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ABSTRACT 

Eradication of polio outbreaks and tetanus neonatorum mortality, as well as lowering 

Egyptian infant mortality to less than 50 per 1000 live births, were specific goals to 

be achieved by the year 2000. National television immunization campaigns were 

launched to persuade mothers to change their attitude and vaccinate their children 

against the killer diseases. This study investigates the effects of these campaigns on 

mothers' knowledge, attitude, and behaviour regarding immunization in Egypt. 

A comparative study was conducted among three groups of mothers who have a child 

three to twelve months of age. A total of 158 mothers were selected, by systematic 

random sample technique (1:2), from the part of Kolosna village, in Upper Egypt, 

which is supplied with electricity, to constitute the viewer group. From the other part 

of the same village, which is not yet supplied with electricity, all mothers (98) were 

selected, representing the non viewer group. Another 76 mothers were selected from 

two prestigious social clubs in Cairo, to represent a second control group of known 

social class and educational level. Through comparing mothers' knowledge, attitude, 

and behaviour between the viewer and the non viewer groups, the effect of television 

immunization messages can be illustrated. Similarly, comparing the village viewer 

with the Cairo viewer group determines the effects of some intervening factors such 

as educational level, health professionals, or experience 

With a structured interview, mothers in the viewer group showed a significant positive 

and stable attitude and behaviour towards immunization, as well as more correct 

knowledge when compared with the non viewer group, demonstrating the positive role 

of television in child health promotion. Television enhances mothers' efficiency to 

use the available health services and promotes their perceived control over children's 

health. Health professionals, experience, and social support can potentiate the 

television's positive role. Educational level, occupation, baby's sex, or mothers' age 

are insignificant factors in changing mothers' attitude and behaviour. 
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Part One: A Strategy for Change 

CHAPTER ONE 

INTRODUCTION 

Throughout the world, there is a silent wave of demand by individuals to become 

architects of their destiny. With the expansion of medical technology, it becomes 

imperative that health professionals continually update their skills to be able to care 

effectively for their patients. This rarely has a major effect on the entire population's 

health. Consequently, effective public education for health turned out to be an 

essential component for achieving "Health for All" by the year 2000 (WHO, 1996). 

Bilharziasis, dehydration, and short birth intervals are examples of health problems in 

rural Egypt. Such problems most commonly stem from a lack of appropriate 

knowledge on the public's side. For example, when the WHO announced the goal of 

Universal Child Immunization' by the end of 1990, 5 million children were dying each 

year from vaccine preventable diseases and another half a million were being crippled 

by polio. This was all the more tragic, not because the services were unavailable, but 

because mothers did not know they were there, or were ignorant of the vaccination's 

importance. This poses a serious challenge for educating mothers about child health, 

which promotes more ambitious global development. 

Educating mothers for immunization is a participatory process through which mothers 

develop an understanding of the surrounding child health problems and how health can 

be safeguarded instead of laying that duty in the hands of medical elites. 

' The goal was to reach 80% of the developing world's children before their first birthday. 
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Consequently, recent medical findings, of mothers' interest, must be channelled 

effectively to achieve the desired behaviour change. Hence, it is essential that 

effective channels of communication with mothers should be explored to persuade 

them to accept more direct responsibility for their own family's health and well-being. 

Television, as a prominent feature of modern life, has become a major medium for 

communication, manifested by its steady increase in number and the creative quality 

of its programmes. It is estimated that in the 1920s, the average adult in the USA 

spent three to four hours per day using the media, but with the advent of television, 

the time spent on media increased by 40% (Schramm and Porter, 1982). 

Acknowledging the central role of television, in the daily life of most of their target 

population, health educators believe that, with its audio-visual capacities, television 

has the capability to persuade people to change or adopt new attitude or behaviour, 

and to convert them to their point of view2. Television intervention is a relatively 

inexpensive method of exposing 58 million Egyptians to specific health messages, 

including those who cannot be reached by the printed word e.g. the illiterate, or by 

face-to-face communication e.g. the Western or the Eastern desert (Hall et al., 1988; 

Jason et al., 1993). Up to 94.5% of the sample surveyed in Egypt reported having 

seen the family planning programmes (ERTU3, 1993). 

Moreover, the message itself can be sophisticated and potentially powerful in a 

manner not available to other types of intervention i.e. using different styles, colour, 

light, music, and so on, such as with the "Mama Karima" (Mother Karima) campaigns 

for ORT (Oral Rehydration Therapy). Furthermore, television can provide valuable 

information to the public about the options that are available beyond the confines of 

their experiences (Unesco, 1980). Hence the attempt to explore the potential of the 

television as a tool for health education. From this perspective, the working hypothesis 

of this research is: 

2  For most Americans, watching television is the single most time-consuming leisure activity (Kubey 
and Csikszentmihalyi, 1990), and it is the main medium from which they receive information related 
to their health (Dan, 1987). 

3  Egyptian Radio and Television Union. 
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Television in Egypt plays a positive role in child health promotion. 

In Egypt, there is growing concern about the value of television support for improving 

the flow of health information, particularly in rural areas. Despite the lack of reliable 

information, making health information on child health available for all mothers has 

been considered a great challenge for communication over the last decade in Egypt. 

Since the early 1980's, intensive use of a television campaign strategy has made it 

possible to alert all mothers to the crucial role of immunization in saving children's 

lives, and to mobilise a high level of political involvement. Between December 1986 

and July 1987 a total of 720 minutes of secondary prime time space was filled with 

messages regarding immunization, while 192 minutes of both primary and secondary 

prime time were used for campaign spots (MoH/Unicef, 1990)4. Given these 

circumstances, the research problem is: 

Mothers, especially in rural areas, who receive immunization messages 
through television should demonstrate positive change in attitude and 
behaviour towards immunization, as well as increasing their knowledge 
of better child health measures. 

From this perspective, the framework of the research questions is as follows: 

■ What are the effects of such public television campaigns on mothers' 

knowledge, attitude, and behaviour as regards immunization? 

■ Did the campaigns result in any change? 

■ Was the change, if any, for the better? 

■ Were changes in mothers' attitudes towards immunization followed up by 

positive behaviour change? 

4 
In the words of appreciation from the general director of Unicef in the Middle East to the president 

of the Egyptian television station, "Egyptian television played an outstanding role in making the recent 
national child immunization campaign a great success. As a result of sustained and timely information 
on television regarding the importance of immunization, more than 3.5 million children were protected 
against measles in October 1986 and another 5.6 million against diphtheria, whooping cough, tetanus 
and poliomyelitis in July 1987. This allowed Egypt to take a leadership position in heading towards 
the global goal of full child immunization by 1990." 
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As health educationalists proceed to think about further extending and sustaining gains 

made thus far, it becomes increasingly important to focus attention on understanding 

the behaviour of the mothers whose children have not yet been fully immunized, and 

to move from the control objective to the eradication of killer diseases. Immunization 

is no longer seen as an automatic process, but a decision in which parents actively 

wish to choose what is best for their children. Many factors beyond mere information 

can influence how mothers behave. The behaviour which emerges from a mother is 

the behaviour which, at that moment, is the most strongly motivated. Public health 

educationalists have compelling reasons to examine and understand the determinants 

of change in human behaviour to achieve their ultimate aim. 

There are many successful examples of television being used to educate people for 

health, raising public awareness, stimulating attitude change, and even changing 

behaviour (e.g. Theobald et al., 1991; Siska et al., 1992; Raiteri et al., 1994; Wright 

and Pearl, 1995). On the other hand, the role of television has often been referred to 

as complex, indirect and only contributory. Previously, health educationalists believed 

that the television's power operates in a more or less direct way for all people, 

irrespective of their social location, or their existing knowledge, attitude or behaviour. 

But it has gradually been recognized that the target population is far from behaving 

like "sitting ducks", waiting to be shot at by the health educator. A number of 

reviews of television health campaigns have pointed to disappointing attempts to attain 

the promised impact (e.g. Flay et al., 1995; DeJong and Atkin, 1995). The limited 

effects may have occurred partly because health education has too often given 

inadequate support for the broad implementation of the persuasive theories. It may 

also be a consequence of the lack of understanding of the nature of the television and 

how it can best contribute to public education. Schwartz and Capwell (1995) 

encourage the expansion of research efforts to translate theory into practice. Much 

can be learned by analysing failures. Improving understanding of the use of 

television, not only helps health educationalists to perform more effectively, but also 

enables the mothers to make more effective use of television. 

For Egypt, evaluation of television health intervention is urgently required, not only 
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because poor health conditions continue to stifle national potential but also, imported 

strategies from the developed world may not be the ideal approach where there are 

many differences in tradition, culture, values, needs, resources, and so on. It is 

equally important that a high priority be placed on immunization for its tremendous 

lifesaving potential. It also breaks the cycle of malnutrition, infection, and ill-health 

which contribute to most infant deaths, especially in rural areas. Moreover, there is 

always a new generation of mothers who have the right to learn how to protect their 

young children. However, little attention has been given to evaluating immunization 

campaigns, particularly in developing world. Consequently, the aim of this research 

is: 

To demonstrate the effects of television immunization campaigns' 
messages, designed for child health promotion in Egypt, on mothers' 
knowledge, attitude, and behaviour. 

The subject of television health campaigns is in a state of flux. New ideas from mass 

media marketing in the private sector, and scientific studies of human sociology, 

psychology, and anthropology continue to enrich the field. This research brings the 

lessons and major findings of the extensive body of research in each of these topics 

together to fill the existing gap between the three fields of study: medicine, education, 

and the media. It also helps both media professionals and health educationalists to 

understand each other and to collaborate harmoniously and productively in designing 

activities and campaigns that can achieve a higher level of effectiveness. 

In addition to the introduction chapter, the main bulk of the study is made up of three 

parts. Part one represents theoretical background to strategy for mothers behaviour 

change. It moves gradually from explaining the nature of attitude change, as a 

predictor for mothers behaviour change; to the process of education for health; and 

then description of the principles of the Egyptian persuasive television immunization 

campaigns. Part two represents the process of empirical investigation, leading to part 

three which deals with the analysis and discussion of results, with the final conclusion 

and recommendation. 
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Part One: A Strategy for Change 

CHAPTER TWO 

ATTITUDE CHANGE FOR BEHAVIOUR CHANGE 

1:2:1 INTRODUCTION: 

Judd et al., (1991) viewed attitude as "evaluations of various objects that are stored 

in memory". Roediger et al., (1984) define attitude as: "a relatively stable tendency 

to respond consistently to a particular object". These definitions characterised attitude 

as being flexible to a certain degree and subjected to change and, by identifying 

peoples' attitude, it would be possible to predict their behaviour. However, this is not 

a straight-forward relation since it is only a tendency to respond consistently. Health 

educationalists view attitude as a major organiser for feelings, beliefs, and values into 

an enduring system. More important, it provides a clue to future behaviour. The aim 

of this chapter is to elucidate the concept of attitude as a predictor for behaviour. 

From this perspective, it is possible to comprehend the basis for building a strategy, 

whether educational or persuasive, to modify the target attitude as a precursor to a 

behaviour change. 

1:2:2 ATTITUDE'S DIMENSIONS: 

As McGuire (1985) reported, attitude has three dimensions as follows: 
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1) Cognitive dimension: Cognition refers to the process of thinking and mental 

evaluation of the object. It develops through understanding the object, e.g. 

immunization, its contraindications, function, and so on, and it may be based upon 

inaccurate information or may not have been acquired from experience (Breckler, 

1984). Cognitive dimension can be a problem for health educators who concentrate 

their efforts on changing mothers' beliefs about a behaviour and its effect on health. 

On the other hand, mothers's beliefs about the susceptibility to a disease or the 

effectiveness of a certain intervention are so dogmatic that they cannot easily be 

changed. For example, some mothers believe immunization has no value on the basis 

of their own knowledge that there was no immunization a long time ago, yet their 

parents were healthy. 

A mother's cognitive component regarding immunization is formed through 

understanding and recalling information related to immunization, and its application 

in a specific situation e.g. through understanding what measles is, the means of its 

prevention, the available health services, and recalling that information before making 

any decision regarding vaccination. The mother then splits the information into its 

simpler facts, and examines the relationship of each fact to what she knows about 

child health to reach a structure that was not existing before. For example, there are 

many diseases that can affect my child, measles is one of them. Some of these 

diseases are not dangerous but measles is a dangerous one. Although some diseases 

are inevitable, measles can be prevented by the ninth month injection, which is 

available, free of charge, at the nearby health unit. The mother then completes her 

cognitive attitude through qualitative judgment of immunization by using some 

personal standards regarding effectiveness e.g. it is not wise to immunize my child. 

These cognitive processes (current thoughts and memories) exert strong effects upon 

mother's emotional or affective state towards immunization (Schwarz et al., 1991). 

2) Affective dimension: The affective component of a mother's attitude is concerned 

with her feeling about immunization. It describes the potential action towards 

immunization with regard only to the question whether the potential action will be 
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favourable or unfavourable e.g. if a mother's affective attitude towards immunization 

is negative, her potential behaviour regarding child immunization may be expected to 

be against. An affective dimension is related to goals and acquired through 

experience. If a mother agrees with the idea of immunization, she will feel pleased 

by this idea in accordance with her experience with immunization in general. She is 

also liable to develop a positive affection towards immunization if she realises that it 

helps her to reach the main goal of having a healthy child. This positive affection 

may also be extended to the health profession, local health unit, advances in medicine 

in general, or she may even wish that her baby will be a doctor in future. This 

component influences, as Fiske and Neuberg (1990) concluded, the perception and 

valuing of related social information. Having established an attitudinal position, a 

mother can interpret new information in ways that will be consistent with her new 

beliefs. It also exerts a strong influence upon memory (as Forgas, 1991 argues in his 

direct access strategy). If a mother has a positive view of immunization, she can 

apply her previous judgement directly and can conclude with little effort that she 

probably will like the new vaccine. At the same time, her preexisting goals lead to 

a valuative search for a use of information i.e. she seeks more information to reach 

a conclusion, and to maintain the positive affect. 

Information regarding child immunization, which is also consistent with a mother's 

current mood, is easier to remember than information that is inconsistent with it. 

Baron et al., (1992) found that positive affect can widen the range of retained 

information within various memory categories. A mother with a positive affect 

towards immunization is ready to receive and remember more information regarding 

her child's health e.g. the immunization schedule. Affect not only influences a 

mother's process of social information but also her decision regarding related 

situations and the judgement she reaches (Schwarz et al., 1991). On the other hand, 

new information activates cognitive frameworks, containing strong affective 

components, which suggest what characteristics the new vaccine probably has. It may 

also tell how a mother interprets or appraises the information regarding the new 

vaccine, and how feelings are towards such vaccine (Zillmann, 1988). Affect also 

influences the expectations and their impact on reaction and judgements e.g. if a 
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mother expects that she will like the new vaccine, she will show visible signs of 

pleasure even before she gives it to her child (Wilson et al., 1989). 

As with the cognitive dimension, the affective dimension is formed through receiving 

the stimulus (Biblarz et al., 1991) i.e. her recognition of the existence of measles in 

the village and that the injection for protection against measles is now available at the 

health unit. A mother's reaction to the received information may range from passive 

acceptance to expressing pleasure on receiving the stimulus or, at the other end of the 

spectrum, pain and refusal. A mother may value the information highly and accept 

it for development of health care e.g. acceptance of legalisation of immunization. 

Another may not only reject immunization, but also refuse the idea of interference in 

her child health. Her judgement depends on her personal standard in which more than 

one value competes and the inclusion of the new stimulus into her value system. A 

mother may perceive feelings not only about health but also about all other aspects 

of life e.g. family, job, beauty, and so on. A health educator's responsibilities here 

is to influence the mother to re-organise her value system so that those related to 

immunization are raised to a higher level e.g. more than domestic chores. 

3) Conative dimension: This is the third dimension of attitude which is connected 

with how a mother tends to behave towards immunization. It includes all the 

behavioural readiness or intention associated with the attitude, but does not necessarily 

imply that the behaviour will actually be shown. For example, if a mother holds a 

positive attitude towards immunization, she will buy the vaccine or give a donation 

to the local health unit, or talk in favour of it. Nevertheless, the behavioural 

component does not always appear to be present. This would be the case of a mother 

who likes immunization but who never consults a paediatrician or reads about it'. 

' The concept of attitude as a system having three dimensions raises the question of the degree to which 
these dimensions are consistently related to one another. Kothandapani (1971) asked subjects to answer 
questions about their liking or disliking of contraception, their beliefs and then compared these measures 
with self-written reports of behaviour. He concluded that affect, cognition, and behaviour were 
interrelated, although still distinguishable from each other. 
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After depicting the concept of attitude, it may be important to understand the forces 

that lead the mothers to comply with or to resist the immunization messages. In the 

following section, the researcher reviews the most famous theories for the dynamics 

of attitude change and persuasion, on the basis of our previous understanding of the 

components of the target attitude and their significance in understanding the principles 

for designing television immunization campaigns. 

1:2:3 ATTITUDE CHANGE: 

Tyler and Schuller (1991) concluded that attitude is not rigid and can be changed in 

response to experiences over an entire lifespan. Praise and approval from friends or 

relatives can effectively mould attitude. A mother may change her attitude towards 

immunization by observing the behaviour of other mothers who express particular 

attitudes. This social learning and enforcement process is particularly important in 

villages where the behaviour of others can be easily watched (Rule et al., 1985). A 

mother may even imitate the others in absorbing the health messages presented on the 

television, e.g. immunization is good for child health, without having direct exposure 

to television, and as a result may form a positive attitude towards immunization. 

Attitude towards immunization may also change by acquiring new information about 

immunization or through direct experience with it (Deaux et al., 1993). 

Imitating a television model can lead to a direct experience that produces new attitude 

towards immunization. Modelling can even strengthen the already positive attitude 

or weaken the inhibitions over behaviour that mothers have previously learned 

(Bandura, 1986). Taras et al., (1989) also concluded that television can create attitude 

and enforce that which already exists. Krosnick et al., (1992) reported that through 

a classic conditioning process, mothers attitudes towards immunization can pass on to 

other vaccines. Once an attitude is formed towards a vaccine, the mother will expect 

the same consequences upon exposure to new health messages and show the same 
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kind of reactions as to the first stimulus. This may further explain Oskamp's (1988) 

conclusion that television is a powerful source of attitude formation and change. 

Campaign planners draw inspiration from human motivation, describing the mothers 

as consistency optimisers, or information refiners. On the other hand, the mother has 

numerous other complex needs, which may yield valid predictions in some 

circumstances and mislead in others where the aspect under investigation is overridden 

by other personal aspects. There are many theories developed by psychologists to 

explain the process of change and persuasion but all identify basic factors in the broad 

process of attitude change2. It may be essential now to go through three of the major 

and related theories that could be helpful in understanding the mechanisms of mothers' 

attitude or behaviour change. 

1:2:3:1 Consistency theory: 

The basic assumption of consistency theory (Heider, 1946) is that a balanced state in 

a person's attitudes or attitudes and behaviour is the stable one that resists change3. 

Heider's concept is basically qualitative in character as it allows either a balanced or 

unbalanced (positive or negative) state in the way people view their relations with 

each other and with their environment. Any inconsistency or unbalanced state is 

assumed to be unstable and to call for a change. Therefore, when a mother perceives 

that some of her cognitive elements are contradicting, she will be in a state of 

cognitive imbalance, which is painful and produces tension. She will then be 

motivated to bring her cognitive system to a tension-free state by changing one or all 

of these opposed elements. This requires reorganization of the mother's thoughts, 

beliefs, attitude and, behaviour in a sensible way (Spellman et al., 1993). Sometimes 

2  See appendix "2" for the different theories of attitude change and their application in television health 
campaigns. 

3  In Heider's words, there is always some movement towards this balanced state, that is, in "a situation 
in which the relations among the entities fit together harmoniously, there is no stress toward change" 
(Heider, 1958 P. 201). 
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the way that an individual achieves consistency in behaviour suffers from a lack of 

rationality e.g. a heavy smoker cannot accept evidence that relates cancer with 

smoking. Spears and Manstead (1990) extended Heider's theory and assumed that 

there is a tendency towards symmetry which will cause a mother to share with other 

mothers in the same village a common attitude towards immunization for example. 

Consistency theory predicts the occurrence of attitude change or resistance to change. 

Yet it does not explain what predictions are to be made when attraction of both 

individuals towards an object exists but when the origin and nature of these attractions 

are different. In other words, suppose two mothers like immunization but for different 

reasons. One mother looks forward to protecting her child. The other mother wants 

to get outside the house and meet friends inside the health unit. It is also not clear 

what the consequences of consistency theory are in a case when the two mothers like 

immunization for the same reasons and in the same way. 

1:2:3:2 Dissonance theory: 

This theory is another prominent theory directed at understanding stability of attitudes 

and making predictions about exposure to attitude-relevant information4. It assumes 

that relevant cognitive elements exist either in a state of consonance or in a state of 

dissonance. If dissonance is sufficiently unpleasant, one of the cognitions should be 

changed to restore the pleasant consonance state. This theory helps health educators 

to understand a mother's behaviour in selective exposure, attention and comprehension 

of the presented message which may cause failure of the campaign. According to 

Festinger (1957), if a mother dislikes immunization, she will avoid information that 

explores the advantages of immunizing her child, such as protection from diseases. 

On the other hand, she may probably enjoy hearing that the people she admires (e.g. 

her husband) dislike immunization or she may approve the idea that immunization is 

a source of ill-health. 

4 "Ever since the concept of cognitive dissonance was first developed in the 1950s, social psychologists 
have assumed inconsistency to be its most basic feature" (Baron and Byrne, 1994. Page 165). 
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Festinger theory assumes also that a change in behaviour leads to a change in attitude. 

According to Cooper and Fazio (1984), when a mother has a choice in making a 

decision regarding immunization and she is able to foresee the consequences of her 

decision, dissonance is unlikely to be aroused. Steel (1988) added a refinement to 

dissonance theory by assuming that attitude change occurs as a result of self 

endorsement responding to a threat to self-esteem by enhancing some facts of the self 

concept. When a mother feels that she is responsible for her child health, she is 

motivated to determine whether she is responsible for the harmful outcomes or, 

whether they perhaps stemmed from factors beyond her control. If she concluded that 

she was responsible for the outcome, dissonance is generated and efforts to decrease 

it then fellow. Cooper and Scher (1992) believe that it is the acceptance of personal 

responsibility for the adverse outcomes that produce dissonance and attitude change. 

In general, cognitive dissonance theory can be applied to any situation in which 

individuals commit themselves to a situation relevant to their self-concept. In fact, 

dissonance theory is a type of consistency theory, which is concerned with the relation 

between cognitive elements and the consequences when elements are inconsistent with 

each other. In daily life, however, dissonant information cannot often be easily 

avoided. Attitude exerts an influence on information processing by biasing the 

perception and the evaluation of the information (Blumoff, 1990). Festinger's 

assumption was also supported by Fazio and Williams (1986) who argue that people 

selectively process information about the qualities of attitude objects. 

According to Festinger's assumption, there are three theoretical ways of reducing 

dissonance. Each may have several behavioural manifestations, as follows: 

1. Changing the cognitive elements related to beliefs, attitude, or behaviour. 

Considering the dissonance between "I do not immunize my child" and "immunization 

protects my child". This dissonance can be reduced by a change in the behaviour 

associated with one of the dissonant elements, i.e. I should immunize my child. 

2. Changing a cognitive element related to the environment. This could be a change 

in the physical environment (e.g. tetanus is not common in this area), or change the 

psychological environment by confirming that routine care is enough. 
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3. Adding new cognitive elements (a mother may look for information that natural 

infection gives permanent protection and immunization has its hazards). She may also 

agree with the idea that "whatever will be will be", and therefore think "why bother 

with this nonsense"? 

1:2:3:3 Kelman's theory: 

Kelman's theory (1958) implies that understanding how attitude was formed is the key 

to change it. A similar attitude may develop in different mothers through different 

processes. Therefore, different techniques can be followed by the health educators to 

change the same attitude. Three main mechanisms are proposed as follows: 

a) Compliance: This refers to a situation where a mother is forced to behave in a 

manner which is contrary to her attitude as a result of either a promised reward for 

compliance or a threatened punishment for non compliance. If a mother who believes 

that traditional medicine is more convenient and more effective is forced to immunize 

her child (e.g. penalty for not obeying), a dissonance will be prominent. As long as 

she cannot refuse to immunize her child, changing her attitude towards immunization 

is the only option for her to reduce dissonance through believing that immunization, 

at least, is not harmful for the child. The amount of her attitude change towards 

immunization produced by compliance depends mainly on the degree of punishment 

by not complying. So, compliance in this situation can be a changing agent when it 

has the power of influencing the control of rewards or punishments and the mother's 

behaviour is observable by the influencing agent. Nevertheless, as Spruijt-Metz 

(1995) assumed, intrinsic meaning of behaviour represents the affective determinants 

more than extrinsic incentives e.g. immunization may represent a way of conformity, 

rewarding, or punishing oneself. 

When a health issue meets with a high degree of resistance, it sometimes could be 

practical to use law to enforce the new behaviour, even if it is not accompanied by 
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attitudinal changes. The reason is very simple, the people have to comply with the 

new law (e.g. no smoking in public transportation). Health educationalists aim for the 

adoption of the target behaviour, even with the passage of a disliked law. This helps 

the health educationalist to gain new strength and to stimulate more radical solutions 

for the behavioural problem. Thus, when it comes to changing basic attitude, it may 

be effective to pass a law requiring behavioural conformity, which sets forces into 

motion that may accelerate the acceptance of new values (Low et al., 1992). 

However, passing a new law causes resistance and avoidance by the people, especially 

if they suffer from a lack of knowledge of the reason behind it. It creates resentment 

because of the indignity of being compelled to submit to a certain behaviour. It could 

be true that compulsion is a poor substitute for education and law cannot, and should 

not, replace persuasion and education (Dingman, 1994). Freedman et al. (1992), in 

their inferred value theory, suggested that people who engage in counter-attitudinal 

behaviour can change their attitudes more with less force i.e. a severe punishment may 

suggest that the counter-attitudinal behaviour is unpopular, while the lesser punishment 

suggests that this behaviour is easy or popular. 

b) Identification: A mother may develop a positive attitude towards immunization 

because her husband believes in immunization and she wants to keep a satisfying 

relationship with him by saying what he says, doing what he does, believing what he 

believes in. She is primarily concerned with his expectations for her role. The degree 

of her attitude change in this situation depends mainly on the influence of her husband 

and his attractiveness rather than the behaviour itself. Identification differs from 

compliance in that the mother actually believes in the opinions and actions that she 

adopts. Her behaviour is accepted both in public and in private, and its maintenance 

does not depend on continuous policing by the influencing agent. 

c) Internalization: In this situation, the mother develops a positive attitude towards 

immunization simply because she feels that it is a practical way to protect her child's 

health. Besides that, she may support the idea that immunization is the solution for 

5  Great Britain (1991): Children and young persons (protection from tobacco) Act 1991: Chapter 23 
London: HMSO, 1991. 
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the community health problems. The extent of her attitude change depends on the 

degree of relevance of the issue, regardless of any surveillance or salience. 

The common goal of immunization or any other health campaigns is to bring changes 

in mothers' behaviour, and consequently, improvement in the health status of both the 

individual and the whole community. The main reason for studying attitude and 

attitude change is the expectation that an understanding of mothers's attitude towards 

certain health issues increases prediction of their health behaviour. However, to what 

extent are what a mother says, feels, and intends to do consistent with what she 

actually does? This is the problem of the attitude-behaviour relationship which has 

been demonstrated by studies that specifically attempt to relate attitude to observed 

behaviour. What people say and what they actually do can be surprisingly different. 

It is important then to detect conditions under which attitude has effects on behaviour. 

1:2:4 ATTITUDE-BEHAVIOUR RELATIONSHIP: 

The question here is do mothers' attitudes shape their behaviour? Evidence concerning 

the strength of the link between attitudes and behaviour is far from conclusive. There 

have been many surprising examples (e.g. LaPiere, 1934; Vargas et al., 1993; Laflin 

et al., 1994; Oakley, 1995) where measurement of the relation between people's 

behaviour and their verbally expressed attitude failed to correlate, or where 

correlations were found to be ambiguous with respect to the direction of causality. 

Only in a minority of studies was a close relationship found between verbally 

expressed attitudes and overt behaviour (e.g. Sutton, 1992; Kimura, 1993). 

Nevertheless, such results have generally failed to shake the conviction that attitude 

is an important predictor of behaviour. 

One of the earliest classic studies was conducted by LaPiere (1934) who considered 

the relationship between attitude and behaviour as totally non-existent. LaPiere visited 
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many restaurants and hotels in the USA with a Chinese couple. In spite of the anti-

Chinese feeling at that time, he was only refused once. Six months later, LaPiere sent 

letters to the places which he visited before, asking them if they were willing to 

accommodate Chinese guests. Over ninety percent of the replies indicated that they 

would not accommodate them. But it is still difficult to conclude from these results 

that there is a weak relation between attitude and behaviour. What can be understood 

is that attitude is situated on a causal chain between un-observable antecedent stimuli 

and observable subsequent responses. From the researcher, point of view, there are 

some explanations for the reportedly low attitude behaviour relationships. 

1) Methodological factors: 

Unfortunately, there is no direct access to attitude in the sense of being able to know 

what is going on inside a person's head and to confirm what he/she is thinking about. 

It can be measured only on the basis of inference drawn from the individual's 

behaviour, or the verbal statements of belief, feeling, and intention to act towards the 

object. There are two problems related to this kind of indirect measurement. One is 

related to the process of defining or localising a specific action which can provide a 

description of attitude. The other problem is related to the process of conversion of 

abstract concept into numbers in order to compare different people's attitudes, or to 

describe the attitude of a single person in different contexts, or at different times. 

Attitude measures are almost always based on self reports which are open to bias and 

distortion. Breckler (1984) argued that studies may have an exaggerated estimate of 

the relation between attitude and behaviour by relying on self-report measures, without 

the attitude object being physically present. This requires a response not to the object 

itself, but to its representation in memory, which might be influenced by the cognitive 

system while the behavioural and the imaginal systems tend to work independently, 

as Sherman et al., (1985) assumed. Measuring a general attitude towards a very 
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specific behaviour is another methodological problem6. For example, measuring 

attitude towards children's health, and predicting a behaviour towards sub-cutaneous 

injection for measles vaccine, at the age of nine months. This might be one of the 

misleading methodological problems in LaPiere's (1934) research. The hoteliers were 

being asked a very general question which revealed a very general attitudinal answer 

towards Chinese people When the Chinese turned up at the hotel, the hotelier faced 

specific customers which represented a specific stimulus. It was this inappropriateness 

of the global stimulus, Ajzen (1988) argued, which led to the apparent inconsistency 

between attitudes and behaviour. 

2) Behavioural factors: 

Rokeach and Kliejunas (1972) demonstrate that a person's behaviour is a function not 

only of attitude towards the object, but also attitude towards the situation i.e. attitude 

towards immunization and towards going to the local health unit, presence of other 

people, norms, alternative behaviour available, specificity of attitude objects, expected 

consequences of various acts, and so forth. Personal factors, such as: other attitudes; 

competing motives; social abilities; activity levels; and so forth, should also be taken 

into consideration, and may be significantly important. This may indicate that the 

particular behaviour being studied may not be completely related to the attitude under 

examination. Perhaps researchers have been too optimistic in translating their 

expectations into hypotheses that attitude will be highly correlated with behaviour 

when behaviour, on the other hand, is determined by other variables besides attitude. 

To restore confidence in the utility of attitude as a predictor of behaviour, Ajzen and 

Fishbein (1980) formed the theory of reasoned action which incorporates intention as 

a major mediator, with an improvement in the ability to predict how attitude influence 

behaviour. They suggested that intention intervenes between attitude towards a 

6  Newcomb et at. (1992) concluded that specific attitudes (concerning nuclear war) were much better 
predictors of behaviours than more general attitudes (concerning war). This illustrates the greater power 
of specific than general attitudes to predict behaviour. 
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behaviour and the manifested behaviour, whereas intention is determined by attitude 

towards the behaviour, which is the evaluative set of beliefs about the consequences 

of performing such behaviour, and subjective norms, which is the person's evaluation 

of the possibilities of what other people think he/she should do and the motivation to 

comply with these expectations. Ajzen and Madden (1986) placed perceived control 

over the expected behaviour as a determinant of behavioural intention'. 

This theory may find an answer to the behaviour in question if people tend to perform 

an action for the sake of what they personally will get out of it, or if it is performed 

mainly because people are mindful of other's approval or disapproval. A mother will 

agree to immunize her child when she believes that immunization has a strong 

likelihood of preventing the negative consequences of diseases e.g. being handicapped 

by polio; or when her husband, for example, expects her to immunize their child and 

she is ready to comply with this expectation. It is also effective in predicting 

behaviour when one takes into account attitude towards not performing the behaviour. 

A mother who immunizes her child should have both a positive attitude towards 

immunization and a negative attitude towards her child being ill (Jaccard et al., 1989). 

Ajzen (1987) extended Fishbein's theory and developed the theory of planned 

behaviour which assumes that behaviours are performed for the reason that people 

think about the consequences of their actions and make decisions to achieve some 

outcomes and avoid others. Behaviour, according to Ajzen, is the product of beliefs 

about the effects of that specific behaviour and evaluation of the possible outcomes. 

A mother may value the prevention of diseases but may view vaccinations as an 

interference with supernatural willpower. It appears, then, that the attitude-behaviour 

relationship is not a direct one, it is almost a mediated relation. To measure this 

relation accurately, all these significant factors should be taken into consideration. 

' Pagel and Davidson (1984) found that inclusion of a personal norms measure (e.g. I feel a moral 
obligation to do/not to do) improved prediction of intention concerning contraceptive use. However, 
Budd and Spencer (1985) argued that personal norms should be seen mainly as an indicator of ideal 
behavioural intention. 
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3) Attitudinal factors: 

As discussed before, attitude is composed of three components. If one finds an 

apparent discrepancy between verbal attitude and overt behaviour, this may be because 

of dealing with a distinct component, rather than measures of all dimensions. Breckler 

(1984) noted that correlations between measures of a single component were higher 

than the correlations between measures of the three different components by a single 

method. However, when the components are inconsistent, one of them can be more 

related to overt behaviour than the other and can be the best predictor of behaviour. 

Fazio et al., (1982) concluded that attitude which is acquired through direct experience 

is more stable and hence it is a stronger predictor of behaviour than attitude which is 

based on indirect experience. It may be possible to assume that in the early stage of 

direct experience, attitude can be a better predictor of behaviour. With increasing 

experience, however, attitude structure becomes more and more complex and finally 

cannot be sufficiently integrated into one single affective response. 

It seems that the unsophisticated conceptualization of attitude and behaviour have led 

the researchers to expect more consistency than what is either observed or reasonable 

to observe. As Himmelweit et al., (1981) concluded, there is clearly a great need for 

more studies of the essential link between attitudes and behaviour, as well as their 

relation with the process of persuasive communication. 

1:2:5 SUMMARY: 

This research defines attitude as an evaluative idea which predicts certain action 

towards an object. Evaluation of the idea can be changed as a result of acquiring new 

information, whether directly through personal experience or indirectly through a 

social learning process, with a consequent change in the predicted behaviour. This 
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concept motivates health educationalists to direct their efforts to change mothers' 

attitude in favour of child immunization. They commonly use new information related 

to child health and immunization as a changing agent, drawing their aspirations from 

human motivation towards better child health care. 

On the other hand, a mother usually has a complex set of needs, values, attitudes, and 

beliefs. Any inconsistency within this system is unstable and produces psychological 

tension. The generated tension stimulates the mother to reject or change the disputed 

elements to return her cognitive system to a tension free state. Consequently, she 

either accepts the new information and changes her attitude or rejects it and resists any 

change. This forms the basis of consistency theory, which assumes that consistency 

in a person's cognition is a stable and pleasurable state. 

At the same time, to avoid cognitive dissonance, a mother is usually motivated to 

accept consonant information and reject exposure to dissonant information. This 

assumption of the balance theory acknowledges mothers' selectivity of exposure and 

processing of information. It also acknowledges that dissonance among a mother's 

cognitive elements produces pressure to eliminate the dissonance. The greater the 

dissonance, the greater the pressure will be. To release such pressure, she may change 

a cognitive element related to her attitude, beliefs, behaviour, and so on, or a cognitive 

element related to her surrounding environment, or she may accept new cognitive 

elements to neutralize the dissonant element. 

When the mother is forced to immunize her child either for a promised reward or a 

fear of punishment, changing her attitude can be an alternative to return consistency 

between attitude and behaviour. Also, she may change her attitude to establish a 

satisfying relation with other persons regardless of the nature of the adopted attitude 

or behaviour. This identification process depends on the attractiveness and the 

likeability of the influencing agent. Internalization, as a third process of attitude 

formation, is where adopting a new attitude is intrinsically rewarding and congruent 

with the mother's value system. The degree of attitude change depends mainly on the 

nature and relevance of the new information or the adopted behaviour. 
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Nevertheless, changing attitude does not always lead to a change in behaviour. There 

is much research which failed to establish a direct relation between attitude and related 

behaviour. Our argument for the reported controversy between people's attitude and 

their observed behaviour depends mainly on three dimensions which call for more 

research for a better understanding of the relation between attitude and behaviour and 

its efficiency as a predictor of ultimate behaviour. 

1) Measurements of attitude are always indirect and general, but measurements of 

behaviour are always direct and more specific. This may be responsible for the 

reportedly week power of attitude as a predictor for such a specific behaviour. 

2) Attitude towards an object is considered as a single item within a complex set of 

determining factors for a certain behaviour. If one predicts behaviour, one must take 

into consideration all other factors that may influence the assumed relationship. Ajzen 

and Fishbein (1980) assumed in their theory of reasoned action that intention can be 

a major factor which intervenes between attitude towards an object and the actual 

behaviour. Social norms can also influence behaviour. These significant factors 

should be counted in determining the relation between attitude and behaviour. 

3) Attitude is a compound concept which can be identified as having three interrelated 

components, the cognitive component (mental evaluation of the object), affective 

component (feeling towards the object), and conative component (intention to act). 

A measure of attitude can be considered inaccurate as long as it depends on a single 

component rather than the three components together. 

1:2:6 CONCLUSION:  

Attitude is acquired mainly through social learning or experience. Although it is 

stable by its nature, attitude can be changed when the circumstances are conducive to 

such a change. Before planning to change their target population's attitude towards 

immunization, health educationalists have to examine all circumstances that provide 

attitude its stability and resistance to change, as well as the basis of its formation. 

Through television, ideal models can be presented to mothers, and new information 
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can be transmitted to the target population to help them to think and feel positively 

towards child health and related immunization. It also enforces those positive attitudes 

which already exist. This can create new forces, generated by the evolved dissonant 

and unbalanced state among a mother's cognitive elements, which stimulates new 

behaviour to regain the balanced state. With its audio-visual power, health 

educationalists can use both educational and persuasive techniques to reach mothers' 

minds, and change the basis on which their attitudes are formulated. This may also 

create similar attitudes among mothers in a community which means that each 

mother's attitude will be in a balanced state with the surrounding environment. In the 

next two chapters, both the educational as well as the persuasive techniques to change 

attitude as a step for changing behaviour towards positive health will be discussed. 

For accurate measurement of attitude and its relation with behaviour, the attitude 

object should be well identified and specific to the observed behaviour e.g. measuring 

a mother's attitude towards immunization with BCG and observing its scar on the 

baby's left shoulder. Both attitudes towards the object (e.g. attitude towards oral polio 

drops) and towards the situation (e.g. attitude towards the health unit, quality of the 

health services, other priorities, social norms, and so on) should be measured for better 

prediction of behaviour. Also, because each attitude has three dimensions, attitude 

measurement should include all the three components rather than depending on the 

easiest affective component alone. As Stacy et al., (1994) suggested, traditional 

attitude construct might be replaced or complemented by alternative affective or 

cognitive construct in areas of health behaviour research. In this research, all these 

critical points are considered to develop a valid research tool. 
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Part One: A Strategy for Change 

CHAPTER THREE 

HEALTH EDUCATION FOR 
BEHAVIOUR CHANGE 

1:3:1 INTRODUCTION: 

In the twentieth century, the dramatic increase in human life expectancy can be largely 

attributed to the advancement in disease diagnosis, and treatment. Most of the 

remaining health problems are behaviourally based. In that case, preventive medicine 

is the optimum choice, especially with the growing cost of medical services, along 

with their shortcomings. Health education, as an essential component of preventive 

medicine, with its concentrated efforts to change health-related attitude and behaviour, 

can play a vital role in stimulating the public to understand and to accept their 

responsibilities regarding health. 

In the previous chapter, the theoretical process of mothers' attitude change was 

discussed with reflections on primary planning for behaviour change in favour of child 

health promotion. Stemming from this theoretical background, a further step towards 

behaviour change utilizing the educational approach takes place in this chapter. 

38 



1:3:2 CONCEPT OF HEALTH: 

For a long time, an increase in the length of life was accepted as synonymous with 

an increase in the level of health. However, mothers would prefer their children to 

enjoy health as a means of living a full, productive life rather than just a longer life. 

The WHO (1947) adopted health as "a state of complete physical, mental and social 

well being and not merely the absence of disease or infirmity". Associating health 

with quality of life ended the emphasis on lifespan as the only criterion of health. 

Willgoose (1985) broadened the concept of health more as he analyzed health as 

multidimensional anthropological, biological, psychological, economic, and even 

political. Thus all human relationships between a community and its environment are 

somehow health related. In this spirit, the WHO (1986, Page 73) defines health as: 

"The extent to which an individual or group is able, on the one hand, to realise 

aspirations and satisfy needs; and, on the other hand, to change or cope with the 

environment. Health is therefore seen as a reservoir for everyday life, not the 

objective of living; it is a positive concept emphasising social and personal resources, 

as well as physical capacities". 

It seems that there are no set boundaries for health. Social stress, unemployment and 

political instability are significant in terms of well-being in conditions such as 

coronary thrombosis, night blindness, or advanced psychosis. It may then be possible 

to argue that being dynamic in quality rather than a static process, it is difficult to 

think of an individual as being healthy or unhealthy. Health can be identified, from 

the researcher point of view, as a subjective sense of well being which makes possible 

a high quality of competent living. This ranks health as a personal matter which 

makes intervention to achieve health more difficult and means a health educator's role 

is to increase the person's abilities to address health and adopt a healthy lifestyle. If, 

however, health is thought of as the interrelatedness of physical, emotional, social, 

spiritual, mental, and cultural dimensions, educating the mothers for health should 

reflect this broad notion of health. 
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1:3:3 NOTIONS AND TRENDS OF HEALTH EDUCATION: 

a) Notions: Educating the mothers for child health can be seen as the transmission of 

what is known about child health to them by means of the educational processes. This 

is merely through creating a feeling of responsibility for their children's health and 

maybe also for the health of those in their circle of friends, relatives, and so on. In 

1959, a Technical Discussion on Health Education was held in connection with the 

Annual World Health Assembly at the WHO Headquarters in Geneva, Switzerland. 

The participants defined health education as all activities that influence beliefs, 

attitudes, and behaviour with respect to health. It includes processes and efforts to 

produce changes when necessary for health advancement. This concept of health 

education recognizes the impact of all experiences, whether positive or negative, on 

what a mother thinks, feels and does regarding health. It is not limited to only those 

situations in which health activities are pre-planned i.e. a mother may learn about 

immunization from a friend, a doctor, the media, or in any other way. 

b) Trends: Because health education is dynamic in nature, to be effective, it requires 

interaction between the mothers and the community to increase the ability to make 

informed decisions. Traditionally, it has mainly been concerned with giving advice 

about physical health, such as hygiene, nutrition, childcare problems, and so on. But, 

increasingly, it has covered advice about mental health and such sensitive topics as sex 

education, family and social problems, marriage guidance, and so on (e.g. Drakshayani 

and Venkata, 1994). Health education can help in four directions, as follows: 

1- Advice about specific preventive action e.g. vaccination against measles. This 

requires mothers' cooperation for a short time. Each mother must comprehend the 

advice and then take specific action based on it (Zimicki et al., 1994; Gordon, 1995). 

It involves a certain cost i.e. in terms of time, distance, effort, expenses, and so on. 

A health educator should make the mother's decision as easy as possible to carry out 

the proposed action e.g. by providing free vaccine at each contact with a health 

facility (Malfait et al., 1994). 
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2- Inculcation of habits and attitudes which foster health and prevent disease e.g. 

refraining from drinking alcohol during pregnancy (Casiro et al., 1994). 

3- Education to understand the needs of the community and health measures required 

(Swaddiwudhipong et al., 1992) and to make optimal use of the available health 

services (Schulz et al., 1995). 

4- Education to seek advice at an early stage of the disease. This involves making a 

distinction between bothering the doctor unnecessarily and a genuine need to seek 

advice early. Some knowledge about the disease, such as its early symptoms for 

example, is essential before this distinction can be made (Hooi, 1994). 

1:3:4 GOALS OF HEALTH EDUCATION: 

a) Education for the mother: The traditional aim of immunization campaigns is to 

stimulate awareness of immunization that it is hoped will result in the mother adopting 

a more health-oriented approach to life. This also includes the adoption of healthy 

public policies through raising public awareness of immunization and through easier 

access to services (Hawthorne, 1994). Tones (1995) has defined the aims of health 

education as empowering and supporting an individual health choices e.g. using health 

services properly and cooperating with medical advice, as well as the heightening of 

public awareness, and concern over inequities and provision of communities and 

individuals with means to translate their positive attitude into practice. 

Providing knowledge of immunization must go hand in hand with educating the 

mother about the general and specific child healthcare. This indeed is the main goal 

of mothers' education. It helps the mothers to achieve higher standards of health by 

their own action. An informed mother may have knowledge about the consequences 

of measles infection. She may also be aware of what is the appropriate health practice 

and what is the inappropriate one. Despite that, she may not immunize her child 

(Sbarbaro and Sbarbaro, 1994). This is contrary to a mother who has been educated 
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about health, and equipped with the appropriate skills and attitudes to solve her own, 

or her community's, health problems, who uses knowledge in daily life. In other 

words, an educated mother knows how to make her own valuable contribution 

(Swaddiwudhipong et al., 1992). This seemed to be related to Primary Health Care 

in which health education encourages individuals to: want to be healthy; know how 

to be healthy; do what is healthy; and seek medical advice when needed. 

b) Social education: Even if it is known that immunization is safe, a mother's feeling 

about it will influence the decision to adopt such behaviour or not. The more positive 

the feeling about immunization, the more it is valued, the greater the likelihood the 

behaviour will be established. Through social education, needs for alternatives will 

be at the top of the political agenda (e.g. a well-equipped health unit in the village) 

and it will be socially unacceptable for the mother to rebel. 

Although most of the personal health practices are established during primary 

socialization under parental influence (Rodriguez et al., 1994), human beings are not 

static organisms, they can acquire new skills at any stage of their life e.g. from the 

presentation of a positive role model in the media (Suarez et al., 1993). If the 

behaviour is continuously reinforced over a long period of time, it will become a 

routine behaviour or a habit e.g. washing hands after visiting the toilet. Habit then 

substitutes the feeling that may originally motivate it. A mother must learn what 

immunization is and get into the habit of immunizing her children automatically 

without anybody being around to enforce this behaviour. In this respect, we can argue 

that immunization campaigns aim to modify negative childcare habits and the 

accumulated errors of misbelief that are otherwise destructive, as well as encouraging 

social patterns that will enhance the level of a child's wellbeing (Hyler et al., 1991). 

C) Problems: The effectiveness of health education efforts can be shown when 

parents are aware of a disease that might affect their children's health, and the means 

of preventing it (which cannot be fully controlled by routine parent care). This 

concept is commonly enhanced by the concept that mothers are primarily highly 

motivated so far as their child's health is concerned. This means that a mother will 
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behave appropriately as long as she receives the appropriate information regarding her 

child's health. Nevertheless, education for health has become a far more complex 

process than what might have been realized formerly. Paik et al., (1994) showed that 

with a relatively low level of accurate knowledge, almost all respondents reported 

positive behaviour. On the other hand, Oakley et al., (1995) showed that despite 

possessing considerable knowledge, many of the respondents adopted less healthy 

lifestyles. The problem with which health education is concerned arises from the very 

complicated ways humans behave. This leads to a second problem regarding 

identification of the most effective methods and resources to overcome mothers' 

neglect of preventive health care. 

To a certain degree, fewer health education campaigns were systematically evaluated 

as regards their effects on behaviour. A critical review of the contemporary health 

education literature suggests that the progression has not widely adopted the 

sophisticated research methods necessary for answering difficult questions. Health 

education research requires consolidation of complicated professional skills, substantial 

funding and great technical capabilities, as well as a reasonable period of time. 

Moreover, education, by its very nature, acts mostly by its latent effect and on a long-

term basis e.g. a decrease in reported cases of polio after an intensive immunization 

campaign. Likewise, the urgency of the policy makers' needs prevents health 

professionals from performing adequate assessment before going into action. Health 

educationalists hope that growth in the social and behavioural sciences, as well as in 

applied research techniques, can provide the necessary methodology to promote the 

expansion of effective health education, at least in the near future (Steckler, et al., 

1992; Suarez et al., 1993). 

A related social problem is the situation of women's needs in Egypt. Most health 

education campaigns are aimed at mothers, who are normally the main providers of 

healthcare not only for their families but maybe also their neighbours and friends. 

Unfortunately, this forms an extra burden of work. Health educationalists should also 

direct their educational efforts towards parents in matters of family health, rather than 

assuming that these are necessarily the mothers' responsibility. 
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Health services are an effective ally of health education efforts. One factor that can 

constrain health education in rural areas is the lack of prestige and resources of a 

potentially effective health eduction unit. This is because health units are staffed with 

a few experts who are most commonly interested more in their private business which 

yields immediate mutual benefit rather than more intangible results and the barely 

rewarded long-term impact on the health status of the whole community. Also, the 

immeasurable success cannot be used to advocate an increase in the budget and 

support. This vicious circle (lack of prestige, lack of resources, inability to perform 

effectively, then even fewer resources and less prestige and so on) needs to be broken 

before designing effective health education (Cutts et al., 1991). Because each 

community processes its needs differently, Hawthorne (1994) recommended that each 

community should be considered by health services planners as unique. 

Another related problem is the shortage of foreign exchange. Policy-makers usually 

request material goods and technology from external aid groups rather than requesting 

training and support from local health workers or developing local media. What is 

really required is a health education unit, with its own budget and a clear health 

education strategy, over a reasonable period of time, and directed at a specific group 

of the population. This may help to break the circle of low prestige and low funding. 

The success of the ORT project is the best example of this broken circle (BMJ, 1985). 

Tradition often conflicts with advice about health and hygiene, which may appear to 

be unnecessary or even threatening. Female circumcision is one serious case which 

exemplifies this conflict, where health educationalists suffer continuous defeat. Health 

educationalists should make sure that mothers receive sufficient support. Nevertheless, 

they often undermine these factors and set themselves unrealistic objectives (e.g. 

Ajuwon et al., 1995). 
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1:3:5 PROCESS OF HEALTH EDUCATION: 

An Illustrative example: 

A mother who has a child at the age of immunization has to be aware that her child 

is susceptible to catch measles, which is a dangerous disease, and she ought to 

immunize her child against it. She has to understand the implications of not doing so. 

If interest in this new health idea is strong enough, the mother will seek information 

about it. If she behaves in a way which is consistent with the new information, i.e. 

contact the health unit, she will realize after a period of time that her child did not 

catch measles and she is less worried about her child's health than before. At the 

same time, she has to solve the problems which may arise from adoption of this new 

behaviour e.g. finding where she can immunize her children and its cost. 

According to her own analysis and interpretation, the mother will assess her new 

belief based on her own experience. The mother may apply the new information to 

her routine childcare practices, analyze it, synthesise it, and then re-evaluate this new 

experience. She may decide that it is worth all the effort and adopt it into her 

ordinary pattern of behaviour. On the other hand, she may think in the opposite 

direction and find that the time and energy spent on immunization is far too costly in 

terms of personal comfort, time, pleasure, and so she may not immunize the child. 

The mother may selectively expose herself to further information that positively 

reinforces her decision. This means the educational process needs time for the mother 

to be aware, evaluate, try, re-evaluate, and adopt the new behaviour and make it a 

habit. Consequently, health educationalists, as well as health administrators, should 

be patient for the outcome of any health campaign. Also, from this brief example, we 

can demonstrate the way in which health education operates on personal decision and 

behaviour. This can be seen, from the researcher point of view, as a three-stage 

process where each stage has distinct aims, intervention strategies, and evaluative 

procedures: 
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Stage one: Information dissemination. 

The process of health education is initiated by informing the mother about a specific 

child health problem and reliable ideas for solving it. In an optimal situation, the 

mother is expected to react positively towards the new information transmitted and the 

desired behaviour finally appears. Prochaska et al., (1992) concluded that behaviour 

change without insight is likely to be a temporary change. Media, if put intelligently 

to the service of health, can contribute to bridge the gulf between rapidly increasing 

scientific findings on the one hand, and the level of awareness among the mothers and 

the policy-makers on the other (Esa et al., 1992; Freimuth, 1993, Guenther-Grey et al., 

1995)). Public health education should take the initiative in cooperating with media 

professionals to encourage behaviour change (Fonnebo and Sogaard, 1995). 

Personal perception of a health threat is an important stimulant for mother's cognitive 

system to create a new (or change the already existing) belief system. A mother will 

take actions to avoid diphtheria if she believes that her beloved child is susceptible to 

be affected, otherwise she may deny there is any possibility of her child falling victim 

to the disease. Basically, if the health threat is perceived to be negligible, the 

tendency to comply with the recommended health actions will be small (Yoshida, et 

al., 1995). The proposed immunization behaviour depends also on the degree of 

mother's perception towards the seriousness of diphtheria and how much it can affect 

her child's wellbeing, e.g. is it a temporary condition or a permanent one? Is it acute 

or chronic? Can it lead to death? Perception of the degree of seriousness varies from 

mother to mother, which may create a problem for designing a realistic health risk 

belief among different mothers, who may be unaware (Bandura, 1986). Additional, 

the mother has to believe that immunization is effective in protecting her child against 

diphtheria and can produce the promised solution (Baranowski, 1990). 

According to Flay et al., (1981) once changes in knowledge have been brought about, 

changes in beliefs and attitudes and then behaviour will automatically follow, simply 

because of the mother's need for harmony among existing knowledge, attitude, and 

behaviour. This also indicates that changes in attitude are more difficult to attain than 
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their preceding step, knowledge change. Change in behaviour, in turn, is more 

difficult to obtain than both attitude and knowledge change. This is clearer when we 

notice that most people know the association between swimming in the canal and 

bilharziasis, and the majority of them believe that swimming in the canal can cause 

bilharziasis. But fewer have a negative attitude towards swimming in the canal or 

intend to stop swimming in the canal. In fact, a large portion of them still do not 

even try to stop and those who have tried could not stick to that new behaviour. 

However, knowledge cannot be poured into mothers, or simply absorbed by them like 

a sponge. If the immunization issue causes dissonance, it will be interpreted by the 

mothers in such a way that a consonant state will be achieved. This stage of stability 

can also be reached in several other ways rather than by acceptance of immunization. 

She may reject the facts by questioning their authenticity (diphtheria has never been 

a disease in our village), or put the source of information in a position of doubt which 

does not match with her experience (immunization destroys child's natural immunity). 

Likewise, the mother may interpret the meaning of the data in such a way as to reduce 

its threats by limiting the facts (diphtheria is not a killer disease), or she may admit 

the truth but still deem it irrelevant (diphtheria can only affect older children). 

There are some other variables, according to Steuart (1969), which limit the 

dissemination of information. Mothers are primarily autonomous and not easily 

approachable, and there are those who cannot be reached. Also, they are usually 

discriminating in their attention to information. Through-out life, a mother is exposed 

to different stimuli but she is not supposed to respond to each stimulus. She 

selectively perceives those stimuli that concern her. One of those stimuli, caught in 

the flood of information, will be the immunization issue. Selective exposure to a 

campaign is more likely to be related to the level of interest in immunization issue, 

and the affinity of the information with pre-existing attitudes. Brink et al., (1995) 

concluded that multiple strategies for dissemination of information about the 

innovation assures more adequate exposure of the target population to the information. 

Correct knowledge itself is insufficient to produce behaviour change (Bandura, 1990; 
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Brown et al., 1991; Kasen et al., 1992). Health as such is often seen as less important 

than a health educator sees it. Mothers are more likely to respond to information 

when they feel the need to do so and when such a response satisfies their needs. 

Oakley et al., (1995) showed that for young people, health is not of primary 

importance. There are too many matters in their daily lives which appear to have 

more significance, such as unemployment. This may lead to various reactions to the 

same presented message. That is why the message should be clear, interesting and 

consonant with mothers' values and socio-cultural environment (Levasseur et al., 

1994). Furthermore, the measure of an effective health education campaign is, as the 

last resort, behaviour changes which are demonstrably related to changes in general 

health status. Consequently, a change in knowledge is auxiliary to these essential 

outcomes. This forces health educationalists to call for more effort to motivate the 

mothers to comply with the recommendations not just disseminate information. 

Stage two: Motivation to comply. 

The value system acts as another variable that can explain an apparent consistency or 

inconsistency of healthy or unhealthy behaviour, in a health-informed person (Oakley, 

1995). The main objective at this stage is to motivate the mothers towards 

immunizing their children depending upon the acceptance of a system of values which 

could be regarded as faith. According to Rokeach (1973) a value is acquired mainly 

through a process of socialization and gaining new beliefs, and serves two functions: 

a) It acts as a standard which guides towards the preferable way of behaviour. 

