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ABSTRACT 

Immunization has been one of the greatest public health successes, with the ability 

to prevent morbidity and mortality due to infectious diseases, particularly among 

children. Its success relies on high levels of coverage. However, globally 

immunization coverage is uneven and very low in certain populations, resulting in 

high rates of avoidable disease burden and death. Evidence demonstrates that the 

population most at risk of low immunization coverage is the children of internal 

migrant laborers, moving from place to place to seek temporary or short-term 

work. This is the case in China.  

In China, since a market economy was adopted four decades ago, a large number 

of people have been drawn from rural to urban areas to meet the increasing need 

for labor. Under China’s special housing registration system (the Hukou system), 

people are registered to a particular area for housing and other social welfare 

entitlements. Rural migrants cannot obtain urban household registration status, 

nor are they entitled to the same social welfare and health services as urban 

residents. Moving from city to city in search of work, these transitory laborers are 

often called ‘the floating population’ due to the transitory nature of their work and 

residency. There is mounting evidence that children of this transitory population 

are more likely to miss immunizations and thus face greater threats from 

infectious diseases. Literature also points to the urgent need for effective strategies 

to improve immunization coverage for these transitory populations, not only to 

protect migrant children, but the community at large. However, little is known 

about how to address this problem.  

Studies have examined the complexities of the organizational, cultural, socio-

economic and personal factors influencing the transitory population’s participation 

in the immunization program. They reveal three key reasons why migrant children 

miss their immunizations: 1) their parents lack information regarding the benefits 

of immunization; 2) a lack of coordination and collaboration among relevant 

stakeholders in the immunization delivery system to reach out to and 
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communicate with this population; and 3) the current immunization strategy only 

emphasizes health education without considering other factors, nor assessing the 

needs of relevant stakeholders such as decision-makers and program managers, 

Center for Disease Control staff, health practitioners, community leaders, the 

media, and, most importantly, the parents. This places a burden and an additional 

workload on local health workers to reach the transitory population and provide 

better services. As evidence demonstrates, these practices have not succeeded in 

strengthening multi-stakeholder collaboration to improve immunization coverage, 

nor in reaching the transitory migrant population who have missed immunizations. 

Thus, a well-designed risk communication strategy may be crucial for the 

effective implementation of an immunization program for the children of the 

transitory population.  

Risk communication has been gaining increasing recognition in recent decades as 

a useful tool for conveying information about risk among stakeholders. It aims to 

build trust, enhance information flows and mutual understandings among 

stakeholders, and to build the public’s confidence in and adherence to public 

health policies. Apart from communication about risk and uncertainty, risk 

communication also facilitates decision-making, conflict resolution, two-way 

communication, public participation, and multi-sectoral collaboration. Yet in 

China, risk communication’s role in improving immunization coverage among the 

transitory migrant labor population has not been thoroughly investigated. 

Consequently, strategies have not been developed to improve communication 

between key stakeholders to help overcome barriers to multi-sector collaboration.  

To fill this gap, this research aims to examine the role of risk communication in 

improving immunization coverage for the children of the transitory population 

applying a stakeholder analysis and a comprehensive community needs 

assessment in Hangzhou City. It investigates how key stakeholders in selected 

settings perceive risk in immunization practice, and the various determinants 

impacting on their decision-making over whether to accept immunization, on 

dealing with adverse events following immunization, and other conflicting 

interests between experts, organizations, communities and individuals. 
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Stakeholders for the National Immunization Program delivery system are 

analyzed, then the community needs and the status of communication and 

collaboration between different stakeholders is assessed. Consequently, a risk 

communication strategy for improving the immunization coverage of children of 

the transitory population is developed.  

This study applies mainly qualitative methods supplemented by quantitative 

secondary data available on immunization coverage and demographic 

characteristics. It collects qualitative data to assess stakeholders’ needs and to 

redefine the role of risk communication through a literature review, interviews and 

focus groups. In addition, it conducts two case studies in two families, one with 

good resources, and another with limited resources, which is more isolated.  

Participants of the study represent key stakeholders of Hangzhou’s immunization 

program delivery system and the transitory population. The fifty-seven 

interviewees and ten focus group participants come from multiple sectors and 

interest groups including ten immunization program coordinators and staff from 

national and provincial level Ministries of Health, and the Center for Disease 

Control and Prevention; twelve parents, twelve health workers, twelve local 

residents, and eleven community members.  

Key findings of this study are: 

 The comprehensive community needs assessment of the transitory 

population reveals that, due to their social circumstances and inequitable 

access to social and health services, the transitory population in 

contemporary China is faced with many health challenges. Of particular 

concern is their children’s low immunization coverage. This has also 

increased the threats of communicable diseases to their health. The 

community needs assessment also reveals that the various stakeholders’ 

concerns and needs, particularly those of the transitory migrant population 

and local health workers, have not been fully considered and fulfilled. 

 The stakeholder analysis describes the delivery system of the National 

Immunization Program for children of the transitory population in 
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Hangzhou. This delivery system for the transitory population contains 

many sectors and departments. Each of them has different functions and 

activities in the system. To effectively improve the Program’s performance, 

these departments need a better understanding of the system in which they 

operate, and sufficient cooperation between them must be fostered. It 

would be necessary and helpful to integrated multi-stakeholders’ efforts to 

improve the work of the immunization service. 

