor DPT | immunization
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Community Based Organizations (CBOs)
compile information and distribute “family
chits’ providing name, date of birth, address
and immunization eligibility of the child for
the upcoming camp in selected slums. The
counterfoil isretained by the CBO which helps
in confirming timely immunization. Once the
family is inducted the child's attendant re-
ceivesthechit for the next immunization at the
preceding camp.

Process 5: Supportive Supervision for
immunization servicequality assurance

Low motivation of health staff due to un-
duly large catchment area, lack of recognition,
appropriate guidance and effective manage-
ment systems contributes to the overall
inability toreachal eligiblechildren. Support-

ivesupervisionwith defined goalsand toals, to
ensure quality and optimum reach of immuni-
zation services at outreach camps and health
centers, isvital. Supervisor shouldbetrainedin
facilitative supervision that emphasizes two-
way communication, coaching, mentor-ing
and joint problem solving(49,50). Medical
professionals providing pediatric services
should adapt such approachesto suit their oper-
ating context and enhance motivation and ef-
fectivenessof healthworkers.

Process 6: Convergence of stakeholdersfor
better resour cemanagement

Urban health stakeholders include Health
and Family Welfare Department, Municipal
Corporation, Urban Development Authority,
ICDS, NGOs, CBOs, donor agencies, profes-
sional bodies (IMA, IAP), private sector

1. Identify and map target slums,

identify more needy slums

Map with listed, unlisted slums and

migrant clusters

\

6. Convergence of
stakeholders for better
management of resource
_>
Clear and complementary
roles with effective
coordination mechanism

/

5. On site Supportive
Supervision to health staff for
immunization service quality

assurance

Clear supervision goals and
appropriate tools for
assessment of service quality
by supervisor

2. “Strengthened” and
“Regular” immunization
outreach, particularly for

endemically weak areas of
coverage

Immunization days planned (at
least one per month) and
communicated to the community

Improved Immunization Coverage
inUrban Slum

3. Slum dwellers and Health
Provider Linkage

Mobilized and organized
community and sensitized
provider

4. Operationally feasible
monitoring and tracking
mechanisms

Use of data to reach left outs and
drop outs in slum pockets;
proactive disease surveillance

Fig. 2. Processes for improving immunization coverage in urban slums.
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(Private providersformal and informal,
Corporates), Employees State Insurance, reli-
gious leaders, local resources such as schools
andtheslum peoplethemsel ves.

Multi-stakehol der coordination planning at
city level can optimize use of such diversere-
sourcesand involves:

» Formation of a coordination forum with
representation of all stakehol der groupsand
identifying complementary roles based on
each stakeholder’ scapacity.

e Regular meetings of the coordination
forum with defined plans and envisaged
outcomes

A multi-stakehol der coordination
approach and synchronized activitieswere ef-
fective in the 1990 Universal Immunization
campaigninKolkata(41).

Policy issues

The proposed increase in government
spending on health and education, with a
focus on primary sector, in the Government’s
Common Minimum Program (CMP) and
universalization of ICDS can serve as an
impetus to strengthening the immunization
program(51). The slum level link volunteer
proposed under RCH |1 (GOI’ s Reproductive
and Child Health Progam) will provide the
much needed community-provider connec-
tion(47). An intensive, target driven plan is
needed for the EA G statesto catch-up with the
better performing states.

Considering occurrence of measles at an
early age, and higher associated risk of
mortality in urban slums, a sustained measles
immunization campaign would be worth
piloting in few of the most densely populated
cities of India identified from GOI’s list of
priority Common Minimum Program (CMP)
districtsand assessing itsimpact on measlesre-
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lated morbidity and mortality. Suchacampaign
should include (a) specific communication fo-
cused on measles immunization by 9 months
and (b) special measles drives before seasons
known for measles outbreaks. Caution should
be observed that focus onthe need of equitably
high routineimmunization coverageisnot | ost
sincecoverageamongst urbanlow SLI popula
tionisonly 43%(3).

Conclusion

Rapid growth, high popul ation density and
low immunization coverage in urban slums
calls for growing emphasis on immunization
coverage for vulnerable urban poor where
spread of infectionisfaster. Available dataon
immunization and rel ated indicatorsfor theur-
ban poor highlights inter state disparities and
theneedto prioritize EAG stateswhen devel op-
ing policiesand programsfor routineimmuni-
zation. Universal immunization coverage as
per Global Alliancefor Vaccinesand Immuni-
zation (GAVI) and Nationa goals requires
overcoming challengesof weak urban primary
health infrastructure, “hidden” urban poor
populations, poor social access, inadequate de-
mand for services, weak monitoring and policy
implementation issues amongst others. These
goalscan bereached through (a) effective out-
reach for underserved popul ation and commu-
nity empowerment to demand quality services,
(b) utilizing available resources by multi-
stakeholder coordination; (c) enhancing qual-
ity through improved supervision and joint
problem solving; and (d) strengthened monitor-
ing of left outs and drop outs. A national mis-
sion for taking immunization to the unreached
will lend the much needed political, civil soci-
ety and mediapressure and periodic uproar on
theissue.
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