It orients peoples' social, moral, and intellectual perceptions, and their choices; 

b) It expresses the need to achieve standards of excellence to maintain and 

enhance self-esteem i.e. motivational function. 

If a mother values child health, she will attempt to immunize her child which is more 

likely to enhance her self-evaluation to the extent that others are aware of her 

behaviour. In other words, her self-esteem will be enhanced by their acceptance and 

admiration. However, in the value system that a mother holds, health care may 
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occupy a relatively low priority and may probably hold just a neutral position. This 

is mainly because the child is healthy and rarely examined. The mother must first be 

aware of the threat which should have a meaning in terms of susceptibility and 

seriousness. When a mother becomes aware of a health threat, she will find herself 

in a similar position to a mother of a child who caught the infection and will evaluate 

both the threat and the action that should be taken. 

If a mother, for example, is selectively exposed to new information regarding tetanus 

neonatorum, she will slowly internalize this new stimulus according to her own criteria 

depending on her social, cultural contexts, as well as her own experience with 

previous pregnancies. She may selectively seek medical advice and try to find out if 

the threat concerns her baby or not. She has to accept that stimulus as a value and 

make some obligation to it. Immunization against tetanus neonatorum will be highly 

valued if it prevents the disease and fits her abilities. The mother will confront more 

than one variable which must be organized, determine their interrelationship, and 

establish those values that have personal meaning. Consequently, she will develop an 

evaluative belief e.g. the consequences of receiving the TT. 

As discussed before, a mother is most at ease when the knowledge she holds is 

consistent with her attitudes and values. Consequently, we can assume that, when a 

mother encounters facts that conflict with her values, dissonance will arise. To be 

relieved from any dissonance, she must either reinterpret the facts in a way that 

matches the existing values or, on the other hand, has to accept the facts and 

consequently, the value system has to be changed to fit the new cognitive system. 

The main problem that faces the health educationalist at this stage is that people's 

values are frequently doctrine, making them even more difficult to change. 

An Egyptian village, like any other traditional small community, possesses a complex 

social heritage that arises from a complex value system. This value system acts as a 

filter for any new ideas proposed by an immunization campaign. It tells the mother 

what to perceive, what to reject, what to seek, and what to avoid. Intrusion of 

dissonance into mothers' values creates strain and stress. A value which yields 
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negative outcomes, or is inconsistent with cultural values, is unstable and subject to 

reconsideration. Such instability creates tension that stimulates re-adjustment and 

results in a possible incongruent change. At this point, a health educator's tactic is 

to stimulate this kind of dissonance in favour of positive health values and practices. 

New ideas can only change mothers' values and behaviour if the health educationalist 

understands and works with their local culture. A public health educator can design 

the message so that it is strongly related to the most prominent and related value and 

needs of the target population (Mennie et al., 1992). For example, a mother may 

refuse to immunize her baby although she knows that it is easy, reasonable, and so on, 

but she may agree to do so when she realises that it helps the baby to have closer 

bonds with her. This means that health education campaigns should work to gain an 

understanding of what a disease means to mothers, how they define illness, what 

disorders they recognize and which they feel are susceptible to treatment with modern 

medicine and what knowledge they have of curative techniques and of how illness is 

tied to other factors, especially their culture, and so on. 

There are also certain basic and strong stimuli that can overshadow the values and 

attitudes acquired and necessitate consideration from the health educationalist. For 

instance, a working mother may be well informed about the danger she is causing to 

her child. Although she values her child's health highly, it is the financial drive 

which led to her negative behaviour. Together with the belief system, the 

motivational system (attitudes, values, and drives) can stimulate the mother to make 

health decisions and move to the next step of adopting the recommended behaviour. 

Stage three: Behaviour change. 

After being informed about the health threat and when its value has been appreciated, 

the probability of the mother being motivated to immunize her child is further 

influenced by different variables. From the researcher's point of view, these 

determinant for execution of the desired health behaviour, can be arranged as follows: 
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a) Decision: It is the mother who plays the major role in solving her child's health 

problems, and delivering the primary health care. Mothers are responsible for taking 

the appropriate decision for action which can be considered the first step towards 

changing a life-long habit (Richards and Waterbury, 1990). The process of adopting 

an innovation requires an awareness of the characteristics of the innovation and a 

decision to make a trial effort to use the innovation. 

According to the dissonance theory (White, 1982), a mother strives towards 

consistency within herself. On the other hand, the process of making a decision out 

of several mutually exclusive alternatives, produces tension and dissonance. This is 

mainly because each available alternative has some advantages and disadvantages. 

Interfering with the child's natural immunity can be more dissonance than interference 

with the child's feeding habit. The more important the decision is, the greater the 

dissonance. Also, the less attractive the immunization decision (e.g. the clinic is 

faraway) and the more attractive the unchosen alternative, the greater the dissonance. 

However, once a mother decides to immunize her child, the attractiveness of 

immunization is increased and the attractiveness of the opposite behaviour is 

decreased. This re-evaluation process occurs in a subjective and biased way because 

all attractive aspects of the unchosen alternative create dissonance and the negative 

aspects of the immunization do the same. If by taking the decision the conflict still 

exists, no further action will be taken, as the mother is not sure of the consequences 

of her decision. She will continue assessing different alternatives which are facing her 

in an objective and unbiased way. Re-evaluating the other alternatives can reduce the 

dissonance, otherwise the mother may reverse the decision. If reversal is not practical 

or is impossible, the mother may continue immunizing her child with a feeling of 

regret about her choice. Public health educationalists should encourage the mother to 

reach a consonant state by taking a positive decision in favour of child health. 

b) Normative system. Before the mother puts her decision into practice, she must 

check it with the normative system (Wright and Pearl, 1995). She will assess the 

likelihood that others in her community (e.g. her husband) have certain expectations 
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of her, and will accept her behaviour towards child health care. In other words, she 

will ask: "if I immunize my child, will it be accepted by my friends"? and "how 

much do I value their approval"? This means that a mother's motivation to comply 

with health instructions is not sufficient, but should be supported by positive beliefs 

about the likely reactions of the significant others. Public health education can be of 

great value in achieving a mass change in understanding or the way of thinking of 

society. It prepares society for the new health decision to germinate and bear fruit 

(Sogaard and Fonnebo, 1991). 

c) Intention: From the interacting complex of beliefs, motivations and normative 

systems, intention to immunize the child will be generated. The strength of the 

resulting behavioural intention (according to the Theory of Reasoned Action) will 

determine whether the immunization decision will be taken or not. Manstead et al., 

(1983) found that both attitudinal and normative factors are essential in developing a 

mother's intention as regards feeding her baby either naturally or artificially. Fishbein 

(1982) concluded that attitude could be more important than normative factors in 

modifying women's behaviour as regards smoking. McGuire (1964) noticed that, with 

regard to children and smoking, beliefs are even more important than attitude. 

Messages which are designed to change mothers' behaviour should be targeted with 

these interrelated factors in mind. 

However, developing immunization intention will not necessarily lead to actual 

behaviour unless the mother develops control over the new action and possesses the 

coping skills (Schulz at al., 1995). Self efficiency shapes the intention into a 

behaviour. However, it does not refer to personality factors but to specific behaviour 

(Strecher et al., 1986). Mothers will never vaccinate their children when they feel that 

it is beyond their control or abilities even if they hold positive attitude, expecting 

positive outcomes, and expecting approval from others. On the other hand, if a 

mother rationalizes a disease as an inevitable occurrence or an act supernatural power, 

she is then influenced by certain external forces. Therefore there is less likelihood 

that this mother will immunize her child (Mullen, 1994). The fact that the mother 

may be delayed for her domestic duties could conflict with her intention to protect her 
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child by immunization could be another example of losing control of behaviour. 

Older people are more likely to be internally controlled than adolescents. Thus, we 

would expect that an older mother's attitude towards immunization is an important 

determinant of her behavioural intention as she can resist social pressure, which a 

younger mother cannot do with the same attitude. A younger mother may believe in 

immunization but she cannot resist her mother-in-law by not immunizing her child. 

This could also be applied to an educated mother, who is expected to hold a more 

internally-controlled system than an uneducated mother (Cutts et al., 1991). An 

immunization campaign should concentrate on making the young and less educated 

mothers to more internally controlled and helping them to acquire skills to resist 

negative external social pressure and to increase control over personal life events, to 

influence decisions made in organizations with which a mother is involved, and to 

influence decisions made at her community level (Baker, 1993). Increased self-

efficiency at multiple levels has been positively associated with mental and physical 

health indicators (LaVeist, 1992). Mothers' high self-efficiency can also motivate 

them to influence public health policy (Schulz et al., 1995). 

d) Facilitating factors: These are factors related to a mother's environment e.g. social 

support and reinforcement of behaviour which are important in translating motivations 

and intentions into action. A persuasive message could target the whole family or 

other relevant social groups, as well as individuals, to supply them with the required 

skills to encourage and support those who are trying to protect their children. The 

message should also contain sufficient instructions for the mother about how to resist 

negative social pressure as well as the available alternatives. 

There is another set of factors that can also facilitate health practice. Such activators 

may be internal or external e.g. death of a friend's child. The strength of such 

triggering factors is inversely related to the perceived susceptibility level and the 

perceived severity of the problem, along with the perceived benefit of taking the 

action. If a mother does not believe that her child is particularly susceptible, a very 
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strong cue would be required to motivate behaviour. Conversely, a high level of 

perceived susceptibility will require a minor stimulus to trigger positive behaviour. 

e) Feedback: After immunizing her child, the mother re-evaluates it and receives 

feedback from this new experience which, in turn, will affect her motivation system 

as regards repeating the behaviour e.g. short waiting times, not having been turned 

away from having immunization, and not knowing a child with a post-immunization 

complication (Cutts et al., 1991). At any time a decision can be reversed according 

to the new experience acquired, or it may be strengthened. Thus, a media-based 

campaign needs to reinforce the new behaviour and its associated skills being taught 

and try to make the new behaviour either self-reinforcing or externally reinforced. 

Despite the health educator's efforts, the willingness of healthy people (compared to 

those who see themselves as ill) to behave appropriately towards a preventive health 

action can be disappointing. In fact, before healthy individuals meet the two most 

frequent demands health educationalists make, giving up negative health behaviours 

or practising positive health behaviour, they normally have to feel really ill or 

symptomatic. They must believe they are in need of some form of medical attention, 

and they must begin to follow certain orders. However, the importance of health is 

mostly appreciated when it is lacking, as in the old Egyptian saying which, states that: 

"Health is a crown upon the well man's head. No one can see it but a sick man". 

1:3:6 SUMMARY: 

The main goal for mothers' education for child health is to provide an opportunity for 

them to apply new knowledge and action in healthy ways. However, because health 

quality is subjective, a health educator must understand how the mothers perceive 

health and the processes of adopting the new behaviour as a result of the educational 

efforts. These processes can be summarized into three main stages as follows: 
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Stage one: The main target for a health educationalist is always to minimise unhealthy 

behaviour by stressing its bad effects on health. Basically, knowledge is considered 

a precursor to appropriate and lasting behaviour change. The initial step in the 

process of health education is the transmission of relevant scientific knowledge to the 

mother. Health instructions should demonstrate the possibility of being a victim of 

the disease, the degree of its seriousness in affecting the child's well-being with its 

different attributes (physical, mental, and social), as well as the effectiveness of the 

recommended course of action in achieving the promised well-being. However, 

dissemination and possession of the right information may or may not motivate the 

mother to adopt more healthy behaviour. Change in behaviour may occur without 

prior knowledge and attitude change. This puts in doubt the assumption of a sequence 

(which was proposed by Flay et al., 1981) consisting of knowledge change inducing 

attitude change, which in turn leads to behaviour change. It seems to be an over-

simplistic notion of a complicated process in which other important variables combine 

with knowledge in motivating the person towards destructive behaviour (e.g. an 

individual's values and attitude), and all operate as a complex system. 

Stage two: Value analysis is a vital component in motivating the mother towards 

more healthy behaviour. According to consistency theory, the mother is in a tension-

free state when the cognitive elements are in a balanced state. The new information 

received has to be internalized and valued according to the mother's own criteria and 

value system. Immunization behaviour must fit with the mother's abilities and 

experience to be highly valued. This requires a change in the mother's value system 

in favour of positive child health. However, because of the complexity and the deeply 

rooted value system, a health educator must analyze and understand the mothers' value 

system and its interconnection with other cognitive elements and work from the local 

culture and value system. 

The main task for the health educator at this stage is usually to explore, intelligently, 

alternative ways of satisfying the target population's motives and to apply them to the 

proposed course of action, as well as to determine whether the effect of the behaviour 

and mothers' aims are compatible. A campaign's strategy should be related to the 
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most prominent but related value and stimulate a dissonance in favour of a positive 

health value. With value system analysis, immunization campaigns can inspire the 

support of different social institutions, which can help the mothers to comply with the 

highly valued recommended behaviour and make a decision for action. 

Stage three: Each mother makes a decision about immunization on her own terms, 

to avoid tension and dissonance induced by the highly-valued new information, as 

much as possible. However, because every individual is in a dynamic interaction with 

the surrounding environment, she must first check her decision with the normative 

system before developing an intention to act. The strength of the developed intention 

will largely affect the performance of the recommended action. With some activating 

factors and social support, the intention generated can be translated into a behaviour. 

A health educator's role at this stage is to make the positive decision as easy as 

possible for the mother and set it apart from the other negative alternatives. An 

immunization campaign must stimulate mass change in the understanding and way of 

thinking of a society to allow the intention generated to be changed into real action 

in favour of health. At the same time, the campaign must encourage the mothers to 

express their attitude and resist negative social pressure. Thereby, it encourages the 

mothers to use health services and vaccinations, and at the same time refuse 

engagement in negative behaviour. It must also identify and use different cues for 

action to stimulate the mother to make the new behaviour a habit. The television 

campaign must facilitate opportunities for the real participation of the mothers in 

community and organizational decision making regarding child health policy, which 

in turn leads to an increase in mothers' perceptions of influence or control. It must 

also encourage benevolent organisations to take active roles in community and public 

policy, which enhances the perceived potential for influence through collective action 

and enhances the empowering effects of community-based public health initiatives. 
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1:3:7 CONCLUSION: 

The underlying assumption of health education as a strategy for behaviour change is 

that every mother has an instinctive tendency towards having a healthy child as long 

as she is supplied with accurate information. Information about health can only 

stimulate within the mother self responsibility for her child's health. However, many 

of the factors responsible for the misbehaviour are beyond the control of the mother. 

This necessitates changes at all levels (social, political, environmental, and so on). At 

the same time, this necessitates extension of the health education domain. Health 

educationalists should create the necessary environment to motivate the mothers to 

comply with instructions and to translate their decisions into actual behaviour. A 

comprehensive mass media campaign may be an ideal strategy to present as many as 

possible of the factors related to the assumed behaviour change to the mothers and to 

policy-makers, creating social and political support for the change to be executed. 

Because health is a subjective concept, a health educationalist has to admit that the 

processes of persuasion for positive change belong to the mother, who has the right 

to draw her own inferences and reach her own conclusions, unless the safety and 

welfare of the community are concerned. It is against the rights of the individual for 

someone to try to control her thoughts and feelings. Imposing decisions on behaviour 

through laws or rules, simply because the she does not understand, indicates failure. 

It would infer that the human being is an unthinking and unreasonable animal, an 

assumption which cannot be accepted in today's world. It may be true that most 

people lack the knowledge required to enable them to formulate decisions in favour 

of their health, but it is precisely the role of health education to impart this knowledge 

to all who need it and to confer the full range of individual freedoms and promote 

human inviolability under the admirable goal of health education. This is an important 

point to make before moving to the next chapter, which examines the strategy of 

persuasion using television campaigns to change attitude and behaviour towards 

immunization, instead of just sending the necessary information to the mothers. 
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Part One: A Strategy for Change 

CHAPTER FOUR 

PERSUASIVE IMMUNIZATION CAMPAIGNS 

1:4:1 INTRODUCTION: 

One of the successful reports of the past decade has been the rapid progress made 

towards immunizing children against diseases that kill and cripple'. Vaccination of 

young Egyptians against smallpox, which was eradicated from Egypt, indeed from the 

whole world, started in 1890. Immunization with DPT (Diphtheria, Pertussis, Tetanus) 

became compulsory in 1956, followed by polio in 1968, and BCG in 1973. Tetanus 

Toxoid (TT) had been available to pregnant women on a voluntary basis since 1973. 

Measles vaccination became obligatory in 1977. Yet thousands of Egyptian children 

were still dying. In 1984, the WHO in cooperation with the Ministry of Health 

(MoH), showed that only 30% of Egyptian children were fully immunized, with a 

marked difference between children in urban areas (50%) and their rural counterparts 

(15%). Only 19% of mothers were immunized against neonatal tetanus for the second 

dose. Clearly, extra efforts were called for. 

In the previous chapter, changing the behavioural responsibility towards immunization 

through education is demonstrated. The crux of that process is arming the mothers 

with the correct information. Where mass education and persuasion is concerned, 

See appendix "1" for description of the preventable diseases and their recommended vaccinations. 
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mass media campaigns can be a desired option (Fonnebo and Sogaard, 1995). The 

Egyptian media have a variety of experience in health campaigns e.g. family planning, 

immunization, bilharziasis, ORT, and so on, yet there is little evidence of systematic 

evaluation of any of these campaigns. It is the purpose of this chapter then to project 

the essentials of persuasive media intervention with a critical description of the 

television immunization campaigns presented on the Egyptian television. 

1:4:2 IMMUNIZATION CAMPAIGNS' OBJECTIVES: 

The technical and financial management of immunization services is predominantly 

the responsibility of the MoH. The Expanded Programme of Immunization (EPI) was 

merged as a major component in the Child Survival Project by the MoH and the 

USAID in 1985, which included immunization against six diseases: tuberculosis, 

diphtheria, pertussis, tetanus neonatorum, poliomyelitis, and measles. The main 

objectives were maintenance of the 90% immunization coverage against all targeted 

diseases, eradication of poliomyelitis by 1994, elimination of neonatal tetanus by 1995, 

and 90% reduction of measles cases by 1995. Immunization coverage of pregnant 

women against tetanus to reach 80% by 1995, and strengthening of primary health-

care delivery services through integration with EPI activities were also included. 

To achieve the above goals and objectives, the MoH improved the management 

capability and skills of the EPI team and health workers and added new vaccines (e.g. 

hepatitis "B" vaccine) to the standard programme. Vaccine efficacy was maintained 

by strengthening the essential infrastructure (e.g. effective cold chain, sterile syringes, 

improving the existing registration system, technical personnel, and so on), and the 

extended implementation of health education strategies to include training for medical 

staff and society's leaders, aimed at rapid identification and reporting of any suspected 

cases. Additionally, the routine public education to understand and support the need 

to vaccinate children as early in their life as possible was promoted through wide 

distribution of posters for the public. 
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To bring about the breakthrough needed to raise the coverage level of the target 

population, namely all vaccine eligible children under five years old, to accelerate the 

EPI objectives, and to create awareness in the population of the need to immunize all 

their children, cooperation with various non-health institutions (e.g. mass media) in 

promoting child health nation-wide was ensured. Television spot advertisement 

campaigns for mothers education about the target diseases, how to suspect a case, 

when and where to go on the vaccination days, how the vaccine works, its safety, 

schedule, and so on were broadcast daily over the national television networks to 

increase public awareness of the campaign, and motivate the mothers to bring their 

children to the vaccination points. 

1:4:3 NATIONAL CAMPAIGN STRATEGY: 

A national campaign2  strategy receives more attention than the usual television health 

programmes because it always has a narrow focus (e.g. encouragement of the mothers 

to immunize their children against polio) that can generate enthusiasm, both among 

health educationalists and the public, which is lacking in most day-to-day television 

programmes which deal with various health issues of interesting characteristics, and 

which have general unmeasurable objectives. Its limited, but specific, time and 

objectives enhance inter-sectional collaboration to overcome different constraints 

which can affect the routine immunization services and prove that infectious diseases 

affecting children can be controlled. Thereby, it creates a climate conducive to 

success in other large-scale child health promotion and acts as a spearhead to pave the 

way for the strengthening of other components of primary health care. Moreover, a 

television campaign is relatively powerful in reaching mass mothers, with less effort 

and cost (Rogers, 1983). This can be of great value in Egypt, where most of the 

2  Basically, the term "campaign" is derived from its military usage as a "connected set of actions 
intended to obtain a particular result" (Longman Dictionary of Contemporary English). In other words, 
it is a preplanned and coordinated series of activities which are directed to a specific target (e.g. 
mothers with children less than two years old), and for a measurable objective (e.g. influencing mothers' 
behaviour regarding measles immunization). 
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Egyptians watch television3  with a high illiteracy rate especially among rural and low 

income families (Unesco, 1991) where children's diseases are more prevalent 

(CAPMAS, 1988). A campaign is politically attractive because it makes everybody in 

the community aware of the government's efforts. Additionally, a campaign attracts 

more than one source of funding as it promises and produces a tangible and 

measurable outcome. These campaigns included: 

■ National campaigns for polio eradication. These campaigns started in 1984 

and continued twice a year in ten-day phases until at least the time of the end 

of the research in 1994. During each campaign, children between the ages of 

two months and three years were targeted for vaccination. In a visible 

demonstration of the political determination to reduce child mortality, the head 

of the state stressed the importance of immunization policy and opened the 

campaign by immunizing a child with oral polio vaccine, together with the 

executive director of Unicef, the prime minister, the minister of heath and 

other high-ranking officials. Involvement of the top political leadership 

encouraged other ministries and agencies to join in efforts that significantly 

extended the reach of health services and ameliorated social passivity. 

The messages conveyed by television were given further credibility when 

repeated and amplified by the religious and village leaders who were well 

known to the community and represented trusted advisers with recognized 

moral authority. Participation of many government structures in addition to the 

crucial involvement of the health services was ensured. Emphasis was placed 

on involving the staff who would normally be responsible for maintaining the 

achievements of the campaign through regular health services so that the 

enthusiasm generated would obviate the danger of a serious decline in 

momentum once the campaign was over. In 1990-1991, eight million children 

were immunized during the yearly campaigns. 

■ National campaigns for measles and DPT vaccination. Mass measles 

vaccination started in 1986 when every child aged between nine months and 

3  In 1993, the ERTU showed that television already reached 93.3% of Egyptians. 
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three years was a candidate for immunization against measles. Three-and-a-

half million children were successfully immunized in that year. Other measles 

campaigns were launched later in 1990 and 1994. Also, in 1986, national 

campaigns for DPT started with the vaccination of five-and-a-half million 

children. By 1988, over 80% of the country's young children were immunized 

with the antigens of the six killer diseases, an impressive achievement in a 

country with eight million children under five years of age. The DPT 

campaign was also repeated in March 1989, and in October-November 1992, 

with special efforts towards districts which showed a high incidence of the 

disease in the first half of 1992. 

■ National campaigns for vaccination with TT. A national survey carried out 

in November 1987 by the WHO, Unicef and MoH indicates that seven 

governorates had a lower coverage level than the rest of the country. Most 

dramatically, coverage of pregnant women with TT was found to be a mere 

12%. Some 25,000 infants died from neonatal tetanus each year, lives which 

could easily have been saved by vaccinating the mother-to-be. The risk of 

death from neonatal tetanus was five times greater in rural than urban areas, 

due to the common insanitary cutting of the umbilical cord. The campaigns 

started in 1988 by vaccinating one million pregnant women. These efforts 

were expanded in rural areas to include all women in childbearing age, who 

accompany their children to the health unit. Messages were also directed to 

midwives on sanitary methods of delivery. This led to a reduction of up to 

50% in reported cases of tetanus (CAPMAS, 1989). 

■ National campaigns for vaccination with hepatitis "B" vaccine (HBV). In 

1991, a national plan to immunize children before their first birthday with 

HBV was launched. It was extended to cover primary school children with the 

vaccine free of charge. The mode of transmission and vaccine's schedule were 

the main theme of the campaigns 

To evoke the desired change, mothers must understand the message in the way the 

health educator intends. An immunization campaign will be effective only when 

mothers not only understand the relation between immunization and child health but 

62 



also accept this fact and immunize their children. The problem here is how to make 

a compromise between all the services with one television set for the whole family 

and in a limited time? This problem can be solved by drawing the attention to the 

quality of the campaigns. Designing campaigns based on good theory can be effective 

in attracting the audience, as well as achieving the desired outcomes. In this section, 

a systematic examination of the immunization campaigns will be carried out in 

relation to the essential persuasive variables. Through this understanding, campaign 

planners can set realistic campaign objectives, a scheme for their evaluation, and 

guidance for future campaigns in the form of lessons learned. 

1:4:4 IMMUNIZATION CAMPAIGN PRINCIPLES: 

For effective persuasive impact, immunization messages must first be presented to the 

mothers, who selectively expose themselves to them. The actual attention is enhanced 

by the extent to which the mothers perceive gratifications from the message that can 

justify the cost needed to comprehend and process its content. Taking the child to the 

clinic to be vaccinated represents the goal of the persuasive process which indicates 

the new behaviour induced by the campaign planners. According to Flay et al., 

(1981), exposure to the message will lead to awareness about the immunization 

problem but only when it is attended to. Awareness will lead to changes in mothers' 

knowledge, but only when the message is comprehended. Changes in knowledge will 

lead to changes in beliefs, but only if the message's contents are acceptable. Changes 

in beliefs might lead to changes in attitude, intention, and behaviour. This sequence 

assumes that changes in knowledge are easier to achieve than changes in attitude 

which, in turn, are easier than changes in behaviour. To achieve tangible changes in 

mothers' attitude and behaviour, immunization campaign planners follow some 

postulates, which are essential where persuasion is concerned, as follows. 

63 



1:4:4:1 The Source: 

Immunization campaigns in Egypt utilise health communicators who have certain 

characteristics that can influence the mothers in an attempt to push them towards 

healthy behaviour. Selection of a credible communicator depends on the nature of the 

argument to be addressed. Generally, expert health professionals, who know what 

they are talking about, are introduced, especially if the message is complex (Wilson 

and Sherrell, 1993), like the immunization schedule and its importance, the mechanism 

of action of immunization, or at the early stage of introducing the vaccine where 

knowledge gain is the major goal (Ashley and Jarvis, 1995). However, because 

mothers should perceive health communicators as disinterested and unbiased, some 

experts, who may give unexpected opposite effects as they are personally involved in 

the issue, are avoided. Eagly et al., (1981) argued that a communicator is considered 

more sincere when arguing against own self-interest. Therefore, the head of the 

Vaccines Institute who may be seen as promoting for the institute's products when 

addressing a message regarding the value of vaccination. On the other hand, both of 

them can be of high credibility when presenting general health policy. 

A related factor is the competence possessed by the communicator, which is especially 

important for mothers in villages, whose rejection or acceptance of immunization is 

not based upon evaluating the arguments, or when a complex message is being 

advocated (Schutz, 1993). Commonly, competence cues, e.g. degree of medical 

education and professional attainment, come before the arguments being presented in 

order to motivate the mothers to develop more favourable attitude towards the 

communicator and pay attention to the messages presented. Competence should be 

enforced by trustworthiness to have an effective persuasive impact, to the extent that 

adoption of new behaviour can be influenced by non expert persons e.g. a local health 

worker can be more effective than a foreign paediatrician. 	A trustworthy 

communicator who can be seen to have a sincere, honest intention, like a mother 

inside the health clinic, is commonly used to deliver the immunization messages, and 

can be effective as long as the goal is to encourage the mothers to change their 

attitude or behaviour, as Wood and Kallgren (1988) concluded. 
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Another major character of the source is his/her attraction. The more the 

communicator is liked, the greater the persuasive power. According to Janis (1983), 

likeability and homophyly are two main dimensions for a health communicator's 

attractiveness. At the start of persuasion, mothers consider the physical characteristics 

of the communicator and the arguments presented. Persuasion will be poor if there 

is no physical attraction from the start between a health communicator and the target 

audience. However, Zimbardo (1960) argues that disliked communicators can be more 

persuasive than admired ones, as a mother will try to prove that the message itself is 

worth listening to, not just owing to admiration of the person. 

A health communicator who is high in perceived similarity becomes familiar and well-

liked, and tends to be more effective in persuasion (Stoneman and Brody, 1981). 

Immunization campaigns take advantage of this assumption to persuade mothers 

towards child vaccination. A mother (who looks like any mother) enjoying time with 

her child after receiving measles vaccination, who ends a message with "because I am 

a sincere mother", is considered a familiar and honest communicator with a better 

persuasive power towards measles vaccination. A pregnant mother inside the health 

clinic waiting to receive TT injection, with a sterile plastic syringe in her hand, who 

starts a message with "I am just like you", creates a feeling of similar destiny with all 

pregnant mothers and encourages them not only to receive the vaccine but also to use 

sterile plastic syringes. The same message was sent by different mothers to reach the 

whole population with homophyllic and sincere communicators. 

1:4:4:2 The Message: 

The persuasive power of an immunization message depends on its content, code, and 

style of presentation, as Petty and Cacioppo, (1986) assumed. 

1) Message Content: 

To bring the immunization issue home, campaigns planners structure the information 
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in mothers' terms, and support it with research findings. They target the 

immunization issue in two directions. One is related to the disease itself e.g. the 

prevalence of measles in Egypt, its symptoms, seriousness, ways of prevention and 

control, and so on. The other direction is related to the immunization in general e.g. 

its indications, schedule, safety, where to go, and so on. They establish mothers' 

awareness of diseases like polio as a national health problem and the various factors 

that can motivate the parents to immunize their children. Generally, four basic 

messages were produced: introducing the concept of prevention to protect children, 

informing parents of the immunization schedule; addressing common misbeliefs; and 

the danger of the target diseases. However, a message always concentrates on a 

limited idea at one time, and its content satisfies television gatekeepers as well. The 

main points are always included in the opening or closing portion of the immunization 

message, where it will be remembered and learned better than if it were in the middle 

part of the message. Because it is expected that mothers are concerned about the 

immunization issue, moderate demands are commonly followed by larger demands, 

to give a better chance of acceptance. Petty and Cacioppo, (1981) assume that if the 

message contains the main points at the start, the motivated audiences will expect 

more interesting points as the presentation goes on. By the end of the message they 

will be disappointed by the declining level of interest in the message. Starting by 

general arguments leads the interested mothers to develop expectations about what is 

coming that may be fulfilled by the end of the message. 

Another point regarding an immunization message's contents is whether it contains 

only the positive point of view or both the positive and the negative as well. Because 

it is presumed that the mother has a positive attitude towards childcare in general, just 

the positive side of the arguments is commonly presented. This approach is also 

suitable for those who have little education who constitute the majority of Egyptian 

mothers'. It would be more effective to present the immunization's advantages and 

complications in the same message and then proceed to counter the negative aspects 

by refuting them as it gives the arguments high credibility and objectivity, and deals 

4  By conservative estimates, 70% of Egyptian women were illiterate (Gardner, 1996). 
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with the mothers as mature informed individuals (Karlins and Abelson, 1970). 

However, this approach, which attracts only the interested minority, is kept mainly for 

television health programmes, where more time is available (Cheung, 1990). 

Because messages need time to penetrate mothers' minds, repetition of a specific 

message facilitates development of favourable affect, and enhances its persuasive 

impact. Although contents are the same, the messages can be varied in style and 

approach, e.g. several versions of a short spot message, to enhance the level of 

attention and interest, with the continued repetition of the same message (Cacioppo 

and Petty, 1984). Generally, optimum repetition depends on the complexity and 

importance of the arguments e.g. vaccination schedule, as well as the innovative 

character of the topic e.g. the new introduction of HBV. 

2) Message Code: 

Medical information regarding immunization is presented in simplified terms and 

certified medically correct. However, because a persuasive code is mainly linguistics, 

communicators usually anticipate what responses will be sparked when mothers absorb 

the words, according to their symbol-referent conventions. This may be a problem for 

a health educator, who usually has a rich medical vocabulary that definitely differs 

from a mother's vocabulary. The word immunization ("tataiem'), for example, for a 

health educator means vaccination ("tahsien"), but illiterate, or even educated mothers, 

in a village may understand it as weaning. Persuasion in this situation may be 

blocked at its initial stage. Active and positive present tenses are generally used 

("vaccination protects your children") rather than future and conditional tenses which 

carry a subjective estimation or interference with God's will ("If you do not do.. your 

child may suffer from ... " or "your children's health will be in danger if they are not 

vaccinated"). Classic Arabic is always avoided in favour of using colloquial Egyptian 

and slogans which are familiar to what mothers hear and see every day. 

The use of medical experts who can design easily digestible message codes is not an 
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easy option. Medical ethics in Egypt prohibit doctors from spreading their knowledge 

except through specialized medical media e.g. medical periodicals. This limitation 

results in a lack of confidence in dealing with television. They also fear that too 

much medical knowledge may result in hypochondriacs. Doctors should improve their 

communication skills and abandon their reluctance to satisfy their target. Also, they 

must not see media professionals as technicians who, can be left to get on with the job 

of communicating the health messages defined only by them. Academic institutions 

must train medical experts who have the ability to deal with television. This 

collaboration will provide background information to put health news into context 

without evoking fears or false hopes (Mead and Turnbull, 1995). 

3) Message Style: 

Because of the complex nature of medical information, conventional health messages 

suffer from a dull or complex mode of presentations. Both marketing and media 

professionals carry the responsibility of handling tough medical advice and turning it 

into exciting and rewarding information which is less difficult for Egyptian mothers 

to process. Although most campaigns employ short spot advertisements, enough to 

inform the mothers of the mass vaccination due time, the perplexity appears always 

in choosing between an emotional or factual style. 

Egyptian media have wide experience in using both styles as synergistic rather than 

exclusive alternatives. The balance between the two appeals depends on the message 

contents and the character of the audiences. For example, for the polio campaign, a 

wheelchair-bound school girl, with tearful eyes, looks at her colleagues who are 

playing basketball, asking the viewers in an emotional appeal "who should I blame?". 

The same message is also repeated in a different situation with a young paraplegic 

girl, supported with two wooden stands, looking at her peer running in a big, open 

farm with great expectations of the future. She cannot move, and has limited 

expectations, and with a sad voice and full of tears eyes, she asks the viewers "who 

should I blame?". Measles immunization campaigns are also successful in utilising 

the emotional style in a variety of presentations. This highly emotional appeal, 
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supported by the colour, sound, and the feature itself, leaves the mother with a feeling 

of responsibility regarding her child's health and the harmful outcomes. This creates 

dissonance in a mother's cognitive system who tries to decrease it by attending to 

more factual information regarding immunization. The short drama, with little to say, 

is usually followed by messages with a rational appeal which, in contrast to the 

emotional appeal, emphasises the characteristics of immunization, its indication, value, 

schedule, and so on in relation to the disease. 

Polio spots meet the need of a highly sensitive mother regarding the demands of child 

health with their emotional approach, especially to the physical dimension of the 

disease. Similarly, presenting a newly born who is infected with tetanus neonatorum, 

with an arched back, stiff body, and a bitter smile, was a rational educational spot 

which was followed by an emotional appeal when the doctor with her white coat, 

removing her statoscope from her ear, and turning away from the baby saying "it is 

the smile of death rather than a cry for life". The message ended with a background 

baby voice saying "Mummy, please help me". This was a type of a message that 

prepare the mothers to receive the followed instructions that relive the created 

emotional stress. In contrast, DPT campaigns invested mothers' initial positive 

attitude towards immunization, and used a rational style to produce more agreement. 

A related approach for presenting the health message is the social marketing technique 

which attempts to persuade a specific individual to adopt an idea or practice (Ling et 

al., 1992). Certainly, selling vaccines is different from selling chocolate. Commercial 

advertising usually concentrates on mobilising an existing predisposition towards 

chocolate (i.e. a desired behaviour) and not on changing fundamental behaviour. It 

has the freedom to package the chocolate in a variety of ways and in an exaggerated 

fashion. It helps consumers to do what they want to do in an easy way, with an 

immediate tangible benefit and pleasure. It often has a massive budget, yet a small 

change in behaviour is satisfactory (Bauer, 1964). To achieve this minimal shift in 

behaviour, a commercial campaign commonly stresses formative market research to 

design the right message to reach the right target at the right time. Health 

educationalists, on the other hand, do their best to persuade mothers to change their 
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lifestyle with certain instructions e.g. telling them to do something which they had 

never done before. They sell only probabilities and promises e.g. a drop in the infant 

mortality rate within the next five years. With a small budget, they aim to change the 

majority of the population's behaviour, ignoring the importance of formative research. 

Nevertheless, health educationalists should learn more from marketing experiences in 

dealing with health problems. Although none of these experiences provides a concrete 

framework that must be adhered to, there are a number of key concepts that could be 

borrowed by health campaigners to improve their persuasive capacities, such as: 

a) Meeting a health campaign objective can be considered as gain, and expenses will 

become less important when compared with the actual cost. This is evident when 

estimating the cost of caring for TB patients and the decrease in their productive 

power of those who might have been healthy as a result of an effective immunization 

campaigns. Furthermore, once the vaccine preventable diseases are under control, 

considerable funds can be diverted from expensive curative facilities. Campaign 

planners have to think in terms of marketing philosophy and profit making and look 

back to see if they met their consumers' needs (the consumer is always right), or if 

the campaign strategy was designed only from the organization's point of view. 

b) The product in health campaigns will become more valuable for the mothers if 

immunization is linked with the tangible physical component, as in the marketing 

concept. A plastic disposable syringe could make the idea of prevention of infective 

hepatitis more concrete. But how much do the services cost? Cost does not mean 

monetary only, it includes other factors such as time, effort, psychological, opportunity 

costs, and so on. This may explain why people avoid free health services. This is 

mainly because of non monetary causes e.g. a long waiting time, travelling, the 

psychological cost of accepting free donations in the form of a free examination and 

medication or, maybe the social stigma attached to those who use free health services. 

The product should also be made available through effective distribution channels. 

A shortage of vaccine in the clinic may follow a public immunization campaign, 

especially with an already low budget (Solomon, 1984). 
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c) Marketing campaigners usually design their strategies to meet specific target. 

Audience segmentation could be achieved in many ways e.g. by demographic 

characteristics, mass media availability, needs, attitudes, geographical distribution, and 

so forth (Hawthorne, 1994). Obviously, any attempt to communicate with all these 

subgroups via a single message will most probably fail. A campaign to stop smoking 

directed at cardiac patients or an old-age group will most probably be more successful 

than just a general stop smoking campaign. 

d) Marketing professionals understand that there are other groups or organizations who 

may have an interest in the same market. They have to compete for their target 

audience. Campaigners for immunization hardly think about competition for their 

products e.g. the power of religious groups and whether they are going to support the 

campaign or impede the idea of future planning. An awareness and understanding of 

relevant influential groups is quite critical to any campaign's success. Health 

campaigners have to design their messages in an attractive, desirable and accessible 

manner to face up to competition (Kutler, 1972). 

e) Health campaign planners should learn from commercial marketing experts the 

importance of rapid feedback for monitoring and modifying their progress over time. 

Health campaigners usually ask themselves if the campaign achieved its objectives. 

Commercial marketing professionals usually put more stress on why it worked or did 

not work. By setting up a model of the process of change, it might be possible for 

health campaigners to modify their strategies. 

f) Marketing executives usually have modest expectations. They believe in hierarchy 

effects. Mendelsohn (1973) argues for the adoption of realistic, non-grandiose criteria, 

such as cutting down slightly on smoking, rather than trying to eradicate all smoking 

behaviour. A smoking cessation campaign that can persuade only one percent of the 

total population would be successful because it would result in thousands of extra non-

smokers at a relatively low cost. 

Dickinson (1995) argues that collaboration between health educators and media 
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professionals can lead to a clash between two different cultures. While on the surface 

the two enjoying a harmony of interest, there may be a conflict over the substance of 

the health messages communicated. The likely result is that health communicators 

will find their health messages compromised. 

1:4:4:3 The Channel: 

Mass media and interpersonal communication have different but complementary 

functions in community campaigns. The mass media can be more effective in raising 

awareness of the issue (Faris and Shouman, 1994) while interpersonal communication 

can be more effective in actual behavioural change (Mekhtiev and Fisher, 1994). 

Immunization campaigns used television in two ways. A direct collaboration between 

health professionals with media professionals resulted in an infinite number of 

television spots (each may last 30-45 seconds), interviews, documentary presentations, 

or health messages impeded into entertainment programmes which reflect Egyptian 

culture in terms of clothing, environment, moral standards, and social norms. Events 

took place in both urban and rural settings with different socio-economic backgrounds 

(Montgomery, 1990). This can be more effective, according to Cheung, (1990), in 

transmitting messages to all viewers rather than the interested minority. At the same 

time, health professionals act outside the television institution creating news regarding 

immunization e.g. involvement of the head of the state in the initiation of the 

immunization campaigns against polio (Montgomery, 1989). 

Television progress in Egypt reflects the technological revolution of the twentieth 

century. The pattern of its development can be divided, from the researcher's point 

of view, into three stages: a selective stage which represents the embryonic stage of 

media development in Egypt, when only the elite were literate and could afford to 

obtain messages from television. On July 21st 1960, Egyptian television had started 

its broadcasts. By the following year, the second channel started broadcasting, then 

the third channel on October 31st 1962, and they continued to expand to fill suitable 

broadcasting hours (see tables 4:1,2,3 for some details of television programmes). 
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The second stage can be described as the popular stage, where television reached 

nearly everyone in the nation, especially in urban Egypt. Television has reached 95% 

of the urban population compared to 85% in rural areas of the country, more than ever 

before. The open economic policy applied by the late president during the late 

seventies, enabled many Egyptians to work abroad and then return home with more 

money, utilizing more of the mass media services. Most people buy a television set 

as a sign of modernization. Even in remote, poor areas in the countryside, people 

manage to join group viewing centres, such as in the coffee shops for example, which 

are equipped with a television set. This makes it possible for the majority of 

Egyptians to be exposed to television messages (ERTU, 1993). 

Egypt is now ready to move into the specialised stage of television development, 

which represents its mature stage. This evolution expresses the concurrent expansion 

of the level of education, affluence, leisure time, population size, as well as extensive 

political support. Specialisation is either unit specialisation where the entire channel 

appeals to a specialised audience e.g. Egyptian satellite television for Egyptians 

outside the country. New specialised channels like Greater Cairo, Alexandria and El-

Canal have been established. Specialisation can also be purely internal e.g. part of the 

women's programmes are designed for family health. 

Education for health is based on the motto "sound in body sound in mind". From this 

point of view, the television strategy for health programmes (1995/1996) is based on 

general hygiene, routine check-ups, premarital check-ups, child immunization, safe 

motherhood, and environmental and psychological health. It acknowledges the 

importance of both health programmes and health campaigns to reach the whole 

community with the new health information (ERTU, 1995/1996). This encourages 

health educationalists to look for television coverage of their efforts to improve the 

health status of the community. They aim to educate the community, to explain and 

disseminate complicated information, to set the agenda in health matters, and to 

organise long-term campaigns. On the other hand, television is a highly competitive 

institution not a health institution. It aims to entertain, to inform, to make profits, to 

look for short-term events, and to present salient topics already digested. 
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Television had great success in disseminating of information regarding family 

planning. After advertising the campaign, sales of contraceptive pills rose up to 

tenfold from pre-campaign levels (Lucaire, 1985) and there was a decline in growth 

rate (Al-Ahram, 1994). Another impressive example was the implementation of the 

seven-year television ORT campaign to save 50% of the total deaths of Egyptian 

children caused by dehydration. With one year's use of television for dissemination 

of information, correct information regarding dehydration was recorded in 90% of the 

surveyed sample. There was also a parallel increase in usage of ORT in diarrhoea) 

episodes from 15% to 70%. A 50% drop in deaths caused by dehydration was 

reported (EL-Rafie et al., 1990)). Other positive results regarding the significant role 

of television in health education were also reported by Turner (1992); Piotrow (1992). 

On the other hand, the strong direct effect assumption is not greatly appreciated, 

especially by academic researchers who argue that television has only limited effects 

(Rogers and Storey, 1987; Battersby et al., 1993; Flay et al., 1995). There are some 

assumptions which may provide a basis for reconciling some of the divergent 

perspectives regarding the impact of mediated health campaigns. Assessment of 

television impact is still at a primitive stage. Both the independent and dependent 

variables are not yet well identified e.g. which variable is the cause and which is the 

result, how health issues were presented, selective exposure, and so on. The effect 

obtained depends on self assessment on issues that are hard to judge, embarrassing to 

mention, or difficult to recall (Kessler and Stipe, 1984). The usual experimental 

designs are artificially affected by other variables that operate in real life situations 

(Eron, 1982). Two-sided coverage of controversial topics may also result in mutual 

cancellation of the effects. As television viewing is a passive activity, its unbalanced 

attraction for passive individuals produces a selection artifact which masks television's 

effects by bringing those inactive people up to the average level. It is not uncommon 

for persuasion campaigns to suffer from a lack of formative research and social 

support, unrealistic expectations, and underfunding. The level of expectation should 

be mid-way between the two parties in evaluating any persuasive campaign, taking 

into consideration the nature of the problem. Certain issues are much more difficult 

to communicate and require changing deeply-rooted values (e.g family planning) than 
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other topics (e.g. immunization). 

Television keeps the faith already present preserved, firing enthusiasm for the actions 

recommended, and setting a healthy agenda for the community (McCombs, 1981) by 

emphasising the issue which is often mentioned. People estimate the prevalence of 

various diseases according to the frequency of media mention, rather than their actual 

prevalence in reality (Wanta and Hu, 1993). It may be effective in cultivating certain 

beliefs, or enhancing public attitudes towards obscure events (Klingle and Aune, 1994) 

especially on susceptible sub-populations, e.g. villages with newly installed electricity 

may be more affected by television than cities (Van Vuuren, 1981). This effect is 

enhanced by face-to-face communication which may take place in a clinic, while 

television advertises opportunities to learn, or serves as a reminder, helping mothers 

to remember what they have learned (Suarez et al., 1993). 

1:4:4:4 The Viewers: 

Viewers are the crux of the television campaigns. Rural people are mostly television 

viewers, contrary to urban areas, where people like a greater variety of programmes 

on the radio network. Radio listening habits are commonly higher among Egyptian 

men than women. Females like drama more than males. Many females prefer soap 

operas, whether on radio or television. On the other hand, males tend to like 

interviewer programmes and round-the-table discussions more than females do. 

Illiterate listeners prefer drama and this may also explain the gender distinction, since 

there is more illiteracy among Egyptian women than men (ERTU, 1993). 

The Egyptian television continues to fulfil its promise to spread immunization 

messages to as many mothers as possible, particularly the less advantaged i.e. the 

poor, the illiterate, and those living in remote areas. Television is also able to reach 

mothers indirectly through messages directed to health workers, particularly those with 

little formal training (Jason et al., 1993). Health messages are presented at different 

times of day, on both national and local television networks, to reach mothers. For 
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example, housewives can be reached with daytime spot ads while working mothers 

can only receive the night spot campaigns. Nevertheless, it is expected that most 

mothers will receive the daytime campaigns because even working mothers, with such 

young babies, are expected to be on maternity leave. There will also be minimal 

distraction from other family members. 

On the other hand, mothers have different interests in using television. Each segment 

may react differently towards the same message. Upon presenting the messages, 

according to Dimbleby and Burton (1995) three probabilities for viewers' reaction can 

be identified. Television affects each of the heterogeneous mass viewers differently, 

through selectively attending to, and comprehending, the same message, depending on 

personal experience and individual filter systems. Therefore each viewer responds 

differently to the same immunization message. A second perspective suggests that 

there is social segmentation of viewers based on common interests and experience e.g. 

a segment represents mothers who have children at the age of vaccination and who 

hold positive attitudes towards immunization. Since each mother within the group has 

similar cognitive and attitudinal characteristics, the expected response of each mother 

will be almost similar to the expected response of the other mothers in the same 

category, providing that other conditions remain the same. 

In small communities, like a village in rural Egypt, the effect of immunization 

messages is affected to an extent by other members of the community who have 

strong social relationships with mothers. In the third perspective, informal interaction 

between the community members creates a common response e.g. a mother may show 

no response to the message after a negative interaction with her mother-in-law. On 

the other hand, a mother who does not attend to the message, but interacts with other 

viewer members, may show a positive reaction as a real viewer. The more people talk 

about the issue, the more likely they are to attend to the message and the greater the 

chance for change. This means that mothers are not passive, but an active partner in 

the process of education. It is the interaction rather than the message in isolation that 

has a significant impact. Definitely, health educationalists do not like negative side-

talk interaction. That is why it is important to monitor mothers' attitude and modify 
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the approach and the message accordingly. Mothers' characteristics, personal interest, 

the presented message, the communicator and the chosen channel characteristics, as 

well as the involvement of respected people, determines the extent of interpersonal 

interaction and the level of attention paid to the message by the target mothers 

(Rogers and Shoemaker, 1971). 

Through either of these perspectives, campaign planners usually try to maximize 

viewers' attention to the message presented. Viewer research, to understand their 

personality, and the nature of the already existing attitudes and behaviour, can be 

crucial for achieving the campaign objectives. With the expected mothers' motivation 

towards better child health, and the lesser likelihood that they will be opposed to the 

immunization message, together with the limited time and budget, formative research 

is almost always ignored. 

Although educational level has little to do with mothers' instincts regarding child care, 

it can help in determining the rate of attitude change. An educated mother develops 

new pro-immunization attitude more quickly than an uneducated mother. Her 

education enables her to comprehend, and evaluate the idea of vaccination and its 

opposing arguments as well, while the uneducated mother may remain confused about 

this new information and may consider it a problem which is too much for her. 

Immunization messages are usually simple for the uneducated mothers. During the 

campaigns, little attention is directed towards complex information, like the value of 

the vaccination schedule, or the components of the triple vaccine for example. Simple 

jargons are generally used to be easy to remember and comply with e.g. "vaccinate 

your children to have peace of mind" or "the triple vaccine protects my life'. 

Generally, females are more easily persuaded than males (Eagly et al. 1981). It can 

be more effective to direct the immunization messages to mothers, who are also seen 

as the traditional source for family health care. The relation between age and 

persuadability seems to be a curvilinear relationship. Susceptibility to persuasion 

Literally, my life means the life of my dear child. 
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increases with age, up to the age of nine years, when maximum influence occurs (Eron 

et al., 1983). Conformity reaches its maximum at the age of twelve. After that, as 

one grows older, the susceptibility to persuasion declines gradually (Harris et al. 

1983). This can draw attention to directing the immunization messages towards 

children who are easily persuaded and will be the future mothers and fathers. A 

recent campaign for hepatitis B vaccine presented school children advising other 

children to receive the vaccine, which is offered at schools. This could be a step 

towards building new positive attitude among future parents. 

1:4:5 SUMMARY AND CONCLUSION: 

This chapter highlighted the principles of the persuasive television immunization 

campaigns presented on the Egyptian television, as well as the factors that led to a 

campaign strategy, together with the desired short-tern and long-term outcomes. 

Through persuasive communication, mothers are motivated to behave according to 

health educationalists' instructions. Mothers have to expose themselves selectively to 

the message, understand it, retain its contents, and accept and implement its 

recommendations. It is therefore the health educationalist's role to design an effective 

strategy, to motivate the mothers to comply with the instructions, according not only 

to the campaign objectives, but also to the needs and requirements of both the mothers 

and the television. A campaign strategy involves intelligent manipulation of the 

communication variables that may influence the outcome of the persuasive efforts. 

These variables include the communicator, the message, the channel, and the audience. 

1) The source: The main task of the communicator is to provide the mothers with 

information regarding children's diseases and recommendations which they should 

perceive as a solution for the evoked health problem. Generally, the higher the 

credibility of the communicator, the higher the persuasive impact. Expert, and 

competent health professionals are generally perceived as a source of valid and 
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trustworthy information. By debating to decrease the diseases incidence, health 

professionals can be seen as sincere and honest communicators who are arguing 

against their own self interest, with an enhancement of their credibility and persuasive 

power. Nevertheless, non-expert communicators, who can be seen as similar to the 

mothers, such as a typical mother, a health worker, or even a young girl, are also used 

effectively to present different immunization messages. 

2) The immunization message: It is not enough for a health educationalist to 

disseminate correct information to achieve the desired outcomes. The immunization 

messages presented contain information regarding both the target diseases and their 

vaccines and are supported by research evidence and documents. It can also be a 

reminder for mass vaccination of children. Vague or distant information is always 

avoided to enhance attentiveness and learning. Thus, factual information included in 

the message is correct, objective, up to date and of a suitable quality for the mothers. 

The immunization messages reach homes more easily, as they deal with prominent 

health problems with limited and practical recommendations. Because it is expected 

that mothers are motivated to attend to child healthcare messages, the main points are 

usually presented at the end of the message, with few counter arguments. 

Health educationalists should be trained to use the media in an effective manner to 

satisfy both the television gatekeepers and the audience without evoking fears or false 

hopes. Media organizations should train medical experts who have the ability to deal 

with the media and to collaborate with media reporters who are interested in health. 

The mode of presentation of the medical facts should meet viewers' needs with a 

suitable appeal. The factual and emotional style can work together to enhance 

understanding and retention of the message. Although there are some restrictions for 

using social marketing styles to deliver health messages, health educationalists should 

apply some of the marketing techniques for better and more effective public health 

campaigns, such as audience segmentation into homogeneous units and audience 

analysis regarding relevant knowledge, attitude, behaviour, and norms, and developing 

persuasive messages according to the characteristics of each segment to meet the 

target population's needs. They should admit that the audience are sometimes right, 

81 



and make their recommendation attractive to the audience e.g. easy application of the 

recommendations with less cost. Identifying the communication channel is also 

important to reach the target population. Health educationalists should identify the 

other competing groups who can oppose their messages and design their messages to 

face up to competition. Above all, health educationalists should have specific and 

modest objectives for their health intervention. 

3) The channel: Television is able to be a link between a small team of health 

educators and a large number of viewers. Health educationalists select suitable 

channels for effective communication according to the objectives and available 

resources. Because health educationalists need television, they should understand the 

nature of television's objectives and formulate the campaign objectives to be relevant 

to both television and the viewers. Television provides information and advice 

concerning the efficiency of immunization and the date of mass vaccination. It also 

acts as an institution for positive socialisation where mothers have to conform to 

society's norms. Also, television provides shared experience for a mass of mothers. 

The controversy among researchers about the impact of television health intervention 

creates polarity in opinion: some believe in its magic effects, while the others limited 

its role to just dissemination of information. Between these divergent perspectives, 

it is possible to assume that the techniques for demonstrating television's impact are 

still in their embryonic stage, which yields unreliable results. Also, the chronic 

complaint of under-funding, and unrealistic expectations are more prominent in the 

field of mediated health education. 

4) The viewers: Television audiences are not passive, defenceless targets, who absorb 

the message once it reaches them. They are active partners in the process of 

communication. Health educationalists should use viewer research to understand how 

mothers use television and how they react to its messages. After receiving the 

message, mothers will react either on an individual basis, group basis, or according 

to the available social relation. Mothers' characteristics determine the reaction that 

a health educationalist can anticipate. Females are generally more easily persuaded 

than males, and young people more than older people. This may draw attention to the 

82 



importance of directing the health message at the mother, and school children, rather 

than adult people in general. With attitude analysis, health educationalists can plan 

to reformulate the target attitude. It may be possible to assume that health 

campaigners should learn from the successes and failures of other campaigns, and 

thereby grow in inspiration. Better application of formative research, precise problem 

definition, detailed audience analysis through suitable channels, humble goals, and 

social support are considered essential criteria that must first be stabilised. 

83 



Part Two: Empirical Investigation 

CHAPTER FIVE 

RESEARCH METHODOLOGY 

2:5:1 INTRODUCTION: 

Popham (1993) concluded that systematic evaluation for health campaigns is the 

exception rather than the rule. There are various methods of evaluation but no ideal 

design. Each has its defect associated with limited resources, limited time, and the 

complex nature of social reality (Patton, 1990). The choice of an evaluation design 

depends mainly on the nature of the research questions, problem, setting, participants, 

and its administration feasibility. Because television intervention is a process as well 

as an outcomes, its assessment should be carried out at multiple points. Simons-

Morton et al., (1995) suggested four stages for campaign evaluation (table 5:1). Each 

stage has its evaluation methods of choice which in turn have implications for the 

types of data that would be collected, and how it would be collected and analyzed. 

Israel (1994) recommended to pursue only one at a time. The research's questions, 

problem, and hypotheses are concerned mainly with the impact phase rather than the 

activities involved in the earlier or later phases of campaigns evaluation (e.g. Casiro 

et al., 1994; Gordon, 1995). In the previous part, a strategy for mothers' behaviour 

change utilizing television campaigns was discussed. It forms an intellectual frame 

for the required analysis and discussion regarding mothers' knowledge, attitude, and 

behaviour towards child immunization. The following part deals with the empirical 

arguments and techniques that were used to examine such anticipated effects. 
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2:5:2 STATEMENT OF THE RESEARCH PROBLEM: 

Mothers who receive immunization messages through television should demonstrate 

positive changes in their attitude and behaviour towards immunization, as well as 

increasing their knowledge of better child health measures. 

2:5:3 THE WORKING HYPOTHESIS OF THE RESEARCH:  

Television in Egypt can play a positive educational role in child health by positively 

changing mothers' knowledge, attitude, and behaviour towards child immunization. 

2:5:4 STATEMENT OF THE RESEARCH QUESTIONS: 

1- Was the television campaign an appropriate strategy to reach the target population? 