 This study indicates that risk communication is crucial for the success of 

public health intervention programs such as the immunization program. To 

facilitate the risk communication, information-sharing and development of 

cooperation mechanisms are necessary. This study collected the contents 

and channels of information exchange between stakeholders. More 

importantly, the decision-making factors for each stakeholder concerning 

immunization for children of the transitory population have been collected 

and analyzed. 

 Findings of this study reveal that current communication between different 

stakeholders is not good. This is caused by ineffective communication 

methods, the simplistic contents of the communications, an imbalance of 

information among different groups, inefficient communication channels, 

and most importantly, the transitory population’s lack of trust in the 

official information. 

Based on the researcher’s experience and the study findings, this study 

recommends that: 

 A comprehensive community needs assessment should be conducted to 

identify the needs of both children from the transitory population, and the 

grassroots health workers to inform the development of intervention 

programs tailored to them.  

 The traditional health education approach to promote immunization to the 

transitory population has limitations. To facilitate program implementation, 

risks concerning the delivery of the National Immunization Program 

should be fully communicated to the different groups of stakeholders in 
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accordance with the risk communication framework.  

 A community empowerment framework should be applied to design 

strategies and to enable the target population to gain access to what they 

need through four means: resources, networks, information, and decision-

making. These include redistributing educational resources through the 

effective channels identified by the migrant population itself, recruiting 

community volunteers to reach and inform the migrant population on 

immunization, and reorienting the health service following suggestions 

from the migrant population and local health workers. 

 Risk communication can help facilitate multi-sectoral collaboration and 

empower vulnerable populations to participate in public health programs. 

Thus, it should be applied to broader areas of public health.  

 The government service providers need comprehensive community needs 

assessments, community empowerment, and effective partnerships and 

capacity-building to address the transitory population’s public health 

issues. 

 Health workers from the grassroots level should be more involved in the 

design and assessment of public health intervention programs to achieve 

and sustain success.  

The results of this study should be applied to improve the immunization services 

for the transitory population and to form the basis for developing a risk 

communication strategy with a broader regional application. This study 

contributes to international health security in general, and to China in particular 

due to its substantial transitory population, whose children are at high risk of 

suffering from communicable diseases. It will increase our understanding of 

theories, concepts and factors relating to decision-making processes and risk 

communication strategies, which is an important knowledge gap in current public 

health emergency management, disease outbreak response, and population-based 

program design, coordination and delivery. 
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Chapter I: Introduction 

1.1. Introduction 

Improving child health is a crucial part of public health work. Statistics from the 

World Health Organization (WHO) indicates that every day in 2016, about 15000 

children died before reaching their fifth birthday(WHO 2018). Among them, 

vaccine-preventable diseases are still heavy threats globally. They are responsible 

for about twenty-five % of the ten million annual deaths of children under five 

years old (WHO 2010). For a long time, immunization has been a proven tool to 

reduce child mortality and morbidity from vaccine-preventable diseases (WHO 

2010). Thus, many countries have adopted the strategy of having an expanded 

program on immunization (EPI). For an EPI to be successful there must be a 

sufficient high level of immunization coverage among all children (Williams and 

Forrest 2003). As with other countries, China has integrated an immunization 

program into the health service system and the majority of families vaccinate their 

children since 1980s (Ze 2001). 

However, nowadays there are challenges in achieving sufficient immunization 

among a certain population in China. China has adopted the economic policy of 

‘Reform and Opening’, which has led to increasing movements by populations. 

Millions of people have moved into urban areas searching for opportunities to 

improve their living status (Lin, Lei et al. 2007). This creates particular difficulties 

because unlike many other countries, China has a special housing registration 

system (Hukou), according to which people are registered to a particular 

geographical area as well as their social welfare and entitlements.  This makes it 

difficult for them to migrate to other parts of China, and results in a transitory 

internal migrant population when they try to find jobs in other area of their 

hometown. They may have to move back to their hometown as they cannot gain 

access to most of the social welfare in their working place without local Hukou.  

This transitory population’s health is poor in terms of high prevalence of 

communicable diseases, reproductive diseases, and mental disorders (Guo, 2013; 
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Hellongjing Government, 2016; NHFPC, 2017) because they own fewer resources 

than the local residents. In their  new living environments, they have limited 

access to  information and networks, and they have little power to improve their 

health (Feja and Saiman 2005; Mobrand 2006). Child immunization in this 

transitory population is one issue that has been attracting a lot of attentions. 

Immunization coverage rates for migrant children are much lower than that of the 

local resident children and sometimes have not reached the national goal of 85% 

(Sun, Zeng et al. 2006; Lin, Lei et al. 2007; Sun, Ma et al. 2010). Consequently 

they not only suffer from high disease prevalence of vaccine-preventable diseases, 

buy also create risks for the whole population (Williams and Forrest 2003). 