2- What role does television have in the promotion of improved immunization 

behaviour among mothers? 

3- What is the relationship between promotion of immunization by television 

campaigns and attitude change on the part of the mothers? a) Did it result in any 

change? b) Was the change for the better? 

4- Are changes in attitudes by mothers towards better health practices followed up by 

positive behaviour change ? 

5- How effective is the use of television educational campaigns on improving mothers' 

knowledge as regards child immunization? 
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2:5:5 THE OPERATIONAL HYPOTHESES OF THE RESEARCH: 

1) The frequency of mothers who show correct knowledge on Mothers' Interviewing 

Schedule (MIS) is significantly higher in the group of mothers who have received 

television immunization instructions than those in the group of mothers who have not. 

2) The frequency of mothers who have positive attitude in the MIS is significantly 

higher in the group of mothers who received television immunization instructions than 

in the group of mothers who have not. 

3) The frequency of mothers who immunize their children as measured by MIS is 

significantly higher in the group of mothers who received television immunization 

instructions than those in the group of mothers who have not. 

2:5:6 THE STATISTICAL HYPOTHESES OF THE RESEARCH: 

1) 	Hi: K, > K2  

Ho: Ki  < K2  

Where: 
H1  = Alternative statistical hypothesis. 
Ho  = Null hypothesis 
K1  = Frequency of mothers in the viewer group who demonstrate correct knowledge. 
K2  = Frequency of mothers in the non viewer group who show correct knowledge. 

2) 	Hi: AI  > A2  

Ho: A 1  < A2  

Where: 
HI  = Alternative statistical hypothesis. 
110  = Null hypothesis 
Al  = Frequency of mothers in the viewer group who demonstrate positive attitude. 
A2  = Frequency of mothers in the non viewer group who show positive attitude. 

3) 	HI: 131  > B2  

Ho: B B2  
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Where: 
H1  = Alternative statistical hypothesis. 
Ho  = Null hypothesis 
B1  = Frequency of mothers in the viewer group who demonstrate positive behaviour. 
B2  = Frequency of mothers in the non viewer group who show positive behaviour. 

2:5:7 THE RESEARCH VARIABLES: 

1) Dependent variables:  

■ Knowledge change. 
■ Attitude change. 
■ Behaviour change. 

2) Independent variable: 

■ Exposure to television immunization messages. 

3) Intervening variables: 

Mother 
■ Age 
■ Educational level 
■ Occupation 
■ Religion 
■ Number of children 

Baby  
■ Age 
■ Sex 

2:5:8 LOCATION OF THE STUDY: 

This research was conducted in both Minya Governorate (figures 5:1; 5:2) and the 

capital Cairo Governorate (during August 1993-March 1994). These locations were 

chosen because Minya Governorate is geographically located midway between Cairo, 

where the services are centralized, and the Southern border of Egypt, where the 

services are supposed to be of inferior quality. Furthermore, Minya governorate has 

a high infant mortality rate (59/1000) compared to Cairo (47/1000) (CAPMAS, 1989). 
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The major part of the research was conducted in Samalut district of Minya 

Governorate during November;1993-March;1994. With the help of Samalut Local 

Council and the Rural Electrification Authority, Kolosna village was chosen for the 

main study for its great suitability for conducting the research. It is almost divided 

by El-Ibrahimia canal into two sectors. One sector of the village has been supplied 

with electricity since 1986. The other sector was supposed to be supplied with 

electricity by May 1994 (just after the end of the study with a small block already 

have it). This supply of electricity was part of a systematic government plan to supply 

the whole country with electricity. This plan has nothing to do with the characteristics 

of the village residence. The second character of this village was the wide distribution 

of television sets. Farmers used to travel to Libya and Iraq to work over there to earn 

more money. The first sign of a successful trip was a change in lifestyle. The 

farmers used to buy a colour television set and a big sophisticated cassette recorder. 

Additionally, the total population of the village was 35,000 (in 1992). The number 

of live births in 1993 was 546. Obviously, this offered a larger sample for conducting 

this research. At the time of conducting the research, 20,163 of the total village 

population were still illiterate and only 235 had finished a college degree. The village 

was then moving gradually towards greater modernization. It had its own primary and 

preparatory school, its own religious services, its own market, as well as its own 

health unit, which belonged directly to the main health clinic in Samalut district. The 

health unit supplied the normal primary health services, including vaccination. 

Two prestigious social clubs in Cairo, the Maadi Sports and Yacht Club in the south 

of Cairo and the Royal Hunting Club in the east of Cairo, were also included in the 

study during August-October; 1993. To be a member of any of these five star clubs, 

the candidate should show certain characteristics in keeping with the high status of the 

club e.g. high educational level, high occupational level, high income, well-known 

family name, and so on. The clubs' members were considered as representative of a 

high social class group in Cairo. 
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2:5:9 RESEARCH DESIGN: 

The main purpose at this stage is to justify adopting a comparative design among three 

groups. Evaluating mediated campaigns is a field of quite extraordinary complexity, 

where a complex pattern of interacting variables can affect immunization decisions 

and television viewing is one of them (Schwartz and Capwell, 1995). It involves an 

understanding of mothers' behaviour at the individual, small group, and community 

levels; an understanding which is focused on the natural determinants of change in 

behaviour and attitude, as well as on the dynamics of planned change. Additionally, 

current scientific knowledge is severely limited. What little is known is easier to 

conceive theoretically than to apply operationally (Newcomb and Hirsch, 1989) 

"Yet while television has been an everyday affair for Americans for a 
third of a century, use of the medium for health education is in its 
infancy" (Warner, 1987). 

Because of the difficulty in isolating the effect of television viewing from the other 

whole range of determinants operating at the same time, a comparative study was 

undertaken between a village viewer (VV) group, representing mothers who were 

exposed to the research independent variable, and an equivalent village non viewer 

(VN) group, representing mothers who were potentially not exposed (e.g. Newton et 

al., 1992; Freimuth, 1993). Assignment of both groups was based mainly on chance 

where the experimental group had electricity before the control group, although both 

belong to the same village (Berk and Rossi, 1990). 

This design served to establish a baseline that depicted the mothers before application 

of the independent variable regarding their knowledge, attitude and behaviour. From 

such a baseline, the potential to judge what the viewer mothers would have been like 

if they had not watched the campaign could be maximized. Consequently, the logic 

of changes in the dependent variables could be pointed out and it could be established 

whether or not the independent variable had a relation to such changes. To depict the 

proposed relationship, the research design involved the following (Simon, 1985): 
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1- Because the research hypothesis suggests that changes in the dependent variables 

were influenced by exposure to television immunization instructions, broadcasting of 

the instructions on television should be followed by the suggested changes, and not 

the reverse. In other words, mothers' exposure to the immunization campaigns should 

be prior to changes in their knowledge, attitude and behaviour. This constitutes the 

basic notion behind this naturalistic comparative research design. Obviously, pre-

exposure examination could be of some help (e.g. Mayer et al., 1992; Suarez et al., 

1993). However, by drawing such a baseline for the viewer group, the time order 

between the dependent and the independent variables is fulfilled. 

2- To assess co-modification, the research dependent variables in the potential viewer 

group were measured and compared with those who were potentially not exposed to 

the independent variable. This process of comparison underlined the association 

between the research dependent and independent variables. However, because 

television viewing in real life could rarely be duplicated, in this comparative model, 

the minimal effect of the independent variable might not be as simple as it seems. 

3- To enable the researcher to claim that there is a genuine relation among the 

variables and that the observed co-modification was not based on any connection with 

some other variables, relevant variables that might act as an alternative explanation 

for the proposed association between the variables under investigation were controlled. 

Examining two equivalent groups which belong to one village minimized any possible 

biases resulting from initial differences between them. Defining the two groups on 

the basis of electricity supply is effective in avoiding spurious relations. This is in 

contrast to the assignment of the two groups on the basis of watching behaviour or 

just ownership of a television set. In that situation, the two groups might show initial 

differences e.g. economic, social class, level of education, beliefs, and so forth. 

Similarly, the internal validity of the research would have been seriously affected if 

two different villages were chosen. By excluding all these differences, competing 

explanations for dependent variables in the research can potentially be ruled out. 

Nevertheless, due to the naturalistic nature of this design, some confounding variables 
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e.g. educational level, social class, or health professionals could invalidate the 

proposed relationship. A second reference viewer group from Cairo (CV) representing 

mothers of high social status, high educational level, and who are mainly users of 

health professionals, was included in the study to control these variables when 

compared with mothers in the VV group. It controlled most of the potential extrinsic 

factors that might jeopardize the internal validity of the research (Freimuth, 1993). 

Also, the study's sampling technique achieved the proposed relation. For the VV 

group it was a probabilistic sample but, for the CV and VN groups, it was the whole 

population sample. This technique helped in the exclusion of possible biases in 

sampling and further improved the extrinsic validity of the research. Additionally, 

mothers' interviews were conducted by the researcher himself for the three group 

study. Certainly, this avoided any interviewer biases in this form of comparative 

study as his influence would be equal on the three groups. 

After controlling the extrinsic factors that might lower the internal validity of the 

research, designing the study in a form of comparative study helped in mastering most 

of the intrinsic factors that might endanger the proposed relationship of the variables. 

There was no major role of any event which occurred during the time of the study e.g. 

local epidemics or an outbreak for a certain group that might provide an alternative 

explanation for the changes in the dependent variables of the research. This was 

mainly due to the fact that the collection of data took place within a relatively short 

period of time (eight months: three months for the CV group and five months for the 

village groups), as well as the lack of pre-campaign testing i.e. no time lapse. 

However, even if any event had occurred, by designing viewer and non viewer groups 

from the same society, both would have been exposed to the same event which would 

have just neutralized its effect on the study. Moreover, there was no role of 

maturation effects that could produce changes in the dependent variables with the 

passage of time. Maturation effects could possibly explain changes in mothers' 

knowledge, attitude and behaviour in pre-test/post-test design or upon repeating the 

interview on mothers on a second occasion, but not in this comparative design, where 

the groups in the study would have undergone the same changes. 
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Furthermore, only one instrument was used during the whole study for collecting the 

data. Again, this might be a problem for pre-test/post-test design or upon repeating 

the interview on a second occasion, which needs stability of measurement, but at two 

different stages. Even if the instrument is stable in the pre-test/post-test technique or 

on repeating the interview, certainly this would sensitize mothers to look for the most 

acceptable answers and generally affect their response on the second testing. This was 

very important from the point of view of conducting research in a small community, 

where verbal communication with others is very prominent. The inclusion of the VN 

and CV groups controlled these problems of instrumentation and sensitization effects. 

Their reactive effects would be reflected in all groups and leave very little, if any, 

grounds for misinterpretation. At the same time, schedule interviewing technique was 

used for collecting the research data which kept the response rate to a maximum and 

avoided any informational bias or drop-out. 

Additionally, the process of selection for the sample units depended mainly on 

randomization. Both the VV and VN groups were selected from the same setting with 

the same health facilities. This ameliorated other factors (extrinsic or intrinsic) whose 

effects escaped the researcher and might lead to false association interpretation. In 

this case, both the VV and VN groups share the same characteristics and are also 

under identical conditions except for their differential exposure to television 

immunization instructions. Thus, any external events or the research situation are 

more likely to influence the two groups equally and would not be confounded with 

the effect of the independent variable of the research. Consequently, any difference 

between the viewer and the non viewer groups could be interpreted as the effect of 

the independent variable. This interpretation would be further supported by excluding 

some important confounding factors, such as educational level, social class, 

occupation, experience, or health professionals on the independent variables by 

inclusion of the CV group in the study and comparing the results with the VV group. 

This will be further demonstrated in part three of the research. 
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2:5:10 SAMPLING PROCESS: 

The pivotal aim of this research is to explore the effects of television immunization 

messages on mothers' knowledge, attitude, and behaviour. This aim is reflected in the 

sampling process as follows: 

2:5:10:1 Population Sample: 

The population sample of this research included mothers who have children of 3-12 

months of age. This specification was made because health messages are mainly 

directed at mothers, who are traditionally key figures as the family source of health 

care. Also, the immunization under investigation is recommended during the first year 

of the child's life, starting at the age of at least one month. Identification of the 

sample population according to these restrictions helped to ensure that each participant 

in the study has knowledge related to the research objectives; is concerned about the 

issue of child health and immunization; and is interested in participating in the study. 

To prevent, as far as possible, any spurious relation between the research variables, 

some variables were controlled in selecting the research sample i.e. mothers who met 

one of the following criteria: 

a) Widowed or divorced; 

b) Chronically ill, or hospitalised mother or child; 

c) Linked to the medical profession e.g. if she or her husband is a physician; 

d) Possession of a television set for less than one year (for the a viewer). 

2:5:10:2 Sampling Frame: 

In rural areas, it was impossible to find such a physical list of the sample population. 

Nevertheless, it was more practical, to form a list of sample unit addresses, rather than 

a list of names. Those addresses were used as a sampling frame (Bailey, 1983). A 
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convenient method for forming this frame was through personal contact, and house to 

house surveying for sample units. This was a practical approach, as the residents of 

the village live in clusters rather than widely spread, and they know each other and 

the surrounding circumstances. It is important here to mention and record the 

goodwill of some of the key figures in the village, such as the religious leaders 

(Muslims and Coptic); GP and veterinary doctors; and others who helped in designing 

the sample frame of the research, finding the mothers, and encouraging them to 

participate, as well as giving access to valuable information. For the CV group, the 

sample frame was ready from the registration office of both clubs as well as attending 

the clubs' nursery rooms and clinics. 

2:5:10:3 Sample Size: 

To fulfil the purpose of this research, a reasonable sample size (Borg and Gall, 1989) 

was chosen, guided by the following: 

1- It was possible to control some of the variables that could have an effect upon the 

dependent variables e.g. the health unit, age of the child, and so on; 

2- A difference in the dependent variables was expected among the three groups; 

3- It was not necessary to divide the main groups into further sub-groups; 

4- The population in each group was almost a homogeneous society in the variables 

under investigation. Consequently, variables being measured would show little 

variation across respondents in each group; 

5- A structured interview technique was used, which probes the characteristics of the 

participants under investigation, to collect data; 

6- A high level of statistical significance was not absolutely essential; 

7- The financial, time, and political restrictions had to be taken into consideration. 

The researcher was encouraged by the welcoming response of the mothers and cannot 

deny that the generous help and support they offered made it possible to collect the 

sample size of the study. The total sample size of this research is 332 mothers who 

are categorised into three groups: 
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■ Cairo Viewer (CV) group, which included 76 mothers. 

■ Village Viewer (VV) group, which included 158 mothers. 

■ Village non Viewer (VN) group, which included 98 mothers. 

2:5:10:4 Sampling Technique: 

Kolosna village was grouped theoretically into 14 blocks (10 for the viewer section 

and another four for the non viewer section, figure 5:3). After grouping, two 

techniques for collecting the sample units were used, depending on which group of 

mothers was under investigation (Henry, 1990): 

a) For the VV group, systematic random sample technique (1:2) was applied. The 

researcher used to tour the village with house-to-house collection of the sample units. 

This technique provided a total of 158 mothers with a 100% response rate. Added to 

its simplicity, it was a more practical technique to be employed where all of the 

population sample can participate in the study and where every sample unit has the 

same probability of being selected. 

b) For the VN group, a total of 98 mothers, representing the whole population sample 

for this part of the village, participated in the study, with a 100% response rate. 

c) For the CV viewer group, 76 mothers actually agreed to participate in the study 

and completed the interview. They gave an 82% response rate of the whole 

population sample in the two prestigious social clubs in Cairo. These two clubs were 

chosen randomly out of five social clubs. 

2:5:11 GENERALIZATION: 

The concern was not only with the effect of television health instructions on mothers' 

knowledge, attitude, and behaviour in a particular village (Kolosna village), but also 

with their effect on the wider Egyptian rural population (external validity of the 

research). To fulfil these criteria, the research was conducted in an almost natural 

situation without any artificiality that might be reactive and affect the external validity 
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of the study. A pre-campaign test study was needless as the results would thus be 

specific to the pre-tested population. At the same time, the research sample design 

was based mainly on probability, where all mothers in the viewer group had the same 

chance of being included in the study. This was fulfilled by the maximum rate of 

response from the mothers. From this design, it might be possible to claim that the 

research results can be generalized, at least to the rural population. 

2:5:12 THE RESEARCH INSTRUMENT (MIS): 

With great scientific endeavour, which took up one-and-a-half years of the research's 

five years duration, Mothers' Interviewing Schedule (MIS)1  was formulated, based on 

the findings of the pilot study, from five main categories of questions as follows: 

1- Questions to form a scale for measuring mothers' knowledge. 

a) Source of health information; 

b) Knowledge of each of the target disease; 

c) Knowledge of the vaccination schedule; and 

d) Knowledge of the method of protection against each of the target disease. 

2- Questions to form a scale for measuring mothers' attitude. 

a) Mothers' affective attitude towards each disease; importance of each 

vaccine; and vaccination side-effects; 

b) Mothers' cognitive attitude towards vaccination's function; effectiveness of 

each vaccine; and vaccination side-effects; 

c) Mothers conative attitude both behavioural and affective components; 

d) Stability of mothers' attitude, including distance to the vaccination point, 

quality of the health service, competing motives, and family pressure. 

3- Questions related to mothers' immunization behaviour. 

I  See appendix "3" for the MIS of both the main and the pilot studies with the coding sheet. 
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a) General immunization behaviour; 

b) Specific immunization behaviour for each target disease (confirmed through 

child's birth certificate with the official stamp); 

c) Immunization behaviour in relation to the schedule; 

d) Influence of different sources on mothers' immunization decision; and 

e) Factors that may affect mothers' immunization behaviour including social 

norms, competing priorities, health services, immunization side-effects, and 

immunization schedule. 

4- Television immunization campaigns. 

a) Comprehension of the presented immunization messages; 

b) Awareness of immunization campaigns; 

c) Mothers' evaluative belief of television immunization campaigns. 

5- Demographic questions including mothers' age, educational level, occupation, 

number of children, awareness of the health unite, cost of each vaccination, their 

children age, sex, religion, and so on. 

According to the findings of the pilot study, which will be discussed in more details 

in the next chapter, the above questions proved to have a high discriminative power. 

Two groups of diseases were under investigation: the target diseases with the related 

vaccines; and control disease to test the validity of the MIS, such as bilharsiasis, 

common cold, anaemia, dehydration, as well as the fake green flower disease. The 

MIS is formed mainly of closed questions with some open and eventuality questions. 

Questions related to television were omitted from the MIS for mother in the VN 

group. Rating, semantic-differential, as well as ranking formate were the main 

question formate. Each question was phrased and worded (in Arabic) according to the 

findings of the pilot study. Layout of the questions ensured fluent schedule 

interviewing. Each question with its rang of answers were on the same page. The 

researcher himself conducted the interview to all the research samples. For both VV 

and VN groups, the schedule interview was conducted at the respondent's house while 

for CV group was at the club. 

k 
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2:5:13 DATA PROCESSING: 

This was the final step in the process of field work which formed a link between the 

empirical process of the research (data collection) and the next step (data analysis). 

It involved the transformation of mothers' answers into codes, that could be recorded 

and processed mechanically through a computer2, which was affected by the approach 

used in handling the data. In this research, the difference between a qualitative and 

a quantitative approach was blurred. A pendular approach was used i.e. the researcher 

had to alternate the qualitative and quantitative approaches. This helped in eliminating 

the inevitable problems in the accuracy of the information collected that was 

associated with any single method and produced valid and reliable data and would 

increased confidence in results, as well as strengthening the conclusion as long as the 

findings from both approaches suggested the same conclusion (Reichardt and Cook, 

1979; Allen-Meares and Lane, 1990; Patton, 1990; Steckler et al., 1992). 

The qualitative approach in data analysis was used because in a place like a village 

or a social club, there is no major difference between its members' personal 

characteristics. Any experience will be generalised, and added to the whole 

community experience. This small community moves forward and backward as one 

block. The measured attitude or observed behaviour cannot be understood by simple 

reference to external or personal factors e.g. education or occupation, but through the 

revelation of the meaning that mothers attribute to their own lives and actions. This 

necessitates an inside view from the mothers under study. 

Furthermore, this research moved from the particular (the promise that exposure to 

television immunization instructions changes mothers' attitude and behaviour, as well 

as supplying them with the required information) to the more general (that television 

is a potent vehicle in public health and child health promotion). In other words, it 

progressed from a detailed understanding of television effects on mothers' attitude 

regarding immunization to the suggestion of a more generalised explanation e.g. 

2  The researcher used a Statistical Package for Social Science (SPSS) computer programme for data 
processing. 
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mothers' categorise vaccines into one group to which they hold a single attitude i.e. 

to a defined hypothesis, which should be followed later by more wide-scale descriptive 

empirical testing, with help from precise statistical estimates, facilitated by 

sophisticated statistical techniques. Additionally, the concern was exploring the 

independent variable's effects on the dependent variables. Methodological explanation 

would be able to reveal this relation through a comparative language and the 

description of a true population in terms of its knowledge, attitude and practice 

(Fontana and Frey, 1994; Patton, 1990). It helps in clarification of how mothers 

perceive immunization campaigns and why they react to them in a certain way, and 

what the anticipated consequences of the campaigns are. 

To generalize the data, a quantitative approach was also used (House, 1980). This 

was appropriate as the immunization campaigns have reached a mature stage and 

stability (Steckler, 1989). A questionnaire with predetermined response categories, 

which formed a scale for measuring the variables, was conducted. It included 

appropriate statistical techniques to determine if and to what extent the study variables 

were related, and to quantitatively compare the outcomes to maximize objectivity. 

Descriptive statistical measures, i.e. frequencies and percentages, were used to treat 

the data as part of the quantitative approach. To test the significance of the difference 

between the three groups, a chi-square test of significance was applied (e.g. Mead and 

Turnbull, 1995). If there was no significant difference, no further statistical treatment 

was applied. On the other hand, if there was a statistical difference, further treatment 

was applied with chi-square between each two groups separately e.g. CV/VV, CV/VN, 

and VV/VN for the dependent variables. If the null hypothesis was rejected on the 

basis of the resulting data, then the alternative hypothesis was accepted with a 

consequent acceptance of the operational hypotheses and the working hypothesis of 

the research (Robson, 1994). To achieve more confirmation for the potential 

association, multivariate analyses were applied to control for other factors that might 

also influence the results (Judd, 1987). Logistic regression models were formulated 

to predict the risk factors for having a non immunized child and to identify factors 

associated with positive immunization behaviour (e.g. Cutts et al., 1991; Raiteri et al., 

1994; Rodriguez et al., 1994). 
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2:5:14 VALIDITY OF THE RESEARCH METHOD: 

Schedule interview (MIS) was used to measure the effect of the independent variable 

on the dependent variables. There is some evidence which indicates that this 

measuring device measured what the researcher wanted to measure. 

1- For every variable under investigation there was a sufficient number of items that 

constituted a content population for that variable (e.g. statements, indicators or 

questions). The researcher used his own skill and experience as a paediatrician (with 

in-depth knowledge of the subject of immunization), as well as a media professional 

(who is very well-acquainted with television immunization campaigns) to identify 

most of those items that are known to belong to the research. This secured the 

sampling validity of the measuring tool. 

2- The researcher selected the measuring instrument in accordance with his subjective 

evaluation to enhance its potential to measure what he intended. After drawing up the 

questions, each item was reviewed to assess its content in terms of the extent to which 

it related to the research variables. To confirm his assessment, five specialists in the 

field3  were consulted. After some recommendations, there was agreement among them 

that the MIS could measure mothers' knowledge, attitude, and behaviour in each 

group. Consequently, this research tool satisfied the research tool's face validity. 

3- Before starting the formulation the research tool, the theoretical framework of the 

variables and the relation among them were reviewed. Against this theoretical 

background, the measuring instrument was derived. It was expected, therefore, that 

these relations among research variables would in fact exist. In actual fact, working 

through the data outcome of the pilot study, these anticipated relationships were found 

and the instrument construction was considered valid. Attitude was measured not only 

3  The five experts were a senior lecturer of Behavioural Medicine, El-Azhar university, Cairo; a 
professor of Psychology, Ain Shams University, Cairo; a professor of Public Health and Epidemiology, 
Minya University, El-Minya; a lecturer of Community Paediatrics, Ain Shams University, Cairo, and 
an associate professor of Television's Marketing and Advertising, Cairo University, Cairo. 
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towards immunization, but also with competing priorities, family dynamic, specific 

attitude object, health services and so on to examine attitude in a real situation. Also 

measuring attitude was through measuring its three components, towards a real object. 

This type of construct validity was also confirmed by the application of the genuine 

unknown-known disease technique. The researcher constructed the research tool with 

a known disease (common cold) so that the direction was easily predicted by the 

researcher. The second disease (anaemia) was not tackled frequently by the media 

(Casiro et al., 1995). The third disease was supposed to be unknown (the green 

flower fake disease) and consequently the direction also predicted if the instrument 

was valid. This technique yielded (with a very high degree of success) the already 

predicted results that were in keeping with the outlined theoretical framework. 

4- Because this field of study is still in its early exploratory phase, and because of the 

confusion regarding the media effects, assessing the research tool with external criteria 

seemed to be of less value. Certainly, this is true in developing countries, where this 

subject has not yet been fully investigated. To overcome such a problem, the 

researcher repeated the same instrument with different diseases e.g. measles, polio, 

tetanus, and so on. Results regarding one disease were compared to the results of 

other diseases. This excluded empirical invalidation of the research instrument'. 

5- To maximize the degree of the research tool's perfection, the researcher collected 

adequate knowledge about his research instrument, the population he had to examine, 

the way mothers would react to MIS, or the answers they would be most likely to 

give. This took the form of a small-scale pilot survey where the research tools were 

subjected to a field test, refining the wording, ordering, layout, filtering, or any other 

modification to meet the research objectives. This is discussed in the next chapter. 

4  To reveal the positive influence of the television on altering awareness, knowledge, attitude, as well 
as smoking behaviour, Flay (1987) evaluated 40 smoking cessation campaigns collectively. The positive 
effect could not be drawn from study of one campaign alone. 
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2:5:15 SUMMARY: 

This research explores the role of television in child health promotion in Egypt. It 

examines the effects of the television immunization campaigns in changing mothers' 

knowledge, attitude, and behaviour regarding immunization. The research was 

conducted in both Kolosna village of Minya Governorate (November, 1993-March, 

1994), and Cairo the capital (August-October, 1993). A comparative design was 

undertaken between one part of the village which is supplied with electricity (the 

viewer group), and the other part of the village which is not supplied with electricity 

(the non viewer or the equivalent control group). Electrification of the village, indeed 

the whole of Egypt, is a part of a systematic governmental plan. This stage of 

comparison serves not only to judge what the viewer mothers would have been like 

if they had not watched the campaigns, but also to depict the relation between the 

observed change and exposure to television. It achieves the time order and underlined 

the co-variation between the dependent and the independent variables. It also avoids 

spurious relations that may act as an alternative explanation for the proposed relation 

between the research variables. 

Because of the naturalistic nature of the design, some confounding factors such as 

educational level or occupation can invalidate the assumed relation obtained from the 

first stage of comparison. A second reference group from Cairo representing mothers 

of high social status, high educational level, and who are mainly users of the private 

health sector, is included in the study to control these variables when compared with 

mothers in the village viewer group. To make it clearer, if there is a difference 

between the VV and VN groups, this can be due to the positive effects of exposure 

to television immunization campaigns, and can also be referred to the difference in 

educational level, or occupation for example. If there is no difference between the 

VV and CV groups regarding the variable under investigation, despite the known 

difference in the confounding variable, it is possible to assume that education or 

occupation cannot threaten the hypothesised relation, and the observed difference 

between the VV and VN groups is due to exposure to the research independent 
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variable. This two-stage comparative design controls the extrinsic factors that may 

jeopardize the internal validity of the research. This is enhanced by the fact that the 

interviews are conducted by the researcher himself, for the three groups, and hence 

any interviewer bias is neutralized. It also controls most of the intrinsic factors related 

with instrumentation, testing, maturation, regression, history, or drop-out that may 

endanger the proposed relation, achieving a high degree of internal validity for the 

research design. 

The sample unit of the research is a mother who has a child 3-12 months of age, and 

who is not a widow or divorced, chronically ill, or linked to the medical profession. 

A systematic random sample technique (1:2) was applied to collect the sample unit 

for the VV group to collect a total of 158 mothers. The whole population sample was 

collected for the VN group which yielded the sample unit. Similarly, a total of 76 

mothers were collected for the CV group. The sampling technique and the natural 

character of the research accomplished the external validity for the research design. 

According to the results of the pilot study, MIS was constructed from five main 

categories which included a scale for mothers' knowledge and another for their 

attitude, enquiries related to mothers' immunization behaviour, as well as questions 

related to the presented immunization campaigns on Egyptian television. The target 

diseases with the related vaccines were examined together with four control diseases 

and another fake disease to enhance the validity of the MIS. The sampling validity 

of the measuring tool was ensured, together with its content, construct, face, and 

empirical validity. To maximize the MIS perfection, a pilot study was conducted 

where the research tool was worked on to improve its wording, ordering, phrasing, and 

layout to meet the research objectives. 

The researcher used a quantitative approach in his analysis of data to generalize the 

results and quantitatively compare the outcomes. Descriptive statistics were used 

together with the chi-square test of significance, which was applied as a first step 

between the groups, and if there was a significant difference, a further examination 

between each two groups was applied. If the null hypothesis was rejected, the 
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alternative and the operational hypotheses of the research woux be accepted. Also 

logistic regression models were designed to identify factors associated with positive 

immunization behaviour and the risk factors for negative behaviour. However, 

because the proposed relation would be explained in comparative language between 

three groups, and because in a small community like a village where any experience 

will be generalised, understanding the change required a qualitative insight into the 

meaning that mothers attribute to the change or resistance to change. This was also 

supported by the idea that the research is moving from the detailed understanding of 

television's role regarding the immunization issue to a more generalised explanation 

to its role in health promotion. Applying both approaches not only strengthens the 

conclusion, but also increases confidence in the research results. 
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Part Two: Empirical Investigation 

CHAPTER SIX 

THE PILOT STUDY 

2:6:1 INTRODUCTION: 

Owing to the young nature of this field of study, and in view of the lack of similar 

research', the research tool was tested (November, 1992-January, 1993) before 

carrying out the main study. This necessitated more time and resources. However, 

a well-constructed schedule interview was not very much more demanding than a poor 

one, but yielded significant results. 

2:6:2 OBJECTIVES OF THE STUDY: 

1- To enable the researcher to become more familiar with the research problem and 

the setting in which it would be investigated. 

2- To provide knowledge about the practicality of the instrument used. 

'The researcher conducted four computer inquiries for relevant research: MEDLIN EXPRESS (1/90-
10/95) for medical research; PsyLIT Journals Articles (1/90-9/95) for Psychological research; ERIC, 
BEI, and BETI (1992-6/95) for educational research; and Social Science Data Base (1/94-10/95). He 
used the following codes for inspection: health, education, immunization, vaccine, television, mass, 
media, communication, campaign, attitude, behaviour, belief, awareness, change, persuasion, age, sex, 
measles, poliomyelitis, tuberculosis, tetanus, pertussis, whooping, cough, diphtheria, and hepatitis. The 
result showed a real deficit of research in this field of study. 
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2:6:3 AIMS OF THE STUDY: 

1- To test the MIS regarding the ease of its handling in the field; the efficiency of its 

layout, phrasing, wording, and its order; as well as its adequacy in providing an 

effective scale. 

2- To examine the sampling technique. 

3- To determine the response rate. 

4- To determine the expected cost of the main study; its approximate duration; its 

various stages; as well as the proper time to carry out the field work. 

5- To explore the location where the main research would be done. 

6- To discover the trends. 

2:6:4 LOCATION OF THE STUDY: 

The researcher looked for a village that could represent the proposed village for the 

main study. Itsa village (figure 6:1) was chosen for the following reasons: 

1- It is near to Kolosna village and almost the same distance from the Samalut district; 

2- Both villages are on the same side of the river, as well as on the same railway. 

This ensured that both population samples would share the same character, habits, 

knowledge, trends, accents, and so on; 

3- Both villages belong to the same health centre; 

4- Both were supplied with electricity at the same time. 

2:6:5 PREPARING THE STUDY: 

A first draft questionnaire was tested on a small-scale sample of some colleagues and 

friends who were likely to have knowledge about research work, and who were also 

willing to examine the plan and to assist in identifying its methodological weaknesses. 

The significance of this pre-pilot testing was that it was easy and cheap and provided 

active participation for the first time. 
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Figure 6:1 Samalut district, Kolosna village, and Itsa village 

Before conducting the study, approvals from national and local authorities were 

obtained. Accommodation, transportation, and other practical arrangements were 

made. Contact was made with key persons e.g. a principal of a secondary school who 

is well-known in the village, as well as the religious leader of the village who gave 

a Friday speech about science in Islam and how Islam advocates that Muslims pursue 

science and help researchers and scientists. 

2:6:6 SAMPLING PROCESS: 

2:6:6:1 Pilot Study Population: 

The pilot study population consisted of any mother who: 

a) had been permanently resident in Itsa village; 
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b) had a child not more than one year old, but not less than three months of age; 

c) was not a member of the main study population later on. 

These specifications were applied to ensure that the mothers selected were actually 

similar to the main sample population, yet would not contaminate them. 

2:6:6:2 Sampling Design: 

As long as representation or generalization of the pilot results was not included in the 

research objectives, a non probability sample design (Moser and Kalton, 1971) was 

more practical and beneficial. Two sample designs were used: 

a) Convenient sample design. The researcher used those mothers who were willing 

to participate in the study; 

b) Purposive sample design. The researcher selected some of the sample units 

subjectively to obtain a sample that appeared representative of the main study sample. 

This was to test the questionnaire with the range of respondents that would be 

expected to exist in the main study population e.g. different educational level. 

2:6:6:3 Sample Size : 

The total piloting sample consisted of two groups (table 6:1): 

■ Group "A", which consisted of 26 mothers; 

■ Group "B", which consisted of five health professionals (two general 

practitioners, one paediatrician and two health workers). 

2:6:6:4 Sampling Technique: 

Two procedures were used in the pilot study: 

1- Self-administered questionnaire. Eight mothers were asked to complete the 

questionnaire after receiving proper instructions on how to fill it completely. 
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2- Schedule-structured interview. Eighteen mothers, who could provide more 

knowledge about the possible locations that might feature in the main study, were 

interviewed in two different places: 

a) House-to-house interviews were conducted with thirteen mothers in the 

village. Personal contact was a crucial factor to prepare for each visit; 

b) Another five mothers were interviewed at the health unit. 

Nine of the respondents (four from the self-administered group and five from the 

interview schedule group) were told before administering the questionnaire that one 

purpose of this interview was to ensure that questions and procedures would work 

properly for the next main study. They were also asked for critical comments on all 

aspects of the questionnaire, such as the questions' wording, question order, redundant 

questions, or confusing questions, space for answering open questions, and any aspect 

of the questionnaire that they found inadequate. As regards group "B": A non-

scheduled interview was used. There was no specified set of questions asked, nor were 

the questions asked in a specific order. Respondents were encouraged to relate their 

experiences regarding the effects of television, the health unit, and private doctors on 

mothers' knowledge, attitude, and behaviour regarding immunization. They were also 

asked to give their opinion as local advisors on the research tool (wording, phrasing, 

lay-out, and so on) as well as the research design in general and its practicality in the 

village. Each doctor received an informal visit in his private clinic. Health workers 

were interviewed at the health unit (Baker, 1988). 

Table (6:1): Sample size of the pilot study 

Group Sample unit No 

A Mothers with a baby 3-12 months old 26 

B Health professionals Paediatrician 1 

General Practitioners 2 

Health Workers 2 

Total 31 
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2:6:7 DEVELOPING THE RESEARCH METHODOLOGY: 

2:6:7:1 Method of Data Collection: 

1- Self-Administered Questionnaire: The fact that the mother did not have to share 

answers with the researcher gave her considerable freedom to express herself under 

cover of anonymity. She might be more willing to provide answers that were socially 

unacceptable (e.g. about the role of the husband). For a village mother with little 

education, this technique gave her chance to understand and answer the lengthy 

questions. The mother could spend more time thinking about the question and what 

her real feeling or opinion was. She could even feel free to answer the questions 

whenever she had spare time and according to her preferred order. Moreover, it was 

a rapid way of collecting data. The questionnaire could be administered to a relatively 

large number of mothers at the same time with minimal cost and effort. 

However, this self-administered questionnaire had some drawbacks. Most of the 

mothers were poorly educated and had poor reading or writing abilities to comprehend 

the printed instructions. This required another person to explain the questions with 

an inevitable intermediator' s bias. Also, if the mother recorded her answers in a 

baffling manner, there would be no chance to clarify them. There was no certainty that 

it was the mother who completed the questionnaire. In general, it has a low response 

rate (64% returned the form and only 28% completed the questionnaire). A mother 

might be unable to understand the questions or the instructions or sometimes she 

missed the whole page. This of course created a bias in the study, where the non-

respondents might be different from those who answered the questionnaire. 

2- Schedule-Interviewing: Having located the mother, the researcher often faced a 

mother who had little or no previous information about research. Looking at it from 

her side, her direct and first reaction could be recorded as eagerness to know and to 

elucidate: Who is this man and where is he from? What does he want from me? Why 

has he chosen me to help him? And why should I help him? 
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Some of the time, the researcher was mistaken for a salesman, a representative of a 

family planning organisation, a taxation collector, or any other situation that might 

make her susceptible to any form of threat. The mother might even have got the 

perception that the goal might in some subtle way be to check upon her, especially 

with the wave of violence between the government forces and those alleged to be 

terrorists. In that situation, the mother's reaction to the request of the researcher was 

likely to be a mixture of curiosity, adherence to the social norms of politeness and 

embarrassment, keenness to help a stranger's enquiries, fear of consequences, and 

suspicion about the interviewer. Eventually, the end result of this mixture of feelings 

was in favour of the researcher and the mother was motivated to listen to his request. 

The mother then had to be motivated further to answer the questions completely and 

accurately. A useful method, with a high degree of effectiveness, was an appeal to 

the mother's good manners, explaining to her the need for her help and how this 

scientific research might be affected by her response to the whole interview. This was 

more effective than explaining the importance of the study. To achieve the mother's 

motivation, certain steps, which were designed and arranged in a semi-personal 

covering letter, were followed, such as: telling the mother who the researcher was and 

whom he represented; as well as explaining the purposes and objectives of the 

research and its scientific importance in a way that stimulated her interest. Describing 

the method by which the mother was chosen and identifying the approach and tools 

of the research were also included in the covering letter, together with a statement of 

the confidentiality of the interview. 

After this short opening, the mother was usually ready for the interview motivated by 

the shared goal (a healthy child). An attempt was made to avoid giving the mother 

the impression that what was really occurring was a test that might be embarrassing 

for her. The interview usually began with warm inquiry after the health of the baby, 

or any member of the family. A medical examination was commonly offered by the 

researcher (who is a paediatrician belongs to a famous hospital). The mother in this 

situation was more likely to feel that communication with the researcher would benefit 

her directly and she would receive gratification from the communication process and 
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this personal relationship. This was enough to build a rapport and to motivate the 

mother to give accurate information as a way to attain some satisfaction from the 

relationship with the interviewer and also motivated other mothers to participate in the 

study. This in fact was one of the crucial factors that achieved a maximum response 

rate for the main study in a relatively short time. 

However, successful communication with the mother demanded that some kinds of 

obstacles be overcome, such as: 

1- A mother might have thought that her expression of opinion and attitude could be 

dangerous and risky. She might complain that she had no time or claim that she was 

the wrong one to be interviewed. Most of the respondents showed that the length of 

the interview was the major burden to them. However, because of the amount of 

information that was needed, the length of the interview was unavoidable. Culturally, 

it was not ideal, on the part of the mother, to be interviewed by a stranger, especially 

if it was a long interview. However, the presence of another member of the family, 

or just asking the husband's permission, was enough. Some mothers felt that it was 

their job just to be a good mother by following instructions but not by taking 

decisions or answering questions related to child-care. 

2- It is a common superstition that mentioning a serious disease like polio or 

tuberculosis to a mother means that her child will catch it in the future. 

3- The main study started during the crisis of the conflict between the government and 

the fundamentalists and Minya governorate was at the centre of this violence. This 

might have made some mothers prefer to be very diplomatic in answering the 

questions. 

6- There were always many interruptions. It might have been due to her infant for 

various reasons e.g. a hungry baby, crying, and so on, or her other children, or even 

her neighbours, who were curious to see this stranger or to show their support. 

Sometimes the electricity went off during the interview. 

Actually going to a mother's home and speaking to her was considered the best way 

to gain her and her family's trust. Generally, the schedule interviewing at home had 

the highest response rate. It also had the highest rate of completion. It was preferable 
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to carry out house visits at a time when the husband was available, although his 

acquiescence might be enough. His yielding was an important factor in motivating 

the mother to start and to continue the interview. It was also more appropriate to 

conduct the interview in moderately conservative clothes in accordance with the 

expectations the mother had of a paediatrician. This gave the mother and her husband 

a strong impression regarding the importance of the research and of the participation 

in the study. However, the researcher used to spend his leisure time, e.g. in prayer 

at the main Mosque, in cultural dress (the Galabia or traditional robe). The traditional 

drink was strong tea, and the researcher learned how to share their customs, although 

they have to show their extreme generosity by offering more tea and sometimes food 

as well. It was a good experience to offer a small packet of English tea as a gift to 

the husband. This was seen as a symbolic gesture (Bailey, 1983). Visiting the mother 

at her house also enabled the researcher to examine the environment surrounding the 

respondent. He noted the wide distribution of television sets in the village and in 

most of the houses he visited the television was on. He also noted the readiness of 

the houses to receive electricity in the VN group very soon. 

Nevertheless, there were some potential disadvantages for conducting the interview 

at a mother's house. It was more costly than self administered questionnaires in terms 

of time and effort. However, the study population were relatively un-dispersed 

geographically, which reduced the cost or time to a minimum. The interview itself 

was lengthy and might delayed the mother from her duties. Some questions were 

difficult to answer immediately, e.g. the ranking questions. Also, a child birth 

certificate might not have been readily available. 

The lack of anonymity was also a threat to a mother's answers. This was true in a 

village, where everyone knows each other. Additionally, visits to homes were 

conducted with the help of local residents or relatives who showed interest in mothers' 

response, out of curiosity, or a concern for security. Consequently, mothers might 

select answers that did not offend or disturb the goal of the research or choose certain 

answers which were seen as socially desirable e.g. positive immunization behaviour. 

Including the fake green flower disease, as well as diseases like influenza or anaemia, 
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in the main MIS ameliorated this problem and gave mothers confidence to give valid 

answers. Also, the comparative design of the study helped in neutralizing the 

researcher's effect on the groups of the study where he would have influenced all the 

mothers to the same degree. Similarly, inspecting the child's birth certificate with the 

official stamp for the recorded vaccination, inspection of the vaccination mark of the 

child's left shoulder, and inclusion of questions related to vaccination behaviour, such 

as the vaccination side-effects ensured the high validity of mothers' answers. 

Nevertheless, the schedule interview would be the most significant for the main study, 

in terms of its competence and practicality, given its advantages, such as: 

1- It allowed interaction with the mothers in a much more flexible way, answering 

their questions, explaining terms that were unclear, searching for adequate answers or 

more detailed information, and accurately following the instructions or the sequence 

of the questions. Encouragement was sometimes given to the mother in the form of 

a verbal signal e.g. please tell me more, what are the other reasons, what else, and so 

forth, or non verbal gestures as well. This facilitated a solid grasp of the interviewing 

situation, standardised the surrounding environment and ensured that the interview was 

conducted in private. The mother was unable to cheat by receiving help from others; 

2- It provided certainty of mother's answers e.g. inspecting vaccination marks on the 

baby's arm, birth date, the vaccination schedule with the official stamp for each 

received vaccine, and possession of a television set; 

3- Rapport and confidence-building were possible. Points where interest flagged or 

co-operation seemed strained could be detected early; 

4- It had a higher response rate than the self-administered questionnaire. This may 

be due to the fact that it was easy to throw away a questionnaire but not a researcher. 

Also, this solved the difficulties of reading or writing or even misunderstanding. 
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2:6:7:2 The research instrument (MIS): 

Each question was not only geared towards the research objectives by its answer, but 

also motivated the mother to give the necessary information. Some factors were 

involved in piloting and designing the actual study MIS, such as: 

1- Question layout and order. This was mainly to make the interview as easy as 

possible. Piloting the MIS in its layout ensured fluent questioning in the main study 

and accurate and comprehensive recording of answers. A systematic progressive order 

(funnel sequence) was found to be most appropriate to motivate the mothers to 

participate effectively in the study, and to recall all the details more efficiently. It 

avoided stating a frame of reference, as it was in the preparatory study, before 

obtaining the mother's outlook. Throughout the interview, the relation between each 

question and its predecessor progressed slowly. It started with how much information 

mothers have on immunization, what their sources of information are, whether 

television health instructions have had any influence on their knowledge, attitude or 

behaviour, and ended with personal information. 

Demographic questions, such as age, education, and occupation, were located at the 

end of the interview for the main study, as the mother usually could not understand 

the relation between her personal details and the purpose of the research and might 

feel threatened. She might feel that the aim of the research shifted from what was 

stated at the start of the interview. Also, by the end of the interview, the mother 

usually suffered from fatigue. The opening questions put the mother at ease, as it was 

interesting for her to talk about television rather than herself and different diseases. 

It was apparent that questions concerning television were not difficult to answer and 

sustained the mother's confidence and motivation up to the end of the interview. 

Although some of the questions were too long to fit into a page, each question and its 

answering space were squeezed into the same page for the main MIS. This was to 

ensure that the researcher followed the question as closely as possible rather than 

relying on memory or returning to check it up. This was also applied to the open 
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questions, where the answering spaces were designed to fit the mother's different 

answers, but without leaving too much space, as it made the questionnaire look 

lengthy and consequently would discourage the mother from completing the interview 

because of the time it would apparently take. 

2- Question categories: Mothers were offered a set of answers from which they were 

asked to choose the one that most closely represented their opinion. This formed the 

main bulk of the main MIS. This type was more suitable because the objective in 

most of the questions was to lead the mother to express her already formed attitude 

and behaviour e.g. her degree of agreement or disagreement, assessment of the level 

of importance, danger, and so on. This required direct answers rather than exploring 

the process by which the mother reached a particular point of view, or demonstrating 

her lack of knowledge, negative attitude or behaviour. Moreover, it was less 

threatening for a mother to participate in the study and to pick up one of the offered 

answers like other participants. This was in contrast with the open questions, where 

a mother would feel it was dangerous to express her point of view, which might 

expose her to some sort of retaliation. Furthermore, the closed questions were easier 

to ask and quicker to answer and to record. They were also straight-forward in 

analysis, as the range of answers to a question was limited and pre-established. 

Open questions were also included. They were appropriate to record the mother's 

point of view, e.g. why she did or did not follow the vaccination schedule, or to get 

information from the mother according to her expression, in her frame of reference 

and according to her level of knowledge e.g. the symptoms or signs of the target 

diseases. Also, open questions were appropriate where the mother had not yet 

formulated her opinion. In that case, if a closed question was used, the mother might 

have made a choice that would be entirely different from an opinion that would have 

otherwise been expressed if she had gone through the process of recalling her own 

opinion or experience e.g. the mother's favourite television programmes. Additionally, 

piloting the questions as open to be processed into closed type later in the main study 

was a valuable technique to determine the main categories in the closed type of 

questions. This was helped by interviewing local doctors and health workers to 
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consult them on the formulation of closed questions which can minimize any bias that 

could be induced by forcing the mother to select an alternative which might not have 

been her natural choice. For example, a question like how can you protect your child 

from diseases like polio, measles, etc was piloted as an open question to develop a 

five categories of answers (proper diet, keeping indoor, immunization, do not 

know,and others), which formed a closed question in the main MIS (tick a method for 

protecting our children from the following disease 

The interviewing schedule also included questions which were relevant to some 

mothers yet irrelevant to others e.g. "Why not immunize your child?" was only 

applicable to mothers who did not immunize their children. In the same way, 

questions related to television viewing behaviour, which were irrelevant to mothers in 

the non viewer group, were omitted from the main MIS. 

3- Question format: As discussed before, the main bulk of the research questions was 

composed of closed questions which were designed to cover all possible answers. The 

mothers were asked to tick a box to indicate their answer. Three formats were used 

for the research questions, as follows: 

a) Rating: This scale was used to measure mothers' attitude in terms of sets of ordered 

categories e.g. strongly agree - - - strongly disagree. Each category had a numerical 

code which represented the intensity of the response. The higher the number, the 

more intense the response. For example, I am not immunizing the child because the 

staff of the clinic are not considerate. 

b) Semantic-differential: This scale was used to assess mothers' attitude in terms of 

a set of bipolar contrasting adjectives e.g. definitely true - - - definitely false e.g. 

disease like polio are a national health problem. 

c) Ranking: This scale was used obtain knowledge of the grade of information about 

a set of objects e.g. ranking of the sources of health information. 

4- Question wording. In the pilot study, there were some questions that suffered from 

vague response. In this situation, it was necessary to extract additional information 

from the mother; and to reduce the amount of irrelevant information (e.g as I 

121 



understand from what you said, you feel that, and so on). Empathy in this situation 

was used as a very important screen for probing. For example; 

Researcher: Could you tell me your impression when you saw the immunization 
campaign on television? 
Mother: I felt happy. 
Researcher: I see, could you tell me some more about that? 
Mother: Maybe I felt that we as mothers ought to pay more attention to the real health 
problems that can seriously affect our children's well-being and which put their life 
into some sort of danger. Also, I felt that television stimulates us to behave as 
reasonable mothers towards our children. 
Researcher: You mean that viewing the immunization campaign made you happy 
because it guided you to behave in a healthy way towards your children? 
Mother: That is right. I felt that as a mother, I should immunize my child to protect 
him, even if I have to do something very important. 

Sometimes just repeating the question was enough to elicit the relevant information 

from the mother. This was true especially when the mother appeared doubtful about 

whether she had understood the question. The researcher might even have repeated 

her answer when he was not sure about the one given. This might be mainly due to 

the use of unfamiliar words or phrases (the researcher was from Cairo and also from 

a different walk of life to most of the respondents, who have had rather less formal 

education). Consequently, each of these questions was re-worded so that it would be 

understood and would fit into the respondent's frame of meaningful information (in 

Arabic). If the mother could not answer the question, she usually gave a vague reply 

to cover her lack of experience. For example; 

Researcher: What precautions should you take before going to the unit? 

Mother: Putting on clean and warm clothes. 

The researcher was definitely not interested in the baby's clothes, but the 

contraindication for immunization, e.g. high fever, gastro-enteritis, allergy, and so on. 

Her frame of reference was completely different from the researcher's frame of 

reference. The pilot study was a real exercise in communicating appropriately with 

the mothers, using their own words and phrases to describe their own feelings. This 

was of great help in making sure the main study questions were within the mother's 

vocabulary and at her own level of understanding. Hence, through asking the mothers 
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in an identical fashion, much of the standardization in the interview could be achieved. 

However, sometimes a slight deviation from this idiom occurred when the mother 

could not understand the question wording. To regain the mother's lost attention, it 

was enough to repeat the question again or just explain it. In some other situations, 

the question was tailored according to the ability of each mother to explore only the 

areas under investigation. As a general rule, each question was sufficiently specific, 

in a mother's simple language, free from any ambiguity or vague words with less 

personal or presuming questions. This achieved a great deal of the required validity 

and reliability of the main MIS. 

As regards questions that deal with periodical behaviour (e.g. how often do you watch 

television?) they were re-worded in the main study to be more specific as regards the 

time (e.g. the mother was asked to take the average of the last month as an example). 

Each question was redesigned to cover the whole range of expected answers to help 

the mother to pick out the appropriate one, instead of depending only on her memory. 

The mother was also asked to consult her child's birth certificate (where the date of 

birth on one side, and the vaccination schedule on the other side) to make sure of her 

answers. This question was reworded in a way to ask the mother to confirm the child 

exact date of birth and the schedule of immunization rather then asking the mother to 

handel it, which was taken as a sign of doubting the mothers' answers. 

5- Answering instructions. Although it was possible to answer any inquiry that might 

be raised by the mother while in the interview, general instructions at the start of the 

questionnaire and also at the start of each section were given for the main study. It 

helped the mother to guess what could be in the next section and it standardized the 

measuring tool. 

6- Question phrasing. In view of the pilot study, each question was reviewed in such 

a way as to prevent a mother from accomplishing too high or low a score on the scale, 

simply because she said yes or no to all the questions automatically. A list of 

statements was planned for the main study, so that some might express a positive 

viewpoint and others a negative viewpoint, and the grouping together of questions 
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referring to the same topic was avoided. Also, arrangement of the diseases in a 

question was done in a way to avoid a fixed answers for all of them. Their order 

were changed from a question to another. Also the common questions were 

alternating with the less common (Bailey, 1983). 

7- Power of discrimination. Likert' s measuring scale was used for measuring 

mothers' attitude. Each item in the questionnaire expressed a certain attitude towards 

immunization through a five point continuum ranging from a strongly negative attitude 

to a strongly positive one. Weights of 1,2,3,4,5 were assigned and the direction of the 

attitude was determined by the degree of agreement or disagreement with the item (1 

for the strongly negative and 5 for the strongly positive). After piloting the questions, 

a total score for each respondent was calculated by adding the value of each item that 

was checked by the mother. Item analysis technique was used to measure an item's 

ability to discriminate mothers who are high on the attitude continuum from mothers 

who are low and only questions which showed the largest discriminative power were 

selected for the main MIS. For example, question statement of opinion regarding 

legalisation, penalty, media campaign to raise the immunization coverage level showed 

a low discrimination power and was omitted from the main MIS. Similarly, redundant 

questions e.g. are you satisfied with the quality of the offered health services were 

omitted from the main MIS. 

2:6:8 DATA TRENDS: 

2:6:8:1 Health Unit: 

All the mothers in the pilot study (100%) were fully aware of the existence of the 

health unit in the village. They were also aware of the services that the health unit 

could offer them, e.g. vaccination, family planning services, examination, and so on 
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(positive cognition). Mothers hold a positive attitude (affective component) towards 

the health unit which was gained through: 

a) Previous experiences. Mothers showed that they have positive affection for the 

services supplied by the unit. Seventy-six percent did not make any recommendation 

to improve the unit much more than it is now. This could be explained by assuming 

that their attitude had no space to accommodate more positive attitude (when they 

consider the general situation and availability). Only 24% gave variable answers which 

are not specific e.g. more child-care, more facilities, better quality of services, such 

as opening the unit 24 hours a day or giving no fixed days for immunization. 

However, what was important was that they did not show any major complaint about 

immunization or any other service. Mothers' positive affection was extended also to 

the health professionals working in the health unit. 77% of the sample showed that 

the health workers were doing their job perfectly and they were helpful and the rest 

showed that they were just cooperative. However, what was important, was that no 

one showed any negative attitude towards them. 

b) This positive experience with the health unit was enhanced by the negligible 

amount of effort that had to be expended to gain the services. Mothers could go there 

on foot within a reasonable amount of time. These services also cost them nothing. 

2:6:8:2 Mothers' knowledge: 

This small scale study showed that mothers had a good knowledge of some diseases 

but a poor knowledge of other diseases, regarding their signs or symptoms. Polio, 

measles and dehydration were the kind of diseases which occupied the positive end 

of the spectrum (100% of mothers had correct knowledge of polio, 94% showed 

correct knowledge of measles, and 83% showed correct knowledge of dehydration). 

Pertussis, diphtheria and tetanus occupied the negative end of the spectrum. 45% of 

mothers showed that they did not know what pertussis was. 60% did not know 

tetanus, and 68% did not know diphtheria. These differences in their knowledge 

might be because mothers had more experience with some diseases, like dehydration 
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and measles, than the less common diseases, such as neonatal tetanus. Some diseases 

are uncommon but had permanent complications which mothers were likely to have 

experienced at least once in their life, e.g. a child or an adult who was handicapped 

as a result of polio. On the other hand, some diseases are more acute i.e either the 

child will be cured completely or die rapidly, even before diagnosis. This leads to 

minimal experience or only an individual one. It is not a widespread experience that 

could stimulate others enough to think about it. This could also be related to the 

potency of the vaccine that changed the disease pattern. Consequently, some diseases, 

such as tuberculosis and whooping cough, are relatively rare. 

The observed gap in knowledge might also be due to the repeated announcements on 

television warning of some diseases more than others e.g. dehydration, polio, and 

measles. This could be a triggering factor which stimulates mothers to learn more 

about these diseases. Diseases which scored the lowest in their knowledge were 

covered by the television in relation to immunization not to the individual disease. 

This again triggered their interest in immunization, but not in the function of 

immunization, which is the responsibility of others (e.g. doctors). 

The majority of mothers knew that the target diseases could be prevented by 

immunization. 95% of mothers showed correct knowledge of protection against polio 

and measles. This was followed by tetanus, diphtheria, and tuberculosis, where 68% 

showed that these diseases could be prevented by immunization. Then came infective 

hepatitis, with 52%, and finally pertussis, with the lowest level of correct knowledge 

of methods of protection (43%). Most mothers knew that they have to follow the 

schedule of immunization properly (95%) otherwise the vaccine might be useless. 

They usually know the date of immunization through the child's birth certificate, on 

the back of which the schedule of immunization is recorded. On the other hand, 

television was considered the main source of information about the date of 

immunization during the campaign time (which is not recorded on the birth certificate 

in this case). Some mothers reported that they were aware of the immunization date 

through religious leaders who announced it of the Mosque. This may explain their 

inadequate knowledge of the immunization schedule, which is not as high as their 
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awareness of the importance of vaccination, as well as the importance of following the 

schedule properly. Also, this may be due to their poor memory, or their belief that 

they can rely on others to remind them of the exact time. 

Tuberculosis vaccination was familiar to 65%, as well as the exact date of the 

immunization (40%). But 33% did not know what the shoulder vaccine was for and 

38% did not know the schedule of the vaccine. As regards the triple vaccine, only 

10% knew what this vaccine was for, yet 48% knew the exact timing for giving this 

vaccine to their children. On the other hand, 67% recognized what the oral drops 

were for and another 52% knew the time of their administration. As regards measles, 

89% knew what the vaccine was for and 72% knew when the vaccine should be 

administered. This indicates that measles vaccine is well-known because the vaccine 

is named after the disease i.e. "measles injection". It is also named after the time of 

administration e.g. the "ninth month injection". This could explain why it has the 

highest score, together with polio, as the latter is called the "polio drops" (Nokaat El-

Chalal). This explanation could also be applied to tuberculosis, which is called the 

"shoulder injection", but the name does not indicate what it is for or the exact date. 

The same also applies to the triple vaccine, which is administered with the oral polio 

vaccine. That is why most mothers think that it is for polio. 

Mothers were fully aware of the efficiency of vaccines in preventing different 

diseases. That is why all mothers believed immunizing their children was mainly to 

protect them from catching certain diseases. This was followed by positive evaluation 

of immunization, as it would give the mother a feeling of being a good mother. 

Mothers made no special preparations before going to the health unit to immunize the 

child. This means that they considered it a safe procedure. Some said they had to 

feed their baby before going to the health unit, others said they had to keep him or her 

fasting for one or two hours. Also, some said that they should be sure that the child 

is not feverish or sick or having any abdominal trouble. Some other mothers 

recommended taking a plastic syringe with them. That is why 35% agreed that there 

was no contraindication to immunization, but 65% said that only if the child is sick 

would they postpone the immunization. 
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2:6:8:3 Mothers' attitude and behaviour: 

All the sample (100%) said that polio is a very dangerous disease (strongly positive 

affective attitude). This was followed by tetanus (75%). Only 65% showed that 

dehydration was a very dangerous disease. This might be because mothers learned 

through the television how to treat dehydration using a very simple technique. They 

also learned through the television that other diseases, like polio, are not curable. 

Regarding pertussis, only 16% considered it a very dangerous disease. This may also 

be due to the lack of experience, either in reality or through television. 

As regards the cognitive component of attitude towards immunization, 95% believed 

that immunization has a good effect in keeping their child healthy. They also 

acknowledged that immunization was free from any complication, although 19% 

recorded that immunization may cause mild fever, mild diarrhoea, or make the child 

cry. These reported complications were evaluated as being mild and not affecting their 

positive attitude towards immunization, based on their previous experiences. They 

also had a positive attitude (cognitive component) towards immunization, as it would 

help them to reach their goal of having a healthy child. However, this gain was 

relatively variable from one disease to another. For example, 70% knew that if the 

child had been immunized against polio, he/she would never catch polio (strongly 

positive attitude). Another 30% said that it would be hard to catch the disease (fairly 

positive attitude). This indicated that the gain from immunization far exceeded the 

cost. This could also be applied to measles, where 50% said that it is hard to be 

infected after immunization against measles (strongly positive attitude). Twenty-five 

percent said that they felt that the child could catch the disease even if he/she was 

immunized against measles (mild negative attitude). Another 25% admitted that they 

did not know if the child could catch the disease after proper vaccination or not. 

Thirty three percent said that their child would never catch whooping cough (strong 

positive attitude). Another 44% said that it was rare to be infected after vaccination 

(mild positive attitude). The same percentage applied to tetanus but the lowest 
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percentage was for hepatitis, where 47% said the child could be infected again. This 

negative attitude might be due to the fact that hepatitis vaccine was new to the 

mothers; voluntary; not available in the health unit, only in the health centre in the 

town; and it was expensive to immunize the child against infective hepatitis. These 

factors might have contributed to the decision not to immunize the child against 

hepatitis, by incorrectly convincing themselves that it was not so effective. 

Mothers' intention to immunize their children did not vary too much compared with 

their cognition about its effect. For example, all mothers (100%) said that they 

intended to immunize their children against polio, diphtheria, tetanus, and tuberculosis, 

according to the recommended schedule. Measles came second, where 95% said that 

they had to make sure that their children took the vaccine at the proper time, 

according to the schedule. The positive intention of the mother was more evident 

when there were some other conflicting intentions as well, e.g. busy at work or having 

something to do. Ninety percent of the mothers insisted on their intention to 

immunize their children and only 10% would ask someone whom they trusted to take 

the child to be immunized, but all the sample agreed that they would never let the 

child grow up without immunization. If they missed the opportunity to immunize the 

child, all the mothers would feel pain and sadness. To overcome the tension arising 

from missing the vaccine and exposing their children to the risk of catching the 

disease, 90% would go to a private doctor to immunize the child or would go back 

to the health unit again to immunize the child by some "underhand way" e.g. bribery. 

Because of this stable relation between the positive attitude towards immunization and 

the positive intention, 100% of the mothers rejected the idea of letting any problem 

prevent her from immunizing her child, whether related to the health unit e.g. too 

distant a health unit, or bad behaviour of the health workers or even poor weather 

conditions. They also did not expect their closest relative e.g. husband or mother, to 

reject the idea of immunizing the child. Even if there was some opposition, they 

would insist on immunizing the child. They all agreed to put immunization at the top 

of their priorities (attitude with other competing factors). 
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As a result of this positive attitude, as well as the positive intention towards 

immunization, mothers were just waiting for a signal or a triggering factor to stimulate 

them to go to the health unit. They found this triggering factor in the television 

immunization health message. Mothers (67%) ranked television as the most credible 

source that can influence their decision regarding immunization, followed by doctors 

(43%). Consequently, all the mothers (100%) actually immunized their children at the 

proper time to protect them from the consequences of dangerous diseases. Because 

mothers considered immunization to be a major concern, all mothers remembered the 

date when their children were vaccinated for the last time, which was confirmed by 

the official stamp on the back of the child's birth certificate. Guided by their 

aspiration to have healthy children, all the mothers (100%) said that they had already 

immunized their children at the proper time to protect them from the consequences of 

dangerous diseases. Also, they said that they were not afraid of the vaccine. 

The positive attitude and positive behaviour towards immunization has also been 

extended to using mothers' experience in promoting and publicising immunization and 

asking neighbours to immunize their child to prevent the serious consequences of the 

diseases. However, the majority rejected use of force to get mothers to immunize 

their children. Sixty-two percent did not agree that immunization should be made 

compulsory by law or that a penalty should be payable for each missed vaccine. At 

the same time, 90% did not agree with the idea of paying money for immunization, 

instead of making it free of charge, and they also (96%) showed that the media had 

the major role in combating the low level of immunization. This is mainly because 

of an awareness of the economic situation of many families and a desire to let every 

family have the right to do what they see as suitable to them. It seems that forced 

compliance can create self-defence in those people and they will refuse to immunize 

their children in response to this violation of their right to choose. Added to that, the 

television is available to every family and hence is considered an inexpensive source 

of information and motivation towards immunization. 

Although 53% felt that it is the mother's responsibility (social norms) to take the child 

to the health unit to be immunized, 38% have a feeling of shared responsibility 
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between both father and mother. The traditional sex-stereotyped norms of the 

community require the mother to take the child to the health unit and the mother is 

programmed to comply with this expectation. This will satisfy the mother through the 

process of identification and internalization, as well as allowing her to keep a 

satisfying relationship with her husband, and to do what society expects her to do. 

At the same time, mothers found that the means to release her children from the threat 

of disease was by following instructions and going to the health unit. She is the one 

who will be blamed if her child catches an infection. That is why 70% admitted that 

their husband never took the child to the health unit and 20% said that their husbands 

only took the child to the health unit a few times and only if the situation required it. 

Because each mother expects every mother to do the same (social norms), only 50% 

agreed to take her neighbour's child to the health unit. This is mainly to let the other 

mother know how to take care of her children and her family and also not to interfere 

with other family business, especially in the issue of immunization, which is well-

known to every family. 

2:6:8:4 Source of health information: 

Television occupied the top position as the mass medium used at home which is 

followed by radio (86%). This showed the importance of television and radio in Itsa 

village. This was evident as 55% acknowledged that they watched television regularly 

and another 40% watched it from time to time to see medical programmes, religious 

programmes, or mother and family programmes. As regards the second choice for the 

media, the radio, 45% of mothers listened to it continuously, especially to mother and 

family programmes, religious programmes, and social programmes. Sixty-eight 

percent of the mothers watched health programmes from time to time and only 26% 

watched them frequently. This low percentage of viewers was due to the changing 

of the time of broadcast every day, giving them no fixed time to expect them. 

There are various ways to deliver a health message. Television health programmes 

were the first choice, followed by health spots which could also teach them, but to a 
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lesser degree and only as a second choice. Mothers remembered very well that they 

had watched health campaigns on television related to polio, bilharziasis, dehydration, 

and immunization (100%). In the television campaign, only polio was used as an 

example of the five dangerous diseases. Complications of polio occupied most of the 

air time. They were taken as an example of serious disease consequences and how 

vaccination can prevent such consequences. Diphtheria, followed by infective 

hepatitis, whooping cough and then tuberculosis, had the highest percentage of missed 

viewing. This could explain to some extent the relative lack of knowledge about these 

diseases compared to other diseases, such as polio, dehydration, or bilharziasis. 

All the mothers (100%) remembered that there were immunization campaigns on the 

television and they were fully aware of the aim of these campaigns which was to 

encourage people to immunize their children. Majority of mothers (95%) recognized 

that the immunization campaigns were very useful as they informed them of the date 

of immunization, and gave education about the most dangerous diseases, as well as 

a visual experience about the consequences of the diseases. So they felt happy and 

paid close attention to these campaigns. 

Mothers chose private doctors as the most influential source of information regarding 

health and immunization issues. This was followed by doctors at the health unit. 

Within the family, people like the mother, or an old woman, were the first choice, 

followed by the husband. Within different mass media, television was alone at the top 

of the list (87%). That is why they chose television as the most successful method in 

giving them the health information and in changing their attitude toward immunization 

(72%). When asked about the different television health messages regarding 

immunization, 86% realised after watching the immunization campaign that diseases 

like polio are a national health problem; 100% of the mothers acknowledged that 

immunization is very important during the first year of the children's life because it 

protects them from catching diseases; and every pregnant mother should be vaccinated 

against tetanus (77%). Added to its success in reaching mothers, 90% of them 

trusted television health messages and considered it a highly credible source of health 

information. Vaccination was considered safe by all of the mothers (100%); and every 
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vaccine should be carried out with a disposable plastic syringe (72%). 

2:6:8:5 Summary of the data trends: 

1- Mothers are fully aware of the nearby health unit towards which they hold positive 

attitudes. Their positive attitude is also extended to the vaccination services offered 

by the unit as well as towards the health workers who supply this service. 

2- A majority of the mothers have correct knowledge of the target diseases, yet the 

level of knowledge varies from one disease to another. Polio, measles, and 

dehydration occupy the positive end of the correct knowledge scale. Tetanus, 

diphtheria, and pertussis are on the lesser side of correct knowledge. The difference 

in the level of knowledge can be referred to exposure to television campaigns, as well 

as to mothers experience with the diseases, and whether it is acute or chronic. 

3- The immunization schedule on the back of the child's birth certificate is usually the 

main reminder for the next vaccination. However, television and megaphones are the 

main trigger for vaccination campaigns. 

4- Remembering the date and type of each vaccine depends mainly on the name and 

mode of administration e.g. the shoulder injection for BCG, the ninth month injection 

for measles, and the oral drops for polio. 

5- Mothers have general positive attitudes towards immunization as it protects their 

children from dangerous diseases. They also carry positive intention to immunize 

their children in the future, even in the presence of any other competing factor. 

6- Mothers show positive behaviour towards immunization, as shown on the back of 

the child's birth certificate, with the official stamp indicating the date of vaccination. 

7- Television has a positive role in triggering the positive intention into actual 

behaviour. It is also considered the main source of health information. It can reach 

mothers in the village easily once available. Most of the mothers watch television 

regularly and have their own favourite health programmes. 
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Part Three: Data Analysis 

CHAPTER SEVEN 

MOTHERS' KNOWLEDGE 

3:7:1 INTRODUCTION: 

Throughout this chapter, mothers' knowledge is analyzed in relation to the source of 

health information, and the target diseases. To demonstrate the effect of the television 

health campaigns, mothers' knowledge regarding two groups of diseases is examined: 

a) Control diseases. These are not the target of the immunization campaigns 

under investigation. They are included mainly to increase the validity of the 

research tool, and to act as a base for valuable comparative interpretations. 

This group includes: 

■ Diseases which are common among Egyptians, and commonly 

tackled by the television campaigns e.g. bilharziasis and dehydration; 

■ A disease which is not tackled by the television, although common 

among Egyptians, e.g. anaemia; 

■ Known-unknown diseases e.g. the common cold, which is the most 

commonly known disease, and the imaginary green flower disease, 

which is the unknown one. 

b) Experimental (target) diseases. Some of these diseases gain longstanding 

attention for television and support e.g. polio, measles, and tetanus television 

immunization campaigns. Other diseases do not have such good fortune e.g. 

diphtheria, pertussis, and tuberculosis. Only very recently, infective hepatitis 
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started to attract television's attention. Examination of mothers' knowledge 

will move slowly from simple awareness, through mothers' knowledge 

regarding the symptoms or signs of the disease, to more complicated 

knowledge regarding the vaccination schedule. 

The television impact on mothers' knowledge is monitored by: 

a) Relating mothers' level of knowledge with the level of television attention; 

b) Comparing mothers' level of knowledge in both VV (the exposure or the 

test group) and VN (the non exposure, or control) group; 

c) Comparing mothers' level of knowledge in both the CV and VV groups to 

identify the effect of other intervening factors (mainly health professionals, 

mothers' experience, and educational level). 

3:7:2 MOTHERS' SOURCE OF HEALTH INFORMATION: 

As a preliminary step in the analysis of data, and in order to explore the television's 

effects on mothers' knowledge, the researcher discusses in this section their sources 

of both general health information and specific information regarding immunization. 

He first has to identify a base-line whether a mother is a television user or not. 

Table (7:1): Frequency table showing mothers' ranking of the available mass 
media in the Cairo viewer group 

Medium RANKING 

First Second Third Fourth Fifth 

Count % Count % Count % Count % Count % 

Radio 8 10.5 19 25.0 13 17.1 23 30.3 13 17.1 

Television 51 67.1 15 19.7 7 9.2 3 3.9 0 0.0 

Newspaper 1 1.3 13 17.1 37 48.7 23 30.3 2 2.6 

Magazines 16 21.1 26 34.2 15 19.7 17 22.4 2 2.6 

Video 0 0.0 3 3.9 4 5.3 10 13.2 57 75.0 

Not available 0 0.0 0 0.0 0 0.0 0 0.0 2 2.6 

Total 76 100.0 76 100.0 76 100.0 76 100.0 76 100. 
0 
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Table (7:2): Frequency table showing mothers' ranking of the available mass 
media in the village viewer group 

Medium RANKING 

First Second Third Fourth Fifth 

Count % Count % Count % Count % Count % 

Radio 20 12.7 107 67.7 4 2.5 1 0.6 0 0.0 

Television 135 85.4 22 13.9 1 0.6 0 0.0 0 0.0 

Newspaper 3 1.9 2 1.3 23 14.6 0 0.0 0 0.0 

Magazines 0 0.0 1 0.6 0 0.0 1 0.6 0 0.0 

Video 0 0.0 0 0.0 0 0.0 2 1.3 I 0.6 

Not available* 0 0.0 26 16.5 130 82.3 154 97.5 157 99.4 

Total 158 100.0 158 100.0 158 100.0 158 100.0 158 100.0 

* The mother does not have this mass medium. 

3:7:2:1 Mothers' usage of the mass media: 

(What forms of mass media do you have in your home? Rank them according 

to their importance to you. Question "1"). 

In 1993, the ERTU estimated that almost 95% of Egyptian families own a television 

set. This reflects the importance of television as a medium that can reach the majority 

of the population with its messages. Tables 7:1 and 7:2 confirm this assumption as 

each mother in both the CV and VV groups owns at least one television set, and they 

consider it the most important mass medium at home which cannot be missed. It is 

reported by 67.1% and 85.4% of the CV and VV groups respectively that television 

is the most important medium. Printed media are discriminatory in their spread where 

they are used mainly by the most educated and well-to-do population. On the other 

hand, radio is the main medium for the VN group (table 7:3). It does not need 

electricity to operate. It is interesting to find that 26.5% reported having a television 

set (in its box) ready to be operated once electricity is connected to that part of the 

village (supposed to be very soon). However, no single mother reported watching 

television (table 9:27). 
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Table (7:3): Frequency table showing mothers' ranking of the available mass 
media in the village non viewer group 

Medium RANKING 

First Second Third Fourth Fifth 

Count % Count % Count % Count % Count % 

Radio  92 93.9 0 0.0 0 0.0 0 0.0 0 0.0 

Television 0 0.0 26 26.5 0 0.0 0 0.0 0 0.0 

Newspaper 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 

Magazine 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 

Video 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 

Not available* 6 6.1 72 73.5 98 100.0 98 100.0 98 100.0 

Total 98 100.0 98 100.0 98 100.0 98 100.0 98 100.0 

* The mother does not have it 

3:7:2:2 General health information (table 7:4): 

(Which sources are most important as providers of information about diseases? 

Question "8"). 

1) The CV group shows that television and magazines are the main sources of health 

information. In total, 30.3% rank magazines as the first source but an equal number 

(30.3%) show it is television. Freimuth (1993) shows that television is the most 

important source for cancer information. Similarly, Suarez et al., (1993) demonstrate 

the positive role of television on women regarding mammography screening. Also, 

Jason et al., (1993) show that television is the most important source of AIDS 

information among intravenous drug users. There is much research that confirms the 

importance of television (Raiteri at al., 1994; DeJong and Atkin, 1995; Wright and 

Pearl, 1995). We cannot ignore health professionals, when 27.6% show that doctors 

are the main source of general health information. Sege and Dietz (1994) demonstrate 

the importance of paediatricians to educate parents concerning their children's health. 

Also, Hyler et al., (1991) suggest that health professionals can help in improving the 

public perception of mentally ill persons. Ashley and Jarvis (1995) show that health 

professionals are able to shape the food choices in collaboration with media. 
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A total of 34.2% of mothers choose television as the second most important source 

of health information, which is closely followed by magazines (30.3%). This in fact 

signifies the importance of mass media in general as a source of health information. 

2) For the VV group, television is way ahead at the top of the list as a source of 

health information (82.3%). Next to television, radio comes second as a source of 

general health information (26.6%), which is followed by health professionals (23.4%). 

This also points to the role of mass media as a very valuable source of health 

information, especially for disadvantaged people. 

3) For the VN group, friends, followed by family members, occupy the first position 

(36.8% and 34.7% respectively). They also occupy the second source of information 

regarding health (36.8% for friends and 30.6% for family members). 

Mass media, friends, and, to a lesser extent, family members, are the main three 

sources of health information for all the three groups studied (CV, VV, and VN). As 

long as television is available, it acts as a family doctor and as a major source of 

information regarding health'. 

3:7:2:3 Information regarding immunization: 

(Could you rank three successful sources in making you aware of 

immunization? Question "30"). 

As a successful source of information regarding immunization, table 7:5 shows that: 

1) Mothers in the CV group acknowledge that health professionals can satisfy their 

need for correct information regarding immunization. 55.3% consider doctors as the 

first source in terms of success, which is followed by television (39.5%) in second 

place. Health professionals come again in third place, which highlights their 

importance. Obviously, if a mother chooses voluntarily to go to a particular doctor, 

A study done by the Family of The Future (1982) in Egypt showed that television is the primary 
source of information regarding condom usage among female respondents, and the second source among 
males. This represents the importance of the television as a channel to reach Egyptian women with 
health messages. 
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this means that this doctor already represents the most credible source of information. 

2) In the VV group, 72.2% rank television as the most successful source of 

information regarding immunization. This is followed by health professionals in 

second place (23.4%). Then come health workers in third place (29.7%). We cannot 

rule out the role of friends or family members, or even the radio, as a successful 

source of information as well, but all of them follow television, which is by far the 

most prosperous source. In fact, television can enable rural mothers to meet those 

very experienced, expensive, elite doctors whom they cannot afford to visit. In the 

absence of television, friends are considered by 48.0% of mothers in the VN group 

as the most successful source of health information regarding immunization. Family 

members come in second place (45.9%). The third place in the ranking of the most 

successful sources is occupied by health workers (49.0%). 

3) These findings indicate that mass media, especially television, can substitute friends 

and family members as a source of general health information including immunization. 

The consistency in mothers' reporting of the importance of television (tables 7:1, 2, 

3, 4, 5 and 9:20, 21, 23, 24, 26, 27, 28, 29, 30) shows the high reliability of the MIS. 

3:7:3 MOTHERS' KNOWLEDGE REGARDING EACH OF THE TARGET 

DISEASES: 

3:7:3:1 Mothers' awareness (tables 7:6&7:7): 

(Have you recently heard about the following health issues? Question "5"). 

Polio: Polio exhibits a very high degree of awareness. Almost every mother in the 

three-sample study is fully aware of polio (CV:100.0%; VV: 100.0%; VN: 99.0%). 

This is not because it is a very common disease and every mother is aware of it 

through direct personal experience. However, polio has the character of leaving the 

child physically handicapped. This disease is more dramatic than any other acute 

infection (e.g. tetanus). Acute disease either takes its course and subsides completely 
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or ends in death. This means that it is a limited experience. It is the reverse in the 

case of polio, where every case actually acts as a mobile educational poster. It is a 

continuous and repeated message and a long-term visual experience of the disease. 

This may be the main reason for the very high level of awareness across the three 

groups. It seems that there is no more room for television or any other source of 

information to exercise its role for raising awareness of polio. In the same way, we 

may assume that awareness of polio is not affected either by the level of education or 

any other intervening factors, as evident by the absence of any significant difference 

among the three groups regarding mothers' awareness level. 

Measles:  Measles matches polio in its very high level of awareness in the three 

groups of the study (CV: 100.0%; VV: 99.4%; VN: 100.0%) and the absence of 

significant differences among the three groups. It also corresponds to polio in the 

cause of this very high level of awareness, which is experience of the disease. This 

experience is in most cases a direct one. It might have affected one of the mother's 

children, other family children or maybe even one of the mother's sisters or brothers, 

with its characteristic high fever and skin rash. This situation is intensified by the 

unique character of measles, which is its cyclical epidemics. 

Immunization:  Like polio and measles, awareness of immunization is 100.0% for 

mothers in the three groups of the study. Obviously, immunization activity is the 

most important function of any private or public health unit. Added to that, there is 

the mother's instinctive awareness of what is related to her beloved child's health and 

the services that can be offered to him or her. However, the role of media cannot be 

pinpointed very precisely. 

Bilharziasis:  This control disease presents a very high degree of awareness but 

through different mechanisms. 

1) All CV and VV groups are fully aware of bilharziasis (100.0%), while only 49.0% 

of the VN group are aware of bilharziasis. 

2) Experience plays an important role in the awareness of both VV and VN groups 

as this disease is endemic in Egypt among the villagers. However, experience cannot 
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explain the difference between the VV and VN groups, where it is supposed that both 

groups have the same environmental conditions i.e. the same experience. It is 

reasonable to assume that the observed difference in the level of awareness may be 

due to the positive effect of the televised anti-bilharziasis campaigns. This assumption 

is supported by analysis of the level of awareness shown in the CV group where 

experience has no role for CV as it is a disease for villagers. Thus, the very high 

degree of awareness among mothers in the CV group can be solely attributed to 

educational media after the intensive use of media for the anti-bilharziasis campaign. 

Dehydration:  This disease follows bilharziasis exactly in its extent of awareness: 

1) Almost all the CV (100.0%) and VV groups (99.4%) are aware of this complication 

of gastro-enteritis, and only 75.5 % of the VN group are aware of dehydration. This 

awareness can be attributed to mothers' experience with gastro-enteritis, which is 

supposed to be more common among children of low social class who live in villages 

rather than children coming from upper class families, or who live in urban areas. 

2) Although experience can explain the high level of awareness in the VV group, it 

is not the only determining factor. The significant difference in the level of awareness 

between the VV and VN groups can be attributed to the difference in exposure to the 

television ORT campaigns. The positive role of the ORT campaign can be further 

highlighted by analysis of the level of awareness of dehydration in the CV group. 

3) Mothers in the CV group lack a high degree of experience with dehydration, yet 

express the maximum level of awareness. Media can be seen as the main source of 

this awareness, especially after the intensive usage of television in the ORT campaign. 

Infective hepatitis (IH):  The CV group shows that 89.5% are aware of IH. This 

percentage declines to 70.9% in the VV group and a further significant drop to 41.8% 

among the VN group. The significant difference between CV and VV can be 

attributed to the usage of multimedia in the case of CV (television, magazines, radio, 

as well as communication with medical professionals). On the other hand, the VV 

group depends mainly on a single medium, e.g. television. At the same time, the 

significant difference between VV and VN may be due to television usage by the VV 

group and the exposure to the television IH campaign. The generally lower level of 
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awareness of IH compared to the level of bilharziasis or dehydration awareness may 

be attributed to the earlier, and more persistent, television attention to bilharziasis 

compared to the IH immunization campaign. This may again support the positive 

effect of the sustained television campaigns on the awareness level. 

Tetanus:  This is the same as in the case of infective hepatitis regarding the pattern 

of awareness among the three groups. 

1) The awareness level is highest among the CV group (96.1%) followed by VV 

(88.6%). Then comes the VN group (50.0%). Since tetanus is more common at farms 

and in rural areas, the highest level of awareness of tetanus noenatorum among 

mothers in the CV group can be attributed to the television campaigns. This may 

again become clearer by comparing mothers' level of awareness in both the VV and 

VN groups. 

2) The marginal difference between CV and VV compared to the case of infective 

hepatitis may be related to the relatively recent television campaign for infective 

hepatitis, which started in October 1991, compared to the older tetanus campaign 

(March 1988); as well as the relatively active health units in rural areas which supply 

tetanus vaccination but not HBV. 

Pertussis (Whooping cough):  This disease follows the same pattern as tetanus. 

1) The awareness level is highest among CV (60.5%) followed by VV (57.0%). Then 

comes the VN group, where only 28.6% is aware of pertussis. 

2) The level of awareness of pertussis is generally lagging the level of awareness of 

the diseases previously discussed. This indicates a lack of media stress on pertussis 

as a disease on its own, rather than relating it to the DPT vaccination, which further 

supports the positive role of television immunization campaigns. 

3) The level of mothers who "do not remember" is in fact higher among VN (30.6%), 

than both VV (22.8%) and the CV group (18.4%). This may be related to the 

common confusion between pertussis and any other cough, whether specific or non 

specific. This may signify the importance of designing the health message to be 

understandable for the mothers according to their own terms and experiences. 

4) The significant difference in the awareness level between the VV and VN groups 
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can be attributed to the difference in exposure to the television immunization 

campaigns This can of course be supported by the high level of awareness among 

mothers in the CV group, who are lacking in experience but have a high probability 

of television exposure. 

Table (7:6):Chi-square critical value and level of significance for the difference 
in mothers' awareness level of each disease between each two groups 

Awareness Groups Chi-square 

Value DF Significance 

Not aware 
+ do not 
remember 
compared 
with 
positive 
awareness 

Polio CVNVNN 2.39497 2 0.30195 

Tuberculosis VVNN 14.98801 1 0.00011 

VV/CV 0.03425 1 0.85318 

CVNN 11.57474 1 0.00067 

Measles CVNVNN 1.10459 2 0.57563 

Diphtheria VVNN 15.83987 1 0.00007 

VV/CV 0.02042 1 0.88638 

CVNN 12.23770 1 0.00047 

Tetanus VVNN 46.6586 1 0.00000 

VV/CV 3.48194 1 0.06204 

CVNN 43.32461 1 0.00000 

Whooping cough VVNN 19.62055 1 0.00001 

VV/CV 0.26784 1 0.60479 

CVNN 17.88265 1 0.00002 

Infective 
hepatitis 

VVNN 21.22595 1 0.00000 

VV/CV 9.98774 1 0.00158 

CVNN 41.50849 1 0.00000 

Dehydration VVNN 39.06597 1 0.00000 

VV/CV 0.483.8 1 0.48703 

CVNN 21.59020 1 0.00000 

Bilharziasis VVNN 100.17832 1 0.00000 

CVNN 54.41080 1 0.00000 
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Diphtheria:  1) Both CV and VV groups show almost the same level of awareness 

(59.2% and 58.2% respectively). The VN group shows (as expected) a lower level 

of awareness (32.7%). 

2) The extent of "do not remembers" is almost the same in CV (26.3%), VV (24.1%) 

and VN (20.4%) groups. This is mainly due to the common confusion between 

diphtheria and the other more common disease, tonsillitis. 

3) The positive television effect can be shown by comparing the three groups as 

discussed before. 

TB (Tuberculosis):  1) Both the CV and VV groups show almost the same degree of 

awareness (65.8% and 64.6% respectively). The VN group shows that only 39.8% is 

aware of TB. It is generally a disease of the slums and deprived urban areas (Unicef 

1985). This means that all the three groups in the study are relatively unlikely to 

experience the disease i.e. there is a low incidence of the disease among them. This 

means that experience of this disease has a limited role. 

2) The significant difference in the level of awareness between CV and VV, on the 

one hand, and VN, on the other hand, relates to the role of media exposure. 

3) The negligible difference between the CV and VV groups can be explained by the 

reluctance of health professionals or other types of media (other than television or 

radio) to give health information about that disease. 

3:7:3:2 Mothers' knowledge of a characteristic sign or symptom of each of the 

target diseases (tables 7:8&7:9): 

(Could you identify the main characteristics of each of the following diseases? 

Question "7"). 

Polio: As we discussed before, the three groups show a high level of awareness of 

polio. A high level of knowledge regarding the disease is also expected as its paralytic 

manifestation is obvious and every mother can recognize it. Both the VV and VN 

groups show a very high level of knowledge of polio (100.0% and 96.9% 
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respectively). In the CV group, 71.1% show correct knowledge. The extremely high 

level of knowledge among the VV group cannot be related to television exposure 

alone as there is a comparably high level of correct knowledge of signs or symptoms 

regarding polio among the VN as well. Interpersonal conversation is a crucial channel 

for spreading information in rural areas. Awareness of a single case of polio in a 

village can be disseminated all around in a short time with its relevant information, 

whether correct or incorrect. Drakshayani and Venkata (1994) show that television 

enhances this kind of interpersonal conversation by transmitting the correct 

information to even those who did not get exposed to the message. 

The CV group, despite showing a lower level of correct knowledge, may be confused 

with their more complicated knowledge. They know that it is not only polio which 

can cause paralysis, but many other diseases can do so as well. Also, they know that 

there are different stages of polio and it is confusing for them to know the symptoms 

or signs corresponding to each stage. They are looking for the ideal answer, or 

otherwise no answer. This is not the case for mothers in a village, who usually have 

a limited working knowledge that matches their limited world. Their information 

depends on experience and chatting. This may explain why they believe every 

paralysed child is suffering from polio. It may be reasonable to think that television 

campaigns have not enough space to practise their power to provide the knowledge 

regarding the disease and to stretch audiences' cognition system for more information. 

Measles: As with polio, both VV and VN groups show a very high level of correct 

knowledge (94.9% and 92.9% respectively). Obviously, this high level of correct 

knowledge can be attributed to the same factor responsible for the high level of 

awareness (experience) as discussed before. On the other hand, the CV group show 

a significantly lower level of correct knowledge (64.5%), than villager mothers with 

22.4% who do not know any of the symptoms or signs of measles. This low level of 

correct information is mainly due to the spread of measles vaccination coverage with 

a corresponding lowering in measles cases. Consequently, they lack experience which 

mothers in villages still possess. Media may be responsible, to a large extent, for the 

correct knowledge in the CV group. 
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Dehydration:  This killer complication of gastro-enteritis is assumed to follow the 

same pattern of correct knowledge as above among the three groups, as it is more 

common in rural and low social classes than in the higher social class of the more 

advantaged urban child. The VV group demonstrates a higher degree of correct 

knowledge regarding the symptoms or signs of dehydration (96.2%). This is followed 

by the CV group (88.2%) and lastly the VN group (73.5%). 

Gastro-enteritis is common in both the VV and VN groups. However, dehydration is 

a very acute complication which makes it short in duration with not enough time for 

the mother to experience it indirectly with her child. Educational media can substitute 

experience (as demonstrated by the higher level of awareness and correct knowledge 

of measles, or dehydration among mothers in the CV group). It may be possible then 

to demonstrate the role of television in this high level of knowledge in the CV and 

VV groups but not in the VN group. 

TB: This is also a chronic disease, but not like polio. The infected child can mix 

with others unnoticed and go about a normal way of life (as compared to polio). It 

can also be a treatable condition, with good medical care. Both CV and VV show 

almost the same level of correct knowledge for TB (30.3% and 31.0% respectively). 

The VN group shows a very low level of correct knowledge (12.2%). This is also 

anticipated as long as there is no source of information other than experience, which 

is already limited. At the same time, the three groups show a great lack of knowledge 

regarding TB symptoms (VV: 53.2% "do not know"; CV: 61.8%; VN: 70.4%) with 

a relatively low level of incorrect knowledge. This may be related to the declining 

incidence of TB cases in both rural and high social class urban areas and the hidden 

symptoms of the disease. 

Although low, the effect of television campaigns on knowledge can be shown by the 

significant difference between the VV and VN groups. This low level of television 

effect can be explained by the same reasons as diphtheria (apart from being confused 

with any other disease, as will be explained later). This confirms the assumption that 

attitude can affect the educational media function. 

150 



Table (7:9): Chi-square critical value and level of significance for the 
difference in mothers' knowledge level of each disease sign or symptom 

between each two groups 

Knowledge Groups Chi-square 

Value DF Significance 

Wrong 
knowledge 
+ do not 
remember 
compared 
with correct 
knowledge 

Polio VVNN 4.89409 1 0.02695 

VV/CV 50.48312 1 0.00000 

CVNN 23.31296 1 0.00000 

Tuberculosis VVNN 11.73772 1 0.00061 

VV/CV 0.01353 1 0.90739 

CV/VN 8.64832 1 0.00327 

Measles VVNN 0.47420 1 0.49106 

VV/CV 37.43790 1 0.00000 

CVNN 21.93374 1 0.00000 

Diphtheria VVNN 7.41903 1 0.00646 

VV/CV 0.03677 1 0.84794 

CVNN 6.52386 1 0.01064 

Tetanus VVNN 17.46850 1 0.00003 

VV/CV 18.34407 1 0.00002 

CVNN 0.15772 1 0.69126 

Whooping cough VVNN 48.04171 1 0.00000 

VV/CV 3.85002 1 0.04975 

CVNN 20.71370 1 0.00001 

Infective 
hepatitis 

VVNN 20.52547 1 0.00001 

VV/CV 2.83203 1 0.09240 

CVNN 29.19303 1 0.00000 

Tetanus:  Tetanus is supposed to follow the same pattern as measles regarding the 

correct knowledge of its symptoms, as it is more common in rural areas and among 

farmers than in towns. The VV group shows a higher level of correct knowledge 

(66.5%). This is followed by the VN group (39.8%) and then, the CV group (36.8%). 

The lower level of knowledge in the CV group can be due to the relatively low 

incidence of the disease; the shortage of the health unit's activities among higher 

social classes; and reluctance of the obstetrician to promote the tetanus vaccination for 
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pregnant mothers. Each mother is expecting fully hygienic care during labour. 

The relatively low level of knowledge among VN is more likely to be due to a lack 

of exposure to the television campaigns, as well as the secret burying of a neonate 

who dies before registration i.e. before knowing the cause of death. What is more 

obvious here is the significantly higher level of correct knowledge among mothers in 

the VV group. This supports the assumption regarding the role of television 

campaigns in modifying and enforcing knowledge gained through experience. 

Mothers remembered that tetanus television campaigns presented a baby with a 

"distressing smile" and a stiff wooden body. 

Diphtheria:  This acute disease gives a short, indoor, and limited experience. 

However, sometimes this experience is incorrect or incomplete. Both the CV and VV 

groups have almost the same low level of correct knowledge (32.9% and 31.6% ). 

Although low, the effect of television immunization campaigns can be demonstrated 

by comparing the VV (31.6%) and VN (16.3%) correct knowledge. The question here 

is why these groups have a low level of correct knowledge (compared to polio, 

measles, or dehydration for example). This may be explained as follows: 

a) Television campaigns concentrate mainly on triggering the mothers to 

immunize their children with the triple vaccine. On the other hand, they do not 

concentrate on explaining the target diseases that can be prevented by the triple 

vaccine. This kind of information is relatively low compared to the specific 

campaigns directed against polio or dehydration, for example. 

b) It may be logical to assume that a mother's attitude towards the disease can 

affect her interest in seeking knowledge. Consequently, attitude can affect the 

supply of knowledge from the television. It can affect a mother's selection, 

exposure, attention, and comprehension of the message. 

c) There is common confusion between diphtheria and tonsillitis (both affect the 

throat). A child may wrongly be suspected of having tonsillitis instead of 

diphtheria and vice versa, which is more common in the VV and VN groups 

(20.3% and 12.2% respectively) in comparison to the CV group (5.3%). This 

shows the significance of interpersonal conversation, even with wrong facts. 
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Pertussis:  This disease constitutes the third component of the triple vaccine. Like 

diphtheria and tetanus, it suffers from a low level of correct knowledge, with a 

relatively higher level of incorrect knowledge. Because of the common confusion 

between other kinds of cough (e.g. pneumonia in CV and influenza in both VV and 

VN), 53.1% in the VN group show incorrect knowledge and 25.9% of the VV as well. 

Furthermore, 53.2% of the VV group show correct knowledge as compared to the very 

low level of correct knowledge among the VN group (10.2%). Television 

immunization campaigns can be a major factor for explaining the significant gap in 

the level of knowledge of the VV and VN groups, especially if they are supported by 

previous experience with the disease. 

Because of the regular vaccination, the CV group lack this important practical 

demonstration about pertussis. They depend mainly on media or the busy, expensive, 

and elite health professionals to get the required information. This may also explain 

why there is only 39.5% of correct knowledge for pertussis, as well as the importance 

of improving the health message to reach all members of the target population. 

Infective hepatitis:  This disease is not uncommon among Egyptian children, 

especially those of low social class. A mother can recognize it by noticing the 

yellowish discolouration of the child's sclera. 59.2 % of CV demonstrate correct 

knowledge which is significantly higher than the VV group (47.5%). Both groups 

show a higher level of correct knowledge than the VN group (19.4%). Here we may 

be able to show the positive effect of the television campaign. Because of the 

relatively short duration of the television campaign against infective hepatitis, the level 

of correct knowledge is still not very high, compared to dehydration for example. 

Green flower:  This is a fake disease as discussed before. All the three groups in the 

study reported do not know this disease. This signifies the high validity of the MIS, 

as well as excluding any doubt that any group will give false answers. 
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3:7:4 MOTHERS' KNOWLEDGE OF THE VACCINATION SCHEDULE: 

Mothers' knowledge regarding the vaccination schedule includes three items (tables 

7:10, 7:11, 7:12, and 7:13): 

a) Type and date of each vaccine (What kinds of immunization do you think your 

child needs during the first year of life? Question "22"); 

b) Target disease for each vaccine (Do you know what each of the shoulder injection, 

oral drops, triple vaccine, and the ninth month vaccine is for? Question "19"). 

Polio: The pattern of knowledge is generally as anticipated where mothers in the CV 

group have the higher level of correct knowledge, followed closely by the VV group. 

The lowest knowledge is in the VN group. 

The CV group shows a maximum (100.0%) of correct knowledge about the inclusion 

of polio vaccine in the schedule during the first year of the baby's life. Almost all 

mothers, apart from only one, know the right age for polio vaccination (98.7%). 

Again, all the mothers (100.0%) know that the reddish oral drops are for polio 

vaccination. This maximum level of knowledge in the CV group compares positively 

with a slightly lower level of correct knowledge regarding the vaccination schedule 

among the VV group. A total of 82.3% of the VV group know that polio vaccine is 

included in the vaccination schedule. Only 50.0% of this group know the right time 

for its administration according to the recommended schedule, with 82.9% fully aware 

that the reddish oral drops are for polio vaccination. 

Mothers in the VN group show a lower level of knowledge with high significance 

when compared to either the CV or VV group. Only 46.9% show correct knowledge 

regarding the schedule of vaccinations during the first year of the baby's life. But 

only 24.5% know the right time for receiving the vaccine. As with the VV group, the 

number who recognize that the reddish oral drops are for polio rises to 61.2%. It is 

even more than those who memorize the correct time for receiving the vaccine. It 

may be easier for a mother to know that reddish oral drops are for polio. They have 
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a characteristic colour and an easy non painful route of administration. Besides that, 

they are commonly called "the polio drops". Mothers may lack correct knowledge 

about the form of polio vaccine, but because they actually do immunize their children 

mainly for polio, every vaccine is perceived as just for polio. 

Educational and general social status may have an effect on the memorizing and 

understanding the details of the vaccination schedule. This is also supported by 

involvement with health professionals, from whom mothers can get information about 

the schedule. They pay some money not only to receive the vaccine, but also to get 

the maximum benefit from the health professional in return for the effort they usually 

make (tables 9:39&9:42). They want to feel that they are mature and well informed 

mothers who deal with the issue of their child's health on the basis of logic not just 

led by the health professional. They are the only people who are responsible for their 

children, not the elite of health professionals. In turn, the health professionals have 

to do their job in an ideal way to keep their clinic busy in the long run and not only 

for vaccination. They offer the maximum number of services of the highest quality 

to their customers and information (e.g. contraindications, side-effects, the schedule, 

challenging ideas, alternatives, and so on) is one of these services. 

Both the VV and VN express the same view, namely "I will do what is best for my 

child as others advise me". More complex knowledge is difficult to understand, and 

it is a problem for those who have to decide the best time for vaccination. They just 

follow the orders of the more knowledgeable health professionals. At the same time, 

health workers in the health units either do not have the right knowledge to spell out, 

or they are already overloaded with many other things to do. Mothers feel that they 

have many other things to do which are not as systematic as in towns. This may 

make it difficult for them to involve themselves in memorizing the schedule. 

Although the CV group rank health professionals as the most important source of 

information regarding vaccination, we cannot ignore the role of television campaigns, 

which follow health professionals in second place as an important source of health 

information regarding immunization. This advantage of using multiple media (face-to- 
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face with the credible health professionals, as well as the use of mass media) may 

have an enhancing effect in obtaining maximum knowledge concerning the polio 

schedule. This situation is slightly different for the VV group where television is 

considered the most important source of information regarding immunization. It may 

be logical to relate the recorded high level of knowledge to the television 

immunization campaigns. The difference in mothers' level of knowledge in both the 

CV and VV groups can be associated with the role of other sources to the advantage 

of the mothers in the CV group (e.g. the availability of health professionals). This 

positive role of television immunization campaigns can also be supported by 

predicting what the level of knowledge would have been in the VV group if they were 

deprived of the television campaigns like mothers in the VN group. 

Measles: Measles has the same pattern of correct knowledge as polio regarding the 

vaccination schedule. The CV group has the highest score, closely followed by VV, 

with a much lower score for the VN group. 

In the CV group, 93.4% demonstrate correct knowledge regarding the inclusion of 

measles vaccine in the schedule and 89.5% know the correct date for vaccinations. 

The score again rises to 96.1% for mothers who know that the ninth month's injection 

is for measles vaccination. On the other hand, 73.4% of the VV group show correct 

knowledge that measles vaccine is one on the schedule. This number drops to 50.0% 

for those who know the right time for administration of that vaccine. However, 79.1% 

know that the ninth month's injection is for measles. It is also more than those who 

memorize the schedule. 

In the VN group, 40.8% know that measles vaccine is one of the vaccines that the 

baby has to receive during his first year of life. The number falls to 22.4% for 

mothers who know the exact time for vaccination against measles. More than those 

who memorise that measles vaccine is included in the schedule, 48.0% know that the 

ninth month's injection is for measles prevention. The ninth month's injection has 

another common name, "the measles injection" which can be a factor, as in polio, to 

explain why people know it in more detail than the other vaccine. 
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As was the procedure with polio, the effect of television campaigns can be 

demonstrated by comparing the level of mothers' knowledge in the three sample 

groups. From the analysis of the level of awareness, as well as the level of correct 

knowledge regarding polio and measles, it may be possible to assume that experience 

(if available) has a major role to play in creating awareness of the health issue, but 

its effect is attenuated in providing more complex information. 

TB: Although at a lower level, knowledge of the BCG's schedule among the three 

groups studied follows the same pattern as measles. The CV group shows better 

knowledge than VV, which in turn shows better knowledge than the VN group. 

Only 50.0% of the CV group know that BCG is included in the schedule, with 35.5% 

aware of the right time for its administration and 47.4% aware that the shoulder 

injection is the BCG. This is a lower score than polio and measles, which can be 

explained by the active role of health professionals in giving correct information 

regarding the measles and polio schedule. Most health professionals do not 

recommend BCG vaccination any more, especially for the higher social classes. That 

is why they have a lower level of knowledge of BCG than of polio or measles. On 

the other hand, 41.8% of mothers in the VV group show correct knowledge regarding 

the BCG vaccination in terms of its inclusion in the schedule. This score falls to 

25.9% for those who know the right time for its administration. But this score rises 

a little (31.6%) for those who know that the shoulder injection is for BCG. 

For the VN group, only 15.3% know that BCG is one of the vaccines that the baby 

has to receive during the first year of life. This already low level of knowledge drops 

to 4.1% for those who know the exact time for its administration. Only 2.0% know 

that the shoulder injection is for the prevention of TB. It may be interesting to 

mention that those who give incorrect answers confuse the BCG with polio 

vaccination but that rarely occurs with measles prevention. This significantly low 

score in comparison to polio and measles can be explained by the easy and striking 

name for polio vaccine ("the paralytic drops") and measles ("the measles injection") 

but not the vague "shoulder injection" as well as mothers' feeling towards the disease. 
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We can assume from these results that the role of television is essential in the positive 

change in knowledge regarding the BCG schedule, especially for the less advantaged 

population. We can also note the importance of health professionals as a valuable and 

credible source of health information, especially for the advantaged population. 

Furthermore, a clear descriptive name for the vaccine can be a key factor in helping 

the disadvantaged people to know and to remember the schedule. 

HBV: The CV group show better knowledge2  than those in the VV group, who in 

turn show better knowledge than those in the VN group. As expected, there is a big 

gap in the amount of relevant information regarding HBV between both VV and VN, 

on the one hand, and the CV group on the other. 

In the CV group, 80.3% know that HBV is one of the vaccines that is needed during 

the baby's first year of life, and 65.8% know its time of administration. Only 13.9% 

of mothers in the VV group show correct knowledge regarding HBV's inclusion in the 

vaccine schedule, with 7.0% aware of the right time for its administration. On the 

other hand, only 4.1% of the VN group remember that HBV is one of the advised 

vaccines that each baby has to receive during the first year of life. There is not a 

single mother (0.0%) in this group who can remember its time of administration. 

These results confirm the positive role of health professionals for knowledge gain. 

They can satisfy the mothers' need for new and valuable information. Television 

campaigns may not have the same effect but, at this stage, we cannot confirm that. 

However, this situation is different for disadvantaged mothers. Because HBV is not 

available at the local health unit, health workers never talk about it. It is only 

available at the central health clinic (35 km away from the village) at a cost of 5-15 

Egyptian pounds for each injection (according to the child's age). This may explain 

the very low level of knowledge as regards the HBV schedule. These results may also 

signify the importance of repeating the messages and the long-term effect of the 

television health campaigns, especially for the most vulnerable group. Furthermore, 

The researcher did not include a question regarding knowledge for HBV administration as it has no 
characteristic name or route of injection. 
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the results show the importance of the availability of the vaccines at the local health 

unit, which encourages mothers to seek more knowledge and the health workers to 

supply mothers with the basic working knowledge. 

DPT: The CV group show better knowledge than those in the VV group, who in turn 

show better knowledge than those in the VN group. As expected, there is a big gap 

in the amount of relevant information regarding DPT among both VV and VN groups, 

on the one hand, and the CV group, on the other. 

In the CV group, 84.2% know that DPT is a vaccine that every baby has to receive 

during his first year of life. The same percentage also applies to those who know the 

correct time for its administration according to the schedule. With this higher 

percentage of knowledge, only 34.2% know that this vaccine is for diphtheria, 52.6% 

for tetanus, and 63.2% know that pertussis vaccine is included with the DPT. This 

can be explained by the fact that DPT is known as the triple vaccine without any 

further information. Mothers can recognize that this triple vaccine is included in the 

schedule but it may be difficult to memorise its composition, especially if this has not 

been tackled frequently by the media. A mother may feel that it is her duty to 

immunize her child with the vaccine but not to go further into complex information. 

For the VV group, 55.7% know that DPT vaccine is included in the schedule and 

36.1% know its time of administration. A much lower level of knowledge about the 

composition of DPT can be noted as it is only 12.0% for diphtheria, 13.3% for tetanus 

and 27.2% for pertussis. These results further confirm the effective role of health 

professionals in providing refined information that television campaigns cannot supply 

to the same degree. However, television has a prominent role, as evident by 

comparing the level of correct knowledge in both the VV and VN groups. 

Only 19.4% of the VN group know that DPT is a vaccine that is included in the 

vaccination schedule and 11.2% know the correct time for its administration. A very 

low level of knowledge regarding the composition of DPT is then expected. This is 

true especially for tetanus (4.1%), diphtheria (5.1%), and 11.2% know that it is for 

pertussis immunization. Most mothers who have incorrect knowledge refer to DPT 
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as a vaccine of polio and few think that it is for measles. 

Table (7:13): Chi-square critical value and level of significance for the 
difference in mothers' level of knowledge of each vaccine type and the date of 

vaccination between each two groups 

Knowledge Groups Chi-square 

Value DF Significance 

Wrong 
knowledge 
+ do not 
remember 
compared 
with correct 
knowledge 

Polio drops VVNN 35.15979 1 0.00000 

VV/CV 15.29900 1 0.00000 

CVNN 57.51489 1 0.00000 

Polio drops date VVNN 16.36901 1 0.00005 

VV/CV 54.05702 1 0.00000 

CVNN 96.08042 1 0.00000 

BCG VVNN 19.58744 1 0.00001 

VV/CV 1.40696 1 0.23556 

CVNN 24.32391 1 0.00000 

Tuberculosis 
vaccination date 

VVNN 19.96346 1 0.00001 

VV/CV 2.28309 1 0.13079 

CVNN 28.90584 1 0.00000 

Measles 
injection 

VVNN 27.00666 1 0.00000 

VV/CV 12.79239 1 0.00035 

CVNN 51.28318 1 0.00000 

Measles 
vaccination date 

VVNN 19.21965 1 0.00000 

VV/CV 34.23460 1 0.00000 

CVNN 77.00819 1 0.00000 

DPT vaccine VVNN 32.77694 1 0.00000 

VV/CV 18.32970 1 0.00002 

CVNN 72.098231 1 0.00000 

DPT vaccination 
date 

VVNN 19.14962 1 0.00001 

V V/CV 47.614261 1 0.00000 

CVNN 92.97625 1 0.00000 

Hepatitis B 
Vaccine 

VVNN 6.42134 1 0.01128 

VV/CV 98.66673 1 0.00000 

CVNN 106.15694 1 0.01128 

Hepatitis B 
Vaccine date 

VVNN 7.12911 1 0.00758 

VV/CV 92.14476 1 0.00000 

CVNN 90.47114 1 0.00000 
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3:7:5 MOTHERS' KNOWLEDGE OF A METHOD OF PROTECTION FROM 

EACH OF THE TARGET DISEASES (tables 8:14&8:15): 

(Select a method to protect our children from each of the following diseases. 

Question "9") 

Polio: Mothers in the three groups show a very high level of awareness, correct 

knowledge about the disease in terms of its signs or symptoms, as well as its 

vaccination schedule. Here we also expect that mothers will present a high level of 

correct knowledge regarding the ideal method of protection from polio. In fact, this 

is true where the three groups state the maximum correct knowledge, especially in 

both the CV and VV groups. 

The CV group show a maximum percentage (100.0%) of correct knowledge. Also, 

mothers in the VV group show 92.4% correct knowledge that polio can be prevented 

only by vaccination. Although the VN group show a lower level of knowledge 

(69.4%), it is the highest of all the diseases. This indicates that mothers in this group 

are more concerned with polio and how they can protect their children from it, than 

with any other disease. This can be the attitude's function as well as the availability 

of different sources of information. 

Measles:  Like polio, the three groups studied show a high level of awareness of 

measles, its symptoms or signs, as well as the measles vaccination schedule. As 

regards the ideal method of protection against measles, mothers show a good level of 

knowledge that varies among the three groups. The CV group show a very high level 

of correct knowledge (98.7%), which is followed by the VV group (79.1%), and then 

the VN group, which shows the lowest level (52.0%). 

As discussed before, the joint effect of both the health professionals and media 

campaigns can be demonstrated by the high level of correct knowledge in the CV 

group. However, the range of the television's positive effect can be isolated by 

comparing the VV group with the VN group regarding their level of knowledge. 

However, some mothers in both the VV and VN groups still have incorrect knowledge 
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about the method of protection against measles e.g. being indoors, wearing red-

coloured clothes, or even saying that there is no way of protection. They believe that 

it is an inevitable disease, as every child should catch measles. 

Infective hepatitis:  Although mothers in the three groups show a slightly higher level 

of awareness, only mothers in the CV group show a consistently high level of 

knowledge as regards the symptoms or signs of the disease as well as its vaccination 

schedule. Both the VV and VN groups show a drop in their level of knowledge, 

especially in the VN group. 

The highest level of correct knowledge as regards the method of protection against 

this disease is in the CV group (94.7%). This is followed by the VV group (60.8%). 

The VN group shows the lowest level of correct knowledge (23.5%). The role of 

health professionals in CV is very prominent and they are the first who are responsible 

for the difference in the level of knowledge between CV and VV. However, in 

villages health professionals cannot be blamed as the HBV is available only at the 

health centre in the capital of the province. On the other hand, the positive role of the 

television immunization campaigns can be demonstrated by comparing the level of 

knowledge in both the VV and VN groups. Mothers who are pro-vaccination believe 

in it as a preventive method for known, as well as unknown, diseases. This may 

explain the higher level of knowledge as regards the method of protection against 

infective hepatitis than the basic knowledge regarding infective hepatitis symptoms or 

signs, or the schedule of its vaccination. 

Tetanus:  It is an example of the disturbed pattern regarding the level of knowledge. 

The three groups studied show a moderate degree of awareness of tetanus whereas the 

CV group show the highest level. As regards tetanus symptoms or signs, mothers in 

the CV group show the lowest level, which rises again for tetanus's vaccination 

schedule. The CV group show the maximum level of correct knowledge (100.0%) as 

regards the method of protection against tetanus. Then comes the VV (85.4%) 

followed by the VN group (42.9%). The significant difference between VV and VN 

groups can be related to the intensive use of television health campaigns for 
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vaccination against tetanus. Although television makes a great effort to raise the level 

of awareness and knowledge of tetanus or tetanus neonatorum, it seems that it did not 

do the same regarding what the disease is, or the means of prevention. 

Diphtheria:  The level of mothers' awareness of diphtheria is moderate among all the 

three groups studied. Although this level drops for both the VV and VN groups as 

regards diphtheria symptoms or signs, with a further slide regarding its vaccination 

schedule, the CV group do not show this decline. Mothers in the CV group have the 

highest level of correct knowledge (78.9%) regarding diphtheria. Then comes the VV 

group (59.5%). This is followed by the VN group, who show a very low level of 

correct knowledge (17.3%). 

Mothers commonly see tonsillitis as an example of diphtheria that cannot be prevented 

and which is commonly recurrent. This may be responsible for the very low level of 

correct knowledge among the VN or even the VV group. The positive effect for the 

television immunization campaigns can also be illustrated by comparing the level of 

knowledge in both the VV and VN groups. 

Pertussis:  Pertussis is a disease of which the CV group show a moderate level of 

awareness, and a moderate level of correct knowledge regarding its signs or symptoms 

or its vaccination schedule. The VV group show a moderate level of awareness, lower 

than that in the CV group but higher than the level of awareness in the VN group. 

The level of knowledge as regards its symptoms and signs, as well as its vaccination 

schedule, in the VV group is low but still higher than that of the VN group. 