Studies have shown that factors contributing to low immunization coverage for 

children in the transitory population include the family’s lack of information on 

immunization, the fear of adverse events following immunization (AEFI), and 

also that local health workers are overloaded with work (Zhu 2005). Government 

agencies’ current strategies to address this include health education for the migrant 

population and putting the burden on local health workers to increase their 

workload in order to reach this population and provide them with a better service. 

However, to date, neither the knowledge level of the transitory population nor the 

immunization coverage rates have been effectively improved. Transitory families 

remain unclear on the risks of failing to immunize their children, and also are still 

influenced by reports about the adverse events following. Furthermore, these fears 

are not assuaged by health workers who generally talk about the positive effects of 

immunization but avoid the negative AEFI, which answers neither the need for 

communication nor fears of side effects. Health authorities do not address these 

issues, requiring only that local health workers educate transitory families on 

vaccination, that they work hard to locate them, and persuade them to be 

vaccinated.  

To improve immunization coverage among the children of the transitory 

population, the comprehensive impacts of immunization need to be communicated 

with transitory families, and service providers also need some external support to 
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enable them to provide services for the increasing number of children of the 

transitory population. Immunization program is a comprehensive job which 

involves many departments and population groups including the health 

department, education department, parents, health workers, the community, and 

other groups such as media. These are stakeholders for the implementation of the 

program. To achieve this aim there must be multi-sectoral collaboration (Yodmani 

2001). However, there are barriers that hinder this process and result in a less 

effective outcome (McGrath 2002; Lin, Hsu et al. 2008; Hou 2009). The most 

common barrier is  the lack of effective communication among the stakeholders 

(Hou 2009). Stakeholders do not share the same perception of risk about 

immunization as well as missing immunization and do not have the same needs or 

benefits to the issue of immunization. It is often a challenge to bring stakeholders 

together and to integrate them into a public health intervention program, which is 

vital if policy makers are to develop proper strategies for dealing with a public 

health issue. To this end, risk communication would be a useful tool to facilitate 

multi-sector collaboration. 

Risk communication is the process of communicating with individuals regarding 

knowledge, perceptions, attitudes and behavior relating to risk. It improves the 

communication of information about risk among stakeholders (Qiu & Chu, 2017; 

Qiu et al, 2016; Godolphin, 2003; Plough & Krimsky, 1987). But risk 

communication is more than simply communication about ‘risk’. It includes 

elements of conflict resolution, public participation, and two-way communication, 

and it facilitates multi-sectoral collaboration ( Qiu & Chu, 2017; Aakko, 2004).  

Risk communication should be interactive, fostering the exchange of information 

and opinions among individuals, groups, and institutions (stakeholders).  It has 

proven to be useful to help achieve consensus among different groups and for 

promoting the implementation of interventions (Covello, Peters et al. 2001; Glik 

2007). Thus, it may be a useful tool to improve participation in public health 

interventions such as immunization programs. In China, risk communication has 

been gaining recognition for its role in improving emergency management and in 

facilitating multi-sectoral collaborations for dealing with risk and uncertainty (Qiu 
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et al 2016; Qiu & Chu 2017). However, no study has yet investigated how to 

develop risk communication strategies to improve stakeholder engagement in 

order to improve immunization program delivery for the transitory population. 

To fill this gap, this study seeks to examine the role of risk communication 

between all of the stakeholders involved in the issue of immunizing children of 

the transitory population. It will attempt to assess the needs of all groups 

associated with the transitory families with children, and local health providers in 

order to improve immunization coverage. Relevant stakeholders for the risk 

communication include decision-makers, experts, health workers, the transitory 

families with children population, and a number of related departments. 

The location of this study, Hangzhou city, is the capital of Zhejiang Province in 

China. It is a relatively developed, big city with more than seven million local 

residents and around three million internal migrant workers (Zhu 2005). The 

number of children in this transitory population is very large. Immunization 

coverage among these children has been identified as a long term trouble spot for 

implementing immunization in this city. 

This chapter provides an overview of the thesis. It first discusses the background 

and rationale of the research, followed by its aims and purpose, and a description 

of the methodology. Finally, it outlines the structure of the thesis. 

1.2. Research Background 

1.2.1. Immunization 

Immunization is a proven tool for controlling and even eradicating disease. 

Vaccines can prevent infectious diseases that create strong threats to population 

health. Immunization has also proven to be an effective tool among all preventive 

health practice. It provides specific antibodies against pathogen for individuals 

who are vaccinated. More important, it forms immune barriers in a population 

group level against certain pathogen. This group immune barrier is called ‘herd 

effect’. With the ‘herd effect’, it has become possible for humans to reduce the 
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transmission of some infectious diseases across the world. This has been 

illustrated by the 1980 eradication of smallpox resulting from a ten-year effort 

directed by the World Health Organization, as well as the extraordinary progress 

toward the global elimination of poliomyelitis in the 1990s (Center for Disease 

Control (CDC) 1998; Hinman 1998; Satcher 1999). Together with improvements 

in hygiene and sanitation, immunization has revolutionized child health in 

countries throughout the world, preventing millions of deaths every year and 

reducing the risk of disability caused by infectious diseases. Evidence shows that 

morbidity and mortality from once common infectious diseases have been 

diminished (Fontanarosa 1995; Center for Disease Control (CDC) 1999; Drutz 

2001; May 2005).  

Furthermore, immunization programs are low-cost ways for governments and 

parents to protect children. On average, it costs only US$25 (including the 

delivery fees) to fully immunize a child with the six vaccines against diphtheria, 

pertussis, tetanus, polio, measles and tuberculosis: far less than the cost of treating 

children who succumb to vaccine-preventable diseases(WHO 2008). Thus, 

immunization is considered among the most cost-effective of health investments:  

there is a well-defined target group; contact with the health system is only needed 

at the time of delivery; and vaccination does not require any major changes to 

people’s lifestyles (Heymann 2004). 

However, nowadays, diseases that can be prevented by vaccines still form a great 

disease burden to population health. A larger number of children still miss out on 

immunization. It can be seen that in six of the world's most populous developing 

countries the reported coverage levels are still below 70%, while in several 

African countries coverage is below 50%(WHO 2018). In 2003, twenty-seven 

million children worldwide did not have DTP3 immunizations, including 9.9 

million in South Asia and 9.6 million in Sub-Saharan Africa(Anne 2015). For 

childhood immunization programs to be successful, parents need to access, 

understand, and comply with immunization recommendations. 

There are many reasons for immunization programs’ poor performance. One is 
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inadequate finances or low political commitment. Many developing countries 

have difficulties affording vaccines or are reluctant to pay for them for the general 

population. Furthermore, vaccines are much less profitable than medicines so it is 

difficult for manufacturers to forecast demand. As such, pharmaceutical firms 

make relatively low investments in researching and developing vaccines.  

Moreover, successful immunization programs have reduced the burden of a 

number of infectious diseases on a global scale. This means that the public’s fear 

of vaccine-preventable diseases diminishes, and instead some shift focus towards 

vaccinations’ real and alleged "side effects". Some people then believe that 

vaccination is not only unnecessary, but even dangerous (Balinska 2004).  

It is important for pediatricians to understand why parents refuse to immunize 

their children. They also need to provide practical guidance to assist health 

workers faced with parents reluctant to allow his or her child to be immunized 

(Diekema and and the Committee on Bioethics 2005). Moreover, in most 

developing countries immunization services may be hampered by weak health 

service delivery systems(Freed, Katz et al. 1996). Some parents are not properly 

informed about these services, thus they do not know how to have their children 

immunized or they do not understand the benefits of immunization. This is 

especially the case where children have not been delivered at hospital, the parents 

are illiterate or from another disadvantaged group, or whether health workers fail 

to perform adequately(Cohen, Sirkeci et al. 2011). Those who miss out on routine 

vaccination program tend to be people living in remote locations, urban slums and 

border areas. They also include indigenous groups, displaced populations, those 

lacking access to vaccination because of various social barriers, those lacking 

awareness or motivation to be vaccinated and those who refuse for other reasons 

(Kilanowski and Ryan-Wenger 2007).  

In summary, immunization is beneficial to humans not only for public health 

reasons, but also for humanitarian and social reasons. It still needs to be 

recognized and supported to maintain its progress (Stapleton 2001). The challenge 

for society is to organize immunization programs well and ensure that vaccines 
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are made available to all who need them in both the developed and developing 

world. Program designers and implementers, governments and physician advisory 

groups should develop appropriate recommendations and schedules for 

immunization. More importantly, they need to identify areas where immunization 

is performing poorly in some groups such as the migrant population mentioned 

above.  

This thesis will now introduce a special population in China, the transitory 

internal migrant population, whose children are identified as the group most at 

risk of low immunization coverage. 

1.2.2. Transitory Population 

Population redistribution or migration is very common throughout the world and 

it brings a number of consequences for both the areas from which migrants have 

come and those receiving migrants. To promote population health for migrants, 

their characteristic and scale need to be carefully analyzed. 

In China, population movement trends have changed significantly in the past fifty 

years. During the 1960s and 1970s, in accordance with the ‘planned economy’, 

the government strictly controlled the flow of raw materials, products and even 

the population within the country. The government implemented the Hukou 

(household registration) system which was set up in 1958 to manage the 

population registration (Chan, Liu et al. 1999). People registered their Hukou in a 

certain place, and got their sources of production and subsistence, including 

housing, food, state-provided medical care, and other social welfare. The aim of 

the Hukou system was to strengthen social organization and the government’s 

capacity to mobilize resources. As such, welfare and resource distribution, 

migration control, and criminal surveillance were all under this system. 

From the 1980s, China began to adopt the ‘Reform and Opening’ policy, together 

with the emergence of a ‘market economy’. Restrictions on population movement 

became difficult to enforce as the policy makers encouraged people to leave their 
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areas to find more job opportunities. Meanwhile, the development of the economy 

required a huge amount of different types of labor. As a result, surplus labor forces 

from rural areas migrated internally to urban areas (Sun, Ma et al. 2010). Under 

the existing Hukou system, internal migrants have become a special group. 

Migrants usually cannot obtain the same entitlements or status as urban dwellers, 

and thus have experienced many forms of discrimination in urban areas. They also 

retain their hometown farmlands, which are run by family members or by them if 

they return during the harvest season. Many migrants also need to move back 

from urban areas after short periods away in order to enjoy social welfare 

entitlements. This has rendered internal migrants a ‘transitory’ population. 