A pattern similar to diphtheria is expected as mothers confuse it with other kinds of 

cough. Some mothers still think that a cough is a feature of a growing child. 67.1% 

of mothers in the CV group show correct knowledge. 46.2% of the VV group show 

correct knowledge, compared to only 12.2% in the VN group. Both VV and VN show 

a high level of incorrect knowledge (27.2% and 38.8% respectively). The positive 

effect for the television immunization campaigns can also be seen by comparing the 

level of knowledge in both VV and VN groups. 
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Anaemia: It is a disease which is not tackled commonly by television, yet it is very 

common among all sectors of the population. 53.9% of the CV group show correct 

knowledge which can be attributed to personal communication with their health 

professionals and routine medical check-ups. At the same time, they are more likely 

to be exposed to other media where anaemia may be tackled. On the other hand, 

there is a very low level of correct knowledge in both VV and VN (12.0% and 9.2% 

respectively). These results demonstrate the role of television campaigns clearly, 

especially for the less privileged group. Furthermore, there is a very high level of "do 

not know" in the three groups (VV: 81.6%; VN: 85.7%; CV: 46.1%). This also 

reflects the importance of television campaigns for the three groups. The results also 

show the high validity of the MIS as evident by the absence of any significant 

difference between the VV and VN group. This also shows the validity of the 

research design as Casiro et al., (1994) concluded. 

Common cold: It is a disease which is very similar to anaemia in the way in which 

the media deal with it, although it is very common. It is very well known to almost 

every mother. 90.5% of the VV group show correct knowledge about the method of 

protection against the common cold, which is followed very closely by the VN 

(87.8%), and then the CV comes last with only 46.1%. Mothers in the village know 

that the common cold is a self-limiting disease which can be prevented by some 

traditional procedures e.g. keeping the child away from infected persons, or avoiding 

sudden exposure to cold weather. They got this knowledge from experience and 

passed it down from previous generations. On the other hand, mothers in the CV 

group depend mainly on health professionals. They do not trust that experience as all 

the diseases have the same symptoms but different diagnoses, which is the job of 

health professionals. They know that prevention is commonly through vaccination, 

which is not the case for the common cold. That is why they cannot answer correctly. 

This indicates the importance of experience as a source of information for both the 

VV and VN groups. It may also indicate the importance of media as a valuable 

source of information for mothers in the CV group. An important point is the absence 

of significant difference between the VV and VN groups as regards both anaemia and 

the common cold. This further signifies the validly of the MIS and the research 
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design. These can also be confirmed by the absence of significant difference between 

the three groups regarding the green flower disease. 

Table (7:15): Chi-square critical value and level of significance for the 
difference in mothers' knowledge level regarding the method of protection 

against each disease between each two groups 

Knowledge Groups Chi-square 

Value DF Significance 

Wrong 
knowledge 
+ do not 
remember, 
compared 
with 
correct 
knowledge 

Polio VVNN 23.36518 1 0.00000 

V V/CV 6.08416 1 0.01364 

CVNN 28.11224 1 0.00000 

Tuberculosis VVNN 61.99746 I 0.00000 

VV/CV 0.10356 1 0.74760 

CVNN 48.98182 1 0.00000 

Measles VVNN 20.63463 1 0.00001 

VV/CV 15.82603 1 0.00007 

CVNN 46.61841 1 0.00000 

Diphtheria VVNN 43.74818 1 0.00000 

VV/CV 8.63138 1 0.00330 

CVNN 65.84062 1 0.00000 

Whooping cough VVNN 31.44727 1 0.00000 

VV/CV 9.00074 1 0.00270 

CVNN 55.77541 1 0.00000 

Tetanus VVNN 51.41080 1 0.00000 

VV/CV 12.26924 1 0.00046 

CVNN 46.03874 1 0.00000 

Infective hepatitis VVNN 33.80982 1 0.00000 

V V/CV 29.25582 1 0.00000 

CVNN 87.70426 1 0.00000 

Common cold VVNN 0.48526 1 0.48605 

VV/CV 55.70501 1 0.00000 

CVNN 35.14400 1 0.00000 

Anaemia VVNN 0.50138 1 0.47889 

VV/CV 47.30108 1 0.00000 

CVNN 41.88409 1 0.00000 
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3:7:6 SUMMARY OF MOTHERS' KNOWLEDGE: 

Because the effect of the television immunization campaigns on mothers' knowledge 

is not directed to individually targeted items but to collectively increasing the general 

level of knowledge regarding each of the targeted diseases, it may be logical to 

estimate mothers' level of knowledge of each disease on one the hand and of all the 

target diseases on the other hand, using the constructed knowledge scale from 

questions number 5, 7, 22, 18, and 9. 

3:7:6:1 Knowledge of each of the recommended vaccines (table 7:16): 

A. group which have a high television coverage: 

Polio: Although experience is a major source of information, it is not enough to 

supply more sophisticated knowledge. The three groups show a maximum level of 

basic knowledge. The difference is obvious by examining more complex knowledge. 

The CV group show the highest level of knowledge among the three groups (95.0% 

can express correct knowledge as measured by the MIS' knowledge scale). This is 

followed closely by the VV group, where 84.6% can show correct knowledge of polio 

in general. The VN group show the lowest tendency to express the correct type of 

knowledge among the three sample groups. Although only 66.3% of mothers in the 

VN group show the correct information, this percentage represents the highest level 

of knowledge among them, compared with the other target diseases. 

Experience can play a major role for this high level of knowledge among the three 

groups of mothers. It is the major determining factor for the VN group. It also shares 

the support of television for the high level of knowledge in the VV group. Regarding 

the CV group, experience, television campaigns, as well as the other sources of 

information, mainly the health professionals or other media, can be responsible for 

their high level of knowledge. Another striking point is the very low level of 
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incorrect knowledge that mothers may give regarding polio (3.5%, 1.1%, and 2.0% for 

the CV, VV, and the VN groups respectively). This may indicate that experience 

never lies. Hasting (1987) also concluded that the extent of respondents' knowledge 

regarding the target diseases was related to familiarity. Yet, because experience of 

polio was rare in Scotland, there was a limited knowledge among respondents. This 

shows the importance of experience as a variable for determining the level of 

knowledge, as well as the evolution of health intervention according to the community 

need and aspiration which may differ from one community to another. It also shows 

the merit of continuous health education efforts to keep the knowledge at its highest 

level as experience fads with the gradual disappearance of the disease as a result of 

successful immunization as White et al., (1995) concluded. 

Measles: This is another example of a disease which receives a high level of 

television support, added to the experience acquired from its characteristic reddish skin 

rash after a period of very high fever, as well as its cyclical epidemic, where every 

susceptible child is more likely to catch the disease. As with polio, mothers are very 

unlikely to give incorrect answers as regards measles (2.6%, 3.8%, and 6.6% for the 

CV, VV, and the VN groups respectively). This also supports the role of experience 

as a source of health information. There is, corresponding with television attention, a 

very high level of correct knowledge regarding measles among mothers in both the 

CV and VV groups, but moderate knowledge among mothers in the VN group (90.8%, 

79.3%, and 59.4% respectively). This also supports the assumption that experience 

enhances the television's impact. 

B. A group which have a moderate level of television coverage: 

Infective hepatitis:  This is a disease which attracted television attention but only for 

a short time, compared to either measles or polio. Although the disease is not 

uncommon among Egyptians, mothers do not display the very high level of knowledge 

they have of polio or measles. This may show the long term cumulative effect of 

television health messages. Also, the absence of HBV from the health units may mark 
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the relevance of social mobilization and the cooperation of all groups with television 

to get the desired effects. It is important to show the role of health professionals by 

comparing the level of correct knowledge in the CV group (77.9%) with that in the 

VV group (40.0%). Nevertheless, the VV group can still show a higher level of 

knowledge than those in the VN group, where only 17.8% appear to have correct 

knowledge. Another striking point is the high incidence of "do not knows" (20.0%, 

54.7%, and 71.2% for the CV, VV, and VN groups respectively). 

From the above analysis, we can assume that: 

a) Health professionals and experience are the main enhancing factors for television's 

impact in bringing a positive change of knowledge in favour of health. 

b) The level of knowledge increases when the level of television attention is raised. 

c) Multiple media are more effective in changing knowledge than a single medium 

approach. 

Tuberculosis:  This is an example of not only moderate television attention but also 

the lack of professional health support. Only 50.0% of the CV group can express 

correct knowledge regarding tuberculosis. This can support the role of health 

professionals in supplying the required working knowledge. At the same time, only 

44.0% of the VV group can show correct knowledge regarding tuberculosis, compared 

to 15.3% of the VN group. Additionally, there is a high incidence of mothers who 

admit to lacking knowledge regarding tuberculosis, with totals of 39.3%, 45.5%, and 

63.3% of mothers in the CV, VV, and VN group respectively. This finding supports 

Swaddiwudhipong et al., (1992) regarding the positive role of health professionals in 

disseminating health information and preventive methods to the target population, or 

in fighting the source of incorrect information as Hyler et al., (1991) concluded. 

Diphtheria, Pertussis, and Tetanus:  These diseases follow the tuberculosis pattern 

of the level of correct knowledge among the three groups. The CV group have the 

highest level of knowledge (62.3%, 66.4%, and 75.7% for diphtheria, pertussis, and 

tetanus respectively). This is followed by the VV group (42.2%, 45.9%, and 57.6% 

show the correct information regarding diphtheria, pertussis, and tetanus respectively). 
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The VN group put forward a very low level of correct information (17.0%, 15.5%, and 

27.9% of mothers can give correct information regarding diphtheria, pertussis, and 

tetanus respectively). From these results, we can assume that: 

a) The lower the television's level of coverage, the lower the level of correct 

knowledge regarding the disease, and vice versa. 

b) Television may act in a different way, rather than just disseminating information 

to increase the level of positive knowledge (primary catch up). Television can 

stimulate a change of behaviour or attitude towards the subject directly, without the 

need for more sophisticated information. This initial change will, in turn, if positive 

enough, stimulate knowledge change (secondary catch up). 

3:7:6:2: Knowledge of target diseases (table 7:17): 

1) From a general point of view, the CV group show the highest level of general 

knowledge regarding the target diseases and their vaccines. Their high score is the 

result of a combination of different elements, such as: 

a) Television health campaigns; 

b) Exposure to other media; 

c) Active role of the health professionals; 

d) Intervening variables, mainly the high level of education; 

e) The positive attitude and behaviour and their positive impact on knowledge. 

2- The VV group show a moderate level of correct knowledge of target diseases, yet 

higher than that of the VN group. Such a high level is a result of: 

a) Television health campaigns; 

b) Experience with the disease itself; 

c) Positive attitude and behaviour and their positive impact on knowledge gain. 

By comparing the results of both the CV and the VV groups, we can demonstrate the 

enhancing effect of exposure to multiple media, and health professionals, as well as 

high education.. 
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Table (7:17)• Frequency table showing mothers' knowledge of vaccination 

KNOWLEDGE Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Incorrect 4 5.6 13 8.5 14 14.0 

Correct 56 74.1 89 56.2 30 31.2 

Do not remember 16 20.3 56 35.3 54 54.8 

Total 76 100.0 158 100.0 98 100.0 

3) The VN group show the lowest level of correct knowledge regarding the target 

diseases. Their correct knowledge derived mainly from their experience with the 

disease. By comparing the results of both the VV and the VN group, we can discount 

the role of experience or health professionals, and the positive role of the television 

immunization campaign on mothers' knowledge can then be demonstrated. This 

finding is supported by findings of Zimicki et al., (1994) which suggest that the 

increase in knowledge is related to exposure to mass media campaigns. 

3:7:7 CONCLUSION: 

1) Television is considered a valuable source of information for an individual's or a 

community's health. Mothers in a rural area believe that television is a major channel 

to supply them with information regarding their children's immunization. If a mother 

does not have a television set, she might depend on her friends or other family 

members to supply her with health information, with an end result of transmission of 

misbelief from generation to generation. From this perspective, the decision to use 

television to channel health information regarding child health, can be considered a 

very successful option. 

2) There should be room in a mother's cognitive system for television to practise its 

role in enriching her with health information and for the new information to settle in. 
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Experience (direct or indirect) can form an important source of information which may 

occupy the whole available space. This is more evident in diseases like polio or 

measles where the television's role in raising mothers' level of awareness or supplying 

them with basic information cannot be isolated. If a health educationalist is looking 

to limit the role of experience (decreasing the incidence of the disease), more space 

in a mother's cognitive system should be free for the new information. This forms 

a further challenge for television in the near future. Television should supply the 

mother with missed experiences indirectly to be able to promote child health. 

3) By acknowledging the role of experience as a source of basic information and 

awareness, this effect is attenuated by increasing the level of complexity of the 

knowledge offered, like the vaccination schedule for example. 	Face-to-face 

communication with a credible source can be very valuable in that respect and 

enhancing to the impact of television in reaching the target population. This may also 

form an additional role for television to play, not only to educate the public but also 

to supply health professionals and health workers with the necessary information. 

However, health professionals are not easily available to the mass population. In that 

case, television constitutes the most accessible and the cheapest source of health 

information to reach the mass population with a credible health message. 

4) The health unit, in a village, can play an important role for health education. It can 

supply a mother with information regarding the available health service. Television 

can have an important role, not only in raising mothers' awareness of child 

immunization, but also in creating public opinion regarding the available health 

services. At the same time, it may attract the attention of both governmental and non 

governmental organizations to health services' availability and their sustainability, 

which, in turn, can affect mothers' knowledge. 

5) Multiple media are always preferable and more effective in reaching the target 

population with all their different segments. Each medium has an enhancing effect 

for the other medium. Television health messages should stimulate other forms of 

communication, like interpersonal for example, in a positive way and should also 
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attract the attention of other media to respond to the health issue in question. 

6) Television health messages should reflect people's needs and inquiries to achieve 

a positive effect. The message should tackle knowledge and fallacies in a society 

wisely and discuss them in a positive way to explore the truth. This indicates the 

importance of formative audience research to find an effective message to use. A 

health educator should also take advantage of a national or local occasion to send his 

messages e.g. the anniversary of the death of the most popular Egyptian singer by 

bilharziasis could be a perfect time to spread an educational television message about 

bilharziasis. 

7) From the above conclusions, supported by the research results and analysis, it could 

be possible to conclude that: 

■ Television campaigns are an appropriate strategy to reach the target mothers with 

the health message formulated regarding child immunization. 

■ Television, with its high potential, is an effective medium when used to improve or 

change mothers' knowledge as regards child immunization. 
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Part Three: Data Analysis 

CHAPTER EIGHT 

MOTHERS' ATTITUDE 

3:8:1 INTRODUCTION: 

The effect of television immunization campaigns on mothers' attitude towards 

immunization is analyzed in this chapter. Mothers' affective attitude demonstrates 

their feeling towards immunization and its relation with the target diseases (i.e. 

receiving the health threat, acceptance of immunization, as well as their feeling 

towards immunization side effects). Mothers' cognitive attitude is also examined to 

show their understanding and their own judgment regarding vaccines' function, the 

effectiveness of each vaccine, and vaccination side effects. Furthermore, mothers' 

intention towards immunizing their children is examined to demonstrate the conative 

component of the attitude system. 

Results of the three attitude dimensions form an attitude scale that can measure 

mothers' general attitude towards immunization in the three groups studied (CV, VV, 

and VN). In addition to analysis of the direction of attitude change, the effect of 

exposure to television immunization messages on the stability or the strength of 

mothers' attitude is also examined The television's effect is clarified by comparing 

mothers' attitudes among the three groups studied (CV,VV, and VN), as was done 

previously with mothers' knowledge. 
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3:8:2 MOTHERS' AFFECTIVE ATTITUDES: 

Mothers' affective attitude in the three groups studied is examined towards the 

following: 

3:8:2:1 The target diseases (tables 8:1&8:2): 

(If a child is infected with one of the following diseases, how dangerous do 

you think it is? Question "6"). 

Polio: Although all of the CV group have a positive affective attitude towards the 

seriousness of polio, only 73.7% consider it a very dangerous disease. In the VV 

group, all mothers have a positive attitude but it is a slightly higher percentage than 

CV for those who consider polio a very dangerous disease (79.7%). Similarly, all the 

VN group have a positive attitude, with a higher percentage (88.8%) for those who 

consider polio as very dangerous. This can be referred to their perception of health. 

They mainly view health as physical fitness. A physically handicapped person is 

considered lacking all health and is dependent on others for a living. This is mainly 

enforced by the need for complete physical strength to survive (in farming for 

example), as well as the lack of other alternatives. This point of view is different in 

the CV group, where they view health in broader terms as an aid to survive better. 

Their frame of reference is wider. As long as polio does not kill the person, but is 

a distressing crippling disease, it tends to appear less dangerous. Though handicapped, 

a person can live with an intact mind, and enjoy high status'. 

Measles: In the CV group, 81.6% have a positive attitude. The majority of them 

(67.1%) feel that it is less serious. They feel that it is not one of the major killer 

diseases. The child may suffer but in most cases, with good medical care, the child 

1  Mr. Taha Hussen, the former minister of education in Egypt, though blind, held two PhDs. He was 
considered the leading figure of Modern Arabic Literature. 
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recovers completely and will acquire permanent immunity. As discussed before, they 

miss the experience. This can be demonstrated by a higher percentage of "undecided" 

(18.4%) compared to both the VV and VN groups for "undecided" (0.6% and 2.0% 

respectively). Long-term and gradual changes of attitude towards "do not know" are 

expected with continuous immunization. It is the role of the media to keep their 

attitude highly positive (McGreal, 1996). 

In the VV group, measles gains a positive attitude among 98.7% of mothers. This 

percentage represents a more positive attitude than in the CV group. Although the 

majority feel that it is a fairly dangerous disease, 32.9% still take the view that it is 

very dangerous and a killer disease (only 14.5% of mothers in CV feel so). In the VN 

group, an even more positive attitude is noted than in CV. A total of 96.0% of 

mothers have a positive attitude and only 2.0% "do not know". Like the VV group, 

the majority feel it is a fairly dangerous disease (53.1%) but with a very small margin 

over those who feel it is a very dangerous disease (42.9%). This means that 

experience has a role in attitude formation towards measles. If this practical 

experience is missing, television will be the main tool either for creating a new 

attitude, or enforcing the existing positive attitude. 

TB: Tuberculosis is neither a common disease in rural areas nor among the higher 

social classes (as discussed before). At the same time, private doctors are reluctant 

to give the BCG in their private clinic. In the CV group, 78.9% have a positive 

attitude towards TB. The majority (65.8%) feel that it is a fairly dangerous disease 

with another 21.1% who do not know their attitude towards TB. These results 

demonstrate the positive role of the television campaigns on mothers' attitude in the 

CV group (after potentially controlling the role of experience and of health 

professionals). 

In the VV group, 79.1% (almost the same percentage as in CV) have a positive 

attitude towards TB. A relatively high percentage (49.4%) feel that it is a very 

dangerous disease. A total of 19.0% do not know exactly how they feel towards TB. 

On the other hand, only 49.0% of the VN have a positive affective attitude towards 
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TB (significantly lower than both CV and VV groups). The lack of exposure to 

television immunization campaigns may provide an explanation for this low level of 

positive attitude. This, together with the lack of experience, may also explain the 

relatively high percentage of "do not knows" (50.0%). 

Infective hepatitis (IH):  The attitude level is similar to that for TB among the three 

different groups. In the CV group, 97.4% have a positive attitude for IH, and 63.2% 

feel that it is a very dangerous disease. Only 2.6% "do not know" their attitude. 

In the VV group, 85.5% have a positive attitude with a majority of 65.2% showing 

a very strong positive attitude (almost the same percentage as CV). Another 12.7% 

(higher than those in CV) are not sure yet what their view is. On the other hand, 

52.1% of the VN have a positive attitude, highly significantly lower than those in CV 

or VV groups. Only 28.6% feel that it is a very dangerous disease. A very high 

percentage (43.9%) are not sure yet what their attitude is. The positive television 

impact on mothers' attitudes towards IH can be demonstrated by comparing the VV 

and VN groups, especially for the "do not know" groups. 

Tetanus:  It follows the same pattern as TB and IH, yet there is not a single mother 

who has a negative attitude throughout the three groups. In the CV group, 97.4% 

have a positive attitude towards tetanus, with 92.1% feeling that it is a very dangerous 

disease. They believe that it is an untreatable disease and can be fatal. In the VV 

group, 87.3% have a positive attitude towards tetanus with 75.3% having a strongly 

positive attitude. Although 41.8% of the VN group showing a strongly positive 

attitude, another 42.9% are undecided. This is the highest percentage of "do not 

knows" among the three groups. The positive effect of television campaigns on 

mothers' attitude can be shown by comparing both the VV and VN groups. The 

effect of the other variables can also be shown by comparing CV and VV (e.g. other 

media or experience). 
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Pertussis:  It is another example of how television health campaigns can stimulate a 

positive change in attitude. In the CV group, 63.2% have a positive attitude towards 

pertussis with 40.8% feeling that pertussis is fairly dangerous. There is a high 

percentage of "do not knows" in this group (31.6%) which is mainly due to lack of 

experience, as well as their mistaking it with a cough or pneumonia. 

Just as in CV, 60.1% of the VV group have a positive attitude towards pertussis. 

37.3% feel that it is a fairly dangerous disease. This may be related to the confusion 

between pertussis and other types of cough, or to the common misdiagnosis of a 

prolonged cough lasting for one or two weeks as a pertussis case, especially with the 

absence of the characteristic whoop in small children. The mother's feeling that this 

is a fairly dangerous disease stems from her experience. There is a high percentage 

of "do not knows" in this group (34.8%) which is quite close to that of the CV group. 

This may reflect the positive change in attitude induced by the television when 

compared with mothers' attitude in the VN group. 

Only 7.2 % of the VN group have a positive attitude, with 53.1% displaying a 

negative attitude. This is in fact due to the common confusion with all other kinds 

of cough and the belief that pertussis is like a common cold. Mothers still believe that 

a cough is a sign of a growing child and that every child should cough. Comparing 

both VV and VN groups, we can note the strong indication of a positive change in 

beliefs and in the affective attitude for pertussis. Television can even change attitude 

which has been built on an incorrect frame of reference. 

Diphtheria:  It is like pertussis in that the role of television is apparent in positively 

changing attitude towards health. In the CV group, 73.6% have a positive attitude 

towards diphtheria, with 53.9% feeling that it is a very dangerous disease. Although 

they lack experience with diphtheria, this can be attributed to the positive effect of the 

media, plus face-to-face communication with their health professionals. However, 

26.3% still do not know exactly what their feeling towards diphtheria is. 
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Table (8:2): Chi-square critical value and level of significance for the 
difference in mothers' affective attitude level towards the seriousness of each 

disease between each two groups 

Disease Groups Chi-square 

Value DF Significance 

The 
negative + 
neutral 
affective 
attitudes 
compared 
with the 
positive 
affective 
attitude 

Polio VVNN 3.52796 1 0.06034 

VV/CV 1.09127 1 0.29619 

CVNN 6.65801 1 0.00987 

Tuberculosis VVNN 25.06814 1 0.00000 

VV/CV 0.00086 I 0.97661 

CVNN 16.32790 1 0.00005 

Measles VVNN 2.09526 1 0.14776 

VV/CV 23.70845 1 0.00000 

CVNN 9.48975 1 0.00207 

Diphtheria VVNN 31.27192 1 0.00000 

VV/CV 0.06064 1 0.80549 

CVNN 2345334 1 0.00000 

Whooping cough VVNN 70.84141 1 0.00000 

VV/CV 0.19841 1 0.65600 

CVNN 62.12817 1 0.00000 

Tetanus VVNN 30.05470 1 0.00000 

VV/CV 6.05675 1 0.01385 

CVNN 36.66040 1 0.00000 

Infective 
hepatitis 

VVNN 33.96744 1 0.00000 

V V/CV 7.64795 1 0.00568 

CVNN 43.47187 1 0.00000 

As in the CV group, 72.1% have a positive attitude towards diphtheria in VV, with 

48.7% feeling that it is a very dangerous disease. Another 25.9% do not know exactly 
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what their opinion is regarding the dangers of diphtheria. This may be due to the 

confusion with tonsillitis. The insignificant difference in the attitude pattern between 

CV and VV should draw attention to the positive role of educational television for 

disadvantaged people. For the VN group, only 36.7% have a positive attitude towards 

diphtheria. A very high percentage of "do not knows" (60.2%) is expressed for this 

disease. Again, this may be due to the long-standing confusion with tonsillitis and the 

lack of any educational media. By comparing the attitude level in both VV and VN 

groups, the potentially positive role of television can be demonstrated, not only in 

attitude formation but also in reinforcing existing positive attitude. 

Common cold and green flower:  Common cold is a very common disease with a 

well known very mild degree of seriousness, while green flower is an unknown 

controlled disease with an unknown degree of seriousness. The inclusion of these 

diseases is to examine how mothers can see different diseases in relation to others i.e. 

what are their boundaries for disease seriousness. It also explores the validity of the 

MIS and the research design. 

In the CV group, 82.9% consider common cold as not such a dangerous disease (i.e. 

mild negative attitude). A discrepancy between the weakly negative attitude (43.7%) 

and the strongly negative attitude (53.8%) appears among VV mothers. 75.5% of 

mothers in VN feel that it is not dangerous at all (strongly negative attitude). By 

comparing the attitude level of both the VV and VN groups, we can claim that 

television can generate a general attitude towards health, especially for disadvantaged 

people. Through exposure to television, it is more likely that a mother will take her 

sick baby to a doctor for medical advice, even for a common cold instead of relying 

on traditional means of treatment. 

The insignificant difference between the three groups regarding the fake green flower 

disease, as well as the reporting "do not know" for almost all mothers, confirm not 

only the validity of the MIS, but also that of the research design. There is no basis 

to suggest that any group of mothers gives a non valid answer. 
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3:8:2:2 Importance of each vaccine (tables 8:3&8:4): 

(How important is it to you to keep immunizing your child against the 

following diseases? Question "11"). 

A mother may feel that it is very important to immunize her child against a certain 

disease or, at the other end of the spectrum, may feel that it is not important at all. 

She is expected to have a strongly positive attitude if she realises the seriousness of 

the disease, the susceptibility of catching the disease, and the effectiveness of the 

vaccine itself. Generally, mothers will do their best for their children even if the 

benefit from the proposed action is relatively small or uncertain. That is why it is 

more likely that mothers who cannot decide whether the vaccine is effective or not 

take positive side regarding the importance of vaccination. It is an expression of the 

tendency towards positive behaviour regarding their child's health. Additionally, a 

mother may feel it is important to immunize her child regardless of her knowledge of 

that disease or even the vaccine itself. She will express this attitude for all the 

diseases mentioned i.e. all the diseases are bound together in one block and a general 

positive attitude is formed towards that block. 

Polio:  All the CV group have a positive attitude towards vaccination against polio, 

with 93.4% feeling that it is very important to vaccinate their children against polio. 

This even includes mothers who do not know whether the vaccine is effective or not. 

At the same time, 93.0% of the VV group have a positive attitude regarding the 

importance of immunization against polio. This includes two cases of mothers who 

have not immunized their children because of other competing factors (e.g. family 

criticism and pressure). Only 71.4% of the VV group have a positive attitude of 

which 59.2% feel it is very important to immunize the child against polio, and another 

14.2% having a negative attitude. The nine mothers who have not immunized their 

children have a neutral attitude. This may represent an intermediate step in the 

incongruent change of the mothers' attitude towards the positive side, which can be 

enhanced and fastened by exposure to television campaigns. The effect of television 

in positively changing attitudes can be more evident by noting the significant 

difference when mothers' attitude patterns in both VV and VN groups are compared. 
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At the same time, the small difference between the CV and VV groups points to the 

minor effects of the other intervening factors, such as educational level, or health 

professionals. Their role will be further explored through analysis of other diseases. 

Measles:  In the CV group, 94.7% have a positive attitude regarding the importance 

of measles vaccination with 84.2% feeling that it is very important to immunize their 

children against measles. There is not a single mother who has a negative attitude. 

At the same time, 91.1% of the VV group have a positive attitude, with 75.9% feeling 

that it is very important to immunize their children against measles. Even for those 

who do not immunize their children, their attitude varies from strongly negative to "do 

not know" i.e. not all have negative attitude. 

As regards VN, 66.3% have a positive attitude, with only 54.1% feeling that it is very 

important to immunize their children against measles. Another 13.3% do not know 

what their attitude is. As with polio, they are the most liable to change their attitude 

to the positive side. This may stress the importance of television as a factor for 

changing attitude in the desired direction. The television's positive role can also be 

explained by the significantly more positive attitude among those who watch television 

compared with the VN group. Also, the insignificant difference between the CV and 

VV groups can be referred to the insignificant role of other intervening factors. 

HBV:  In the CV group, 88.1% have a positive attitude regarding the importance of 

vaccinating their children against IH, with 85.5% feeling that it is a very important 

vaccine (strongly positive attitude). We can assume the reasons behind this high 

degree of positive attitude as follows: 

a) Exposure to the media immunization campaign; 

b) Face-to-face communication with credible health professionals; 

c) Absence or at least the lack of experience with any side-effects of HBV; 

d) Positive experience with the outcome of HBV; 

e) Awareness of the seriousness of the disease. 

In the VV group, 82.9% have a positive attitude regarding the importance of HBV. 
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71.5% of mothers feel that it is very important to vaccinate their children with HBV. 

The reasons behind these results can be explained by the exposure to the television 

campaigns with their positive role on attitude, the positive and extended attitude for 

vaccination in general, as well as the positive experience with the vaccine. The 

insignificant difference between the CV and VV groups may also exclude the role of 

intervening factors, leaving mother's exposure to television immunization campaigns 

the main factor responsible for mothers' positive attitude. This can be confirmed by 

analysis of the attitude level between the VV and VN groups. 

In the VN group, 48.9% have a positive attitude towards the importance of vaccinating 

their children against IH with 36.7% feeling that it is very important to vaccinate their 

children against IH with HBV. Another 37.8% (a relatively high percentage) have a 

neutral attitude. The relatively low percentage of positive attitude and the higher 

percentage of "do not knows" can be explained by the lack of both exposure to 

television campaigns, and the supportive health unit, as well as the more "do not 

knows" for other diseases, which creates a general neutral attitude for all vaccinations. 

TB: In the CV group, 52.6% have a positive attitude. This is a relatively low 

percentage compared to other diseases. This compares to 39.5% of "do not knows". 

These results can be explained by the positive role of media campaigns, and the lack 

of encouragement from health professionals or even their expression of a negative 

attitude towards BCG. On the other hand, 78.5% of the VV group have a positive 

attitude. It is the only attitude which is more positive than in CV group which may 

significantly exclude the role of intervening factors such as educational level or social 

class. Still higher than for the CV, 60.8% feel that it is very important for them to 

vaccinate their children with BCG. Only 12.7% have a neutral attitude. These results 

can be explained by the positive role of television health messages, the active health 

unit where the health staff recommend BCG routinely, the general positive attitude 

towards immunization, as well as the minor side-effects of the vaccines e.g. local 

abscesses may be a factor for the negative attitudes. 

In the VN group, 42.8% have a positive attitude towards immunization with BCG. 
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Only 35.7% have a strongly positive attitude. This relatively low percentage is 

accompanied by a similar percentage of neutral attitude (39.8%). These results can 

be explained by the lack of both exposure to television immunization messages and 

experience with the disease as it is less common than in slum or urban areas. Also, 

a negative past experience with BCG may enhance the already negative attitude 

towards immunization. The positive role of television campaigns can be explored by 

comparing the attitude level in both the VV and VN groups. 

Tetanus:  All the CV group have a very strong positive attitude. In the VV group, 

86.7% have a positive attitude regarding the importance of vaccinating their children 

with TT, of which 72.8% feel that it is very important to vaccinate their children 

against tetanus. On the other hand, 54.1% of the VN group hold a positive attitude, 

with 42.9% feeling that it is very important for them to immunize their children. The 

percentage having a neutral attitude (27.6%) is higher than those in VV (5.1%). These 

results can be explained by: 

a) The exposure to a long-standing television campaign for the CV and VV groups, 

an advantage that VN group misses; 

b) The routine contact and support of health professionals, an advantage that mothers 

in CV have; 

c) The secret burials of a neonate in rural areas which might lead to a lack of 

experience with the neonatal tetanus for both the VV and VN groups; 

d) It is not uncommon for a mother to believe that tetanus is a really serious disease 

but for adults only, as babies are too young to get it. Consequently, they believe 

there is no need for vaccination. However, television can give the mother this missed 

experience as well as correct the misbelief; 

e) The occurrence of a pro-vaccine attitude directed to all vaccines as a block. 

Diphtheria:  In the CV group, 76.3% show a positive attitude towards vaccination 

against diphtheria, with 69.7% feeling that it is very important to vaccinate. There is 

not a single case of negative attitude. At the same time, 77.3% of the VV group 

have a positive attitude, with 62.7% having a strongly positive attitude. They feel that 

it is very important for them to vaccinate their children against diphtheria. Only 6.4% 
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have an anti-vaccine attitude. For mothers in VN, 43.9% have a positive attitude with 

37.8% feeling that it is very important (strongly positive attitude) to immunize their 

children against diphtheria. A much higher percentage (40.8%) do not know exactly 

what their attitude is. These results can be explained by: 

a) Television campaigns which may have a great role in changing attitude in a more 

positive direction. They may at least have some effect in changing negative attitude 

to neutral. This positive change in mothers' attitude is evident by noting the 

significant difference in mothers' attitude level in both the VV and the VN groups; 

b) The insignificant role of the intervening factors such as educational level or 

occupation, as evident by the insignificant difference between the CV and VV groups. 

c) Mothers who do not know are most commonly lacking knowledge of that particular 

disease or they have incorrect knowledge; 

d) Again, mothers react to immunization as one block, not showing separate reactions 

for separate diseases. This may be true to some extent, except when mothers have 

confidence in their knowledge of each disease and its related vaccine. This implies 

the importance of the consistency between a mother's attitude and her knowledge 

regarding a disease. 

Pertussis: A total of 75.0% of the CV group have a positive attitude with 57.9% 

having a strongly positive attitude, while another 25.0% have a neutral attitude. As 

with tetanus and diphtheria, there is not a single mother who has a negative attitude. 

At the same time, 72.1% of the VV group have a positive attitude regarding 

immunization against pertussis, with 52.5% showing a strongly positive attitude, while 

another 12.1% have a negative attitude. Only 29.6% of the VN group have a strongly 

positive attitude. There is a relatively large percentage of "do not knows" (36.7%). 

These results can also be explained by: 

a) The effective television immunization campaign causes the significant difference 

in positive attitude between the VV and the VN groups, but the insignificant 

difference between the CV and VV groups excludes the intervening factors' effects; 

b) Confusion between pertussis and other types of cough; 

c) The high level of negative and neutral attitudes, particularly among the VN group; 

and lack of knowledge about the vaccine, which is more prominent in the VN group. 
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Table (8:4): Chi-square critical value and level of significance for the 
difference in mothers' affective attitude level towards the importance of each 

vaccination between each two groups 

Disease Groups Chi-square 

Value DF Significance 

negative + 
the neutral 
affective 
attitude 

with 
the positive 
affective 
attitude 

Polio VVNN 21.87179 1 0.00000 

VV/CV 5.55214 1 0.01846 

CVNN 25.87867 1 0.00000 

Tuberculosis VVNN 23.32284 1 0.00000 

VV/CV 15.43871 1 0.00009 

The 
 CVNN 1.64123 1 0.20016 

Measles VVNN 24.84434 1 0.00000 

VV/CV 0.93538 1 0.33347 

compared 
 CVNN 20.63567 1 0.00001 

Diphtheria VVNN 29.34050 1 0.00000 

VV/CV 0.02338 1 0.8746 

CVNN 18.49521 1 0.00002 

Whooping cough VVNN 27.93347 1 0.00000 

VV/CV 0.21157 1 0.64554 

CVNN 22.65911 1 0.00000 

Tetanus VVNN 33.65007 1 0.00000 

VV/CV 11.09717 1 0.00086 

CVNN 47.07167 I 0.00000 

lifefligitla 
VVNN 33.11259 1 0.00000 

VV/CV 1.08507 1 0.29757 

CVNN 29.31773 1 0.00000 

Green flower:  This is, again, a fake disease to examine the validity of the MIS. 

Mothers in CV built their attitude on a scientific basis and relevant knowledge. Only 

2.6% feel that it is not important at all. However, 97.4% express a neutral attitude as 

regards the importance of vaccinating their children. This situation differs for mothers 
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in both the VV and the VN groups, where they categorise attitude towards 

immunization in general in one block. They are generally pro-vaccination. 

In the VV group, 44.3% show a neutral attitude towards this completely un-known 

disease, with 50.0% expressing their positive attitude towards the importance of 

vaccination against the green flower disease. "If I recognise that there is a vaccine 

for my child in the health unit, I will rush immediately to the health unit to vaccinate 

my child" one mother said. As in the VV group, 45.9% of the VN group show a 

neutral attitude regarding vaccinating their children against the green flower disease, 

and another 34.7% show a pro-vaccination attitude. The negative attitude is mainly 

for those mothers who do not accept vaccination from the start. It is one category of 

attitude directed towards the whole set of vaccines. 

3:8:2:3 Vaccination's side-effects (tables 8:5&8:6): 

(How dangerous are the disadvantages of immunization? Question "12B"). 

This is an eventuality question for those mothers who reported some complications for 

immunization. Vaccination has some side-effects. Yet it provides valuable protection 

from many diseases. Each mother has to weigh these two factors to reach a 

conclusion and to form her evaluative beliefs about vaccination. Almost all mothers 

in the CV group (98.7%) have positive beliefs in favour of vaccination, and 72.4% 

believe that it is completely safe. In the VV group, 88.6% have positive beliefs about 

the safety of vaccination, with 72.1% believing that it is completely safe. On the 

other hand, 64.3% of the VN group have positive beliefs regarding vaccination safety, 

with 61.2% believing that it is completely safe. These results can be explained by: 

a) Mothers vaccinate their children only if they have positive beliefs that the vaccine 

is safe. Some mothers believe that vaccines have some complications but the final 

outcome (i.e. protection of the child) will out-weigh the side-effects. Thus, they show 

a positive evaluation and are expected to immunize their children. Mothers who show 

negative evaluative beliefs of immunization, are expected to show negative behaviour. 
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Table (8:5): Frequency table showing mothers' affective attitude (evaluative 
belief) towards the vaccination's side-effects 

ATTITUDE Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Strongly negative 0 0.0 7 4.4 22 22.4 

Fairly negative 0 0.0 1 0.6 3 3.1 

Undecided I 1.3 10 6.3 10 10.2 

Fairly positive 20 26.3 26 16.5 3 3.1 

Strongly positive 36 47.4 64 40.5 15 15.3 

Not applicable* 19 25.0 50 31.6 45 45.9 

Total 76 100.0 158 100.0 98 100.0 

* Mothers who reported no disadvantage for immunization. 

b) The VN group have the lowest percentage of positive evaluative beliefs as there is 

more widespread fear of vaccination complications. 

c) The significant difference between the VV and VN groups can be explained by the 

difference in exposure to television immunization messages. 

Table (8:6): Chi-square critical value and level of significance for the 
difference in mothers' affective attitude level towards the vaccination's side-

effects between each two groups 

Attitude Groups Chi-square 

Value DF Significance 

Negative+neutral affective 
attitudes compared with 
positive attitude 

VVNN 36.93963 1 0.00000 

VV/CV 6.11557 1 0.01340 

CVNN 53.25526 1 0.00000 

3:8:3 MOTHERS' COGNITIVE ATTITUDE: 

Mothers' cognitive attitude is measured in the three groups towards the following: 
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3:8:3:1 Vaccine's function (tables 8:7&8:8): 

(State your opinion to "I am vaccinating my child to be sure that he/she will 

never suffer from the serious diseases", question "24". How can we protect our 

children from the dangerous diseases? Question "14"). 

Most of the three groups understand that immunization offers protection to children 

against the killer diseases. This understanding derived from previous experience with 

the vaccine or with the disease itself, as well as the information they gained from 

different sources. Their positive attitude can be based on incorrect belief with false 

expectations e.g. a mother may believe that immunization protects her child against 

gastro-enteritis or pneumonia. Obviously, this is derived mainly from the vague 

understanding of what is known about the immunization e.g. "health injections or 

immunization protects your child's health". On the other hand, a mother may have 

a negative attitude towards the protective function of the vaccine because she believes 

that vaccines are curative rather than preventive. At the same time, mothers may have 

doubts about what is given free of charge in the health unit. This belief is enforced 

by doctors who usually ask the mother to buy the medicine from outside the health 

unit or from them directly, but never use free medicine. These false beliefs are 

prevalent in rural areas rather than in Cairo, where they believe in modern medicine 

and in the scientific etiology of diseases rather than supernatural or natural causes. 

All the CV group have a strongly positive belief that immunization is for protection 

of their children from the target diseases, yet some other diseases are not preventable. 

Table (8:7): Frequency table showing mothers' cognitive attitude towards 
immunization's function 

ATTITUDE Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Strongly negative 0 0.0 1 0.6 12 12.2 

Fairly negative 0 0.0 5 3.2 9 9.2 

Undecided 0 0.0 10 6.3 9 9.2 

Fairly positive 0 0.0 25 15.8 6 6.1 

Strongly positive 76 100.0 117 74.1 62 63.3 

Total 76 100.0 158 100.0 98 100.0 
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Also, 89.9% of the VV group have positive belief in the protective function of the 

vaccines. This is significant compared to the relatively low percentage of the VN 

group (69.4%) who have a positive belief regarding vaccine function. This difference 

in attitude can be related to exposure to the television campaigns that supply mothers 

with the correct information which shaped their beliefs and attitudes. Television 

immunization messages can also correct information which has been gained by direct 

experience. This is the opposite of the VN group, who developed their attitude mainly 

on the basis of their direct or indirect experience, that may be incorrect. The 

influence of the television campaigns on attitude or belief change can be demonstrated 

further by comparing the level of negative attitude of the VV group (3.8%) and that 

of the VN group (21.4%). 

Mothers who have a negative attitude believe that diseases like polio are caused by 

God as a test to their faith. This means that they have to accept it as fate. Mothers 

may believe in angry or unhappy ancestors, or witchcraft. These are all supernatural 

forces about which modern medicine cannot do much but education can. A baby may 

be so good (e.g. beautiful, a strong, good eater, and so forth) that a witch may cast a 

disease on him/her (just by looking with her eyes). The baby may catch any disease, 

in accordance with his prominent good character and what the witch might have seen. 

For example, if the baby is strong and muscular or can walk easily, s/he may develop 

polio. If the baby is beautiful or intelligent, he may suffer recurrent falls and repeated 

fractures, injuries, mental retardation or even death. If the baby is well-built, s/he may 

develop severe diarrhoea. The mother in that case has to draw a figure on a paper 

representing the suspected witch. She then has to punch seven small holes, using a 

pin, in each of the figure's eyes. She usually mentions the name of the suspected 

witch with each punch. Then the figure must be burned with anything that belongs 

to the suspected witch (a small piece of her clothing, her hair, and so on) and the 

ashes will be used as an eyeliner for the baby's eye. There are six mothers (3.8%) 

among the VV group and 19 mothers (19.4%) among the VN group who still believe 

that diseases are caused by such supernatural causes. 
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Mothers may attribute illness to an imbalance of hotness and coldness, or dryness and 

moisture. For example, exposing the baby's abdomen, even for changing the diaper, 

may be a cause of coldness for the abdomen. Consequently, severe diarrhoea will 

occur. In that case, the "pillar of the abdomen" (in the mother's expression) will be 

disconnected. An old woman may be of more help than any health professional in 

reconnecting this disconnected "pillar" through circular massaging of the baby's 

abdomen with hot olive oil to get the coldness out. This is an example of natural 

forces that cannot be avoided by modern medicine (in the mother's belief). In this 

respect, a mother may believe that she knows much better than those helpless health 

professionals. This belief in natural causes is not as salient among mothers in rural 

areas as the supernatural causes. Only four mothers (2.5%) in the VV group as well 

as 13.3% in the VN group believe in natural causes. For both these two factors, the 

concept of prevention with modern medicine may not agree with mothers' beliefs in 

the causes of diseases and death. People regard infant death as a natural event. They 

may not give a name to the baby or record him/her until the infant passes the first 

forty days. This does not mean that parents do not value their baby's health, but rather 

they accommodate themselves to what has been inevitable. 

3:8:3:2 Effectiveness of each vaccine (tables 8:9&8:10): 

(In your opinion, how likely is an immunized child to catch any of the following 

diseases. Question "10"). 

Polio: In the CV group, 90.8% believe that polio vaccine can effectively prevent the 

occurrence of polio with 56.6% thinking that it is very rare for a child to catch polio 

after proper vaccination. Another 9.2% do not know exactly whether the child can 

catch the disease or not. The occurrence of polio vaccine in three doses creates doubt 

about its effectiveness. "If it is so effective, why should it be administered many 

times?" is not an uncommon question. Similarly, 89.9% of the VV group have a 

positive attitude regarding polio vaccine's effectiveness. There is a higher percentage 

than in CV (65.2%) of who reported very strong positive attitude towards polio 

vaccine's effectiveness. This may be because they lack more advanced knowledge of 
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the CV or have a blind faith in medicine. For the VN group, attitude towards polio 

vaccine's competence, can be seen as bipolar, either strongly positive (48.0%) or "do 

not know" (30.6%). Experience tells mothers who have positive attitude that after 

vaccination against polio, there is no longer any risk of infection with that dangerous 

disease. Only those who did not receive proper vaccination will be threatened by 

infection. On the other hand, mothers who have a neutral attitude may lack essential 

knowledge regarding the vaccine's function or its effectiveness. To be in a 

consistency state, vaccination should be either very effective or at least without side-

effects. The effective role of television immunization campaigns in building a positive 

attitude can be seen not only by the significant difference in attitude level between the 

VV and VN groups but also from the large number of "do not know" in the VN group 

compared to the VV group. This may represent a relatively easy task for television 

to move the neutral attitude a step further towards the positive side of the attitude 

spectrum. At the same time, the insignificant difference between the CV and VV 

groups points to the insignificant role of the intervening factors, such as education or 

occupation, in mothers' attitude to polio vaccine's effectiveness. 

Measles:  In the CV group, 93.4% have a positive attitude to the effectiveness of 

measles vaccine, with 77.6% believing that it is unlikely that a child will catch 

measles after measles vaccination. The reason for this differs from polio. Commonly, 

health professionals concentrate on the fact that after vaccination, if the child is 

exposed to a measles case, s/he is fairly unlikely to catch the disease. Similarly, the 

majority of the VV group (81.0%) have a positive attitude, with 59.5% believing that 

it is a fairly effective vaccination to prevent the disease. The reason here differs from 

CV as it is not common to have the baby vaccinated by a health professional. Their 

experience tells them that any child can be re-infected, but very mildly. On the other 

hand, only 38.7% of the VN group have a positive attitude regarding the effectiveness 

of measles vaccine. Another 29.6% have a negative attitude. Some mothers believe 

children should have measles once in their life. Some even believe it may be bad to 

prevent measles as it will remain dormant inside the abdomen. The positive role of 

television messages in changing attitude the effectiveness of the vaccine can be shown 

by comparing the VV and VN groups. 
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HBV:  In the CV group, 81.6% have a positive attitude regarding HBV, of which 

57.9% believe it is very unlikely to catch the disease after proper vaccination with 

HBV. There is not a single mother who has a negative attitude. On the other hand, 

76.0% of the VV group have positive attitude towards the effectiveness of HBV, with 

59.5% believing it is very rare to catch hepatitis after vaccination with HBV. It is 

possible that most mothers' attitude derived from their experience with vaccine 

effectiveness. If they have a positive attitude towards a certain vaccine due to positive 

experience with it, this will ultimately affect their attitude towards all other types of 

vaccine. Only if they start to acquire negative knowledge or have any other 

unpleasant experience with any vaccine will they be liable to change their attitude. 

As expected, in view of the findings with other diseases, the majority of the VN group 

(67.3%) do not know how they feel regarding HBV with 15.3% having a negative 

attitude regarding HBV effectiveness. This is true especially when HBV is not 

available at the health unit. Again, television campaigns may play a positive role in 

changing cognitive attitude towards the positive side regarding HBV, as evident by 

comparing the attitude pattern among the three groups, especially in view of the 

neutral attitude. As with polio, intervening factors have an insignificant role in 

mothers' attitude change, as evident by the insignificant difference in attitude level 

between the VV and CV groups. 

Diphtheria: In the CV group, 78.9% have a positive attitude regarding diphtheria 

vaccine effectiveness, with 44.7% showing a very strong attitude. Again, there is a 

relatively high percentage of "do not knows" (21.1%). An insignificant less positive 

percentage among the VV compared to the CV group can be seen (67.7%), with an 

insignificant higher percentage of "do not knows" (29.7%). This result supports the 

previous finding regarding the insignificant role of the intervening factors in mothers' 

attitude change. It also shows the validity of mothers' answers and the research MIS. 

This also indicates a of television emphasis on the disease by itself rather than on the 

triple vaccine. The positive attitude in this case may be related to the process of 

cross-over from other attitudes or the extended attitude. The majority of mothers in 

the VN group (59.2%) are not sure of their decision regarding vaccine effectiveness, 
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and only 25.5% have a positive attitude, which is significantly lower than the VV 

group, demonstrating the positive role of television immunization campaigns on 

mothers' attitude. However, we should not expect a rapid or dramatic change as there 

is a high percentage who still have a neutral attitude. This may call for further media 

efforts in designing messages regarding diphtheria. 

TB: As discussed before, most health professionals are reluctant to recommend BCG 

at their private clinic. Although 42.1% of the CV group have a fairly positive attitude 

towards the effectiveness of the BCG, the same number (42.1%) admit that they do 

not know if it is effective or not. In view of this situation it is possible to assume that 

interpersonal communication, especially with highly credible sources, can be effective 

in enhancing the determination of the attitude's direction as Sege and Dietz (1994) 

findings suggest regarding parents' attitude to children's welfare. The situation may 

differ in the VV group, where 36.1% have a strongly positive attitude towards BCG. 

This might again be due to the cross-over attitude from other vaccines, on the one 

hand, and their experience with the vaccine, on the other hand. Health professionals, 

and health workers at the rural health unit, are more enthusiastic in providing what 

they should provide to the baby according to the recommended schedule. 

Consequently, mothers will appreciate this notion. However, disagreement is more 

obvious where 26.6% admit that they do not know how effective BCG is. This is 

different to that of the CV group, where experience of some complications e.g. local 

abscess or local tenderness, may be the factor that pulls the positively charged attitude 

towards the "do not know" side. With low television coverage of BCG, these results 

support the effective role of health workers in enhancing the positive effects of 

television. Again, it is not common in rural areas to suffer from TB, even without a 

BCG vaccination that can be responsible for the "do not know" results. 

More than half of the VN group (56.1%) do not know how effective BCG is, of which 

only 19.4% are strong believers that TB can be prevented with BCG. These results 

reflect the role of television messages in creating a general attitude among viewers, 

which is able to be extended to other diseases. The attitude is directed to vaccination 

in general as one block, not to individual diseases. This positive attitude can be 
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enhanced by the positive role of television campaigns or health workers at the units. 

Tetanus:  In the CV group, 85.5% have a positive attitude towards the effectiveness 

of tetanus vaccination for protection against the disease, with 73.7% believing it is 

very unlikely a baby would catch tetanus after proper vaccination. Also, the majority 

of the VV group (78.5%) show they have a positive attitude towards the effectiveness 

of tetanus vaccine with 59.5% believing that it is very rare to catch tetanus after 

proper vaccination. On the other hand, only 34.7% of mothers in VN have a positive 

attitude regarding the effectiveness of tetanus vaccination. Some 32.7% believe it is 

very rare to catch tetanus after proper vaccination. The majority of this group (51.0%) 

admit that they do not know whether tetanus vaccination is effective or not. 

It is clear that the television campaign for tetanus vaccination has had a great impact 

on mothers' attitude to tetanus vaccination. Television can even be the most effective 

among other variables (e.g. health professionals). This is clear from the insignificant 

difference in mothers' positive attitude in the CV and VV groups. Furthermore, the 

high percentage of "do not knows" among mothers in the VN group seems to be 

related to the difficulty in understanding how a mother receives a vaccine and how her 

baby will be protected by it. They also wonder why, if tetanus vaccine is 

recommended after a deep wound, how a young baby can get wounded if his mother 

is careful enough and if the baby cannot get involved in heavy work. Their frame of 

reference is limited to only one form of the disease which affects the adult rather than 

the lesser known neonatal form. 

Pertussis:  It has the same attitude trend as diphtheria in the three groups. In the CV 

group, 77.6% have a positive attitude regarding the effectiveness of pertussis vaccine 

with 43.4% believing it is very rare to catch pertussis after proper vaccination. Again, 

as with tetanus and diphtheria, there is not a single case of negative attitude. 

Although 46.9% of the VV group have a positive attitude regarding the effectiveness 

of pertussis vaccine, they are significantly fewer than those of CV. As with 

diphtheria, the majority believe that it is fairly rare for a child to have pertussis after 

proper vaccination. On the other hand, the majority of the VN (63.3%) are not sure 
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whether it is an effective vaccine or not (as with diphtheria) with only 17.4% having 

a positive attitude. As expected, mothers still believe that pertussis is a kind of cough 

and they are not sure that a vaccine can stop the child from coughing. Television 

campaigns can play an important role in positively changing attitude towards health, 

as evident by comparing the attitude pattern in the VV and VN groups. 

Table (8:10): Chi-square critical value and level of significance for the 
difference in mothers' cognitive attitude level towards the effectiveness of each 

vaccine between each two groups 

Vaccine Groups Chi-square 

Value DF Significance 

The 
negative + 
neutral 
cognitive 
attitudes 
compared 
with 
the positive 
cognitive 
attitude 

Polio VVNN 42.68993 1 0.0000 

VV/CV 0.04869 1 0.82554 

CVNN 27.52602 1 0.0000 

Tuberculosis VVNN 32.30812 1 0.0000 

VV/CV 3.74198 1 0.05306 

CVNN 10.02262 1 0.00155 

Measles VV/VN 47.33275 1 0.0000 

VV/CV 6.21150 1 0.01269 

CVNN 45.62086 1 0.0000 

Diphtheria VVNN 43.15044 1 0.0000 

VV/CV 3.16471 1 0.07525 

CVNN 48.91779 1 0.0000 

Whooping cough VVNN 22.95637 1 0.0000 

v V/CV 19.83837 1 0.0001 

CVNN 63.23574 1 0.0000 

Tetanus VVNN 49.08322 1 0.0000 

VV/CV 1.63988 1 0.20034 

CVNN 45.09977 1 0.0000 

hneftigg 
VVNN 83.5007 1 0.0000 

VV/CV 0.94094 1 0.33204 

CVNN 71.24284 1 0.0000 
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Green flower:  All the CV group do not know this disease and they do not know the 

effectiveness of its vaccine. This shows that mothers give highly valid answers and 

that their attitude needs a strong cognitive background. At the same time, 89.2% of 

mothers in the VV group do not know how effective the vaccine is. The 8.9% of 

mothers who have a positive attitude have the same attitude to all other diseases 

regardless of the amount or type of knowledge they have, or even the type of disease. 

The majority of the VN (74.5%) do not know how effective the vaccine for this 

disease is, with 13.3% having a negative attitude. This is another example of the 

extended or cross-over attitude. The same type of attitude, whether positive or 

negative, is expected to apply to all other diseases, regardless of any other factors. 

This means that mothers usually have a certain attitude towards vaccination in general 

but not towards any particular vaccine, although it should be derived from a certain 

vaccine and spread to all other vaccines. Those mothers differ from well-educated 

mothers, as in CV, where attitude tends to depend on their knowledge. 

3:8:3:3 Vaccination's side-effects (tables 8:11; 8:12&8:13): 

(Could you tell me the main disadvantage of immunization? Question "12A"). 

Mothers fear numerous side-effects related to vaccination, such as: 

1) Common side-effects, such as soreness, pain, and redness at the site of the 

vaccination injection. Also, fever, malaise, and rash may occur after vaccination, 

especially with a measles vaccine; 

2) Side-effects due to a poor administration technique, such as local abscess at the site 

of injection. This is mainly after BCG injection. It requires long-term treatment 

(around nine months) with anti-tuberculous drugs. Other abscesses arising from 

contaminated needles are also not uncommon and need surgical drainage. 

Furthermore, mothers may believe that paralysis can be caused by careless hitting of 

a nerve, or the vaccine itself, especially if the child's body is amenable to paralysis; 

3) Side-effects arising from the nature of the vaccine. A mother may believe that the 

body should build its immunity gradually and naturally. By giving the child an 

artificial immunity, the body will lose its power to develop immunity and will depend 
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all his/her life on artificial immunity or drugs i.e. "the child will be a routine customer 

of health professionals". This may suggest the need to design a health message that 

can explain the physiology of the immune system in general, as well as the function 

and the mechanism of the vaccine. 

Furthermore, a mother may think that vaccines can be inactive and have no function 

as a result of failure at any stage of their processing, packing, transportation, storage, 

injection, and so on. Any break in one of the processes will lead to an ineffective 

vaccine. Mothers are not sure of the intention of the health workers to take all these 

steps. This may imply that a health message is not just medical information, it is also 

awareness of the quality of the available health services. This may demand political 

and social support to improve the quality of the health services as a whole. 

Additionally, whenever a child has been immunized against a disease (or is believed 

to have been immunized against it, especially if more than one dose is required or 

different vaccines should be administered) and then later contracts it, mothers' 

confidence in immunization in general will be shaken. It is not uncommon for 

children to catch measles after measles vaccination. The judgment, if that happens, 

will be that the vaccine was not effective and therefore all vaccines are ineffective as 

well. A health message should explain and demonstrate the reality of the vaccine's 

effectiveness for each disease and the precautions that must be followed to achieve the 

highest effectiveness of immunization e.g. repetition of the oral polio vaccine after two 

weeks if the child vomits immediately after the vaccination. 