The scale of the transitory population in China is huge and keeps increasing. In 

the late 1970s, there were fewer than two million rural-urban migrants, accounting 

for about 1% of the total rural labor force. At the end of the 1980s, the number of 

rural migrants rose to thirty million. By 2005 it had reached around 180 million, 

and the numbers continue to rise. According to a survey conducted by the 

National Bureau of Statistics China in 2015, there are currently 247 million 

migrant laborers accounting for about one-sixth of the total population in China 

(NBS, 2016). It is predicted that by 2020 an additional 300 million people will 

migrate from rural to urban areas due to the urbanization in China(Fan 2011; Yang 

2012).  

The transitory population in China is difficult to reach because departments 

cannot keep accurate detailed information about them. While the government 

requires these groups to obtain temporary registration in the urban areas that they 

work in, enforcement of this regulation is almost impossible owing to both its 

immense size and to the short-term nature of the work they perform. Based on the 

2000 Census, only 50% of the transitory population registered with a government 

department, and this did not include children under sixteen years old (ChinaPop 

2010). 

There are further issues raised by having a transitory population. For the migrants 

themselves, they and their children’s lack of Hukou in urban areas denies them 
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from receiving social security or other benefits such as medical care and pensions. 

While at the city level, many Chinese cities have an overwhelming number of 

residents, far higher than the capacity each city has been designed for. Extra 

migrants inflict heavy pressure on urban infrastructure and public service systems. 

The resources of education, medical treatment, public health, social security, and 

family planning have all come under heavy pressure as the infrastructure of the 

city is designed based on its previous population scale. Furthermore, there is 

evidence of an increased spread of communicable disease, other health impacts, 

and of the deterioration of community hygiene (ChinaPop 2010). 

Of all the impacts of the transitory population, the population’s vulnerability with 

regard to public health has attracted attention in a lot of research. Research carried 

out in developed countries shows that migrants are a particularly vulnerable group 

in host areas. Data from researches and the official statistics demonstrates that the 

transitory population present poor health status in terms of high prevalence of 

communicable diseases, reproductive diseases, and mental health issues (Guo 

2013; Heilongjiang-Governement 2016; NHFPC 2017). These poor health 

outcomes can mainly be attributed to the lower public health service utility rate of 

this population(Xue 2017; Zheng 2017). 

Another impact of China’s increasing transitory population is on the 

implementation of the National Immunization Program. Many of the transitory 

population are of peak childbearing age, and are likely to have children outside of 

their hometown or to take their children with them to urban areas. The National 

Working Committee on Children and Women under the State Council (NWCCW) 

reports that more and more children are now migrating with their families (as 

opposed to being left in their hometowns). In the 2000 Census, the number of 

children in transitory population reached 19.81 million and contributed to 19.37% 

of the total transitory population (ChinaPop 2010). Since the transitory population 

often are not registered, it is difficult for the government and immunization 

service providers to reach their Expanded Program on Immunization target 

population. Thus, children from these families are more likely to miss or delay 



 

- 10 - 

one or a few immunizations because they do not contact health service providers 

until they get sick (Kobayashi 2003, Larson 2004, Weathers 2004, Lin 2005). 

There are evident gaps between the immunization status of children from 

transitory populations and resident children. A national immunization 

implementation survey conducted in 2004 reported that only 30.2% of children 

from the transitory population had been properly vaccinated, and 4.0-7.5% of 

migrant children had never undergone any vaccination (MOH 2005). 

In recent years, various incidents have emerged that have had negative impacts on 

people’s compliance and trust in immunization programs.  An example is the 

measles booster vaccination campaign in China. From 11-20 Sep, 2010, around 

100 million measles vaccines were delivered to Chinese children. In this case, the 

transitory population was the key population whose immunization coverage was 

identified as low. To avoid having a population without an immunity barrier, 

health authorities decided that a booster measles vaccine should be given to the 

entire population. However, some of the parents who had their children 

immunized began to question whether this was necessary as their children had 

already received a full course of measles vaccination. A number of them refused 

to let their children be vaccinated. News of this spread on internet and other 

means, which embarrassed the transitory population and divided communities 

with different opinions. These kinds of incidence make an already expensive 

campaign much more difficult to be implemented effectively. They also reveal 

two key problems affecting immunization program implementation: there is 

inconsistent or conflicting information from government administrators and from 

the public; and also decisions about the Immunization Program are made without 

either understanding the target population’s needs, or their participation. 

As for a strategy to improve the transitory population children’s immunization 

coverage, most researchers have suggested that this requires the government to 

invest more attention and money in this issue (Xiao 1999, Guo 2000, Lin 2005). 

They have also recommended that health education programs could be used help 

people to understand the importance of immunization, and to encourage their use 
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of the service (Yang 2002, Lin 2005). However, contemporary strategies still 

avoid providing the public with information about the potential side effects of 

immunization. They simply want to convince the public that immunization is 

completely safe. Also, they do little to involve the transitory population in the 

decision-making process. As a result, transitory population only receives 

immunization service when they have this information and do not object to it. 

Administrative departments, mainly the government and the Department of Health, 

spend increasing money on immunization work and require local health workers 

to educate the transitory families with children, and to work hard to locate them 

all and persuade them to be vaccinated. The reality is that it is currently nearly 

impossible for the health workers to do this. Several decades ago, health workers 

could release information on immunization as well as other types of health 

information through community bulletins or similar channels. However, 

communications have is changed, and people rely more on mobile phone and 

other internet communication channels, and health workers are not in the same 

networks as the transitory population. It is difficult to get educational resources to 

the transitory population, so their knowledge and attitudes regarding 

immunization are insufficient. Immunization service providers need outside 

support to help them to communicate with the increasing transitory population. In 

this regard, a risk communication strategy is needed.   

1.2.3. Risk communication 

WHO defines risk communication as  

 

the exchange of real-time information, advice and opinions between experts and 

people facing threats to their health, economic or social well-being. The ultimate 

purpose of risk communication is to enable people at risk to take informed 

decisions to protect themselves and their loved ones  

(WHO/General information on risk communication. https://www.who.int/risk-

communication/background/en/). 
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‘Risk’ is about the probability of harm from hazards, so it is about uncertainty and 

potential threats. Risk communication thus needs to deal with risk and uncertainty, 

which differs from a general health education campaign aiming to deliver 

knowledge and educational health messages. One of the key functions of risk 

communication is to convey messages between stakeholders to enable decision-

making in the context of risk and uncertainty. As such, it is regarded as an 

important tool to ensure information flows and to facilitate cooperation from 

multiple stakeholders in managing public health incidences, infectious diseases 

spread, emergencies and disasters (Qiu & Chu 2017; Chu 1996). It is in this 

regard that risk communication is both relevant and potentially useful to improve 

immunization coverage for the transitory population.  

Risk communication is an interactive process of exchanging information and 

opinions between interested parties (Sandman, Miller et al. 1993; May 2005). It 

usually concerns health or environmental risks. It is linked to risk perception 

because we need to understand where certain interested groups are coming from 

in order to communicate with them. It takes place within the process of risk 

management and involves multiple analyses of the nature of risk, reactions to risk 

messages, the communicators and their influence, and the process of 

communication, including the interaction of different stakeholders (Li, 2010).  

To mitigate or even eliminate risk, we need to identify any unwanted outcomes, 

and determine how to define and quantify the possibility of the damage, and how 

to list and prioritize these outcomes in a common conceptual framework that can 

be understood by all relevant groups (Xia, 2008; Li, 2010; Qiu, 2016). Risk can be 

assessed to some extent because the cause and effect relationship can be described 

and the effect can be changed if the initial behavior or events change. Risk 

assessment is a scientific process that tries to accurately calculate every 

component of risk. Based on the risk assessment, decisions can be made to cope 

with the risk (Elliott 2005). However, uncertainty is at the core of understanding 

risk. This uncertainty includes both the question of when damage might occur, and 

what type of damage should be expected (Balicer, Omer et al. 2006; Smith 2006). 
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Risk perception, or the concern about harm, differs from one group to another. It 

is influenced by factors such as the inequity in exposure to harm for different 

groups, or fear of the catastrophic potential of some hazard, or the safety and 

acceptability of a range of modern technologies (Li, 2010). Recognition of this 

phenomenon is crucial for understanding and dealing with risks. The risk 

assessors, risk managers, and other stakeholders, including the public, need to be 

able to exchange information and their perceptions to better their understanding of 

risk and its related issues, and in order to make decisions. This is the process of 

risk communication (Qiu, 2017). The conception of ‘risk communication’ comes 

from the study of risk assessment but not the study of communication. 

As a discipline of technology, risk communication assumes that the public 

generally have a deficient understanding of science or exhibit irrational behavior 

in front of risks, especially those risks that they are not familiar with. Thus risk 

communication should aim to increase knowledge and educate the public about 

the truth and countermeasures of risks. In this way, risk communication practice 

emphasizes the process of conveying information about exposure to danger, risk, 

risk management, and decision-making (Plough 1987, NRC 1989). From an 

anthropological perspective, risk communication is a constructive dialogue among 

regulators, experts, and the public. For them, the public must have the right to 

participate in the whole process of decision making where those decisions are 

about things that affect their living conditions (Qiu, 2016). Risk communication 

must take into account the public’s voice. This paradigm defines a new framework 

for risk analysis. In this model, risk communication is defined as an interactive 

process of exchanging information, involving multiple messages about the nature 

of risk. Communication happens throughout the risk analysis process (Glik 2007). 

The relationship among participants within the process of risk analysis is circular. 

Successful risk communication begins from the very beginning of risk affairs and 

provides useful information for the assessment of risk. The components of risk 

communication include its goal, information framework, target population, 

information source, information channel, communication process, and conflict of 



 

- 14 - 

understanding and dialogue among different groups. It involves acquiring 

information and opinions on certain issues, making the process of risk assessment 

open to all concerned parties, and sharing the results of the discussion or 

assessment. Thus, it is a comprehensive system of information exchange and 

consensus-building, not just for delivering information.  