A mother may believe that as long as the child is healthy, there is no need to approach 

any health services. They may not see any logical reason to expose the baby to fever 

and other sorts of complications. This form of complication is an indication that the 

body rejects it. She may even believe that it is a subtle form of contraception. A 

health message should deal carefully with the local slogans and beliefs. 

Mothers may believe that each body is unique and different from other bodies and 

what works for someone may not work for others. Drugs are the best example of this 
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rule. If that is so, vaccination should be the same. Yet all children with different ages 

and health statuses, receive the same dose of the same vaccine. This may also imply 

the importance of demonstrating the function and the physiology of the vaccine as 

well as the body's reaction to it. Mothers should also understand the concept of a 

preventive vaccine. Sometimes they believe that any vaccine, like any other drug, is 

curative rather than preventive and therefore should be administered only during the 

acute stage of the disease. 

An extremely negative belief regarding vaccination side-effects is that vaccination can 

cause death. This belief arises in cases, such as when the body is too weak for the 

vaccination, or an overdose is given. It is common to describe vaccines as "health 

injections". This means that it is very powerful and it is not suitable when the body 

is weak or when administered in the wrong dose. Also, they believe death may be 

possible when the vaccine is out of date; badly processed; wrongly administered; or 

when the child is ill. More seriously, a mother fears that it is a lethal injection to 

restrict the number of children in a family (as a way to overcome overpopulation). 

By analysing beliefs regarding vaccines' side effects in the three groups we note that 

25.0% of the CV group believe that there are no any side-effects, while 31.6% of the 

VV group believe that immunization is completely safe. On the other hand, 45.9% 

of mothers in the VN group believe that there is no complication at all. Again, the 

insignificant difference between the CV and the VV groups points to the insignificant 

effect of the intervening factors on mothers' attitude. Reporting side-effects confirms 

mothers' experience with immunization, but the most important is mothers' feeling 

towards these side-effects as we discussed before. 

Table (8:11): Frequency table showing mothers' cognitive attitude towards the 
vaccination's side-effects 

ATTITUDE Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Negative 57 75.0 108 68.4 53 45.1 

Positive 19 25.0 50 31.6 45 45.9 

Total 76 100.0 158 100.0 98 100.0 
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Table (8:12): Chi-square critical value and level of significance for the 
difference in mothers' cognitive attitude level towards the vaccines' side-effects 

between each two groups 

Attitude Groups Chi-square 

Value DF Significance 

Some complications 
compared with 
no complications 

VVNN 5.27949 1 0.02158 

vvicv 1.08998 1 0.29648 

CVNN 8.05512 1 0.00454 

In the CV group, 56.6% feel that vaccinations have common side-effects. The second 

most common complication reported (15.8%) is the fear of ineffectiveness of the 

vaccine. Some mothers (11.8%) still believe that it may affect natural immunity to 

disease and make their children liable to catch other diseases easily. At least the child 

should receive booster doses regularly to keep his/her body immune. Medical 

professionals here have a major role to play as a routine instruction is "mild fever will 

follow in one or two days. Just use any anti-pyretic, such as Novalgin, for example, 

and do not worry". It is a two-sided message which suits them and keeps the positive 

affective attitude towards the side-effects. 

Common side-effects constitute the main complication for the VN group (22.5%). 

The second most common complication is the occurrence of local abscess (13.3%), 

or paralysis (8.2%). Mothers commonly do not have enough relevant knowledge. The 

vaccine should be completely safe to vaccinate their children to be in a consistency 

state. Mild fever is not a complication for them They may even value this fever or 

local tenderness as a sign of a successful vaccination. This may explain the higher 

level of positive cognitive attitude in the VN than CV group. A one-sided message 

can be appreciated in that case. Most of the VV group (57.6%) believe vaccinations 

have common side-effects. Local abscess is the second most common complication 

(15.2%). Some mothers believe they may cause paralysis or even death. They 

represent an intermediate stage between the VN and the CV groups, with the gradual 

change in mothers' belief regarding immunization complications. 
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3:8:4 MOTHERS' CONATIVE ATTITUDES: 

This is the third component of mothers' attitude. It is the measurement of what 

mothers intend to do regarding immunization. It is composed of a behavioural 

component, i.e. whether she will immunize her child for the next campaign or not, and 

an affective component, i.e. what opinion she will give when discussing immunization. 

3:8:4:1 The behavioural component: 

(Which of the statements most closely match your opinion? Question "21"). 

Table (8:14): Frequency table showing mothers' conative attitude (behavioural 
component) towards immunization 

ATTITUDE Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Strongly negative 0 0.0 6 3.8 18 18.4 

Fairly negative 0 0.0 1 0.6 3 3.1 

Undecided 0 0.0 4 2.5 12 12.2 

Fairly positive 4 5.3 27 17.1 19 19.4 

Strongly positive 72 94.7 120 75.9 46 46.9 

Total 76 100.0 158 100.0 98 100.0 

Table (8:14) shows the following: 

1) All mothers in the CV group show their readiness to vaccinate their children once 

it is indicated. 

2) In the VV group, 93.0% have a positive intention to vaccinate their children once 

indicated. This compared with 66.3% of the VN group who have the same intention. 

This significant difference between the VV and the VN groups, as shown in table 

8:15, can be attributed to exposure to the television campaigns. 
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Table (8:15): Chi-square critical value and level of significance for the 
difference in mothers' conative attitude level (behavioural component) towards 

immunization between each two groups 

Attitude Groups Chi-square 

Value DF Significance 

The negative + neutral 
behavioural attitudes 
compared with 
the positive behavioural 
attitude 

VVNN 30.32001 1 0.00000 

VV/CV 5.55214 1 0.01846 

CVNN 31.58142 1 0.00000 

3:8:4:2 The affective component (tables 8:16&8:17): 

(Would you recommend your friend to immunize her child? Question "25"). 

This component is related to how mothers are going to talk about immunization with 

their friends (in favour or against). Table 8:16 shows the following: 

1) The CV group show less tendency to talk with others about immunization as 64.5% 

have a positive attitude and will talk in favour of immunization, yet only 17.1% have 

a strongly positive attitude, and another 35.5% are undecided as to whether they can 

talk or not. However, there is not a single mother who has a negative attitude. 

2) In the VV group, 85.5% have a positive attitude, with 49.4% having a strongly 

positive attitude. They will definitely talk positively in favour of immunization. Only 

10.1% admit that they do not know if they will talk or not and another 4.4% have a 

negative attitude. On the other hand, 63.2% of the VN group have a positive attitude, 

while 41.8% have a strongly positive attitude. However, 22.4% of mothers are 

undecided whether they will talk or not, either in favour or against immunization. 

These results can be explained by: 

a- The general characteristics of mothers living in town, where they are relatively 

independent and move as individuals not as a group. They are not anti-immunization 

but they believe that health professionals are the people to be asked. They also 

believe that each case is different so it could be dangerous to give wrong advice or 

to talk about these sophisticated medical matters. 
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Table (8:16): Frequency table showing mothers' conative attitude (affective 
component) towards immunization 

ATTITUDE Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Strongly negative 0 0.0 1 0.6 9 9.2 

Fairly negative 0 0.0 6 3.8 5 5.1 

Undecided 27 35.5 16 10.1 22 22.4 

Fairly positive 36 47.4 57 36.1 21 21.4 

Strongly positive 13 17.1 78 49.4 41 41.8 

Total 76 100.0 158 100.0 98 100.0 

b- Mothers in the villages live in small communities where they all move as a group 

or a few groups. They share all the group characteristics, including information. 

They accept information from others and transmit information to others as well. They 

depend on their experience more than, or at least to the same extent as, health 

professionals. "Ask an expert but not a physician," is a common saying among 

mothers in the villages. 

c- Mothers in the villages who are undecided as to whether to talk or not are 

commonly those who have a negative attitude towards immunization. This means that 

their negative attitude is mainly personal and not an extended one. 

d- Mothers who have a negative attitude are those who believe that vaccines have 

severe side-effects (e.g. paralysis, death, and so on). 

Table (8:17) showing Chi-square critical value and level of significance for the 
difference in mothers' conative attitude level (affective component) towards 

immunization between each two groups 

Attitude Groups Chi-square 

Value DF Significance 

Negative + neutral 
conative attitudes 
compared with positive 
conative attitude 

VVNN 16.77410 1 0.00004 

vvicv 13.42978 1 0.00025 

CVNN 0.02706 1 0.86934 
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3:8:5 SUMMARY OF MOTHERS' ATTITUDE: 

For any media intervention, attitude change in the pre-planned direction is an ultimate 

objective. In this chapter, the impact of television immunization campaigns on 

mothers' attitude is examined. All the items that were used formed a scale to measure 

mothers' attitude towards each disease and its vaccine, as well as towards vaccination 

in general. Let us first summarize mothers' attitude towards each vaccine and relate 

the results to the degree of media (television) attention. 

3:8:5:1 Attitude towards each vaccine (table 8:18): 

Polio:  It is a disease that attracts much media attention, has a high level of correct 

knowledge, and the maximum level of positive attitude among the three groups 

(98.6%, 92.4%, and 70.9% of the CV, VV, and VN groups respectively), which shows 

positive attitude towards polio vaccination. Polio directly affects the most prominent 

dimension of health, which is the physical dimension. It leaves the child handicapped. 

which can easily be identified by mothers and hence the consequences of that disease 

can easily be learned by watching what happens to others. This process of social 

learning is more prominent in a small society like a village where everyone is well 

known to others and an experience with a single case can be accessible to all mothers' 

perception in a very positive context (e.g. it is a very serious disease). From this 

finding we may claim that indirect experience with the disease (through exposure to 

television) may have a role for acquiring and sustaining a positive attitude towards 

positive health, as demonstrated by the gap existing between the levels of negative 

attitude among mothers in the VV and the VN groups (3.4% and 16.3% respectively). 

The negligible difference between the CV and VV groups can exclude the role of the 

intervening factors, such as the level of education, occupation, social class, and so on. 

Measles:  It demonstrates another form of experience which leads to the acquiring of 

a positive attitude. Mothers in villages gain their attitude about measles through both 
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indirect and direct experience, which act as a powerful determinant of their attitudes. 

This is evident from the high level (66.8%) of positive attitude among mothers in the 

VN group. Yet, 20.1% of the same group still have a negative attitude. They believe 

that measles is not a preventable disease. 

Although mothers in the VV group are supposed to share the same experience, only 

4.0% of mothers have a negative attitude. This change from the negative to the 

positive side of the spectrum may be related to exposure to the immunization 

campaigns which confirm that measles can and should be prevented. This kind of 

information is dissonant with the expectations held by mothers about measles 

beforehand. This can also be demonstrated further by the difference on the positive 

side between mothers in the VV and VN groups, where 90.6% of the VV group show 

positive attitude towards measles compared to 66.8% of the VN group. These findings 

are consistent with other research findings, yet in a different context, done by Crocker 

et al., (1984) and Stroebe et al., (1988). 

If experience can explain the high level of positive attitude among mothers in both the 

VV and VN groups, it cannot explain the very high level of positive attitude among 

mothers in the CV group where 94.7% show a positive attitude. Their experience is 

not as prominent as in the village, as evident by the lower level of correct knowledge 

regarding the symptoms or signs of the disease. Television campaigns can be a source 

of this highly positive attitude, as evident by the negligible difference between the CV 

and VV groups, which can be referred to the negligible role of the intervening factors 

in shaping mothers' attitude towards measles. In fact, including the CV group helped 

to control these intervening factors, and revealed the positive impact of the television, 

on both the advantaged and the disadvantaged mothers. 

From these findings, we can conclude that experience, whether direct or indirect, is 

a powerful stimulus for attitude formation or change. Television can have a role in 

changing attitude or reinforcing it as long as there is room on the attitude spectrum 

to practise its impact. If experience is lacking, television and other credible sources 

of information will take the upper hand. 
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TB: It is a disease that suffers from a lack of experience in the three sample groups. 

Health professionals are also less enthusiastic to influence mothers' attitude regarding 

this disease and its vaccine, leaving only the television campaigns as the most active 

variable. By controlling the role of the health professionals and experience, mothers 

in both the VV and the CV groups show almost the same level of positive attitude 

towards TB and its vaccination, where 81.8% and 79.8% of the VV and CV groups 

respectively show their positive attitude. These findings again clarify the influence 

of television on mothers' attitude regardless of the other intervening factors. This 

effect on mothers' attitude can be demonstrated further by comparing mothers' 

positive attitude level in both the VV and VN groups (81.8% and 52.9% respectively), 

which is significantly in favour of the viewer group. 

Infective hepatitis:  This is also a disease that has a low level of correct knowledge 

in both the VV and VN groups. In the same way, HBV suffers from a shortage of 

supply in the local health unit. However, both the CV and the VV groups show 

almost the same high level of positive attitude (94.3% and 86.0% respectively). 

Health professionals and educational media can be influential factors that affect 

mothers' attitude in the CV group. This is not completely true in the VV group, 

where there is a lack of influence of interpersonal communication with health 

professionals, together with the absence of the positive role of experience. Mothers 

in the VV group depend mainly on the immunization campaigns, which are 

responsible for their high level of positive attitude. This positive effect of television 

is more evident by comparing attitude level in the VV and the VN groups (where only 

53.1% of mothers show a positive attitude). This again demonstrates the role of the 

television campaigns in changing mothers' attitude towards the positive side, as well 

as the limited effect of the intervening factors. 

A noticeable finding in these data is that mothers show more positive attitude than 

correct knowledge. It seems that mothers who are pro-vaccination have blind faith in 

vaccinating their children. They categorise immunization under one category, towards 

which they have one common attitude. They make connections between experiences 

with different vaccines which are close together in time, circumstances, or techniques 
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and build a common attitude. This point of association becomes more evident by 

noting the positive attitude towards vaccination against the fake "green flower disease" 

and how mothers evaluate its vaccine positively, despite the fact that they lack 

knowledge about it. They associate their attitude towards it with the original attitude 

towards immunization. 

DPT: This triple vaccine suffers from misconceptions and sometimes wrong diagnoses 

of its three related diseases. Diphtheria is commonly misdiagnosed as tonsillitis and 

vice versa. Pertussis is commonly confused with other kinds of cough and vice versa. 

Tetanus is also wrongly believed to affect only adult persons, not very young babies. 

Furthermore, most respondents were unable to name all the diseases against which 

DPT offered protection and were uncertain about the exact timetable of vaccines 

included. Yet, both the CV and the VV groups show a considerably high level of 

positive attitude towards these three diseases and their vaccines; 81.4%, 75.1%, and 

87.3% of the VV group show positive attitudes towards immunization against 

diphtheria, pertussis, and tetanus respectively. This compares with slightly higher 

levels of positive attitude among mothers in the CV group towards diphtheria, 

pertussis, and tetanus (88.0%, 85.7%, and 96.9% respectively). The highest level 

among the two groups is for the tetanus vaccination. This is consistent with the 

concentrated television campaigns for tetanus as an isolated disease. Again, the 

negligible difference between the CV and VV groups points to the negligible impact 

of intervening factors, such as social class, educational level, occupation, and so on, 

on mothers' attitude towards DPT, leaving the television immunization campaigns as 

a rival factor for modifying mothers' attitude. 

Mothers in the VN group show a lower level of positive attitude, where 50.9%, 

43.9%, and 57.7% of mothers show positive attitudes towards diphtheria, pertussis and 

tetanus, respectively. Although these levels are lower than in both CV and VV, which 

supports the conclusion of the positive television effect, these findings are also higher 

than expected concerning the level of correct knowledge for these diseases. This can 

also be explained in the same way as for hepatitis, in which mothers categorize 

immunization under one category with one common attitude. 
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3:8:5:2 Attitude towards immunization (table 8:19): 

Table (8:19): Frequency table showing mothers' attitude towards 
immunization (in percentages) 

ATTITUDE Cairo viewers Village viewers Village non viewers 

Negative 0.6 5.0 18.8 

Neutral 8.2 10.0 24.5 

Positive 91.1 85.5 56.6 

Total 100.0% 100.0% 100.0% 

Table 8:19 shows the following: 

1) The CV group demonstrate the highest level of positive attitude among the three 

groups studied. This positive attitude may be related to: 

a) The positive impact of the media campaigns on mothers' attitude. They helped 

them to understand immunization, its function, side-effects, and so on. Casiro et al., 

(1994) also point to the positive role of television campaigns on the peoples' affective 

attitude, which is based on proper understanding of the seriousness of drinking alcohol 

during pregnancy. Television also presents positive models, as Suarez et al., (1993) 

concluded, an stimulates positive interpersonal conversation especially in a small 

community (Drakshayani and Venkata, 1994); 

b) The positive impact of communication with credible health professionals, which 

helps in intellectual evaluation and analysis of immunization. health professionals also 

help in fighting the inherited and deeply rooted misbelief as Hyler et al., (1991) 

concluded. Education can also be considered a positive intervening factor that 

enhances the television's impact. It stimulates the need for and understanding of 

more complex information; 

c) The perceived consequences of contracting the disease and the effectiveness of each 

vaccine in protecting the child from these serious diseases, as well as the perceived 

safety of the vaccines; 

d) The positive effect of the high level of correct knowledge regarding the target 

diseases and their vaccines. This goes with Biblarz et al.,'s (1991) conclusion that 
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cognition and knowledge can change attitude towards violence. Brook and Kishon 

(1993) also concluded that increasing knowledge leads to more positive attitude; and 

e) The positive effect of the highly positive immunization behaviour on mothers' 

attitude to keep consistency between mothers' behaviour, knowledge, and attitudes. 

2) The VV group demonstrates a very high level of positive attitude (almost the same 

level as the CV group). The positive attitude can be attributed to the following: 

a) Exposure to the educational immunization campaigns; 

b) The positive impact of mothers' knowledge and experience with the target vaccines; 

c) The inclusion of all attitudes in a single extended attitude towards immunization; 

d) The effect of the positive behaviour on mothers' attitude, to achieve a consistency 

state and avoid dissonance. 

It is also possible to note the higher level of positive attitude than of correct 

knowledge in both the CV and VV groups. This may demonstrate the trigger effect 

of knowledge to a wider attitude. On the other hand, the negligible difference 

between the CV and VV groups points to the negligible effect of intervening factors, 

such as educational level, occupation, social class, and so on, in changing mothers 

attitude. They can only be enhancing factors to the television's effects. The 

consistency in this result points also to the high reliability of the research MIS. 

3) Mothers in the VN group show the lowest level of positive attitude among the three 

groups studied. This low level may be related to: 

a) Lack of exposure to the television immunization campaigns; 

b) The existence of local rumours and misconceptions regarding immunization and its 

complications through negative interpersonal communication; 

c) The very low level of correct knowledge with a consequence of a low attitude level; 

d) Mere experience to some diseases and not others. 

Television campaigns can have a major role to counteract all the negative factors. 

This is more evident when the levels of correct knowledge and positive attitude in 

both the VV and VN groups are compared, and comparing the CV with the VV group. 
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3:8:6 STABILITY OF THE MOTHERS' ATTITUDE: 

(Here there are some statements of obstacles which can prevent a mother from 

vaccinating her child. Indicate your own opinion to each of them. Question "26"). 

Attitude by itself is not a simple entity but an interconnected complex system. This 

complicated system is either a stable and a strong one that can resist any antagonistic 

motives or competing factors or, on the other hand, unstable and a weak, and liable 

to any change in the direction of consistency. There are some competing factors that 

are capable of shaking a mother's attitude and pulling it to the negative side of the 

attitude spectrum. The more stable the attitude is, the more resistant it is to these 

factors. The most important competing factors that can face mothers are: 

3:8:6:1 Distance to the vaccination point: 

Tables 8:20&8:21 show the following points: 

1) Distance cannot affect attitude in the CV group. Each mother has at least one 

family car, and lives in a very modern area with modern streets. Transportation is not 

a problem, which can explain their highly stable attitude (100.0%). 

2) Transportation can be a problem for a mother living in a rural area. She has to 

walk on foot through different rough tracts. It can be too sunny, too cold, or too 

muddy, for example. However, most mothers (89.3%) in the VV group have a 

positive attitude, with 49.4% having a strongly positive attitude. Those who have a 

negative attitude already have a negative attitude towards immunization (for the same 

or other reasons). They admit that they would never immunize their children, even 

if the health unit were next door. On the other hand, 60.2% of the VN group have 

a positive attitude. This relatively low percentage is mainly due to the larger number 

of mothers who do not immunize their children, as well as those who have a neutral 

attitude towards immunization in general. 
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Table (8:20): Frequency table showing mothers' attitude towards 
immunization with distance to the vaccination point as a competing factor 

ATTITUDE Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Strongly negative 0 0.0 4 2.5 14 14.3 

Fairly negative 0 0.0 2 1.3 12 12.2 

Undecided 0 0.0 11 7.0 13 13.3 

Fairly positive 0 0.0 63 39.9 34 34.7 

Strongly positive 76 100.0 78 49.4 25 25.5 

Total 76 100.0 158 100.0 98 100.0 

3:8:6:2 Quality of the health services: 

Health units in rural areas are the cornerstone of any immunization campaign or any 

other health services. Health workers are the people upon whom mothers rely. 

Mothers need to trust them. The problem is usually a lack of trust. "With so many 

children to vaccinate, I cannot trust them. They never have the time or even show 

any interest to inquire about my child's health either before or after vaccination. Last 

time, my child was vaccinated and was feverish for four days. This can be an 

indication that they were careless and the vaccine was wrong." 

Table (8:21): Chi-square critical value and level of significance of the 
difference in mothers' attitude levels towards immunization between each two 

groups with the distance to vaccination point as a competing factor 

Attitude Groups Chi-square 

Value DF Significance 

Negative + neutral 
attitudes compared with 
positive attitude 

VVNN 29.83949 1 0.00000 

VV/CV 8.81783 1 0.00298 

CVNN 38.98231 1 0.00000 
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Table (8:22): Frequency table showing mothers' attitude towards 
immunization competing with the health services quality 

ATTITUDE Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Strongly negative 0 0.0 4 2.5 16 16.3 

Fairly negative 0 0.0 8 5.1 14 14.3 

Undecided 0 0.0 15 9.5 24 24.5 

Fairly positive 2 2.6 57 36.1 25 25.5 

Strongly positive 74 97.4 74 46.8 19 19.4 

Total 76 100.0 158 100.0 98 100.0 

Health services can motivate mothers for immunization (impressing them by a clean 

health unit, co-operative and responsible health personnel, adequate facilities, and so 

on); or otherwise can discourage mothers from going to the health unit and 

consequently give less motivation to immunize their children (long queues, a hot and 

dirty unit, insufficient vaccine, and so on). Tables 8:22&8:23 show that the CV group 

do not care about the quality of the health services and the health unit. They usually 

go to private paediatricians where they can get the best quality of services. That is 

why attitude for almost all mothers (97.4%) is a strongly positive one. 

The situation is different in the VV group, where mothers depend on the health unit 

for immunization and other health services. 82.9% of mothers have a positive and 

stable attitude towards immunization, regardless of the quality of the health services, 

with 46.8% have a strong positive attitude. "Why should the health services be my 

business. I am not going to live inside the health unit, nor marry the health workers. 

All that I need is to vaccinate my child". On the other hand, only 44.9% of mothers 

in the VN group have a positive attitude, with only 19.4% of mothers showing a 

strongly positive attitude. This is accompanied by an increase in neutral attitude 

(24.5%). Intervening factors may be responsible for the significant difference between 

the CV and VV groups. They create other alternatives for the offered services. 
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Table (8:23): Chi-square critical value and the level of significance of the 
difference in mothers' attitude levels towards immunization between each two 

groups with the quality of health services as a competing factor 

Attitude Groups Chi-square 

Value DF Significance 

Negative + neutral 
attitudes compared with 
positive attitude 

VVNN 40.40864 1 0.00000 

VV/CV 14.68134 1 0.00013 

CVNN 60.72245 1 0.00000 

3:8:6:3 Facing other competing priorities: 

Mothers in the CV group have a systematic way of life e.g. limited working hours. 

From this perspective, there are usually no essential competing priorities. Again, all 

mothers (100.0%) have a positive attitude, with 92.1% having a strongly stable 

positive attitude (tables 8:24&8:25). 

The VV group shows a high degree of positive attitude (80.3%) but significantly less 

than the CV group. However, the VN group shows a much lower degree of positive 

attitude (33.7%), which is accompanied by a higher degree of "do not knows". 

Table (8:24): Frequency table showing mothers' attitude towards 
immunization faced with other priorities 

ATTITUDE Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Strongly negative 0 0.0 5 3.2 13 13.3 

Fairly negative 0 0.0 3 1.9 21 21.4 

Undecided 0 0.0 23 14.6 31 31.6 

Fairly positive 6 7.9 53 33.5 17 17.3 

Strongly positive 70 92.1 74 46.8 16 16.3 

Total 76 100.0 98 100.0 76 100.0 
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Table (8:25): Chi-square critical value and level of significance of the 
difference in mothers' attitude levels towards immunization between each two 

groups with other priorities as a competing factor 

Attitude Groups Chi-square 

Value DF Significance 

Negative + neutral 
attitudes compared with 
positive attitude 

VVNN 56.29663 1 0.00000 

VV/CV 17.18850 1 0.00003 

CVNN 80.46808 1 0.00000 

3:8:6:4 Family dynamics: 

As with the previous three competing factors, the CV group are more independent and 

are more internally controlled. They trust their abilities, mood, and their own 

accuracy in taking decisions. They are simply detached from others or have a sense 

of being free to make their own choices, but stick to their own judgement and 

standards. In the same way, they may be influenced more by the idea that "no one 

tells me what to do with my own child". Each mother describes herself as unique, 

ignoring any external pressure or norms. Consequently, all mothers have a positive 

attitude (tables 8:26&8:27), and 85.5% of them have a strongly positive attitude 

towards immunizing their children, despite the opposition of others (mothers, mothers-

in-law, husbands, and so on). However, we note with this competing factor a lower 

level of strongly positive attitude than with other competing factors, indicating that 

this is the most prominent competing motive. 

A lower level (41.2%) of positive attitude in the VV group is shown. Those mothers 

have a positive attitude towards immunizing their children, even if their husband or 

their mother oppose immunization, or they face any other sort of family pressure, with 

39.9% of "do not knows". This represents the rural environment, where mothers 

cannot be isolated from the family or be completely independent. There are many 

influential factors, such as a mother's husband, mother, or mother-in-law. 
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Table (8:26): Frequency table showing mothers' attitude towards 
immunization with family-dynamics as a competing factor 

ATTITUDE Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Strongly negative 0 0.0 13 8.2 27 27.6 

Fairly negative 0 0.0 17 10.8 38 38.8 

Undecided 0 0.0 63 39.9 14 14.3 

Fairly positive 11 14.5 20 12.7 7 7.1 

Strongly positive 65 85.5 45 28.5 12 12.2 

Total 76 100.0 158 100.0 98 100.0 

A mother, in a community like a village with a small population, cannot ignore their 

opinion or their influence. Family harmony demands a mother's conformity. She is 

bound with others, enjoying their company and their values. She should have the 

same attitude as others have. This makes it harder for the mother to deviate from the 

group. However, there is a significantly lower percentage of positive attitude (19.3%) 

in the VN group. In fact, the majority have a negative attitude (66.4%). This again 

represents the difference between a rural family and that of a city. 

Table (8:27): Chi-square critical value and level of significance for the 
difference in mothers' attitude levels towards immunization between each two 

groups with other family dynamics as a competing factor 

Question Groups Chi-square 

Value DF Significance 

Negative + Neutral 
attitudes compared with 
positive attitude 

VVNN 12.98055 1 0.0031 

VV/CV 74.23970 1 0.00000 

CVNN 112.21224 1 0.00000 

From the above results we can assume that this is a scale to measure the stability or 

the strength of mothers' attitude. From table 8:29 it may be possible to assume that: 

1) Both groups of mothers in the village are using the same health facilities in the 
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same health unit. They also have the same competing priorities as well as the same 

style of social life. The difference in their attitude strength can be attributed to the 

difference in exposure to the television campaigns with a corresponding difference in 

the levels of knowledge regarding the target diseases. Consequently, the effect of 

exposure to television is very prominent in swinging mothers' attitude towards the 

positive side of the scale. This is more evident when the attitude levels in both the 

VV and the VN groups are compared, where 73.4% in the VV group have a positive 

attitude towards immunization compared to only 39.8% in the VN group, who have 

the same attitude under the same competing factors; 

2) When the attitude levels in both groups are compared without and with competing 

factors, a remarkable drop in the level of positive attitude can be seen among mothers 

in the VN group from 56.6% to 39.8% (table 8:28) compared to the drop in mothers' 

attitude levels in the VV group when faced with competing factors. This point shows 

exposure to television health messages can not only induce change in attitude towards 

positive health but can also make it more stable and resistant to competing motives; 

3) The big difference in the mothers' attitude level for those in the VV group 

compared the VN group regarding family dynamics may indicate extended television 

effect in reforming and reshaping social dynamics within a family through a process 

of re-socialisation. This again indicates the importance of directing the health message 

at all family members rather than at the mother alone and of creating a common 

consensus within a family. 

Table (8:28): Frequency table showing mothers' attitude with competing 
motives 

ATTITUDE Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Strongly negative 0 0.0 7 4.4 18 18.4 

Fairly negative 0 0.0 7 4.4 21 21.4 

Undecided 0 0.0 28 17.7 20 20.4 

Fairly positive 5 6.6 48 30.4 21 21.4 

Strongly positive 71 93.4 68 43.0 18 18.4 

Total 76 100.0 158 100.0 98 100.0 
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3:8:7 CONCLUSIONS:  

1) A mother should recognize a health hazard in her surrounding environment to form 

her attitude towards it. This initial step of attitude formation can be acquired through 

experience with the disease, whether direct (one of her family or she herself had the 

disease before) or indirect (she has heard about the disease). According to her 

experience, the mother estimates the degree of seriousness of the disease and its effect 

on her child's health and builds her attitude towards that disease. Commonly, the 

physical dimension of health is the most prominent to attract a mother's attention. 

Then, a mother evaluates the vaccine's effectiveness in preventing the disease and the 

importance of vaccinating her child, and weighs those factors against the vaccine's 

side effects in order to estimate the overall balance of gain or loss. Misconceptions 

can affect the attitude negatively (e.g. "it is bad to prevent measles"). The net result 

of this personal evaluation of the disease and its vaccine leads to an intention to 

vaccinate the child or not to do so; 

2) Television supplies the mother with a logical interpretation of her experience or 

may even supply her with the necessary experience in an indirect way. It helps to 

form an intellectual frame to explain her surrounding environment and related child 

health and make it possible for the mother to interpret and value more complex 

information. This means that a mother is ready to expose herself to more challenging 

information to reach a state of consonance. From this point of view, the researcher 

claims that a change in a mother's knowledge stimulates a change in her attitude 

which in turn stimulates her to update her knowledge (which is supposed to be a 

biased and selective process). The end result is a stable attitude that can overcome 

surrounding competing motives; 

3) From the above perspective, we may be able to demonstrate the important role of 

television in triggering the process of attitude change in a pre-planned direction in 

favour of child health and in producing stability of the new attitude, which is a crucial 

element for its maintenance and sustainability. Television achieves this high potential 

through the creation of new public opinion in favour of child health, not only among 
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the target population but also among all segments of the community to encourage 

them to set health services at the top of their agenda; 

4) A mother's attitude is more general than the more specific knowledge. She 

classifies all types of vaccines under one category towards which almost a single 

attitude is directed. Consequently, television can change attitudes to different types 

of vaccines for the mass population who usually do not look for much information; 

5) To achieve a maximum persuasive impact on attitude, health educationalists should 

design their messages in mothers' own idioms and expressions to explain the 

surrounding environment or correct current misconceptions. They should stress the 

gain from the proposed action and how this gain can be achieved for a positive 

consistency state. It should also expand her sense of being a good mother, of 

distinctive thoughts, feelings, and actions towards her child's health. Her compliance 

enhances personal achievement and power within the family and society, as well as 

enhancing her freedom from strict medical rules. The source of the message should 

be powerful, attractive, and similar to the target population to be an ideal model to 

follow and to change her attitude in the desired direction. The most important is that 

force can never substitute education for attitude change; 

6) To support attitude change, television may be able to elicit a positive attitude from 

health professionals and health workers, as well as other family members. It should 

also alert policy makers to overcome the barriers that may oppose change in attitude, 

like the quality of health services' for example. 

It is possible then to conclude that: 

■ There is a positive relationship between promotion of immunization by television 

campaigns and mothers' attitude change; 

■ Using television for mothers' education regarding child immunization helped to 

change mothers' attitudes to make them more positive and to promote child health; 

■ Positive changes in mothers' knowledge regarding immunization are followed by 

positive changes in mothers' attitudes towards better health practices. 
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Part three: Data Analysis 

CHAPTER NINE 

MOTHERS' BEHAVIOUR 

3:9:1 INTRODUCTION: 

In this chapter the third dependent variable of this research (mothers' immunization 

behaviour) is analyzed. To demonstrate the effect of television campaigns, mothers' 

current and past immunization behaviour is examined with exploration of the 

television's influence on mothers' behaviour. Furthermore, the television campaigns 

are analyzed from the mothers' point of view, together with factors that may affect 

mothers' immunization behaviour. In addition, comparing mothers' behaviour among 

the three groups studied can demonstrate further the role of exposure to television 

health messages on child health promotion. 

3:9:2 GENERAL IMMUNIZATION BEHAVIOUR: 

(Have you ever had your child immunized? Question "13") 

A mother either accepts the idea of immunization and immunizes her child (a positive 

behaviour), or shows a negative behaviour and rejects immunization. Table 9:1 shows 

mothers' current immunization behaviour, regardless of the vaccines' type or number 

of vaccinations, as follows: 
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Table (9:1): Frequency table showing mothers' general immunization 
behaviour 

BEHAVIOUR Cairo Viewer Village Viewer Village Non Viewer 

Count % Count % Count % 

Did not Immunize 0 0.0 7 4.4 23 23.5 

Immunized 76 100.0 151 95.6 75 76.5 

Total 76 100.0 158 100.0 98 100.0 

1) All the CV group show positive behaviour. It may be important to stress that this 

represents mothers' general immunization behaviour rather than a specific behaviour 

such as vaccination against measles, which will be discussed soon. It gives a basic 

line for the researcher regarding whether the mother immunizes her child or not, 

which is followed by some eventuality questions e.g. if a mother shows a negative 

behaviour, questions such as if she follows the immunization schedule will not be 

asked. Also, a mother may show a positive immunization behaviour although she 

does not follow the schedule. Even though her behaviour is different to a mother who 

does not immunize her child at all. Consequently, it is expected for a small group like 

the CV group, who may represent the elite of the society, rather than the whole 

population, with the maximum access to child care services, shows a maximum 

positive behaviour. The CV mothers have the ability to make decisions and to gain 

control over actions related to their environment, not only on a personal level, but also 

at a community level to improve their children's health. 

A maximum positive behaviour is also expected as one of the main objectives for 

immunization campaigns, and the political declaration of making the decade (1989-

1999) for the protection and development of the Egyptian child, is eradication of new 

outbreaks of polio and tetanus neonatorum mortality by 1994. Also, it matches the 

recent reports of immunization coverage (table 9:2) and the announcement of the 

president of the High Council of Motherhood and Childhood Care that immunization 

reached almost 95% of the total population (Mhanna, 1995; Gohar, 1996). As 

discussed before, the researcher inspected the child immunization record during the 

interview (refer to question "17") to achieve a high validity for the results. 
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Table (9:2): Immunization coverage (%) in Egypt' 

DOSE 1986 1987 1988 1989 1990 1991 1992 1993 190 

BCG 77% 84% 80% 83% 89% 92% 92% 94% 85% 
OPV-3 79% 82% 89% 90% 87% 86% 89% 85% 83% 
DPT-3 80% 81% 87% 90% 87% 86% 89% 85% 82% 
MEASLES 87% 86% 85% 92% 87% 89% 89% 85% 82% 
TT-2 11% 09% 73% 66% 61% 71% 69% 63% 52% 

2) Almost all mothers in the VV group (95.6%) show positive behaviour, which 

confirms the CV results. It may also be important to remember (as discussed in 

Chapters Five and Six) that the three groups know that the researcher is a 

paediatrician. The comparative nature of the research design naturalizes any 

researcher's influence on mothers' answers as his effects will be the same on the three 

groups. Surely, this would be a problem if it were a one group design. Furthermore, 

the insignificant difference between the CV and VV groups (table 9:3) can exclude 

the role of intervening factors, such as health professionals, educational level, 

occupation and so on, on mothers' general immunization behaviour leaving exposure 

to immunization campaigns, as a common factor between the two groups for further 

investigation, which can be explored by comparing both the VV and VN groups with 

a high significant difference in favour of the viewer group. This demonstrates the 

importance of including the CV group as a third pillar for the study. 

3) In the VN group 76.5% show positive behaviour and 23.5% of mothers show 

negative behaviour. This is the highest percentage of negative behaviour among the 

three groups. It can be possible to refer the significant positive change in mothers' 

immunization behaviour in the VV group to the effects of television immunization 

messages, regardless of other intervening factors. 

1  MoH (1994). 

2  WHO (1996a) 
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Table (9:3): Chi-square critical value and level of significance for the 
difference in mothers' current general immunization behaviour between each 

two groups 

Behaviour Groups Chi-square 

Value DF Significance 

Negative behaviour 
compared with positive 
behaviour 

VVNN 21.19249 1 0.00000 

VV/CV 3.47092 1 0.06246 

CVNN 20.55359 1 0.00001 

3:9:3 PAST IMMUNIZATION BEHAVIOUR: 

(Did you immunize your other children? and Why? Question "18") 

The positive immunization behaviour in the CV group can possibly be described as 

a stable one because mothers who have more than one child demonstrate a positive 

past behaviour with immunization (table 9:4). They immunized all their older children 

with the recommended vaccines. They explained this positive behaviour (table 9:5) 

by a conviction that immunization protects their children from different diseases. It 

may also be possible to assume that the high positive attitude towards immunization, 

which has been built on correct knowledge, ultimately ensures stable behaviour to 

achieve consistency. The combined positive effects of the media, health professionals, 

and other intervening factors may have a role in this behavioural stability. 

In the VV group, 89.0% of the mothers who have more than one child (adjusted data), 

showed positive past behaviour, with only 50.3% immunizing all their older children. 

They wanted to protect them from dangerous diseases. Another 38.6% admit that they 

actually immunized only some of the children. They were lacking awareness or the 

proper attitude and knowledge of immunization. 
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Table (9:4): Frequency table showing mothers' past immunization behaviour 

BEHAVIOUR Cairo Viewers Village Viewers Village Non Viewers 

Count % Count % Count % 

Never immunized before 0 0.0 16 10.1 25 25.5 

Incomplete immunization 0 0.0 56 35.4 39 39.8 

Complete immunization 56 73.7 73 46.2 25 25.5 

Not applicable* 20 26.3 13 8.2 9 9.2 

Total 76 100.0 158 100.0 98 100.0 

* A mother who has only one child 

Because most mothers have, on average, three or four children (the mean is 3.7 

children per family in the VV group, as in table 9:6) it may be possible to assume that 

mothers' behaviour started to change (with the disappearance of the significant 

difference between the CV and the VV, as shown in tables 9:3 and 9:7) six to eight 

years ago i.e. after broadcasting of the television immunization campaigns. The 

researcher may also assume that this process of change in behaviour is a slow one. 

This can be demonstrated by comparing the 11.0% of mothers who admit that they 

had negative past immunization behaviour with only 4.4% of mothers who are 

currently still showing this negative behaviour. As we discussed before, those mothers 

(who are still showing negative immunization behaviour) do not extend their negative 

attitude and in fact some have a neutral attitude towards immunization which means 

that their attitude is mostly personal and liable to incongruent change. Consequently, 

it may be possible to expect a further lowering in the level of negative behaviour in 

future by keeping the immunization issue at the top of the public agenda. 

Most of the VN group have positive past behaviour regarding immunization (71.9% 

of those who have more than one child) with 24.7% reporting that protection of their 

children was their main aim. However, only 28.1% immunized all their older 

children. Another 43.8% admit that they only immunized some of their children. 
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Table (9:7): Chi-square critical value and level of significance for the 
difference in mothers' past immunization behaviour between each two groups 

Behaviour Groups Chi-square 

Value DF Significance 

Complete past behaviour 
compared with incomplete 
and negative behaviour 

VVNN 13.28302 1 0.00027 

VV/CV 12.75874 1 0.00027 

CVNN 37.54841 1 0.00000 

They were scared of the immunization side-effects or lacking the proper knowledge 

regarding immunization. The significant difference between the VV and VN groups 

can be explained by the inclusion of more immunized children in the VV group i.e the 

behaviour change started sometime after electrification of the village. It may be worth 

mentioning that the occurrence of a case of polio in one area of the village attracted 

the mothers' attention to the immunization issue and the importance of changing their 

negative behaviour. Without that case of polio, one would have expected a higher 

incidence for mothers who do not immunize their children (more than 23.5%) with an 

increase in the percentage of mothers who have negative past behaviour (more than 

28.1%). As the researcher assumes that television campaigns are the main factor for 

changing mothers' behaviour in the VV group3, experience can be a major determinant 

for behaviour in the VN group. 

3:9:4 SPECIFIC IMMUNIZATION BEHAVIOUR: 

(What kind of vaccine your child took before? Please use your child's 

immunization certificate. Question "17") 

After examining mothers' behaviour regarding their current and past general 

immunization behaviour, the researcher went on to examine mothers' current 

3  Soumerai et al (1992) assumed that media warning may successfully change behaviour when the 
message is simple, acceptable and inexpensive alternatives are available 
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immunization behaviour for each of the recommended vaccines (tables 9:8 and 9:9). 

This gives an in-depth view on the positive impact of the television immunization 

campaigns on mothers' behaviour. It demonstrates some of the factors that may affect 

television's impact, such as mothers' experience, the health professionals, and 

mothers' attitude. 

Polio: The CV group show maximum positive behaviour. All vaccinate their children 

with complete doses (three doses, and in time). Moving to the rural areas, a decrease 

in those who complete the three doses of polio vaccine and an increase in incomplete 

vaccination can be noted. 

In the VV group, 84.8% vaccinate their children with complete doses. For the VN 

group, although mothers showed a very high level of correct knowledge, only 39.8% 

actually completed the three doses required for polio immunization (as confirmed by 

inspecting the back of the child birth certificate with the official stamp for each 

vaccine), with another 29.6% who do not vaccinate their children against polio or who 

vaccinate their children but with incomplete doses (30.6%). Mothers in the VN group 

may have the basic knowledge regarding the disease, stemming from their experience, 

with a sequential development of a simple attitude. Consequently, they develop a 

simple positive behaviour manifested with incomplete immunization for only one or 

two doses. To be motivated enough to go to the health unit three times for the same 

vaccine, a mother has to know that the vaccine is in three doses and the reasons for 

that compound behaviour. According to this assumption, the difference in the level 

of positive behaviour between the VV and VN groups can be explained by the 

difference in exposure to the television immunization messages, which supply the 

mothers with more information than experience can offer, and the effect of mothers' 

attitude on the motivation to come back for further doses. 

It seems that television has the ability to adjust a mother's experience in such a way 

as to present a meaning and value. It supplies guidance towards the target measure. 

In other words, it stabilises the relation between a mother's knowledge, her attitude 

and her behaviour, whereas a mother in the VN group lacks this function. This may 
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explain the apparent inconsistency between their highly positive knowledge and 

attitude, on the one hand, and the low level of observed positive behaviour on the 

other hand. Mothers in the VN group have basic correct knowledge (e.g. what polio 

is) but they lack more complicated knowledge (it is what the researcher calls a 

primary catch-up of knowledge). Television can provide more complex knowledge 

by helping mothers to analyze this knowledge and then synthesize a conclusion (it is 

what the researcher calls a secondary catch-up of knowledge). This secondary 

acquired knowledge (which may be mediated by the acquired attitude) can be more 

influential on, and consistent with, the expected behaviour than the primary one. 

Television has to be creative rather than just supplying knowledge (which can be 

considered as a primary stage of acquiring knowledge) for the secondary catch-up to 

occur and a change in behaviour to be adopted. 

DPT: It has the same pattern and percentage as that of polio in the three groups. If 

a mother's behaviour is directly related to her knowledge or attitude, a much lower 

percentage of positive behaviour will be expected among the three groups. However, 

the observed higher percentage is probably due to the fact that both polio and DPT 

vaccines are administered simultaneously in one go. This creates what the researcher 

calls "cross-over behaviour" i.e. the positive behaviour for polio has been transmitted 

or has extended to other vaccines. It may be possible to imagine the effect of this 

extended behaviour if the DPT had been administered separately (like the BCG, for 

example) but not combined with the oral polio drops. 

Mothers take the most prominent vaccine (polio vaccine) as a trigger for common 

behaviour, and are more likely to yield to a request for further immunization, which 

is influenced by the same situational factors. Being at the health unit for her child's 

immunization represents a peak of compliance with a moment of highly positive 

attitude towards immunization. A mother may not know that the oral drops or the 

injections are for different sets of vaccines. She may believe that both are for polio, 

which is the most salient for her. Regardless of how much knowledge she has, this 

compliance represents the main aim of any immunization campaign. 
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Table (9:8): Frequency table showing mothers' immunization behaviour 
regarding each disease 

BEHAVIOUR Polio TB Measles DPT 

Count % Count % Count % Count % 

C 

V 

1 0 0.0 52 68.4 0 0.0 0 0.0 

2 0 0.0 0 0.0 0 0.0 0 0.0 

3 76 100 24 31.6 32 42.1 76 100 

4 0 0.0 0 0.0 44 52.9 0 0.0 

Total 76 100.0 76 100.0 76 100.0 76 100.0 

V 

V 

1 10 6.3 19 12.0 12 7.6 10 6.3 

2 14 8.9 0 0.0 0 0.0 14 8.9 

3 134 84.8 139 88.0 52 32.9 134 84.8 

4 0 0.0 0 0.0 94 59.5 0 0.0 

Total 158 100.0 158 100.0 158 100 158 100.0 

V 

N 

1 29 29.6 30 30.6 23 23.5 29 29.6 

2 30 30.6 0 0.0 0 0.0 30 30.6 

3 39 39.8 68 69.4 12 12.2 39 39.8 

4 0 0.0 0 0.0 63 64.3 0 0.0 

Total 98 100.0 98 100.0 98 100.0 98 100.0 

Behaviour 1 = Never follow the schedule 
	 Behaviour 2 = Sometimes follow the schedule 

Behaviour 3 = Always follow the schedule 
	

Behaviour 4 = The child is below the recommended age 

This creates another function for television messages, which should be related to the 

most prominent issue in the mother's frame of reference to achieve the desired 

behaviour change. At the same time, vaccines should be as infrequent as possible for 

a mother to make less effort to complete all the vaccination schedule. The triple 

vaccine contains three different vaccines in one shot. It is also administered with the 

most salient and easily administered oral drops for polio vaccination, which are not 

controversial, or associated with any side-effects beyond minor discomfort. 
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Measles: All the CV group completed measles vaccination (only one dose) at the 

proper time. In the VV group, 81.6% of children are vaccinated against measles, with 

only 34.3% of VN group receiving measles vaccine at the correct age. These results 

show the important function of television as a substitute to mere experience e.g. for 

those in the CV group who vaccinate their children. It reveals what will happen if a 

child catches measles and helps to stabilize the relationship between a mother's 

knowledge, attitude, and behaviour. This may be the function of the secondary catch-

up of knowledge. 

TB: Only 31.6% of children in the CV group received the BCG injection for 

tuberculosis. In the VV group, 88.0% of children received the BCG while 69.4% in 

the VN group received the BCG. This is the only result in which there is a low level 

of positive behaviour among mothers in the CV group, even lower than those in the 

VN group which excludes any suggestion that the more educated group gives invalid 

answers. However, this can be explained as follows: 

a) Television induces ideal positive behaviour changes which may explain the 

significant difference between mothers in the VV and VN groups. At the same time, 

the highest level of positive behaviour in the VN group which is for vaccination 

against the BCG, may be explained by their initial motivation to protect the very 

young baby. A mother after delivery is mainly concerned about the care of her baby 

and BCG is the first experience with immunization with little effort, since at this stage 

visits to the health unit are more common than later, and immunization can take place 

as a part of routine healthcare. This is consistent with table 9:2 in which vaccination 

with BCG is the highest. Television should help to keep this initial positive 

motivation and enthusiasm as high as possible throughout the whole vaccination 

schedule and to put the issue of child immunization at the top of a mother's agenda. 

b) Health professionals, as a credible source of information, play a major role in 

directing ultimate behaviour that may antagonise media messages. That is why the 

CV group do not immunize their children with BCG, in accordance with health 

professionals' recommendations. Television should attract support from the health 

professionals who are considered the final step for the delivery of the services. This 

may mean that media messages should also be directed to the health professionals. 
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Table (9:9):Chi-square critical value and level of significance for the difference 
in mothers' immunization behaviour for each disease between each two groups 

Behaviour Groups Chi-square 

Value DF Significance 

Complete 
behaviour 
compared 
with 
negative+ 
incomplete 
behaviour 

Polio/DPT VVNN 55.93687 1 0.00000 

VV/CV 12.86365 1 0.00034 

CVNN 69.22946 1 0.00000 

Tuberculosis VVNN 13.50119 1 0.00024 

VV/CV 77.22059 1 0.00000 

CVNN 24.55688 1 0.00000 

Measles VVNN 13.77766 1 0.00021 

VV/CV 1.88501 1 0.16977 

CVNN 20.20148 1 0.00001 

c) Influenced by health professional, other intervening factors such as educational level 

have no role in achieving a positive behaviour for BCG as evident by the significant 

difference between the CV and VV groups in favour of the less educated group. 

3:9:5 ROLE OF INTERVENING FACTORS ON MOTHERS' IMMUNIZATION  

BEHAVIOUR: 

(To what extent have the mass media, health professionals, family members, 

and friends played a role in influencing your decision to vaccinate your child 

or not? Which of these sources do you consider most influential on your 

decision? Questions "16"&"31" respectively. 

Television has to compete with other sources of information to reach its viewers and 

to motivate mothers towards positive immunization behaviour (decision-making). In 

this section, the role of the television immunization campaigns, out of other sources, 

in influencing mothers' behaviour is tested (tables 9:10; 9:11; 9:12; and 9:13). 
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The CV group:  

Health professionals are at the top of the list as 82.9% reported that they play a major 

role in their immunization decisions. Table 9:10 shows that 98.7% should consult 

their private doctor who is considered the most influential source. This is expected 

because private doctors are responsible for vaccinating their children. This supports 

the point made as regards the important role the private sector of healthcare can play. 

Also, 76.3% confirm that mass media have a major role. Table 9:11 shows that 

television is the most influential source of information within the mass media group 

(78.9% give this result). A small group (17.1%) show that magazines are the most 

influential source. Their timetable cannot match viewing health programmes but can 

accommodate reading a magazine at any time in any place. Not a single mother 

approves of the role of radio or newspapers. They commonly use the radio for 

musical programmes, or entertainment in the car. They feel that newspapers have a 

strong association with a masculine character (e.g. crimes and sports). 

The majority of the CV group play down the role of family members. They feel that, 

although trustworthy, they are lacking knowledge and experience with immunization 

i.e. they lack the necessary credibility. Another 48.7% feel that family members play 

only a minor role in affecting their decision regarding immunization. 

Table (9:10): Frequency table showing the effect of each health professional 
group on mothers' immunization decisions 

Health professionals Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Health workers 0 0.0 73 46.2 38 38.8 

Private doctors 75 98.7 16 10.1 13 13.2 

Health unit's doctors 1 1.3 57 36.1 23 23.5 

No one 0 0.0 12 7.6 24 24.5 

Total 76 100.0 158 100.0 98 100.0 

242 



Table (9:11): Frequency table showing the effect of each mass media group on 
mothers' immunization decisions 

MASS MEDIA Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Radio 0 0.0 7 4.4 47 48.0 

Television 60 78.9 142 89.9 0 0.0 

Magazines 13 17.1 0 0.0 0 0.0 

None of the above 3 3.9 9 5.7 51 52.0 

Total 76 100.0 158 100.0 98 100.0 

Among the family members, 44.7% approve of the role of their husband as the most 

influential source. This is true as the husband is probably as well-educated as the 

mother and he may accompany the mother while going to vaccinate their child. His 

role is mainly sharing the point of view in a democratic manner. Still some 

mothers/mothers-in-law have some influence where 21.1% show that they can 

influence their decision. 

It is apparent that friends have no role in influencing mothers' immunization decisions. 

This is approved by 80.3% of mothers, who say that their friends have no role in 

influencing their decision regarding immunization. Even if mothers have to listen to 

friends, the final decision will be that of the doctors to relieve any doubt. It may be 

important for campaign planners to support mothers' positive decision by involving 

the health professionals and the husbands as a part of their target population. 

The VV group:  

The situation is different in the VV group where 51.9% say that doctors have no role 

in influencing their decision regarding immunization. This does not mean that they 

consider health professionals as non credible people but it is rare for them to pay a 

visit to a doctor just to ask about immunization. Mothers still feel it is odd to go to 

a doctor while the child is healthy. Mothers have their children vaccinated in the 

health unit by a health worker. "He may say go back home, it is not due today, there 
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is no vaccination for your child or your child is ill or, whatever, so I will go back and 

that is all", a mother said. 46.2% approve of this result and another 36.1% believe 

that they may consult the health unit's doctors, yet they are not always available. 

Mass media play a major role in affecting the decision regarding immunization as 

82.3% of mothers feel that they can play this role. Television is by far the most 

influential source of information that can affect decisions regarding immunization as 

89.9% approve these results. This also confirms the assumption that television is a 

powerful medium to reach the target population of both the rural and the urban sectors 

of society. As in the CV group, family members play a minor role in decision-making 

regarding immunization as only 30.4% show that their husband is the most influential 

among family members. The husband almost has the same knowledge as his wife, 

which makes him hesitant to give an opinion but he should be consulted before going 

to the health unit. Sometimes the outing may affect his daily routine behaviour e.g. 

a delay in cooking may change his attitude and decision regarding immunization. This 

should draw attention to the importance of educating the husband as well. 

Only 32.3% state that friends have a major role in their immunization decision. 

Television acts as a standard for the level of correct information. If television is 

available, friends will have a low influence. It may be possible to assume that 

exposure to television immunization messages improves mothers' perceived abilities 

to affect their children's destiny through improving their beliefs towards the outcome 

of immunization and their ability to immunize their children at the nearby health unit 

and to use the available health services efficiently, with rejection of the negative ideas 

or behaviour. In another way, television health messages improve perceived control 

and influence over the immunization decision and over life events which eventually 

lead to promotion of the community child health. This assumption is supported by 

LaVeist's (1992) findings that increased control over external events is positively 

associated with mental and physical health indicators. 
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Campaign planners should stimulate the mothers and give them the necessary skills 

to increase personal control and self efficiency which is considered by Flay and 

Petraitis (1994) as an important mediating variable between knowledge and adopting 

the preventive practice. 

The VN group:  

As in the VV group, health workers are the main influential source among the health 

professionals group, as 38.8 % confirm this finding. This is followed by doctors in 

health units (23.5%) but this is again only in certain conditions e.g. a recommended 

child. Private doctors seem to have a very limited role in decision-making. They are 

rarely visited, only for serious illness, or they are less enthusiastic to add health 

education efforts (which are not profitable) to their curative efforts. 24.5% show that 

health professionals have no role at all in their immunization decision indicating their 

limited ability to use the available health services. On the other hand, mothers have 

no other choice than radio as a mass medium. This may put some stress on radio as 

a valuable medium to reach the disadvantaged population. 

Where there is no television, it is expected that friends and family members are the 

most influential factor. 22.4% confirm that their husbands are the most influential in 

their decision-making, closely followed by mothers. On the other hand, 45.9% show 

that their friends are the main influential factor. They inform each other and go 

together to the health unit. They share the responsibility for taking a behaviour or any 

innovation. This is what Wallach (1962) called diffusion of responsibility. The group 

in the village which is in favour of immunization tends to take a chance with more 

vaccines, while the other group which is against immunization tends to be more 

conservative and takes no action. This is what Burnstein (1983) calls group 

polarization. Each member of the group is influenced by the decision of the whole 

group and the local information and rumours and allows the mother to see whether her 

behaviour is socially accepted or not. This shows the importance of television 

messages where polarisation will be towards the positive side. 
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Table (9:13): Frequency table showing the effect of each of the family 
members or friends on mothers' immunization decisions 

Family members/Friends Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Friends 5 6.6 35 22..2 45 45.9 

Mother/Mother in-law 16 21.1 31 19.6 19 19.4 

Husband 34 44.7 48 30.4 22 22.4 

Experts 0 0.0 0 0.0 12 12.2 

No one 21 27.6 44 27.8 0 0.0 

Total 76 100.0 158 100.0 98 100.0 

From the above analysis, it may be possible to assume that television is the most 

valuable medium, not only for reaching the target population with its credible health 

messages, but also in affecting their decision positively in favour of child health 

promotion. This assumption is supported by a crude univariate model of logistic 

regression, where immunization behaviour is the dependent variable, which shows the 

risk of having a non immunized child for a mother in the VN group is 6.6 times 

higher than that of a viewer mother (P< 0.001). Cutts et al., (1991) also found that 

not having a television set is a risk factor for not having a vaccinated child. This 

positive effect of exposure to the television immunization campaigns on mothers' 

behaviour differs from one disease to another (knowledge of the disease and its 

vaccine, as well as attitude towards each disease and its vaccine, regardless of 

mothers' personal characteristics e.g. educational level, occupation, age, and so forth) 

as the following basic equations show. 