The principal of risk communication includes creating a legal partnership with the 

public, careful design and evaluation, being honest and open to the public when 

explaining the risks and countermeasures, cooperation and collaboration with 

other reliable bodies, and clear interpretation of all types of technical terms 

(Covello 1998). Rather than taking a top-down approach, risk communication 

provides a two-way exchange of information and perspectives. Involving 

stakeholders means more than just having a consumer representative on your 

committee: it also means researching their needs and values. Two further 

important factors in risk communication are of trust and openness (Qiu, 2016).  

The best practice for effective risk communication involves five components (Qiu, 

2017). First, risk communication requires the involvement of different groups. 

Building, maintaining, or restoring public trust is crucial for this process. This is 

extremely important for departments who are responsible for releasing 

information about emergencies or crises. Furthermore, these different groups, 

whose diverging viewpoints give them different preferences for decision making 

(Peter Sandman1983), need to come to agreements or form countermeasures on 

risks for the better implementation of risk management measures. Second, risk 

management requires information to be announced early in order to attract the 

public’s attention and provide a warning on the situation. The third component is 

that the risk communication needs to be transparent. All the steps must be open to 

stakeholders. The fourth component is respecting and responding in a timely 

manner to the public’s concerns. The fifth component is planning in advance. 

Risk communication is very useful and widely applied in public health. It can be 

used to notify and communicate with the public and other stakeholders about the 

risk of a situation, information exchange and discussion about the decisions of 



 

- 15 - 

public health strategies, and to provide information to the public and help them to 

make a choice of whether to follow the advice from the expert panel to deal with 

the risk they might face. It should be active for the whole process of disease 

control from epidemic warnings to the emergency response, for routine health 

promotion, for facilitating behavioral change and implementing preventive 

interventions, for helping individuals to make choices such as about whether or 

not to undergo medical treatment, or to help individuals adjust their behavior 

(USCDC 2002). 

Risk communication in the public health area is not the same as the 

communication between doctors and patients (Qiu, 2010). It often involves events 

that influence the whole of society. These events may even lead to massive panic, 

such as was seen with the epidemic of SARS, avian flu, or other unknown disease 

outbreaks. In this case, poor risk communication can have negative consequences. 

The government might lose the public’s trust if they release contradictory 

information, or if they are found or thought to hide information. This makes it 

more difficult to implement good policies that can protect public health in the 

future (Balicer, Omer et al. 2006; Humphreys and Solarsh 2008). To effectively 

promote public health, stakeholder participation is crucial. The uncertainty of 

risks in the public health area and the change of environment require the full 

participation of all stakeholders in the decision-making process. This requires 

respect for different opinions. Furthermore, the process of risk communication 

should not be only a tool to assuage the public’s anger. It should be part of the 

planning and decision-making process and become a reference for regulators in 

managing risks, and for developing preventative methods to reduce risk (Qiu, 

2016). 

Immunization efforts could benefit from good risk communication because its 

delivery system involves a lot of stakeholders. They include not only the 

government, the children who receive immunization and their parents, but also 

vaccine providers, parents, journalists, public health workers, epidemiologists, 

those from the vaccine industry and even those from the anti-vaccination lobby. It 
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is important to parents that their primary health care provider gives them the 

information about immunization service. Meanwhile, it is important to understand 

that parents’ perceptions and trust regarding immunization might be affected by 

how providers communicate the risks of vaccination to them.  

The most common spokespersons for immunization are representatives of 

professional medical bodies who tended to be cast as voices of authority. They  

urge parents to take their children to be immunized and castigate parents who do 

not comply, without trying to understand the reasons behind this non-compliance. 

The most common means present Immunization Program managers use to 

encourage immunization are: reminders that vaccination is compulsory; pleas for 

parents to immunize their children; and the provision of information about 

vaccine preventable diseases (Leask and Chapman 2002; Williams and Forrest 

2003; Freeman 2004). Few develop their delivery programs in response to the 

stakeholder needs and none has included a risk communication strategy tailored 

for their clients. 

In China, since the SARS outbreaks, many studies have examined the important 

role of risk communication as a necessary component of the emergency 

management of public health incidences, pandemics and disasters (Qiu, 2016). 

However, few have investigated its role in improving immunization coverage for 

the most vulnerable group: children of the transitory population. This is the case 

in Hangzhou, a city with a sizable transitory migrant population. 

1.2.4. Transitory population and national immunization program in 

Hangzhou 

Hangzhou is the capital of Zhejiang Province in the east of China. Since the 1980s 

economic reforms, Hangzhou has been developed into a major industrial center in 

mainland China with strong a strong economy. According to the five people per 

thousand population sampling survey in 2009, the population of local residents 

reached 8.1 million. In recent years, the population scale has continued to increase 

in Hangzhou. The Hangzhou Yearbook, released by the government, reports that 



 

- 17 - 

the local population has increased to 9.47 million in the end of 2017 and over 2.93 

million people migrate to this city Hangzhou (Hangzhou Yearbook, 2018) (the 

authority use the term ‘floating population’ to describe them).  