■ The risk of having a child not immunized against polio for a mother in the VN 

group is 8.4 times higher than a mother in the VV group (P< 0.001); 

■ The risk of having a child who is not immunized against DPT for a mother in the 

VN group is 8.4 times higher than for a mother in the VV group (P< 0.001); 

■ The risk of having a child not immunized against measles for a mother in the VN 

group is 3.5 times higher than a mother in the VV group (P< 0.001). 
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This assumption can be supported by the following: 

■ The analysis of mothers' knowledge, attitude, and behaviour among the three groups 

of the study; as discussed before; 

■ There is no significant difference among mothers in the three groups regarding some 

characteristics, as shown in tables 9:14; 9:15:; 9:16; 9:18; and 9:19; 

■ A multivariate logistic regression model which demonstrates that mothers' 

education, age, religion, and sex of the baby are insignificant intervening factors in 

affecting mothers' immunization behaviour (models 9:1, 2, 3). 

Obviously, from a very superficial inspection of the left side of table 9:17, we may 

notice the difference in the level of education between the VV and VN groups. In 

fact this was expected because the VN group is not a matching group but an 

equivalent control group, as discussed in Chapter Five. At first sight, we notice more 

difference in the level of education between the CV and VV groups. This also is 

expected as the first group may represent the cream of society while the second 

represents a village in the south of Egypt. However, a closer analysis, it is easy to 

exclude the effect of this intervening factor on the independent research variables by 

the many pieces of evidence discussed throughout Part Three. For example, if the 

difference in education can explain the difference in immunization behaviour between 

the VV and VN groups, with more difference in the educational level between the CV 

and VV groups, we should have found a significant difference between these two 

groups, which is not the case in our research, where there is no significant difference 

in immunization behaviour. This clarifies the importance of including the CV group 

in the research, and the naturalistic character of the research that gives it the power 

of generalization. Additionally, in-depth analysis shows that education or other 

intervening factors do not act independently in real life but rather in a collective 

manner. For that reason, different logistic regression models were formulated to 

examine the effects of some of these factors, bearing in mind the main research 

questions and hypotheses which are concerned with the third stage of the evaluation 

process rather than exploring the factors that caused or deter the campaigns' effects, 

which are concerned more with stages one and two of the evaluation scheme. 
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Table (9:14): Chi-square critical value and level of significance for the 
difference in mothers' religion and the baby's sex between each two groups 

Variable Groups Chi-square 

Value DF Significance 

Mother's religion VVNN 0.20062 1 0.65422 

VV/CV 0.17954 1 0.67177 

CVNN 0.59047 I 0.44224 

Baby's sex VVNN 0.86489 1 0.12872 

VV/CV 0.64673 1 0.42128 

CV/VN 2.307787 1 0.12872 

That is why Nair and Varughese (1994) stressed on health campaign even for the areas 

which have already attained total literacy. This is very logical because if positive 

immunization behaviour is associated with educational level, the world's population 

should have achieved a very high level of education before eradication of smallpox. 

Similarly, we should expect absence of diseases associated with negative behaviour, 

such as AIDS or drug misuse, among highly educated nations, which is certainly not 

the case. It is true that education can be an enhancing factor for better 

comprehension and analysis of information, but not the key factor that determines 

attitude or behaviour. The same arguments can also be applied to the difference in 

occupation between the three groups (table 9:18). 

Table (9:15): Frequency table showing mothers' age band 

Age Band 

(in years) 

Cairo Viewers Village Viewers Village non Viewers 

Count % Count % Count % 

16-20 0 0.0 22 13.9 19 19.4 

21-25 11 14.5 47 29.7 38 38.8 

26-30 20 26.3 46 29.1 24 24.5 

31-35 45 59.2 32 20.3 12 12.2 

36-40 0 0.0 11 7.0 5 5.1 

Total 76 100.0 158 100.0 98 100.0 
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Table (9:18): Frequency table showing the baby's sex 

Sex Cairo Viewers Village Viewers Village non Viewers 

Count % Count % Count % 

Male 41 53.9 94 59.5 46 65.3 

Female 35 46.1 64 40.5 34 34.7 

Total 76 100.0 158 100.0 98 100.0 

Similarly, there are many examples which show that difference in educational level 

or occupation is not a major obstacle for comparison. Schulz et al., (1995) in 

examining the effects of participation in voluntary organization and perceived control 

at multiple level used a comparison design of organization members and non-

members. Although there was significant difference between the two groups regarding 

educational level, income, and age, their results were considered as valid. 

Model 9:2 shows that a mother's attitude can be a significant factor in affecting 

mothers' behaviour. A mother in the VN group who has a negative attitude regarding 

immunization complications has nine times greater risk of having a non immunized 

child than a mother in the VV group (P< 0.001). In the same way, when a mother in 

the VN group shows a positive intention towards immunization (see model 10:3) the 

risk of having a non immunized child falls to 3.4 times that of a mother in the VV 

group (P< 0.001). This may indicate that both variables (exposure to television 

immunization campaigns and mothers' attitude) are not independent and correlated 

with the dependent immunization behaviour variable i.e. a mother's positive intention 

can compensate for the lack of exposure to the television immunization campaigns. 

Table (9:19): Frequency table showing mothers' religion 

Religion Cairo Viewers Village Viewers Village non Viewers 

Count % Count % Count % 

Muslim 69 90.8 146 92.4 92 93.9 

Coptic 7 9.2 12 7.6 6 6.1 

Total 76 100.0 158 100.0 98 100.0 
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A multivariate model (9:1): Dependent variable immunized/non immunized 

Variables SE Wald DF Significance OR 
Non viewer 0.48 14.06 1 0.000* 6.10 
Mother's education 0.81 2 0.666 

Mother's education (1) 0.62 0.13 1 0.721 0.80 
Mother's education (2) 0.80 0.757 1 0.384 0.50 

Mother's age 1.793 2 0.408 
Mother's age (1) 0.54 0.006 1 0.940 0.96 
Mother's age (2) 0.51 1.594 1 0.207 1.90 

Baby's sex 0.46 1.013 1 0.314 0.63 
Mother's religion 0.82 0.009 1 0.927 1.08 

SE = Standard Error 
	

Wald = Value of Wald test of significance 	DF = Degree of Freedom 
OR = Odds Ratio 	 * = Significant 

A multivariate model (9:2): Dependent variable immunized/non immunized 

Variables SE Wald DF Significance OR 

Non viewer 0.50 19.45 1 0.000* 8.97 
Mother's education 1.249 2 0.536 

Mother's education (1) 0.66 0.616 1 0.431 0.60 
Mother's education (2) 0.83 0.842 1 0.359 0.465 

Mother's age 0.128 2 0.938 
Mother's age (1) 0.60 0.025 1 0.874 0.91 
Mother's age (2) 0.55 0.066 1 0.798 1.15 

Baby's sex 0.50 0.616 1 0.432 0.67 
Mother's religion 0.87 0.052 1 0.819 0.82 
Negative attitude towards 
immunization's side-effects 1.05 11.51 1 0.001* 0.03 

Also, from model 9:3, it is possible to assume that the positive effect of viewing 

behaviour can be overlapped by some other factors, such as attitude, for example. It 

is also possible to assume that mothers' attitude is more significant than simple 

viewing behaviour. The message should be effective in its persuasive potential to 

change attitude, which in turn is more likely to be followed by a change in behaviour. 

This could be more important than just transmitting information about the disease to 

the target population, as demonstrated by models 10:4, 10:5, 10:6, and 10:7, where 

acquiring correct knowledge regarding diphtheria decreases the risk of having a non 

immunized child for a mother in the VN group to 7.9 times (p< 0.001), although this 
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significant positive effect of basic knowledge can be overlapped by viewing behaviour 

(P< 0.001) and the mother's attitude (P< 0.001) as in model 9:5. 

A multivariate model (9:3): Dependent variable immunized/non immunized 

Variables SE Wald DF Significance OR 
Non viewer 0.82 2.228 1 0.136 3.42 
Mother's positive intention 1.23 24.97 1 0.000* 0.00 
Mother's education 0.538 2 0.764 

Mother's education (1) 1.04 0.168 1 0.682 0.65 
Mother's education (2) 1.52 0.29 1 0.588 2.28 

Mother's age 2.257 2 0.324 
Mother's age (1) 0.94 2.25 1 0.133 0.24 
Mother's age (2) 1.07 0.402 1 0.526 0.51 

Baby's sex 0.81 0.56 1 0.450 0.54 
Mother's religion 1.47 0.327 1 0.567 0.43 
Negative attitude towards 
immunization's side-effects 1.34 8.46 1 0.004* 0.02 

Basic knowledge, of polio and measles for example (see section 3:7:3:2), which is 

most probably acquired through experience with the disease, although correct, has an 

insignificant effect on immunization behaviour. Viewing behaviour, as well as a 

mother's attitude, can be a significant factor for predicting a mother's immunization 

behaviour. In other words, having basic knowledge is not enough to produce positive 

behaviour. Exposure to television campaigns, is more significant which crystallises 

this knowledge and gives a meaning to it. It also stimulates acceptance of more 

relevant information and development of a positive attitude. This can be demonstrated 

by noticing the lower level of correct knowledge regarding diphtheria compared with 

the high level of correct knowledge regarding polio, yet mothers have the same risk 

of having a non immunized child. It may also demonstrate another mechanism for 

television to influence behaviour i.e. by creating a general attitude and behaviour 

towards immunization. This may support the previous assumption regarding binding 

attitudes in one block which develops a single behaviour. This may have a great 

value in designing health messages, which should transmit very specific but relevant 

knowledge mainly to change the target population's attitude. 
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A bivariate model (9:4): Dependent variable immunized/non immunized against 
diphtheria. 

Variables SE Wald DF Significance OR 
Non viewer 0.31 44.08 1 0.000* 7.85 
Mother's correct knowledge 
regarding diphtheria 0.44 10.21 1 0.001* 0.25 

SE = Standard Error 
	 Wald = Value of Wald test of significance 	DF = Degree of Freedom 

OR = Odds Ratio 	 * = Significant 

A multivariate model (9:5): Dependent variable immunized/non immunized 
against diphtheria. 

Variables SE Wald DF Significance OR 
Non viewer 0.35 26.18 1 0.000* 6.02 
Mother's correct knowledge 
regarding diphtheria 0.45 2.62 1 0.105 0.48 
Mother's positive intention 0.58 29.43 1 0.000* 0.04 

A multivariate model (9:6): Dependent variable immunized/non immunized 
against polio. 

Variables SE Wald DF Significance OR 
Non viewer 0.35 26.86 1 0.000* 6.14 
Mother's correct knowledge 
regarding polio 1.40 0.07 1 0.782 0.68 
Mother's positive intention 0.58 33.94 1 0.000* 0.04 

A multivariate model (9:7): Dependent variable immunized/non immunized 
against measles. 

Variables SE Wald DF Significance OR 

Non viewer 0.36 6.55 	1 0.011* 2.53 
Mother's correct knowledge 
regarding polio 0.71 0.03 	1 0.867 0.89 
Mother's positive intention 1.03 6.01 	1 0.014* 0.08 
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3:9:6 MOTHERS' ABSORPTION OF THE IMMUNIZATION MESSAGES: 

(There are some statements about immunization, tick your opinion. Question 

"29") 

Television campaigns presented different health messages. Obviously, mothers who 

do not receive the message represent an early failure of the campaign's objectives. 

Throughout this research, it is assumed that the VV group are actually exposed to the 

campaigns' messages and this exposure is the major determinant for the positive 

change in the dependent variables, while the VN group are not. In this section, this 

basic assumption is examined. Five of the main campaigns messages broadcast are 

examined for both the viewer and the non viewer groups. A sixth message, which has 

not been tackled by television, is also examined to test the validity of the basic 

exposure/non-exposure assumption. These messages are as follows: 

Message 1: Children's diseases (e.g. measles, polio, and so on) constitute a national 

health problem: 

In the CV group, 89.5% have a positive belief that diseases which can affect children, 

like polio or measles, are a national health problem (table 9:20). Some mothers are 

not sure of this message. They believe that, although they are dangerous, diseases like 

bilharziasis, malnutrition, and gastro-enteritis, or even cancer, are the real health 

problems. These mothers challenge the one-sided message. 

Table (9:20): Frequency table showing mothers' absorption of message "1": 
Diseases like polio are a national health problem 

Mother's belief Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Definitely untrue 0 0.0 7 4.4 15 15.3 

Fairly untrue I 1.3 6 3.8 6 6.1 

Do not know 7 9.2 37 23.4 55 56.1 

Fairly true 16 21.1 37 23.4 16 16.3 

Definitely true 52 68.4 71 44.9 6 6.1 

Total 76 100.0 158 100.0 98 100.0 
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On the other hand, 68.3% of the VV group have a positive belief, which is 

significantly lower than the CV group (table 9:25). This difference could be related 

to the difference in the level of education and mothers' comprehension besides the 

other intervening factors. However, there are only 22.4% of the VN group who hold 

this positive belief, with 56.1% who do not know exactly if these diseases constitute 

a national health problem or not. Their world extends only to the limits of their 

village or maybe a little further, to the governorate. The highly significant difference 

between the VV and VN groups demonstrates the positive exposure to the television 

campaigns on the viewer side. Also, the highly significant difference between the CV 

and VN groups may demonstrate the importance of the television as a medium to 

narrow the gap between the advantaged and the disadvantaged populations. These 

results can be supported by examining the other messages. 

Message 2: Every child should be fully immunized during the first year of life: 

In the CV group, all mothers understand that immunization should be during the first 

year of the child's life (table 9:21). They all have a strong positive belief in this 

message. In the VV group, 90.5% understand this message and have a positive belief 

in it. This compares to the 58.1% for those who hold this positive belief in the VN 

group. The significant difference between the VV and VN groups can be attributed 

to the differences in exposure to the television as explained before. 

Table (9:21): Frequency table showing mothers' absorption of message "2": 
Immunizations are important for the child in the first year of life 

Mother's belief Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Definitely untrue 0 0.0 8 5.1 13 13.3 

Fairly untrue 0 0.0 0 0.0 7 7.1 

Do not know 0 0.0 7 4.4 21 21.4 

Fairly true 0 0.0 16 10.1 26 26.5 

Definitely True 76 100.0 127 80.4 31 31.6 

Total 76 100.0 158 100.0 76 100.0 

4  Siska et al. (1992) supported this view with their conclusion that absolute mentions of AIDS as an 
important national problem increased after viewing AIDS public services announcements. 
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Table (9:22): Frequency table showing mothers' reaction to a control message 
"3": It is important to immunize even a slightly sick child 

Mother's belief Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Definitely untrue 35 46.1 108 68.4 70 71.4 

Fairly untrue 18 23.7 18 11.4 5 5.1 

Do not know 18 23.7 21 13.3 18 18.4 

Fairly true 5 6.6 8 5.1 4 4.1 

Definitely True 0 0.0 3 1.9 1 1.0 

Total 76 100.0 158 100.0 98 100.0 

Message 3: Immunization is indicated even if the child is ill: 

Mothers in all groups cannot understand or believe that immunization for sick children 

is indicated in order to prevent the more dangerous diseases such as polio or measles 

(table 9:22). They all believe that a child should be completely healthy to tolerate the 

vaccine. Unfortunately, they may have gained this misconception from health 

professionals. Also, the immunization campaigns broadcast did not stress this point. 

This may explain the negative belief prevalent among mothers in both the viewer and 

the non viewer groups. It may also demonstrate the positive impact of the television 

health messages not only on mothers' knowledge and attitude but also on the health 

workers and the health professionals as well. This message adds another confirmation 

to the high validity of not only the exposure/non-exposure design of the research, but 

also to mothers' answers regardless of their characteristics. It also shows the 

negligible effect of the intervening factors on the research variables. 

Message 4: Immunization protects the child from killer or crippling diseases: 

All the CV group (100.0%) have a positive belief that immunization protects from 

dangerous diseases (table 9:23). Lower than this maximum percentage, 86.1% of the 

VV group have a positive belief in this message. This compares with the very low 

percentage (34.7%) of positive belief in this message in the VN group. The largest 

percentage of mothers confirms their doubt in this fact and they express no opinion. 
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Table (9:23): Frequency table showing mothers' absorption of message "4": 
Immunization protects the child from dangerous diseases 

Mother's belief Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Definitely untrue 0 0.0 4 2.5 15 15.3 

Fairly untrue 0 0.0 1 0.6 3 3.1 

Do not know 0 0.0 17 10.8 46 46.9 

Fairly true 8 10.5 33 20.9 15 15.3 

Definitely True 68 89.5 103 65.2 19 19.4 

Total 76 100.0 158 100.0 98 100.0 

Message 5: Immunization should be with a new disposable plastic syringe: 

All the CV group believe that immunization should be carried out with plastic 

disposable syringes (Table 9:24). This is not only for immunization but also for all 

kinds of injections. Also, there is a very high percentage of mothers in the VV group 

(86.7%) who have this positive belief. Only 30.6% of the VN group have this 

positive belief. Generally, mothers do not understand how a non-plastic syringe can 

affect a vaccine's effectiveness. Again, this difference in the level of positive belief 

can be attributed to the differences in exposure to immunization campaigns, and the 

differences in immunization behaviour. 

Table (9:24): Frequency table showing mothers' absorption of message "5": 
Immunization should be with a disposable plastic syringe 

Mother's belief Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Definitely untrue 0 0.0 5 3.2 3 3.1 

Fairly untrue 0 0.0 3 1.9 12 12.2 

Do not know 0 0.0 13 8.2 53 54.1 

Fairly true 0 0.0 14 8.9 9 9.2 

Definitely True 76 100.0 123 77.8 21 21.4 

Total 76 100.0 158 100.0 98 100.0 
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Message 6: Immunization against tetanus neonatorum is advised for pregnant women: 

Only 47.4% of the CV group have a positive belief that vaccination against tetanus 

is indicated for a pregnant woman (table 9:25). There is an obvious disagreement 

among mothers about this fact. This result highlights the reluctance of health 

professionals to provide this vaccine with their routine health services. At the same 

time, mothers believe that this is only for mothers who deliver their baby in an 

unhygienic environment and not for them, as they follow all the necessary instructions. 

In the VV group, 84.8% have a positive belief in this message. This shows the active 

role of the health unit in the village besides the positive influence of television. The 

effect of television can be shown by noting the significantly lower level of mothers 

(40.8%) in the VN group who have this positive belief yet have the same health unit 

facilities as mothers in the VV group but no television access. The significant 

difference between the CV and VV groups, which is in favour of the less educated 

VV group, shows the significant effects of the private health care on the target 

population. It also shows that some factors such as education or social class are not 

always associated with the measured variables. It also, as discussed before, dismisses 

any suggestion that the more educated group gives invalid answers. 

Table (9:25): Frequency table showing mothers' absorption of message "6": 
Every pregnant woman should be vaccinated against tetanus 

Mother's belief Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Definitely untrue 8 10.5 12 7.6 17 17.3 

Fairly untrue 14 18.45 5 3.2 7 7.1 

Do not know 18 23.7 7 4.4 34 34.7 

Fairly true 19 25.0 12 7.6 5 5.1 

Definitely True 17 22.4 122 77.2 35 35.7 

Total 76 100.0 158 100.0 98 100.0 
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From the analysis of the above six messages, it is possible to conclude that not only 

are mothers in the VV group actually exposed and comprehended the advertised health 

messages, while mothers in the VN group are potentially not exposed to such services, 

but it also reveals the positive effect of television on child health promotion. 

Intervening factors only enhance these positive effects. This again confirms the 

validity of the research design. 

Table (9:26): Chi-square critical value and level of significance for the 
difference in mothers' absorption of the broadcast immunization messages 

between each two groups 

Message Groups Chi-square  

Value DF Significance 

Negative and 
neutral beliefs, 
compared with 
positive belief 

First VVNN 50.99619 1 0.00000 

VV/CV 12.27730 1 0.00000 

CVNN 77.00819 1 0.00000 

Second VVNN 37.02264 1 0.00000 

VV/CV 7.70938 1 0.00549 	1 

CVNN 41.59767 1 0.00000 

Third VVNN 0.35712 1 0.55011 

VV/CV 0.01182 1 0.91342 

CVNN 0.17127 1 0.67802 

Fourth VVNN 71.58121 1 0.00000 

VV/CV 11.68044 1 0.00063 

CVNN 78.50983 1 0.00000 

Fifth VVNN 83.92473 1 0.00000 

VV/CV 11.09717 1 0.00086 

CVNN 86.56450 1 0.00000 

Six VVNN 53.77036 1 0.00000 

VV/CV 36.20503 1 0.00000 

CVNN 0.74698 1 0.38743 
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3:9:7 TELEVISION IMMUNIZATION CAMPAIGNS: 

The researcher in this section evaluates the television immunization campaigns directly 

by measuring mothers' reaction to them. This can be a confirmation of the 

researcher's explanation of the measured changes in mothers' dependent variables and 

can demonstrate the importance of television as a medium for inducing behaviour 

change in favour of child health promotion. 

3:9:7:1 Mothers' viewing behaviour: 

(Do you watch television? How frequently do you watch health programmes? 

What are your favourite health programmes? Questions 2, 3, and 4). 

Although confirmation of mothers' exposure to television immunization messages has 

been established before, in this section further evidence of mother's exposure to 

television and the exposure/non exposure research design. Table 9:27 shows that the 

CV group watches television sometimes during the day. There is no single mother 

who admitted that she never watched television. This behaviour has been reflected 

on mothers' viewing behaviour for television health programmes. There is a 

noticeable difference in favour of the VV group who reported watching health 

programmes regularly. There is not a single mother who admits never watching a 

health programme on television within the last month. 

Table (9:27): Frequency table showing mothers' television viewing behaviour 

Viewing behaviour Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Regularly 9 11.8 32 20.3 0 0.0 

Sometimes 67 88.2 126 79.7 0 0.0 

Never 0 0.0 0 0.0 98 100.0 

Total 76 100.0 158 100.0 98 100.0 
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Table (9:28): Frequency table showing mothers' viewing behaviour for the 
health programmes 

Viewing Behaviour Cairo viewers Village Viewers 

Count % Count % 

Regularly 16 21.1 31 19.6 

Sometimes 60 78.9 127 80.4 

Total 76 100.0 158 100.0 

To confirm these results, mothers were asked to name a health programme. In the VV 

group, 83.5% named at least one health programme, which confirms mothers' viewing 

behaviour. On the other hand, mothers in the VN group admit that they never watch 

television, although 26% of them have a television set. This is expected as electricity 

will be connected within the next few months. It may be important to stress again 

that the main aim of these questions is to confirm validity of the MIS, and the 

exposure/non exposure design. 

Table (9:29): Frequency table showing mothers' favourite television health 
programmes 

Health Programme Cairo Viewer Village Viewer 

The First The Second The First The Second 

Count % Count % Count % Count % 

Five minutes for your health 19 25.0 0 0.0 70 44.3 3 1.9 

Private doctor 33 43.4 3 3.9 36 22.8 12 7.6 

Medical consultation 17 22.4 4 5.3 14 8.9 68 43.0 

Channel III clinic* 2 2.6 26 34.2 0 0.0 0 0.0 

Others 4 5.3 17 22.4 12 7.6 19 12.0 

Do not remember 1 1.3 26 3402 26 16.5 56 35.4 

Total 76 100.0 76 100.0 158 100.0 158 100.0 

* Broadcast only on Greater Cairo network 
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3:9:7:2 Mothers' awareness of immunization campaigns: 

(Are you aware of any particular immunization campaign? Who reminded you 

about immunization for the last campaign? Questions "27&20" respectively.) 

Although there are many sources of health information that can supply knowledge 

regarding children's diseases, immunization, and so on, there are some particular 

sources that can be more helpful for awareness of the immunization campaign i.e. 

mobilizing a large group of mothers within a short time. Obviously, the basic 

objective of any health campaign is to increase the level of awareness about the issue. 

Tables 9:30 and 9:31 show the following: 

Table (9:30): Frequency table showing mothers' awareness of the 
immunization campaigns 

Awareness Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Definitely unaware 0 0.0 3 1.9 6 6.1 

Fairly unaware 0 0.0 4 2.5 21 21.4 

Do not remember 0 0.0 7 4.4 40 40.8 

Fairly aware 22 28.9 27 17.1 30 30.6 

Definitely aware 54 71.1 117 74.1 1 1.0 

Total 76 100.0 158 100.0 98 100.0 

1) All the CV group are aware of the immunization campaigns. For most of the 

mothers (76.3%), television is the main source of awareness regarding immunization 

campaigns. As a second source of awareness, 35.5% reported it is their paediatricians, 

and another 31.6% state that it is their family members. This demonstrates the 

importance of television in raising the level of awareness regarding health issues even 

among the high social class. Its main advantage is to reach the whole population at 

the same time, within a short time and with the same message. 

2) In the VV group, 91.2% are aware of the recurrent advertised immunization 
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campaigns. There are only 4.4% of mothers who admit that they are not aware of 

these campaigns. Announcement over loudspeakers (street megaphones) is the main 

reminder of immunization during the campaign for mothers in the village, as 54.4% 

depend on the street megaphones for the call to immunization (either the Mosque's 

megaphone, used normally by religious leaders, or the mobile megaphone used by 

health workers). Television follows the street megaphone as the main reminder 

(32.9%). As a second reminder, television is the main source (31.0%). 

3) This is compared to the VN group, where 27.6% are unaware of these 

immunization campaigns and only 31.6% are aware of the issue. Interestingly enough, 

there is only one mother (1.0%) who is definitely sure about the occurrence of 

immunization campaigns. Like the VV group, 70.4% say that street megaphones are 

the first source they depend upon for the call to immunize. This is followed by 

friends (50.0%) in second place, instead of television as in the VV group. These 

results are very logical, as a street megaphone is not used in the city as a reminder. 

Television is the main source of health information, as well as other media (such as 

magazines for example). In a village, a street megaphone is more direct than 

television. A megaphone's message can reach all homes at the same time, even with 

the doors shut and windows closed, an advantage that eludes television. If we 

consider street megaphones as outdoor mass media, this will reflect the importance of 

mass media in general for stimulating mothers to immunize their children. 

4) From these findings, it is possible to note the wide difference between the degree 

of awareness of the VV group and the VN group. By relating the level of awareness 

to its sources, it is possible to elaborate the positive role of the television 

immunization campaign in raising the level of awareness regarding the issue. This 

may lead to the assumption that, when television is not available, friends will do its 

job. The negligible difference between the CV and VV groups again shows the 

limited role of the intervening factors. 
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3:9:7:3 Mothers' evaluative belief: 

(How useful was the campaign? and why? Question "28") 

Immunization messages are presented throughout the day in different styles e.g. health 

programmes, health spots, interviews, drama, and so on. Generally, mothers feel that 

television immunization campaigns are useful for them. Table 9:33 shows that 72.4% 

of the CV group, and 89.9% of the VV group show their positive attitude. These 

results demonstrate not only the significant difference between the two groups (x2  = 

11.813 P< 0.001) but also the importance of the educational television health 

campaigns, especially for the disadvantaged, in influencing mothers' knowledge and 

attitude regarding immunization. Mothers have this positive attitude towards television 

immunization messages because (table 9:32) they feel that they supply them with 

accurate knowledge regarding: 

a) The immunization issue. This is confirmed by 59.2% of the CV group, and 86.7% 

of the VV group; 

b) Diseases that may endanger their children's health, as 28.7% of the CV group show 

that immunization campaigns supply them with correct knowledge regarding their 

children's health, as well as different diseases that may affect their health, with 

another 34.2% of the VV group also confirming this point. 

Negative or neutral evaluation of television campaigns is mainly due to mothers' 

belief that television is not a suitable source. Some mothers in the CV group feel that 

television presents a very superficial idea of a complex issue and in a rough, 

indigestible way. They complain about the unsuitable time of health programmes or 

other public announcements. They also feel that it can be of some value for house-

wives only, as the programmes do not meet their viewing hours. On the other hand, 

mothers in the VV group feel that television presents diseases that can affect urban 

people not villagers. "People on television wear suits and differ in their way of 

talking, eating, living, as well as their complaints", one mother said. 
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Table (9:33): Frequency table showing mothers' evaluative beliefs of the 
televised immunization campaigns: How useful was the campaign? 

ATTITUDE Cairo viewers Village viewers 

Count % Count % 

Strongly negative 0 0.0 7 4.4 

Fairly negative 5 6.6 6 3.8 

Undecided 16 21.1 3 1.9 

Fairly positive 35 46.1 42 26.6 

Strongly positive 20 26.3 100 63.3 

Total 76 100.0 158 100.0 

3:9:8 FACTORS THAT MAY AFFECT IMMUNIZATION BEHAVIOUR: 

Immunization behaviour, like any other behaviour, is influenced by multiple elements. 

In this section, some of the factors that may affect the ultimate immunization 

behaviour of the target population are investigated, especially in rural areas like 

Kolosna village. This may form another dimension for designing a persuasive health 

message. These factors are as follows: 

3:9:8:1 Social norms: 

(Whose responsibility is it to take your child to the health unit? Question "23". 

As far as immunization is concerned, it is the mother who plays the key role for 

immunization behaviour. She is the one who is responsible for taking the baby to the 

vaccination point. Table 9:34 shows the following: 

1) In the CV group, 52.6% believe that immunization is a shared responsibility with 

47.4% believing that it is mainly the mother's role to take care of the child. These 

results are similar to Mennie at al's., (1994) findings regarding shared responsibility 

for taking a decision about antenatal screening. However, no single mother believes 

it is mainly the father's role. This is a fact for all the three groups in the study, 

indicating the deeply rooted norm in the society. There is usually a reason for the 

father to take his child to be immunized (e.g. other priorities or illness of the mother). 
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Table (9:34): Frequency table showing social norms: child care responsibility 

RESPONSIBILITY Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

Purely mother's 36 47.4 147 93.0 98 100.0 

Shared responsibility 40 52.6 11 7.0 0 0.0 

Purely father's 0 0.0 0 0.0 0 0.0 

Total 76 100.0 158 100.0 98 100.0 

2) In the VV group, 93.0% believe that it is purely a mother's role. Only 7.0% 

believe that it is a shared responsibility. This is similar to the VN groups, where all 

mothers also believe that it is purely a mother's role. This indicates that mothers are 

actually the main users of vaccination. They take their children to be immunized 

every time. The negligible difference between the VV and VN groups confirms the 

high validity of the study design. 

It is possible to assume that, especially in rural areas, it is always expected that a 

mother is the person who should provide healthcare for the family and she is always 

motivated to comply with these expectations. This helps in identifying the target 

population for designing messages concerned with family health. However, there are 

some priorities in mothers' agenda that compete with the desired behaviour such as: 

1) A mother's day is usually overloaded with other priorities apart from going to the 

health unit for child immunization. This is especially true of a poor family and for 

those in rural areas. Such a family tends to depend on day-to-day work. A mother 

has to prepare food for the family, do domestic chores, work on the farm, care for 

children and animals, and many other necessary tasks that are considered more 

important and essential than immunization. 

2) A family in a rural area is an extended family. If a mother wants to go to the 

health unit, she has to match her time with the time of other mothers in the family or 

neighbours to go together. Obligations towards this extended family can also be a 
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major competing factor. These obligations create a burden that prevents mothers from 

attending the health unit at the recommended time. 

3) A mother has to walk on foot to the health unit, taking her other children, and 

carrying her baby as well. She has to take care of all of them all the way to the 

health unit. If the health unit itself is not a pleasant place for any child, it will be a 

hard task for the mother to have them all at the health unit just to vaccinate the baby. 

3:9:8:2 Health delivery system: 

(Is there a health unit in your area? Do you usually go to the unit? How do 

you usually go there? How much does it cost you to immunize your child? 

Questions 39, 40, 41, and 42). 

The health unit is the main supplier of health services in an Egyptian village e.g. child 

immunization, family planning services, maternal care, examination and so on. As 

tables 9:35, 36, 37, and 38 show, all the VV and VN groups are aware of the local 

health unit, which is within their catchment area. This is an expected result as both 

groups belong to the same village. It is also important to mention that the health unit 

is a part of a complex that services the village population e.g. veterinary clinic, centre 

for agriculture planning and consultation, and the police point. This can be an a factor 

for the maximum awareness of the health unit among the village population. 

This situation is different for mothers in the CV group who live in a big city with a 

complex structural system. They do not use the health services offered by the local 

health unit (table: 37). Only 9.2% use the health unit because they believe that 

vaccines are fresher than the private sector has. The other 90.8% vaccinate their 

children in a private paediatric clinic as shown in table 9:43, where they have to pay 

an average of 40 Egyptian pounds per vaccination, not like in a village, where 

vaccination is free. Nevertheless, there are some aspects that a mother has to face to 

use the health services such as: 
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Table (9:35): Frequency table showing the cost for each immunization visit 

Pound Cairo viewers Village viewers Village non viewers 

Count % Count % Count % 

0 7 9.2 157 99.4 98 100.0 

5 0 0.0 1 0.6 0 0.0 

25 11 14.5 0 0.0 0 0.0 

35 36 47.4 0 0.0 0 0.0 

50 22 28.9 0 0.0 0 0.0 

Total 76 100.0 158 100.0 98 100.0 

1) Health workers may be indifferent or even hostile, poorly trained or most 

commonly trained for another job. With an overcrowded health unit, especially during 

the time of campaigns, health workers have neither much time, nor the necessary 

knowledge, to undertake counselling or guidance. Most of the time, when information 

materials are available, they remain locked up in cupboards and barely used. The 

tragic thing is that the health workers themselves may have all sorts of misconceptions 

about immunization e.g. a child should be completely healthy to withstand the vaccine. 

In the routine daily activities of the unit, health workers often fail to explain to the 

mother the actual date to return for the next injection. They just write the date of the 

next vaccination on the back of the child's vaccination certificate and never consider 

that a mother may be illiterate. Even if they draw the mother's attention to the next 

visit, the mother might forget the date, which is usually 45-60 days later. 

2) The mother may go to the health unit at the recommended date but the unit may 

be over-crowded, the vaccine may not be available, she may be required to buy a 

disposable plastic syringe from a distant pharmacy, or any other factor that delays the 

vaccination date. Sometimes, when there is low attendance at the health unit, health 

workers may refuse to give the vaccine for just one or two children and thereby spoil 

the whole vial. Consequently, she has to come later. If the mother believes that she 

can come later, there will be no point in following the schedule. On the other hand, 

if a mother misses the proper time of vaccination, she may never come back for fear 

of health workers' criticism and punishment. 
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Table (9:36): Frequency table showing mothers' awareness of the health unit 

Awareness Cairo Viewers Village Viewers Village non Viewers 

Count % Count % Count % 

Aware 55 72.4 158 100.0 98 100.0 

Not Aware 21 27.6 0 0.0 0 0.0 

Total 76 100.0 158 100.0 98 100.0 

3) Generally, mothers do not know how many vaccines or doses their children have 

to take and what is left. This is more complicated with different immunization 

campaigns which are out of the schedule (e.g. the polio campaign and measles 

campaign). They feel that it is too problematic and complicated. This could be 

solved easily by just following the instructions of health workers or their friends. 

4) A mother may have an unpleasant experience at the health unit e.g. long waiting 

times, no toilet facilities available, thefts in the long queues, and so on. Little wonder 

that she goes to the health unit only for serious illness. 

It is possible to say at this stage that there is no doubt that both the VV and VN 

groups belong to a homogeneous society, sharing the same social norms, health 

services, competing priorities, and so on. This further confirms our previous 

conclusion regarding the validity of the research design. 

Table (9:37): Frequency table showing mothers' attendance at the health unit 

Attendance Cairo Viewers Village Viewers Village non Viewers 

Count % Count % Count % 

Never 48 63.2 7 4.4 5 5.1 

Always 0 0.0 142 89.9 74 75.5 

Sometime  7 9.2 9 5.7 19 19.4 

Not applicable* 21 17.6 0 0.0 0 0.0 

Total 76 100.0 158 100.0 98 100.0 

* A mother who is not aware of the local health unit. 
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Table(9:38): Frequency table showing the way to reach the local health unit 

Way Cairo Viewers Village Viewers Village non Viewers 

Count % Count % Count % 

On foot 3 3.9 151 95.6 83 84.7 

By Car 4 5.3 0 0.0 0 0.0 

Not Applicable* 69 90.8 7 4.4 15 15.3 

Total 76 100.0 158 100.0 98 100.0 

A mother who is not a user of the local healthunit. 

3:9:8:3 Beliefs for the schedule: 

(Do you follow the schedule of vaccination? Why? Question "15"). 

This forms a third dimension in the analysis of mothers' behaviour, for exploring 

television's role in achieving ideal behaviour. As shown in tables 9:39, 9:40, and 

9:41, the majority of the CV group (86.8%) strictly follow the schedule. No single 

mother admits that she does not follow the schedule. Mothers do not show any factor 

that denies immunization according to the schedule, with 55.3% admitting that they 

just follow the orders of their paediatrician. Health professionals usually stress the 

time of vaccination, otherwise the mother has to pay for another visit. Besides 

imparting knowledge, they can also regulate the pre-planned behaviour. 

Table (9:39): Frequency table showing mothers' immunization behaviour 
according to the recommended schedule 

BEHAVIOUR Cairo Viewers Village Viewers Village Non Viewers 

Count % Count % Count % 

Never follow the schedule 0 0.0 5 3.2 12 12.2 

Sometimes follow the schedule 10 13.2 49 31.0 34 34.7 

Always follow the schedule 66 86.8 97 61.4 29 29.6 

Not applicable* 0 0.0 7 4.4 23 23.5 

Total 76 100.0 158 100.0 98 100.0 

* Child is not immunized 
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Table (9:40): Chi-square critical value and level of significance for the 
difference in mothers' immunization behaviour according to the recommended 

schedule between each two groups 

Behaviour Groups Chi-square 

Value DF Significance 

Following the schedule 
compared with 
incomplete and negative 
behaviour 

VVNN 72.08767 1 0.00000 

VV/CV 43.32702 1 0.00000 

CVNN 11.22178 I 0.00081 

Only 31.6% reported that they followed the schedule to obtain the maximum 

protection for their children. Most of the VV group (64.2% of those who immunize 

their children) always follow the schedule. This is significantly lower than those in 

the CV group. There are only 3.3% who admit that they never follow the schedule. 

32.9% admit that they just follow the instructions. They believe that if they miss the 

day, they may miss it for ever. Another 27.8% show that they follow the schedule to 

achieve the maximum protection for their children. Other priorities are the main 

reason for not following the schedule (22.8%). There is great disagreement among 

the remaining 41.8% who have a second reason. Contra-indications (12.0%) and 

forgetting the date of vaccination (10.8%) are the main two reasons that act as 

secondary factors that can affect vaccination behaviour. 

A total of 38.7% of the VN group immunize their children and follow the schedule 

regularly, while 16.0% admit that they never follow the schedule. 27.6% show that 

they just follow instructions. Another 23.5% reported that there are other competing 

priorities, with 15.3% aware that, for maximum protection, they should follow the 

schedule, but this is a secondary reason after following instructions. This order is 

very similar to that in the VV group as they already belong to the same village with 

the same environmental factors, social norms, competing priorities, and health 

services, but they differ in exposure to immunization campaigns. For both groups, 

competing motives are the main reason for negative behaviour regarding the schedule, 
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while following the instruction is the main reason for the positive behaviour. The 

higher percentage for those who reported achievement of maximum protection by 

following the schedule in the VV group compared to the VN group, can easily be 

related, as we discussed before, to the positive effect of exposure to television. 

Consistency of the findings confirms the research hypotheses, answers the research 

questions, and shows the validity and reliability of the research design. 

Television messages can have the ability to change behaviour (regarding the schedule) 

to the positive side, especially for the disadvantaged group. This is evident by 

comparing the positive behaviour of the VV and those in the VN groups. Television 

not only supplies knowledge, it also guides people to ideal behaviour, as recommended 

by credible health professionals. Following the schedule may represent more complex 

information or behaviour for the VN group. This may support the previous 

assumption that television health messages supply the mothers with adjusting 

information (secondary catch-up). This last step can be the major difference between 

the viewer and the non viewer groups. We can also notice the importance of health 

professionals or health workers in guiding the mothers towards positive behaviour. 

With their support, television can have a great effect on mothers' behaviour. At the 

same time, the social mobilization, to support a mother's new behaviour and to 

improve child care, helps her to emerge with the desired positive health behaviour. 

This gives a new dimension for television to act through. 

A health message is not only carrying health information, it should prepare the ground 

for the new idea to be implanted and grown. For example, a health message should 

stimulate both parents, not only the mother who is already overloaded with other 

responsibilities including health care of all the family members. This necessitates a 

change in the social norms of the community. Another important role of television 

is to direct the public's and policy makers' attention to the importance of improving 

the quality of health services, including the availability of updated knowledge to the 

health professionals and the health workers regarding the health issue. A health 

message should clarify the way forward and highlight undermined factors. This is 

where television's power can be seen. 
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3:9:9 SUMMARY OF MOTHERS' BEHAVIOUR: 

The pivotal aim of this chapter is to pinpoint the influence of exposure to television 

immunization campaigns on mothers' behaviour. This has been examined through 

four main dimensions, as follows: 

1) Mothers' immunization behaviour. 

To demonstrate the change in mothers' behaviour, the researcher examined it in 

relation to the following: 

a) Past immunization behaviour: There is a significant difference between mothers' 

past behaviour in the VV and the VN groups. The positive change in mothers' 

behaviour in the VV group most probably started after broadcasting the health 

instructions on television. On the other hand, mothers in the CV group show the 

maximum positive past behaviour, with highly significant differences compared to the 

VV group. With an average of two children for each family in the CV group but 

three to four children for a family in the VV group i.e. some children were born 

before starting immunization campaigns or at least before electrification of the village, 

television immunization instructions can be considered one of the determining factors 

to produce such a high level of positive past behaviour. 

b) Current immunization behaviour: There is an insignificant difference between the 

CV and VV group. This may exclude the influence of intervening factors that might 

act as an alternative explanation for the relation between exposure to television 

instructions and the positive change in behaviour. It also shows the importance of 

television, in compensating for most of these factors for the less advantaged 

population. This assumption is supported by the previous finding regarding mothers' 

past behaviour, as they are the same mothers. On the other hand, there is a significant 

difference in mothers' immunization behaviour between the VV group and the VN 
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group. This process of comparison can demonstrate not only the actual change in 

mothers' behaviour, but also the positive relation between exposure to television 

instructions and immunization behaviour. Moreover, reported new knowledge of 

immunization and a change in attitudes created by the campaigns are the factors most 

clearly associated with self-reported behaviour change. 

c) Immunization behaviour for each disease: There is a significant difference in 

immunization behaviour against polio or DPT between the CV group and the VV 

group. This difference can be explained as the role of some intervening variables, 

such as the health professionals for example who encourage the mothers to vaccinate 

their children with complete doses. At the same time, there is a significant difference 

between the VV and VN groups which demonstrates the change towards the positive 

side as a consequence of exposure to television immunization instructions, yet factors 

such as health professionals can only potentiate the change. 

The role of the health professionals is shown by examining mothers' vaccination 

behaviour against TB in the CV group, where mothers show a low level of positive 

behaviour that can be attributed to the negative influence of the health professionals. 

The VV (the less educated) group show a high level of positive behaviour with a 

significant difference from the CV (the more educated) group which can confirm the 

positive role of exposure to the television health messages on mothers' behaviour, 

especially for the disadvantaged population, as evident by the highly significant 

difference between the VV and VN groups. 

Examining mothers' immunization behaviour regarding measles helps to play down 

the effects of intervening factors, such as health professionals or educational level, 

leaving exposure to immunization campaigns as the greatest rival factor in inducing 

positive change. This is evident by the absence of any significant difference between 

the CV and VV groups on one hand, and the highly significant difference between the 

VV and VN groups. Vaccination against measles can be seen as a simple behaviour, 

where the vaccine is administered only once, and sometime after the ninth month of 

age, compared to the more complex three dose polio vaccine, where a mother should 
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return later at fixed times. Intervening factors, especially health professionals, can 

have a role in a more complex behaviour. 

Vaccination with DPT represents a different role for exposure to television health 

instructions. It has the same pattern of immunization behaviour as polio vaccine. The 

high level of positive behaviour can be explained by the concurrent administration of 

both vaccines. This means the positive behaviour (that has been created by the 

positive influence of the exposure to the television immunization instructions) can be 

extended to other vaccines which share the same situational factors. 

d) Immunization behaviour according to the schedule: Television may change 

mothers' behaviour towards the positive side, which is not enough. It should also be 

in full doses and in time, according to the recommended schedule. This constitutes 

an ideal immunization behaviour. Television immunization messages can influence 

behaviour to be ideal. This can be demonstrated by the significant difference between 

mothers who vaccinate their children regularly, according to the recommended 

schedule in the VV group, and those in the VN group. Health professionals can have 

a role in regulating immunization behaviour, as evident in the significant difference 

between mothers in the CV and VV groups. 

2) Role of different influential sources on mothers' behaviour: 

In a mother's surrounding environment, there are many sources that can influence her 

decision regarding immunization: 

■ Within the health professionals group, private doctors are the main influential factor 

on mothers' decisions in the CV group. On the other hand, health workers are the 

main influential factor on mothers' decisions in both the VV and the VN groups; 

■ Within the mass media group, television is the most influential source on mothers' 

immunization decision for the viewer groups; 

■ Family members or friends have a minor role in influencing mothers' decision in 

both the CV and the VV groups but, for the VN group, they can have a great 
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influence on mothers' decisions. A husband can have an influence on a mother's 

behaviour in both the CV and the VV group. On the other hand, friends and husbands 

can have an effective role in influencing mothers' decision within the VN group. 

These results demonstrate the positive role of television as a mass medium to reach 

and motivate the target audience towards the desired behaviour and empowering them 

to show positive behaviour. This assumption is supported by logistic regression 

models which show that non exposure to television health instructions is a risk factor 

for having a non immunized child (6.6 times higher than for a viewer). These models 

also show the insignificant effect of mothers' characteristics such as religion, age, 

education, and the child's sex on mothers' behaviour, which is expected as the same 

mothers show different knowledge, attitude, and behaviour towards different diseases, 

or vaccines. Mothers' knowledge can be a significant factor in expecting certain 

behaviour. However, mothers' attitude is more significant in this respect. 

3) Mothers' absorption of health messages: 

To support the basic assumption of the viewer/non viewer comparative research 

design, the researcher directly examined the effect of five different immunization 

messages, which were presented on the television during the campaigns, among the 

three groups studied. There are significant differences among the viewer and the non 

viewer groups which can be attributed to the difference in exposure to television 

health instructions. This may confirm that the viewer group, were exposed to the 

television immunization instructions but not the non viewer group ensuring a high 

validity for the research design, which is also ensured by the consistency in the 

research findings for the different diseases and vaccines. To test the validity further, 

a controlled message is also examined which showed an insignificant difference 

among the three groups. 
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4) Educational television campaigns: 

Evaluation of mothers' reaction to the television immunization campaigns broadcast 

is the other side of the research coin. It demonstrates the importance of using 

television for public health. It can also demonstrate the possible positive relation 

between the research dependent and independent variables. This has been done as 

follows: 

a) Mother's awareness of immunization campaigns: There is a maximum level of 

mothers' awareness of immunization campaigns among the CV group. They attribute 

this high awareness to the active role of television. However, the VV group relate 

their high awareness to another, but smaller-scale form of media i.e. the street 

megaphones. Television is in second place after the street megaphones. On the other 

hand, in the VN group there are fewer mothers than in the VV group who are aware 

of the recent immunization campaign. They attribute their awareness to the street 

megaphones (i.e. a form of mass media as well). 

b) Mothers' attitude towards immunization campaigns: Generally, mothers have a 

positive attitude towards the televised health instructions. They feel that television 

health messages can supply them with the necessary information regarding 

immunization and the nature of the diseases that may endanger their children's health. 

Because mothers feel that television is a credible medium, the majority of them have 

a positive intention to follow the instructions broadcast and are ready to immunize 

their children accordingly. 

3:9:9 CONCLUSION: 

1) Exposure to television health instructions can stimulate a change in a mother's 

behaviour towards better child health, regardless of her educational level, age, social 

class, sex of the baby, religion, and so on. It can reach the whole population and 
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mobilize them to practise the desired behaviour at the same time. 

2) The positive effects of exposure to television instructions on a mother's behaviour 

can be related to the following factors: 

■ Increase of mothers' awareness and knowledge regarding the immunization 

issue. With analysis and estimation of different choices of behaviour, it guides 

the mother to the proper health measure that should be taken and which should 

be consistent with the new positive attitude and knowledge; 

■ Increase of mothers' efficiency to use the available health services, and of 

mothers' perceived control over their children health destiny. It also improves 

the belief that immunization leads to a desired outcome and the belief that 

mothers can easily immunize their children and should do so. 

■ Setting the immunization issue at the top of a mother's agenda. This 

stimulates the mother not only to an initial positive behaviour, but also to an 

ideal immunization behaviour. It can also promote the mother to discuss the 

immunization issue with her friends, family, and so on. This exerts pressure 

on both the private and the public health care sector to update their knowledge 

and to respond to the mothers' need for better health services. This is an 

indirect way for television to have positive effects on mothers' behaviour. 

3) Among different mass media, television is the most influential medium on a 

mother's decision regarding child immunization. It overlaps with the role of friends 

or family members. In its absence, friends and family members will be the main 

sources of influence which keep the misconceptions and unhealthy behaviour passing 

from one generation to the next. Television, with its credible health instructions, can 

break this negative transmission of beliefs. This may be of special importance in a 

village, as it might be the only credible source of information. 

4) Exposure to television immunization instructions can create a common behaviour 

towards vaccination in general. This means that, with a single message towards a 

salient behaviour, this behaviour can be extended to the whole set of vaccines. This 

could be helped by decreasing the effort which the mother should make e.g. 
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decreasing the number of vaccinations. 

5) A mother's attitude is an important factor in changing her behaviour. Therefore, 

a persuasive health message should be designed according to a good theory and 

directed mainly at its target population's attitude rather than a simple transmission of 

medical knowledge. With a positive change in knowledge, more positive change in 

attitude is expected with more probability of a positive change in behaviour. 

6) Television instructions should be directed mainly at a specific segment of the 

population i.e. the mothers. This calls for careful audience segmentation which is not 

only on demographic characteristics but also on social level e.g. current value, beliefs, 

and knowledge as Hawthorne (1994) and Bettinghaus (1992) argue regarding audience 

segmentation to reach the audience if a significant impact on behaviour and optimum 

use of the available health services is to be obtained. Nevertheless, the health 

messages should also include other influential forces, such as the husband, family 

members, private health professionals, and so on. 

7) Educating the mother for health and child health care should be started as early 

as possible to utilise her initial enthusiasm and motivation for child care while it is at 

a sufficiently high level to complete the vaccination schedule. It also protects the 

mother from the surrounding misconceptions at an early stage. Additionally, 

vaccination should be as infrequent as possible to minimize the effort to complete the 

schedule. Also, vaccines should have an easy and descriptive name to help the mother 

to remember and to learn. 

8) Television health messages can be very effective in their persuasive impacts. 

However, the ultimate behaviour can be aborted by some other external factors, such 

as competing motives, which have more importance in a mother's daily activity, the 

quality of the health services, misconceptions regarding immunization, and so on. 

These factors necessitate special treatment in designing a health message for child 

health promotion. 
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Part Three: Data Analysis 

CHAPTER TEN 

CONCLUSION AND RECOMMENDATIONS 

3:10:1 INTRODUCTION: 

Health is a subjective sense of well-being. Because it is subjective in quality, a health 

educationalist should explore the underlying factors which can affect the target 

population's perception and achievement of well-being, and which may influence their 

decision to practise or not to practice certain behaviour. The new information must 

be formulated according to their needs and aspirations and should facilitate the 

voluntary adoption of the recommended behaviour to maintain or improve their well-

being. There are two main approaches, complementary to each other, which a health 

educationalist can follow to achieve the goal of health education. The first is the 

educational approach, which stresses the need to arm the target population with the 

correct information, motivating them to take an informed decision regarding target 

behaviour, as well as facilitating execution of the behaviour and its transformation into 

a habit. The second approach is by persuading the target population to think and act 

according to the health educationalist's recommendations. This requires an effective 

strategy for persuasion which should be designed according to a pre-established 

theory. Basic to both approaches, an effective channel of communication with the 

target population should be identified. The research argues that television, with its 

audio-visual potential, can be an effective tool for health education, especially for rural 
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areas in a developing country like Egypt. It examines the effects of television 

immunization campaigns on mothers' knowledge, attitude, and behaviour regarding 

immunization. 

3:10:2 CONCLUSION:  

1) Television, as a sort of mass media, is a valuable tool in transmitting health 

instructions to the target population, in both rural and urban areas. It has the power, 

when used intelligently, to stimulate changes in the target population's attitude and 

behaviour towards the health problem presented, as well as to increase their level of 

correct knowledge regarding the health issue. It can fill the gap that exists between 

the rapidly increasing health information on one hand and the level of awareness of 

these findings among the target population on the other. 

2) Television is considered to be the main source of health information, including 

immunization, for most viewers. It makes them aware of the existing health problems 

and supplies them with the available options to counteract the threats, including those 

that cannot be fully controlled by conventional care. With its credible messages, it 

can extend the viewers' latitude of uptake and acceptance of new information not only 

basic health information, but also more complex, related information and skills. 

3) Television health messages can influence viewers' beliefs regarding the likelihood 

of someone falling a victim to the current health problem, the seriousness of the 

disease, as well as the effectiveness of the action recommended to avoid such a threat. 

By guiding the viewers' interpretation and analysis, television health messages can 

influence the audience to value health positively, in all its dimensions, and promote 

a feeling of responsibility for the viewer's own health care. 

4) With better understanding and reorganization of the value system, television tends 
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to create psychological tension among the audience's cognitive elements. This tension 

encourages the audience to change their attitude towards the health problem and return 

to a consistency state, which is a basic and pleasurable condition. Consequently, the 

audience will be ready for more selective exposure and attention to credible and 

positive health messages (including those from other sources of information besides 

television, which is considered the trigger for the process of change). This 

incongruent change in attitude occurs gradually, representing the gradual absorption 

of the educational health messages and the relevance of repeating the message. At the 

same time, forced compliance is a poor technique of attitude change and legalisation 

cannot be a substitute for education. 

5) With its persuasive power, the audience considers television a credible source of 

information related to the health problem. At the same time, the television message 

urges the audience to conduct, or not to conduct, a certain action. To be in a balanced 

state, the audience develops favourable attitude towards the recommended action. The 

attitude generated can even mushroom to include all related health matters. For 

example, a persuasive campaign urging the mothers to vaccinate their children against 

polio may generate a favourable attitude not only towards oral polio drops, but also 

towards other types of vaccines, modern medicine, or even towards the health services 

and efforts made by the government to save their children's lives. This ability to 

extend the attitude generated may be an important difference between television and 

other types of communication e.g. interpersonal communication. This mushrooming 

function of the television message may be the factor responsible for inducing stability 

of the attitude against different negative motives and putting the recommended action 

at the top of the audience's agenda. 

6) With its power to reach most people at the same time with the same message, 

television can create public opinion in favour of health which facilitates change in the 

normative system and makes it acceptable for the society to express the new attitude 

and resist external negative pressure for the new health decision to be executed. It is 

the role of the television to explore negative social influences and defeat them in 

favour of a sound health decision. For example, although mothers are the ideal targets 
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for immunization messages, they are commonly overloaded with other responsibilities 

besides health care. Television should encourage the husband or the other family 

members to share in the family health care. Furthermore, national leaders may feel 

that they can move more promptly and decisively to manage the provoked health 

problem when its impact is well and widely understood. Television can also present 

to most of the population an ideal example to be followed and to be imitated. It 

provides a common model which leads to mass change in attitude in a certain 

direction. On the other hand, in absence of television modelling, there will be many 

models to be followed with different attitude outcomes. 

7) Positive change in knowledge regarding the health problem leads to a positive 

change in, and more extended, attitude, which is followed by a positive change in 

behaviour to keep a balanced state. Television presents a standard which act as a 

guide to suitable behaviour and expresses the need to achieve that standard. 

Television can guide the audience not only to the behaviour required to avoid the 

health threat, but also to a ideal behaviour and the skills it necessitates. For example, 

television helps the mother to vaccinate her child regularly according to the 

recommended schedule. The positive behaviour can be extended to cover related and 

similar health behaviour. For example, mothers vaccinate their children with DPT by 

associating it with the polio vaccine. This association of behaviour can be a result of 

the formation of an extended attitude. It may also be responsible for the consistency 

and stability of the behaviour when facing other conflicting motives. This may 

indicate the central role of attitude in keeping a balanced state. 

8) In the absence of television, friends or family members will be the source of health 

information, as well as the source of influence on decision-making. People share 

experience and knowledge. This shows the importance of word of mouth in 

transmitting health information from generation to generation. Nevertheless, their 

experience with the health problem is usually superficial and may be based on 

misconceptions and outdated information. Television can substitute experience and 

give an answer to what will happen if the health problem affects the audience's well-

being. However, this may constitute a new challenge for television health education. 
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Direct experience with the health problem will subside and may be perceived as 

belonging to a previous generation with a consequent lessening of attitude. It is the 

function of television, as an important source of credible health information, to 

continue feeding the audience with indirect experience with the health problem and 

to keep the initial positive attitude transmitted from one generation to another. 

9) Medical doctors in advantaged areas and health workers in less advantaged areas, 

can potentiate or obstruct the penetration of the health messages. Furthermore, health 

services (both quality and quantity) can facilitate the development of the desired 

behaviour or abort it at its early stage. 

3:10:3 RECOMMENDATIONS:  

1) Carrying out health education using television has great potential provided that its 

scope and limitations are fully understood and the necessary skills developed. 

Effective and efficient use of television requires good pre-established and practical 

theory. This calls for the training of health professionals for the effective use of 

television in educating the public in favour of health, and for the effective 

collaboration with media professionals to achieve shared goals and to meet future 

challenges. 

2) A television campaign should be part of an integrated plan of activities. The initial 

positive impact of the campaign on the public should be followed up by longer term 

educational efforts e.g. improvement of the available health services, both in quality 

and quantity; involvement of the private health sector in the campaign objectives; 

collaboration with influential social groups; and so on. 

3) Formative research is important to identify the potential audience and its current 

knowledge, fear, and beliefs, misconceptions, values, attitude, socioeconomic status, 
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and so on. A campaign should develop from the community to the community. 

4) In the absence of television, health education should be directed towards the use 

of local media e.g. street loudspeakers. Influential people could be used as an indirect 

way to communicate with the disadvantaged and inaccessible population. 

5) A multi-media approach is usually more effective and influential in its impact on 

the audience. Face-to-face communication with health professionals can be an 

effective ally to the television health message. Also other types of media, such as 

magazines or radio, can be used in conjunction with the television according to the 

audiences habit of media usage. 

6) A health message should be as simple as possible with a style suitable to both the 

audience and the health issue. For example, a highly educated audience requires a 

double sided message. More complex information can create avoidance and 

resistance. The message should also be repeated enough times for attitude change to 

occur. It should also be related with a prominent and effective health measure. For 

example, linking immunization in general to immunization against polio will benefit 

the other, less well known or less popular vaccines e.g. DPT. 

7) Audience segmentation is a very effective technique to reach the target audience 

and to avoid dilution of the media effects. Nevertheless, media messages should also 

be addressed to the relevant others. They should orient health professionals and health 

workers regarding government policy and objectives, as well as regarding correct and 

unified knowledge. Television messages should also encourage them to practise their 

role as local health educators. The same can be applied to other members of the 

family, where each member identifies him/herself with other members of the family, 

or even the local community. 

8) To facilitate the behavioural intention to emerge, the gain from the proposed action 

should outweigh the effort to be expanded. For example, the inclusion of different 

vaccines in a single shot makes it easier for the mother to vaccinate her child in one 
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visit to the health unit. Also, the less painful the vaccine, the more its value, as in the 

case of oral polio vaccine. The vaccine itself should have an easy descriptive name 

to be remembered by e.g. the oral drops for polio; or the nine-month injection; or the 

measles injection. 

9) With the massive lowering in the price of computers and video games, it may be 

cost-effective for health educationalists to keep up with advanced information 

technology and explore the use of the new media in favour of health. 

10) The overall role of media, especially television, should be investigated through 

more media research in the field of health to understand what can work and what 

cannot, as well as its cost effects. This sort of research should receive a high priority 

for government funding, otherwise the media campaign will continue to be, as 

Hindson (1985) called it, "little more than short-term propaganda exercises, having 

little impact on the world's major health problems". 

11) Until health educationalists and media professionals can provide each other with 

objectives, evidence for the effect on the controversial media material, health 

campaigns will have a superficial impact only. Because each health problem has its 

unique feature, and each medium has its unique characteristics, the research endorses 

the evolution of a science of media health promotion. This science will be an 

intersecting point for public health, community medicine, social psychology, 

communication science, education, and many other subjects. 

3:10:4 LIMITATIONS OF THE STUDY: 

The positive findings on television's effects and its uses in child health promotion, 

should have been augmented by additional research on its effects, particularly in Egypt 

or developing countries. Other sources and media, particularly radio may be 
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considered. Nevertheless, there have not been many previous examples research 

conducted regarding television and its effect on child immunization. 

Although this study provides an insight into the potential impact of the television on 

mothers' knowledge, attitude, and behaviour, part of the apparent effect may have 

been artificial. For example, some mothers in the control group (VN) could have 

moved from the study area and contacted the experimental group. Also, besides the 

lack of pre-campaign information regarding the target population, it was impossible 

to use a real comparative data gathering design in order to assess the campaigns' 

effects. This forced the researcher to be reluctant to make a causal attribution 

regarding the extent to which an immunization television campaign was the stimulant 

to change. 

It is beyond the scope of this study to examine the effect of television immunization 

campaigns on child health in Egypt e.g. health policy, health services, infant mortality 

and morbidity, and so on. Likewise, it is not the aim of this study to explore the 

technique of the campaigns e.g. the contents, style, or appeal of their message, and so 

on. 

3:10:3 LOOKING AHEAD: 

The positive assessment of the role of television on child immunization naturally leads 

us to wonder whether the phenomenon can be generalized to other health behaviour 

problems. Health educationalists still need to know the factors related to the successes 

and failures of selling and advertising health behaviour, as well as the barriers to the 

communication of health risks and benefits. In depth study of each disease and its 

vaccine may help to demonstrate these factors. However, the techniques to explore 

the role of television still required refining to increase their reliability and validity. 

This could be the major challenge in the research field. 
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The role of other media in health promotion is also an important area of research. 

The results of this research can be used as a baseline for future research on mothers' 

attitude, knowledge and behaviour. For example, the part of the village which was 

not supplied with electricity, is now supplied with electricity. The next step would 

be to identify the change in these dependent variables in that part of the village by 

measuring them and comparing them with the current research data. 

The relation between attitude and behaviour still needs more analysis and a reliable 

theory. The research assumption of the positive relation between knowledge, attitude 

and behaviour needs more sophisticated examination and verification. 
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Appendix (1): 

THE PREVENTABLE DISEASES AND THEIR VACCINES 

MEASLES: An acute, highly contagious viral disease caused by the Measles virus, 

with a fatality rate of 5%. It is one of the leading causes of death among Egyptian 

children under two years of age. The greatest risk of complications and death occurs 

in infants. Poor nutritional status seems to be the main factor leading to the most 

severe consequences of measles. The total number of measles cases reported by fever 

hospitals in Egypt in 1992 was 4,403 cases compared to 1,231 cases in 1991. The 

year 1992 was one of the epidemic years for measles in Egypt, when the incidence 

rate reached 7.4 per 100,000 population (MoH, 1994). Obviously, these reports do not 

reflect the real numbers as most of the cases are diagnosed and managed privately, 

especially with the local belief that a measles case should be withhold from light, 

food, and fresh air. Also, mothers may believe that every child has to catch measles 

once in life, and a sign of recovery is the appearance of the generalised rash all over 

the body ("El-Mambrouka" or the blessed), which occurs at the peak of the fever. 

Therefore, any medication could be fatal by suppressing the natural course of the 

disease. A mother may even believe that immunization against measles is ineffective 

and may be even dangerous. It is, therefore, important to treat these misbelief before 

targeting a change in mothers' behaviour. 

Transmission is by droplet infection through nasal or pharyngeal secretions. 

Symptoms include conjunctivitis, very high fever, and cough for three to five days, 

followed by a characteristic rash, which lasts between four and six days. Infection 

gives permanent immunity. Prevention is through a one dose measles vaccination 

administered by a subcutaneous injection. In Egypt, where the disease is common 

and can cause serious complications, it is given at 9 months of age. The vaccine is 

effective up to 90% if administered in time, and provides long-lasting immunity. 
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PERTUSSIS: An acute, highly contagious bacterial infection of the respiratory tract, 

caused by the bacterium Bordetella pertussis. It follows measles in mortality rate. 

Mortality and morbidity are especially high in infants under 6 months age. The 

incidence rate in Egypt showed an increase in the number of reported cases of 

pertussis from 0.01 to 0.03 per 100,000 population, probably due to increased 

reporting (MoH, 1994). Transmission is through droplet infection. Symptoms include 

coryza, sneezing, fever and persistent cough (catarrhal stage), followed with repeated 

coughs that are succeeded by prolonged, sudden and inspiratory whoops (paroxysmal 

stage) which lasts for four to eight weeks. Diagnosis is difficult in the infancy period 

due to the absence of the characteristic whoop at this age. 

Prevention is only by appropriate vaccination. The vaccine is usually available 

combined with tetanus and diphtheria toxoid adsorbed on an aluminium base known 

as the triple vaccine or DPT. Infants should receive three doses before 12 months of 

age. The recommended age for the first dose is four to seven weeks of age. The 

interval between doses is usually four weeks. Its efficiency is 60-90% after the three 

doses. There is a marked fall in efficiency four to seven years after vaccination. 

Fever and local reaction, such as swelling, tenderness and redness follow a large 

proportion of pertussis vaccine administrations. It may cause convulsions, screaming 

attacks, collapse, and, very exceptionally, brain damage. 

TETANUS: An acute neurological disease caused by the toxins of the Tetanus 

bacillus. Tetanus bacteria reside in soil, so unlike smallpox, there is no hope of 

eliminating the reservoir of harmful organisms. It is more common in agricultural 

areas. It is a major killer of infants and is usually caused by unhygienic cutting of the 

umbilical cord with contaminated tool e.g. a razor or scissors, or the use of 

contaminated dressing on the cord. The total number of tetanus neonatorum cases 

reported in 1992 was 1830 compared to 2728 in 1991, a 33% decline. Deaths in 1992 

were 1174 which constituted 64% of cases. Males constitute 82% of cases and 

females 18%, which shows that the reporting of female neonate cases is still 

incomplete. The initial sign of the disease is inability to feed because of spasm of the 

jaw muscles which soon extend to involve the whole body with convulsion and 
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inevitable death. In a village where mothers give birth at home, registration of the 

newly born is usually delayed. If the baby die early i.e before registration, the parents 

will bury the dead baby without notification that may expose them to unnecessary 

problems, from their point of view, related to notification for birth and then 

notification for death with a consequence delay in burial of the baby for one reason 

or another. This secret burial is more common in villages and is the main reason for 

under estimation of the exact incidence of the disease. 

Prevention is through appropriate vaccination with tetanus toxoid (TT). Two doses 

are given to the pregnant women with at least four weeks apart. A third dose is given 

during the subsequent pregnancy. This provides the newborn with a temporary 

protection for the first few months of life. Starting from the first six weeks of age, 

the infant receives three doses of DPT separated by at least a month interval. 

Swelling and tenderness at the injection' site, with mild fever are common side-effects 

DIPHTHERIA: An acute bacterial disease caused by Corynebacterium diphtheria of 

the tonsils, pharynx, nose, and occasionally of other mucus membranes and skin which 

may lead to muscular and sensory nerve paralysis or affect the heart of the infant with 

severe myocarditis. Swelling and oedema of the neck may also occur in severe cases. 

It was one of the major killers of the past, with a fatality rate ranging from 5 to 15%. 

The total number of diphtheria cases reported in 1992 was 44 cases compared with 

55 in 1991. The incidence declined from 1.4 per 100,000 population in 1985 to 0.1 

per 100,000 population in 1992, with a 93% decrease in the number of cases (MoH, 

1994)). Transmission is through contact with a patient or a carrier. Diphtheria is 

characterised by patches of greyish membrane with a surrounding dull red 

inflammatory zone on the pharynx which may cause pharyngeal obstruction. 

Prevention is through appropriate immunization with diphtheria toxoid, which is 

generally administered in combination with pertussis vaccine and tetanus toxoid 

following the recommended schedule. Infants should receive three doses of the toxoid 

before their first year of life. The first dose is at the age of two months with a 

minimum of one month's interval between the subsequent doses. A fourth dose can 
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be given at 18-24 months of age and a fifth at school entry. The vaccine provides a 

long-lasting immunity after three successful doses. Sometimes swelling, tenderness 

and redness at the site of the injection, together with fever, can be observed. 

POLIOMYELITIS: An acute viral infection caused by three antigenic types of polio 

virus. Unapparent infections account for 95% of cases, non paralytic infections for 

5% and the paralytic cases for 0.5%. In cases that develop paralytic manifestations, 

permanent disability may result, with death occurring in 2 to 10% of cases. The total 

number of reported acute flaccid paralysis in 1992 was 671 cases. The incidence per 

100,000 children below 15 years of age was 3.0 compered to 3.3 in 1991. The highest 

rates were reported in Minya, Assiut, and Matrouh governorate (MoH, 1994). The 

virus is transmitted through oral-faecal route. The risk of infection is greatest in 

crowded urban areas although it also exists in rural areas. 

In non paralytic infections, there may be fever, sore throat, headache, nausea, 

diarrhoea, vomiting and stiffness of the neck and back lasting two to 10 days. In the 

paralytic cases, these symptoms are accompanied by a sudden onset of paralysis of a 

group of muscles, with a maximum recovery within six months. Protection is through 

the use of the appropriate polio vaccine, whether the inactivated (IPV) or the live 

attenuated polio virus vaccine (OPV) which is given orally. It is usually given 

concurrently with DPT, following the recommended schedule and age of each vaccine. 

Infants should receive three doses of OPV at a minimum interval of four weeks within 

the first nine months of life. The first dose is given at the age of six weeks. It 

provides long-lasting immunity in up to 95% of fully immunized infants. 

TUBERCULOSIS: A mycobacterial disease caused by Mycobacterium tuberculosis 

primarily from humans, and M. bevies primarily from cattle. TB is particularly high 

where many people share the same crowded living quarters, which may explain the 

higher disease incidence urban than rural areas and decreases with the improving 

standard of living. Transmission is usually through airborne droplets. Cases are 

infectious as long as the infectious TB bacilli are being discharged in the sputum. 

Infection by the bovine strains may also occur from drinking raw milk from infected 
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cows. Improved housing, diet, early detection and uninterrupted treatment (which are 

very difficult factors to achieve) are all necessary to control the disease. 

The initial infection usually goes unnoticed, or may progress directly to pulmonary 

tuberculosis or spread to other parts of the body. The disease may also spread by the 

lymphatic route and produce miliary, pulmonary, meningeal, or other extra-pulmonary 

tuberculosis in children. The general manifestation of the disease as anorexia, loss of 

weight, and general weakness, is associated with the name of the disease in Arabic 

which is "Sol". Prevention is by the immunization with the BCG (Bacillus-Calmette-

Guerin). BCG is given intradermally as soon as possible after birth and can be given 

concurrently with other vaccines. There is a controversy over the efficacy of the BCG 

and the protection conferred has varied markedly in different field trials. Even though 

BCG remains an important means of protecting many children. A small red swelling 

appears at the site of immunization after about two weeks which might develop into 

an abscess or may cause a swelling of the lymph glands. 

Table (A:1:1): Schedule of immunization of children in the first year of life 

AGE RECOMMENDED VACCINE 

First 3 months BCG in a dose of 0.1 ml to be given in the left upper arm 

Second month 1. Immunization against poliomyelitis (1st dose) two drops 
on the tongue. 
2. DPT (1st dose). 	0.5 ml Im into the left thigh 
3. HBV 0.5 ml Im Antero-lateral right thigh. 

Four months 1. Immunization against poliomyelitis (2nd dose) two drops 
on the tongue. 
2. DPT (2nd dose). 0.5 ml Im into the left thigh. 
3. HBV 0.5 ml Im, Antero-lateral right thigh 

Six months 1. Immunization against poliomyelitis (3rd dose) two drops 
on the tongue. 
2. DPT (3rd dose) 0.5 ml Im into the left thigh. 
3. HBV 0.5 ml Im injection, Antero-lateral right thigh. 

Nine months 1. Immunization against poliomyelitis (4th dose) two drops 
on tongue. 
2. Immunization against measles. 0.5 ml Sc injection in the 
right upper arm. 
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Table (A:1:5): Vaccination coverage (%) among children age 12-23 months by 
district in Minya Governorate 

District Fully vaccinated Partially vaccinated Not vaccinated 

Der-Mowas 91.9 5.7 2.4 

Malawy 89.1 9.5 1.4 

Samalout 73.1 21.2 5.7 

El-Minya 73.6 22.7 3.7 

Matay 70.6 22.9 6.4 

Beni-Mazar 85.7 12.9 1.4 

Maghagha 89.0 5.7 5.2 

El-Edwa 69.0 18.6 12.4 

Abou-Quorkas 78.8 19.8 1.4 

Source: MoH; High Institute of Public Health, Alexandria University; and Unicef (1990) Cluster survey 
for vaccination coverage in Minya Governorate. Alexandria University: Egypt 
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Appendix (2) 

THEORIES OF ATTITUDE CHANGE 

Theories of attitude change can generally be classified into four main groups: 

1. Cognitive stability group: It depicts the person as a performer of action, driven 

by a need for cognitive stability. For example 

a) Consistency theory, which depicts the person as striving to maintain a balanced 

cognitive system. Any imbalance among the cognitive elements will prompt the 

person to work hard to bring back the balanced state. Through selective exposure, the 

person avoids discrepancies among the cognitive elements. The person can also 

internalize attitude change to justify overt behaviour. A persuasive strategy should 

stimulate cognitive inconsistency, just forcing the person to change attitude to restore 

the internal balanced state (White, 1982; Mills and Clark, 1982). 

b) Categorization theory, which stresses the usage of categories to enable the person 

to cope with the everyday flood of information by adjusting the reaction not to each 

situation alone but to a certain category to which the situation belongs. A persuasive 

strategy should be directed to change a person's way of perception regarding the 

evoked issue as a whole category. For example, regarding a family planning 

campaign, one should design his persuasive appeal not to change mothers' attitude 

directly as they perceive it, but to change the way they perceive family health in 

general as one category (Katz, 1981; McGuire, 1983). 

c) Interpretation theory,which stresses the use of information in giving meanings to 

one's activities and experience. A persuasive strategy should place the target person 

in a position of a reference situation after receiving the instruction; or stimulate social 

pressure regarding the desired behaviour (McGuire and Padawer-Singer, 1976). 
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2. Cognitive growth group: It depicts the individual as striving to achieve a higher 

level of cognitive complexity and satisfaction. For example, 

a) Excitement theory, which stresses the person's tendency to look forward to 

something new, interesting, or unusual. Veroff and Veroff (1980) assume that people 

are attracted to intermediate levels of interesting information, enough to stretch their 

preexisting delusional systems a bit, but not out of tolerance. Because of the human's 

shortness of attention span, together with keenness for change, a persuasive message 

should be kept short and exciting, and its contents should depict compliance as 

allowing exciting participation in the preventive campaign, rather than experience of 

dangerous behaviour. 

(b) Functional theory, which stresses the person's tendency to maximize gain and 

minimize cost, and to perceive the self as a competent high achiever (Brody, 1983). 

A persuasive strategy should associate the compliance with achieving of the desired 

goal. It calls for exploration of the target population's needs through pre-campaign 

formative research. 

(C) Autonomy theory, which stresses the person's need for freedom of control over the 

own destiny. The person should be able to repel the imposed actions or outcomes that 

allow no options even if the person should have chooses it as long as other 

alternatives are available. A persuasive strategy should use the people's need for self 

control and guide their attitude and behaviour in favour of new ones that are designed 

to appear more their own (Brehm and Brehm, 1981). 

3. Affective growth group: which stresses the existence of affective motivation in 

which the individual tries hard to attain a more desired feeling state. For example: 

a) Attraction theory, which depends upon the human needs of affection and the 

tendency to belong to a group life rather than being alone (Emde and Harmon, 1982). 

Persuasive messages should be attributed to a liked source or outcomes. Health 

campaigns might also make more use of altruistic appeals whose efficacy is obvious 

when a mother who could not give up smoking to save her own health will try hard 
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to quit smoking when she becomes pregnant (Meindl and Lerner, 1983). 

b) Identity theory, which stresses the need for a person to play additional roles to 

elaborate and expand the sense of self via the adoption of distinctive thoughts, 

feelings, and actions. A persuasive strategy should enhance personal identity creation 

via pro-social rather than antisocial behaviour (Kelman, 1958). 

c) Contagion theory, which stresses the gratifications obtained from imitating others, 

and matching their behaviour (Johnson et al., 1983). Campaigners and health 

educationalists could use this appeal by demonstrating that other people are already 

complying and going beyond supporting certain behaviour to modelling exactly how 

it is performed (Pearl et al., 1982). 

4. Affective stability group: It stresses the person's needs for stability rather than 

affective growth. For example: 

a) Tension reduction theory, which stresses the individual needs of comfortableness. 

Hence, the individual will try to reduce arousal by either coping with the problem or 

putting it out of the mind. This means that a persuasive message should show that 

compliance will reduce rather than increase tension. Health warnings have to be 

designed to mediate the tension reduction tendency into problem solving coping 

responses rather than problem avoidance reactions. 

b) Ego defence theory, which stresses the need to maintain self-esteem by ignoring the 

unacceptable aspects of the self. A persuasive strategy should give the person a look 

into the repressed motivation from which misjudgment arises, and messages should 

depict the behaviour as a sign of personal strength rather than of weakness (Sears et 

al., 1980). 

c) Duplication theory, which stresses the tendency of repeating the same action in the 

specific situation if gratification was obtained from past performance in a similar 

situation. This signifies the influence of repeating the persuasive message, and the 

importance of its presentation in a way that induces a positive experience in the target 

population (Locurto et al., 1980). 
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Appendix (3) 

MOTHERS' INTERVIEWING SCHEDULE (MIS)' 

I am Dr. Noeman, a paediatrician from El-Demerdash University Hospital and the 
medical Department of the Radio and Television. I am conducting research on how 
people feel towards the influence of television in health education, using the national 
immunization campaigns as example. The outcome of this research will be used by 
media personnel to evaluate themselves and to improve their services in favour of the 
viewers. The researcher is not interested in how much you know or anything apart 
from your feelings and actual information i.e. there are no correct or incorrect 
answers. Each mother has been chosen entirely arbitrarily using scientific techniques. 
Certainly, all information given is strictly confidential. The interview will take 30-45 
minutes. Thank you very much for your kind cooperation and participation in this 
scientific research. 

I  This is a translation of the research MIS which was conducted in Arabic. Questions number 3, 4, 16, 
and 28 were omitted from the non viewer MIS. 
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Serial Number Group Area No: 

CV VV VN 

1- What forms of mass media do you have in your home? 	Please rank them 
according to its importance to you. Number one (1) should be the most 
important to you. 

❑ Radio 
	

❑ Television 
	

❑ Video 
❑ Magazine 
	

❑ Newspapers 
	

❑ Not available 

2- Do you watch the Television ? Take the last month as an example and tick 
(/)• 

❑ Regularly 	❑ Sometimes 	❑ Never 

3- How frequently do you watch health programmes on television? 

❑ Sometimes 
	

❑ Never 	 ❑ Regularly 

4- What are your favourite television health programmes? 

(1)  	 (2) 

5- Have you recently seen or heard about any of the following health issues? 
Please tick (./) ? 

Yes No Do not remember 
Bilharziasis ❑ ❑ ❑ 

Tuberculosis ❑ ❑ ❑ 

Measles ❑ ❑ ❑ 

Polio ❑ ❑ ❑ 

Green flower ❑ ❑ ❑ 

Tetanus ❑ ❑ ❑ 

Whooping cough ❑ ❑ ❑ 

Diphtheria ❑ ❑ ❑ 

Infective hepatitis ❑ ❑ ❑ 

Dehydration ❑ ❑ ❑ 

Vaccination ❑ ❑ ❑ 
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6- If a child is infected with one of the following diseases, how dangerous do you 
think are the consequences? 

Disease Not danger Not so danger Fairly danger Great danger Do not know 

Polio 

Influenza 

Measles 

Green flower 

Dehydration 

Diphtheria 

Pertussis 

Tetanus 

Tuberculosis 

Infective 
hepatitis 

7- Each of the following diseases has its own characteristics and symptoms 
Could you tell me the main characteristics of each? 

	

Measles   Do not know ❑ 

	

Pertussis   Do not know ❑ 

	

Polio   Do not know ❑ 

	

Green flower   Do not know ❑ 

	

Diphtheria   Do not know ❑ 

	

Tuberculosis   Do not know ❑ 

	

Dehydration   Do not know ❑ 

	

Hepatitis   Do not know ❑ 

	

Tetanus   Do not know ❑ 

8- Which of the following sources do you feel are most important as providers of 
preventive information about diseases (rank two). 

❑ Radio 
	

❑ Television ❑ Doctors 	❑ Newspapers 
❑ Magazines 
	

❑ Family 	❑ Friends 
	

❑ Health workers 
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9- Tick a method of choice to protect our children from the following diseases? 

Disease Proper diet Keeping in door Immunization Do not know Others 

Measles 

Polio 

Common cold 

Green flower 

Diphtheria 

Anaemia 

Infective hepatitis 

Tetanus 

Whooping cough 

Tuberculosis 

10- In your opinion, how likely is an immunized child to catch any of the 
following diseases? 

Disease Very likely Fairly likely Do not know Fairly unlikely Very unLikely 

Polio 

Green flower 

Pertussis 

Infective hepatitis 

Measles 

Tetanus 

Diphtheria 

Tuberculosis 
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11- How important is it to you to keep immunizing you child against the 
following diseases? 

Disease Very important Fairly important Do not know Not so important Not important 

Measles 

Polio 

Green flower 

Pertussis 

Diphtheria 

Tuberculosis 

Tetanus 

Infective hepatitis 

12- Could you tell me the main disadvantages of immunization? 

❑ There are none (go to "13"). 
❑ There are some such as: (1)  	(2) 	  

And these disadvantages are: 
❑ Very dangerous ❑ Fairly dangerous 
❑ Do not Know 	❑ Fairly safe 
❑ Completely safe 

13- Have you ever had your child immunized? 

❑ Yes (go to "15") 	❑ No 

14- In your opinion how can we protect them 
from catching dangerous disease? (go to "16") 

15- Do you usually follow the recommended schedule of vaccination? 

❑ Yes 
	

❑ Sometimes 	❑ Never 

Could you tell me why? 	  
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16- To what extent have the following played a role in influencing your decision 
to vaccinate your child or not... please tick (✓)? 

Major role Minor role No role 
Mass media ❑ ❑ ❑ 

Family members ❑ ❑ ❑ 

Health professionals ❑ ❑ ❑ 

Neighbours/Friends ❑ ❑ ❑ 

17- Do you remember what kind of vaccine that your child took before? Please 
use your child's immunization certificate. 

Vaccine I st Dose 2nd Dose 3rd Dose Never 

BCG 

Triple 

Polio 

Measles 

18- Did you immunize your other children? 

❑ Yes 
	

❑ No 	❑ Only some 
Why? 	  

19- Do you know what each of the following vaccination is for? 

Shoulder injection   Or Do not know ❑ 

Oral drops   Or Do not know ❑ 

Triple vaccine   Or Do not know ❑ 

9th month vaccine 	  Or Do not know ❑ 

20- Who reminded you about the immunization for the last campaign? 

(1)  	(2) 
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21- Which of the following statements most closely match your opinion? Please 
tick (I). 

❑ I will definitely make sure that my child had all the vaccine recommended. 
❑ I am not sure if I want my child to have all the vaccination recommended. 
❑ My child probably would not have all the vaccination recommended. 
❑ My child would not have any of the recommended vaccination. 
❑ I don't know if my child has to receive the recommended vaccination or not 

22- What kinds of immunization do you think your child needs during his/her 
first year of life? 

Age in Months 	 Vaccine 

23- Whose responsibility is it to take your child to the health unit? 

❑ Mother's 
	

❑ Father's 	❑ Mother's and Father's (shared) 

24- Please state your own opinion to the following statement: 

I am vaccinating my child to be sure that she/he will never suffer from serious 
diseases. 

❑ Strongly disagree ❑ Fairly disagree 	❑ No opinion 
❑ Fairly agree 	 ❑ Strongly agree 

25- Would you recommend your friend to immunize her child? 

❑ Definitely yes 
	

❑ May be yes 
	

❑ I do not know 
❑ May be no 
	

❑ Definitely no 
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26- If your Friend said that she intended to immunize her child but she had some 
problems which prevented her from doing it 	 please indicate your own 
response to each reason with a tick (J). 

- I decided not to immunize my child because the clinic is too far from home. 
❑ Strongly agree 	❑ Fairly agree 	❑ No opinion 
❑ Fairly disagree 	 ❑ Strongly disagree 

- Because the staff of the clinic are not considerate 
❑ Strongly disagree ❑ Fairly disagree 

	
❑ No opinion 

❑ Fairly agree 
	

❑ Strongly agree 

-I am very busy 
❑ Strongly disagree ❑ fairly disagree 

	
❑ No opinion 

❑ Fairly agree 
	

❑ Strongly agree 

- My family doesn't like immunization 
❑ Strongly agree 	❑ Fairly agree 	❑ No opinion 
❑ Fairly disagree 	 ❑ Strongly disagree 

27- Are you aware of any particular immunization campaign ? 

❑ Definitely aware ❑ Fairly aware 	 ❑ Do not remember 
❑ Fairly unaware 	❑ Definitely unaware 

	
(If no, go to "29") 

28- How useful was the television campaigns ? 

❑ Very useful 
	

❑ Fairly useful 	❑ Do not know 
❑ Fairly not useful 	 ❑ Not useful at all 

In what sense 	  
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29- Here there are some statements about immunization, please tick with (✓) your 
opinion. 
a) Diseases like Polio and Measles are a national health problem 

❑ Definitely true 	❑ Fairly true 	❑ No opinion 
❑ fairly false 	 ❑ Definitely false 

b) Immunization is improtant for the baby during the first year of life. 
❑ Definitely true 	❑ Fairly true ❑ No opinion 
❑ Fairly false 	 ❑ Definitely false 

c) If my child is mildly ill I can still immunize him/her 
❑ Definitely false 	❑ Fairly false ❑ No opinion 
❑ Fairly true 	 ❑ Definitely true 

d) Immunization protects the child from dangerous diseases 
❑ Definitely true 	❑ Fairly true 	❑ No opinion 
❑ Fairly false 	 ❑ Definitely false 

e) Every pregnant women should be vaccinated against tetanus 
❑ Definitely true 	❑ Fairly true 	❑ No opinion 
❑ Fairly false 	 ❑ Definitely false 

0 Vaccination should be through a disposable plastic syringe. 
❑ Definitely false 	❑ Fairly false 	❑ No opinion 
❑ Fairly true 	 ❑ Definitely true 

30- Here there are some of the sources for health information. Could you rank 
three sources according to their successfulness in making you aware of the need 
for immunization? 

❑ Radio 	❑ Television 	❑ Newspapers 	❑ Magazine 
❑ Doctors 	❑ Family members ❑ Friends 	❑ Health workers 
❑ No one 

31- Which of these sources do you consider most influential on your decision 
about whether or not to have your child immunized? 

Health professionals: 
❑ Private doctors 
❑ Health workers 

Family members/friends: 
❑ Mother/Mother in law 
❑ Friends/Neighbours 

The media: 
❑ Newspapers 
❑ Magazine  

❑ Doctors in the health clinic 
❑ No one 

❑ Husband 
❑ Expertise 
	

❑ No one 

❑ Television 
❑ Radio 
	

❑ No one 
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The effect of mass media and health campaigns could differ from person to other 	 
could you please answer this personal card data: 

32- Age: please tick (✓) your age band. 
❑ Less than 16 years 	❑ 16-20 years 

	
❑ 21-25 years 

❑ 26-30 years 	 ❑ 31-35 years 
	

❑ 36-40 

33- Age of your child 	 

34- Sex of your child 

35- Religion: 

36- Number of children 

months 

❑ Male 	 ❑ Female 

❑ Muslim 	❑ Coptic 

Girls 	Boys 	 

37- Educational level... please tick (I): 

You 
❑ Can not read or write 
❑ Read and write only 
❑ Primary school 
❑ preparatory school 
❑ Secondary school 
❑ University degree 
❑ Postgraduate degree  

Your husband 
❑ Can not read or write 
❑ Read and write only 
❑ Primary school 
❑ preparatory school 
❑ Secondary school 
❑ University degree 
❑ Postgraduate degree 

38- Occupation: 

You 
Your husband : 	  

39- Is there any health unit in your village or in your area of residency? 

❑ Yes 	❑ No (go to "41") 
	

❑ Do not know (go to "41") 

40- Do you usually go to the unit? 

❑ Yes 	❑ Sometimes ❑ No 
If no, where do you usually immunize your child? 

41- How do you usually go there and to immunize your child? 

42- How much does it cost you to immunize your child? 
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NOTES:-  
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Serial Number 

CODING SHEET 

X- Group 	(3-12) VV=A 	(13-16) VN=B 
(1, Maadi & 2, Royal Hunting) CV=C 

1- 	(1) Radio 
	

(2) Television 
	

(5) Video 
(4) Magazine 
	

(3) Newspapers 
	

(99) Not available 

       

1st (A) 

 

2nd (B) 3rd (C) 4th (D) 5th (E) 

 

       

       

       

2- (2) Regularly 	(3) Sometimes (1) Never 

3- (99) Inapplicable: a mother who does not watch television/VN group 
(3) Sometimes 	 (1) Never 	(2) Regularly 

4- (99) Inapplicable: a mother who belongs to the VN group 
(1) Five Minute for Your Health 	(2) Private Doctor 
(3) Channel "3" Clinic 	 (4) Medical Consultation 
(5) Others 	 (88) Do not remember 

5- (2)Yes 	(1)No 
	

(88)Do not remember 

(J) Bilharziasis 
(E)Green flower 
(H)Hepatitis 

(B) Tuberculosis 
(F) Tetanus 
(I) Dehydration 

(C) Measles 	(A) Polio 
(G) Whooping cough (D)Diphtheria 
(K)Vaccination 

J B C A G T G D H I K 

6- 	(1) Not danger 
	

(2) Not so danger 
	

(3) Do not know 
(4) Fairly danger 
	

(5) Great danger 

(A) Polio 	(L) Influenza (C) Measles (E) Green flower 	(I) Dehydration 
(D) Diphtheria 	 (G) Pertussis (F)Tetanus 	(B) Tuberculosis 
(H) Hepatitis 

A L C E I D G F B H 
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7- 	(1) Wrong 
	

(2) Correct 	(3) Do not know 

(C) Measles 
	

(G) Pertussis 	(A)Polio 
	

(E) Green flower 
(D) Diphtheria 
	

(B) Tuberculosis 	(I) Dehydration 
	

(H) Hepatitis 
(F) Tetanus 

8- 	(1) Radio 
	

(2) Television 
	

(6) Doctors (3) Newspapers 
(4) Magazines 
	

(7) Family 
	

(8) Friends 	(9) Health workers 

9- 	(1) Wrong 
	

(2) Correct 
	

(3) Do not know 

(C) Measles 
	

(A) Polio 	(L) Common cold 
	

(E) Green flower 
(D) Diphtheria 
	

(M) Anaemia (H) Hepatitis 
	

(F) Tetanus 
(G) Pertussis 
	

((B) Tuberculosis 

A L E D M H 

10- 	(1) Very likely 
	

(2) Fairly likely 
	

(3) Do not know 
(4) Fairly unlikely 
	

(5) Very unlikely 

(A) Polio 
	

(E) Green flower 
	

(G) Pertussis 
	

(H) Hepatitis 
(C) Measles 
	

(F) Tetanus  
	

(D) Diphtheria 
	

(B) Tuberculosis 

11- 	(5) Very important (4) Fairly important 
	

(3) Do not know 
(2) Not so important 
	

(1) Not important 

(C) Measles 
	

(A) Polio 
	

(E) Green flower 
	

(G) Pertussis 
(D) Diphtheria 
	

(B) Tuberculosis 
	

(F) Tetanus 
	

(H) Hepatitis 

12- 	AI There are none (1) 	 There are some (2) 
B: (1) common side-effects 	(2) local abscess 	(3) paralysis L  
(4) ineffectiveness 	 (5) dependency 	(6) death 
(88) do not remember/only one disadvantage 	 (99) not applicable 
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E: They are: 
(1) Very dangerous 
(4) Fairly safe 

(2) Fairly dangerous 	(3) Do not Know 
(5) Completely safe 	(99) not applicable 

B C 

13- (2) Yes 	(1) No 

14-  (1) Supernatural power 
(88) Only one cause 

(2) Natural power 	(3) Do not know 
(99) Not applicable (if 2 for "13") 

15-  (99) Not applicable (a mother does not immunize her child i.e. 1 for "13") 
A: 	(2) Yes 	(3) Sometimes 	(1) Never 
111: 	(1) competing priorities 	(2) health system 	(3) side-effects 

(4) contraindications 	(5) not important 	(6) forgetting 
(7) maximum .rotection 	(8)follow the order (88) no answer 

16- (99) Inapplicable (a mother belongs to VN group i.e. B for X) 
(3) Major role (2) Minor role (1) No role 

(C) Mass media 	(B)Family members (A) Health professionals 
(D) Neighbour/Friend 

C B A D 

17- 	I: 	(3) Incomplete for age (only one or two doses for polio and DPT) 
(2) Complete for age 	 (1) Never 

(B) BCG (D) Triple 	(A) Polio 	(C) Measles 

B D A C 

II: 	(2) Certificate seen 	(1) Not seen 

18- 	(99) Inapplicable (a mother has only one child) 
A: 	(2)Yes 	 (1) No 	(3) Only some 
li: 	(1) side-effects 	(2) one dose is enough 	 (3)contraindications 

(4) family criticism, +ve or -ye 	(5) other priorities 	(6) protection 
(7) health workers 	 (8) God 	 (88) no answer 

334 



A B 

19- (1) Wrong 	(2) Correct (3) Do not know 

(B) shoulder injection 	(A) oral drops (D)triple vaccine 
(C) 9th month vaccine 

B A D C 

20- 	(1) television 
(4) family 

(2) megaphone 
(5) doctors 

(3) neighbour/friend 
(88) no answer 

21- 	(5) I will definitely make sure that my child had the vaccine. 
(4) I am not so sure if I want my child to have the vaccine. 
(2) My child probably would not have the vaccine. 
(1) My child would not have any of the vaccination. 
(3) I don't know if my child has to receive the recommended vaccine or not 

22- 	(1) Wrong 
Y: Age in months 

(2) Correct 
Z: Vaccine 

(3) Do not know 

A) Polio B Tuberculosis C) Measles ((D) DPT 	(H) Hepatitis 

Y Z 

A B C D H A B C D H 

23- (1) Mother's (2) Mother's and Father's (shared) 	(3) Father's 

24- (1) Strongly disagree (2) Fairly disagree (3) Undecided 
(4) Fairly agree (5) Strongly agree 

25- (5) Definitely yes (4) May b e yes (3) I do not know 
(2) May be no (1) Definitely no 

26- (1) Strongly agree (2) Fairly agree (3) No opinion 
(4) Fairly disagree (5)Strongly disagree 

(A) the clinic is too far from home 	(B) the staff are not considerate 
(C) very busy (D) the family doesn't like immunization 

A 	B C D 
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27- 	(5) Definitely aware (4) Fairly aware 	(3) Do not remember 
(2) Fairly unaware 	(1) Definitely unaware 

28- 	(99) Not applicable (a mother is not aware i.e. 1 or 2 for "29" or VN) 
(88) no other reason 

A: 	(5) Very useful 	 (4) Fairly useful 	(3) Do not know 
(2) Fairly worthless 	(1) Completely worthless 

II: 	(1) knowledge of immunization 	(3) have other sources 
(2) knowledge of children diseases (4) not suitable 

29- 	(5) Definitely true 	(4) Fairly true 	(3) No opinion 
(2) fairly false 	(1) Definitely false 	(99) Not applicable 

(A) Diseases like Polio and Measles are a national health problem 
(B) Immunization is important for the baby during the first year of life 
(C) If my child is mildly ill I can still immunize him/her 
(D) Immunization protects the child from dangerous diseases 
(E) Every pregnant women should be vaccinated against tetanus 
(F) Vaccination should be through a disposable plastic syringe. 

A B C D E F 

30- 	(1) Radio 	(2) Television 	(3) Newspapers 	(4) Magazine 
(6) Doctors 	(7) Family 	(8) Friends 	(9) Health workers 	(10) No one 

(A) 1st 	(B) 2nd (C) 3rd 

A B C 

C: The media: 

d 1st 

31- 	A: Health professionals: (14) private doctors 	(9) health workers 
(15) doctors in the health clinic 	(10) no one 
(11) mother/in-law 	(12) husband (13) expertise 
(8) friends/neighbours 	 (10) no one 

(3) newspapers 	 (2) television 

(e) 2nd 

B: Family members/friends: 

(4) magazine 	 (10) no one (1) radio 
(f) 3rd 

A B C 

d e f d e f d e f 

     

32- 	(1) Less than 16 years 
(4) 26-30 years 

(2) 16-20 years 
(5) 31-35 years 

(3) 21-25 years 
(6) 36-40 
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33- Age in months 

34- (1) Male 	 (2) Female 

35- (1) Muslim 	 (2) Coptic 

36- (A) Girls (B) Boys 

A B 

37- (1) can not read or write 	(2) read and write only 
(4) preparatory school 	(5) secondary school 
(7) postgraduate degree 

(3) primary school 
(6) university degree 

A: Mother B: Husband 

A 
	

B 

  

  

38- 	(1) House wife/Farmer 
(3)Middle class governmental job 
(5) High professional 

(2) Trader/Blue collar 
(4) High class governmental job 

(A) Mother (B) Father 

A 
	

B 

   

     

     

39- 	(2) Yes 	(1) No 	(88) Do not know 

  

     

40- 	A: (2) Yes 	(3) Sometimes 	(1) No 
(99) Inapplicable (a mother whho is not aware of the health unit) 

11: (1) private doctor 	 (2) At home 
(99) Ina licable (a mother who do not immunize her child) 

41- 	(1) On foot (2) By car (99) Inapplicable 

42- 	(1) Free 	 (2) less than 25 LE (3) 26-35 LE 
(4) 36-50 LE 	(5) Over 50 LE 
(99) Inapplicable (a mother do not immunize her child) 
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Date of coding: 	/ 	/ 
Date of evacuation: / 	/ 

Notes: 
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MOTHERS' INTERVIEWING SCHEDULE (MIS) 

(PILOT STUDY) 

1- Please tick (v') your age band. 

❑ Less than 16 years 	❑ 16-20 years 

❑ 26-30 years 
	

❑ 31-35 years 

2- Age of your child 	 months 

3- Sex of your child 	❑ Male 

4- Religion: 	 ❑ Muslim 

5- Number of children 	Girls 	 

6- Educational level... please tick (I): 

You 
❑ Can not read or write 
❑ Read and write only 
❑ Primary school 
❑ preparatory school 
❑ Secondary school 
❑ University degree 
❑ Postgraduate degree 

❑ 21-25 years 

❑ 36-40 

❑ Female 

❑ Coptic 	❑ Other 

Boys 	 

Your husband 
❑ Can not read or write 
❑ Read and write only 
❑ Primary school 
❑ preparatory school 
❑ Secondary school 
❑ University degree 
❑ Postgraduate degree 

7- Occupation: 
You 
Your husband : 	  

8- Is there any health unit in your village or in your area of residency? 
❑ Yes 	❑ No 	❑ Do not know 
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9- Do you go to the health unit? 

10-If yes, Why do you go there? 

11- Are you satisfied with the quality of the offered services? 

12- Do you have any suggestion to improve the services further? 

13- Are you satisfied with the health workers in the unit? 

14- How do you usually go there to immunize your child? 

15- How much does it cost you to immunize your child? 

16- If no, where you do not go there? 

17- Where do you immunize your child? 

18- How much time does it usually take to immunize your child? 

19- Each of the following diseases has its own characteristics and symptoms 
Could you tell me the main characteristics of each? 

	

Polio   Do not know ❑ 

	

Pertussis   Do not know ❑ 

	

Measles   Do not know ❑ 

	

Diphtheria   Do not know ❑ 

	

Hepatitis   Do not know ❑ 

	

Dehydration   Do not know ❑ 

	

Tuberculosis   Do not know ❑ 

	

Tetanus   Do not know ❑ 
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20- In your opinion, how can you protect you child from the following diseases? 

	

Measles   Do not know ❑ 

	

Polio   Do not know ❑ 

	

Diphtheria   Do not know ❑ 

	

Infective hepatitis   Do not know ❑ 

	

Tetanus   Do not know ❑ 

	

Whooping cough   Do not know ❑ 

	

Tuberculosis   Do not know ❑ 

21- Do you think that the vaccination schedule must be followed strictly otherwise 
the vaccine will be ineffective? 

❑ Yes 	❑ No 	❑ Do not know 

22- Who reminded you about the immunization? 
(1)  	(2) 	  

23- What kinds of immunization do you think your child needs during his/her 
first year of life? 

Age in Months 	 Vaccine 

24- Do you know what each of the following vaccination is for? 
Shoulder injection 	• 	  
Oral drops 
Triple vaccine 
9th month vaccine 

25- Rank three of the following statements according to your own opinion. 
Number one should be your first choice. 
I am vaccinating my child because: 

( ) This satisfies my family. 
( ) There is a penalty to be paid by the mother who doesn't immunize her child 
( ) I see every mother do so. 
( ) This gives me a feeling of motherhood 
( ) To be sure that my child will never suffer from serious diseases. 
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26-What precautions should you take before going to the unit? 

27- Do you know any reason for not immunizing the child? 

28- If a child is infected by one of the following diseases, how dangerous do you 
think are the consequence? 

Disease Not danger Not so danger Fairly danger Great danger Do not know 

Polio 

Pertussis 

Dehydration 

Diphtheria 

Measles 

Tetanus 

Tuberculosis 

Hepatitis 

29- What do you think the immunization effects on the child's health? 

30- In your opinion, how likely is an immunized child to catch any of the 
following diseases? 

Disease Very likely Fairly likely Do not know Fairly unlikely Very unlikely 

Polio 

Pertussis 

Infective hepatitis 

Measles 

Tetanus 

Diphtheria 

Tuberculosis 

31- Could you tell me the main disadvantages of immunization? 
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32- If there are any, how dangerous are they on the child's health? 

32-According to the schedule, are you going to immunize your child against the 
following: 
Measles 	  Polio 	Tetanus 	  
Pertussis 	  Diphtheria 	  TB 	  

33- If you discovered that today was the last day on which you could immunize 
your child, which course of action would you follow .... please circle 0? 

1- I will ask another member of my family/ friends to take my child to the clinic. 
2- I should go to immunize my child and postpone my other business. 
3- I will do my duties first and after that, if there is time I will go to the clinic. 
4- I do not know what I should do. 
5- I will never do anything. 

34- What will be your feeling if you missed the opportunity for 
vaccination? 

35- What will you do then? 

36- If your friend said that she could not immunize her child because she had 
some problems 	please indicate your own response to each reason with a 
tick (/). 

- I decided not to immunize my child because the unit is too far from my home. 
❑ Strongly agree 	❑ Fairly agree 

	
❑ No opinion 

❑ Fairly disagree 
	

❑ Strongly disagree 
- Because the staff of the unit are not considerate 

❑ Strongly disagree ❑ Fairly disagree 
	

❑ No opinion 
❑ Fairly agree 
	

❑ Strongly agree 
- Because of the bad weather condition 

❑ Strongly agree 	❑ Fairly agree 
	

❑ No opinion 
❑ Fairly disagree 
	

❑ Strongly disagree 
- My family doesn't like immunization 

❑ Strongly agree 
❑ Fairly disagree 

-I am very busy 
❑ Strongly disagree 
❑ Fairly agree 

❑ Fairly agree 

❑ fairly disagree 

❑ No opinion 
❑ Strongly disagree 

❑ No opinion 
❑ Strongly agree 
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37- Please rank two source of information that played a role in influencing your 
decision to vaccinate your child or not? 

(1)  	(2) 	  

38- Have you ever had your child immunized? and why? 

39- When was the last time? 

40- Please show me the baby's immunization schedule on the back of his/her 
birth certificate. 

❑ Available ❑ Not available 	❑ Later 

41- Did you immunize your other children? and why? 
❑ Yes 	❑ No 	❑ Only some of them 

42- Would you recommend your friend to immunize her child? 
❑ Definitely yes 	❑ May be yes 	❑ I do not know 
❑ May be no 	 ❑ Definitely no 

43- To raise the immunization coverage among children here there are some 
proposals, please tick your opinion. 

- Legalisation 
❑ Strongly agree 	❑ Fairly agree 
❑ Fairly disagree 

- Penalty for not immunizing the child 
❑ Strongly agree 	❑ Fairly agree 
❑ Fairly disagree 

-Increasing the price for each vaccination 
❑ Strongly agree 	❑ Fairly agree 
❑ Fairly disagree 

- Intensive media campaigns 
❑ Strongly agree 	❑ Fairly agree 
❑ Fairly disagree 

❑ No opinion 
❑ Strongly disagree 

❑ No opinion 
❑ Strongly disagree 

❑ No opinion 
❑ Strongly disagree 

❑ No opinion 
❑ Strongly disagree 

44- Whose responsibility is it to take your child to the health unit? 

45- Can you remember How many times your husband took your child to the 
health unit for immunization? 

❑ Always 	❑ Sometimes 	 ❑ Never 
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46- Would you mind if your friend asked you to take her child to the vaccination 
point? and why? 

47- What forms of mass media do you have in your home? 	Please rank them 
according to its importance to you. Number one (1) should be the most 
important to you. 

(1) 	  (2) 	  (3) 	  

48- How often do you watch television? please tick (/). 
❑ Regularly 	❑ Sometimes 	❑ Never 

49- What are your favourite television programmes? 
(1)  	(2) 	(3) 	 

50- How often do you listen to radio? please tick (1). 
❑ Regularly 	❑ Sometimes 	❑ Never 

51- What are your favourite radio programmes? 
(1) 	  (2) 	(3) 

52- How often do you watch health programmes on television? 
❑ Sometimes 	 ❑ Never 	 ❑ Regularly 

53- Why is that 	  

54- Can you chose two ways for delivering health messages through television. 
❑ Routine health programmes 	❑ Soap operas 	 ❑ Spot advertising 
❑ Songs 

55- Have you recently seen or heard about any of the following health issues on 
television?Please tick (I') 

Yes No Do not remember 
Bilharziasis ❑ ❑ ❑ 
Tuberculosis ❑ ❑ ❑ 

Measles ❑ ❑ ❑ 
Polio ❑ ❑ ❑ 

Tetanus ❑ ❑ ❑ 
Whooping cough ❑ ❑ ❑ 

Diphtheria ❑ ❑ ❑ 
Infective hepatitis ❑ ❑ ❑ 

Dehydration ❑ ❑ ❑ 

Vaccination ❑ ❑ ❑ 
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56- Are you aware of any particular immunization campaign ? 
❑ Definitely aware ❑ Fairly aware 	 ❑ Do not remember 
❑ Fairly not aware ❑ Definitely not aware 

57- How useful was the campaign ? 
❑ Very useful 	 ❑ Fairly useful 	❑ Do not know 
❑ Fairly not useful 	 ❑ Not useful at all 

58-In what sense 	  

59- Could you tell me your impression when you saw the immunozation campaign 
on television? 

60- Which of these sources do you consider most influential on your decision 
about whether or not to have your child immunized? 

Health professionals: 
❑ Private Doctors 
❑ Health workers 

Family members/friends: 
❑ Mother/Mother in law 
❑ Friends/Neighbours 

The media: 
❑ Newspapers 
❑ Magazine  

❑ Doctors in the health clinic 
❑ No one 

❑ Husband 
❑ Expertise 

❑ Television 
❑ Radio 

❑ No one 

❑ No one 

61- Here there are some of the sources for health information. Could you rank 
three sources according to their successfulness in making you aware of the need 
for immunization? 

❑ Radio 	❑ Television 	❑ Newspapers 	❑ Magazine 
❑ Doctors 	❑ Family members ❑ Friends 	 ❑ Health workers 

62- Here there are some statements about immunization, please tick with (v') your 
opinion. 

a) Diseases like Polio and Measles are a national health problem 
❑ Definitely true 	 ❑ Fairly true 	❑ No opinion 
❑ fairly false 	 ❑ Definitely false 

b) Immunization is urgent for the baby during his first year of life. 
❑ Definitely true 	 ❑ Fairly true ❑ No opinion 
❑ Fairly false 	 ❑ Definitely false 

c) Vaccination is safe. 
❑ Definitely true 	 ❑ Fairly true ❑ No opinion 
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❑ Fairly false 	 ❑ Definitely false 
d) Immunization protects the child from dangerous diseases 

❑ Definitely true 	❑ Fairly true 	❑ No opinion 
❑ Fairly false 	 ❑ Definitely false 

e) Every pregnant women should be vaccinated against tetanus 
❑ Definitely true 	❑ Fairly true 	❑ No opinion 
❑ Fairly false 	 ❑ Definitely false 

f) Vaccination should be through a disposable plastic syringe. 
❑ Definitely false 	❑ Fairly false 	❑ No opinion 
❑ Fairly true 	 ❑ Definitely true 

g) I trust the information shown on television. 
❑ Definitely false 	❑ Fairly false 	❑ No opinion 
❑ Fairly true 	 ❑ Definitely true 
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Mother's Notes:- 

Researcher's notes:- 

348 


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15
	Page 16
	Page 17
	Page 18
	Page 19
	Page 20
	Page 21
	Page 22
	Page 23
	Page 24
	Page 25
	Page 26
	Page 27
	Page 28
	Page 29
	Page 30
	Page 31
	Page 32
	Page 33
	Page 34
	Page 35
	Page 36
	Page 37
	Page 38
	Page 39
	Page 40
	Page 41
	Page 42
	Page 43
	Page 44
	Page 45
	Page 46
	Page 47
	Page 48
	Page 49
	Page 50
	Page 51
	Page 52
	Page 53
	Page 54
	Page 55
	Page 56
	Page 57
	Page 58
	Page 59
	Page 60
	Page 61
	Page 62
	Page 63
	Page 64
	Page 65
	Page 66
	Page 67
	Page 68
	Page 69
	Page 70
	Page 71
	Page 72
	Page 73
	Page 74
	Page 75
	Page 76
	Page 77
	Page 78
	Page 79
	Page 80
	Page 81
	Page 82
	Page 83
	Page 84
	Page 85
	Page 86
	Page 87
	Page 88
	Page 89
	Page 90
	Page 91
	Page 92
	Page 93
	Page 94
	Page 95
	Page 96
	Page 97
	Page 98
	Page 99
	Page 100
	Page 101
	Page 102
	Page 103
	Page 104
	Page 105
	Page 106
	Page 107
	Page 108
	Page 109
	Page 110
	Page 111
	Page 112
	Page 113
	Page 114
	Page 115
	Page 116
	Page 117
	Page 118
	Page 119
	Page 120
	Page 121
	Page 122
	Page 123
	Page 124
	Page 125
	Page 126
	Page 127
	Page 128
	Page 129
	Page 130
	Page 131
	Page 132
	Page 133
	Page 134
	Page 135
	Page 136
	Page 137
	Page 138
	Page 139
	Page 140
	Page 141
	Page 142
	Page 143
	Page 144
	Page 145
	Page 146
	Page 147
	Page 148
	Page 149
	Page 150
	Page 151
	Page 152
	Page 153
	Page 154
	Page 155
	Page 156
	Page 157
	Page 158
	Page 159
	Page 160
	Page 161
	Page 162
	Page 163
	Page 164
	Page 165
	Page 166
	Page 167
	Page 168
	Page 169
	Page 170
	Page 171
	Page 172
	Page 173
	Page 174
	Page 175
	Page 176
	Page 177
	Page 178
	Page 179
	Page 180
	Page 181
	Page 182
	Page 183
	Page 184
	Page 185
	Page 186
	Page 187
	Page 188
	Page 189
	Page 190
	Page 191
	Page 192
	Page 193
	Page 194
	Page 195
	Page 196
	Page 197
	Page 198
	Page 199
	Page 200
	Page 201
	Page 202
	Page 203
	Page 204
	Page 205
	Page 206
	Page 207
	Page 208
	Page 209
	Page 210
	Page 211
	Page 212
	Page 213
	Page 214
	Page 215
	Page 216
	Page 217
	Page 218
	Page 219
	Page 220
	Page 221
	Page 222
	Page 223
	Page 224
	Page 225
	Page 226
	Page 227
	Page 228
	Page 229
	Page 230
	Page 231
	Page 232
	Page 233
	Page 234
	Page 235
	Page 236
	Page 237
	Page 238
	Page 239
	Page 240
	Page 241
	Page 242
	Page 243
	Page 244
	Page 245
	Page 246
	Page 247
	Page 248
	Page 249
	Page 250
	Page 251
	Page 252
	Page 253
	Page 254
	Page 255
	Page 256
	Page 257
	Page 258
	Page 259
	Page 260
	Page 261
	Page 262
	Page 263
	Page 264
	Page 265
	Page 266
	Page 267
	Page 268
	Page 269
	Page 270
	Page 271
	Page 272
	Page 273
	Page 274
	Page 275
	Page 276
	Page 277
	Page 278
	Page 279
	Page 280
	Page 281
	Page 282
	Page 283
	Page 284
	Page 285
	Page 286
	Page 287
	Page 288
	Page 289
	Page 290
	Page 291
	Page 292
	Page 293
	Page 294
	Page 295
	Page 296
	Page 297
	Page 298
	Page 299
	Page 300
	Page 301
	Page 302
	Page 303
	Page 304
	Page 305
	Page 306
	Page 307
	Page 308
	Page 309
	Page 310
	Page 311
	Page 312
	Page 313
	Page 314
	Page 315
	Page 316
	Page 317
	Page 318
	Page 319
	Page 320
	Page 321
	Page 322
	Page 323
	Page 324
	Page 325
	Page 326
	Page 327
	Page 328
	Page 329
	Page 330
	Page 331
	Page 332
	Page 333
	Page 334
	Page 335
	Page 336
	Page 337
	Page 338
	Page 339
	Page 340
	Page 341
	Page 342
	Page 343
	Page 344
	Page 345
	Page 346
	Page 347
	Page 348