The transitory population moves to a new place mainly to pursue a better life than 

their economically-downtrodden hometown. Hangzhou currently has great 

economic prosperity, which provides many employment opportunities. Thus, the 

transitory population in this city can usually find employment and earn more than 

they can in their hometowns. The population survey illustrates that the majority of 

the floating population in Hangzhou are satisfied with their income. Their average 

income is RMB2903.75 per month, whereas their monthly expenditure is about 

RMB 1465.39. However, this is still much lower than the local population and the 

jobs they take are often less desirable, with very heavy workloads. Many of them 

are engaged in blue collar positions such as painters, construction workers, and 

drivers. Some work for nearly ten hours every day and have no weekends or 

holidays. Moreover, they cannot utilize other kinds of public services in the city, 

including the public health service. 

Public health and basic medical services in Hangzhou are consistently improving. 

By the end of 2017, there were 4 933 medical treatment institutions of various 

kinds, including 302 hospitals and 15 disease prevention and control centers. By 

the end of 2017, there were 1275 community health service centers/stations. There 

were 110 000 health workers in the city, including 41 800 practicing (assistant) 

doctors and 46 300 nurses. The number of hospital beds owned by Hangzhou 

reached 70,000. The city's mortality rate of newborns and that of children below 

age five dropped from 4.43 per thousand people and 6.20 per thousand people of 

year 2008 to 1.73 per thousand people and 2.27 per thousand people respectively. 

Hangzhou won the title of the ‘National Health City’. All these efforts bring a 

better public health service to the residents of this city (Hangzhou Statistics, 2018). 

However, the transitory population’s health status in Hangzhou is not satisfactory. 

Generally, they face more difficulties in achieving better health. Their lack of 

familiarity with their new environment means that they cannot make full use of 
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the health care infrastructure, even services that are mainly free of charge for 

everyone. Also, connection between them and the health care system is not good 

enough. They may also be difficult for the public health service to reach. Some 

field surveys show that the health checkup rate before marriage for the transitory 

population in Hangzhou is much less than that of the local residents (85.3% 

compared with 98.99%). With poor participation rates in the public health service, 

the transitory population’s health status has become poor. The prevalence of 

infectious diseases in transitory population is higher than that of local residents. 

The Hangzhou government has recognized the sharp increase in the transitory 

population and its impact on public health. Some government branches and 

agencies have put the transitory population into parts of their plans. Within the 

Hangzhou Health Bureau, many programs aimed at the transitory population have 

now been implemented. In the Branch for Women and Children, they have found 

that children and women in the transitory population have been less likely to 

access the health service system adequately due to their lack of familiarity with it, 

and are thus exposed to health hazards. Strategies have been developed to target 

these problems. Similarly, the transitory population has become the priority of the 

Center for Disease Control and Prevention at each level on a series of public 

health issues. They seek to decrease disease outbreaks, improve the coverage of 

their health education and promotion activities, and thereby, to improve the 

transitory population’s health status. Among these issues, immunization services 

for transitory population are important. 

Immunization services in Hangzhou are well-organized with sufficient financial 

support from the local government. Routine immunization surveillance 

information shows that the immunization coverage rate among local children has 

stayed above 95% for many years ever since year 2000. However, it seems that 

they still have not found a good way to implement this immunization service for 

the transitory population, with much lower coverage rates for children from the 

transitory population. 

In order to improve immunization for the transitory population’s children, the 
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Hangzhou Centre for Disease Control and Prevention follows China’s Ministry of 

Health and Zhejiang Provincial Health Department’s requirements to provide free 

vaccines for all children, including those in transitory population. They demand 

that local health workers routinely locate the children of the transitory population 

and offer their parents of information about immunization, implement various 

kinds of advocacy activities to advertise immunization policy and its benefits to 

the public. Furthermore, booster vaccination campaigns are carried out for 

measles and polio immunizations. The key target population for these booster 

campaigns is the children of the transitory population. Such actions have 

improved immunization coverage for the children of the transitory population but 

their rates are still much lower than those of local children.  

This section has reviewed the background of immunization, the transitory 

population, risk communication, and the status of immunization services for the 

transitory population in Hangzhou, an economically-developed city in East China 

that has attracted a high transitory population. Local government has tried to bring 

more public health service to everyone, including the transitory population. The 

Immunization Program is also one of these important public health services. 

However, shortages have still been identified in the immunization for children of 

the transitory population. Study is needed to diagnose this issue, and it is hoped 

that the framework of risk communication can help the immunization program 

implementation.  

1.3. Research Rationale 

Low immunization coverage causes higher vaccine-preventable disease 

prevalence among the children of the transitory population. Furthermore, this acts 

as a source of infection, bringing these diseases to the whole population. This 

provides a heavy threat to public health. 

Recognizing the importance of immunization, the Chinese government has 

provided a free national immunization program for all children. The United 

Nations makes it clear that getting full immunization services is a primary human 
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right for all children. 

China’s transitory population is large and keeps increasing its economic prosperity. 

The transitory population contribute greatly to China’s economic development. 

However, they suffer a lot in this process, with a low living standards and high 

disease prevalence. This can cause social instability. To avoid this the transitory 

population’s health needs to be improved. 

Immunization program management authorities at both the national and 

Hangzhou city level require that immunization coverage among the transitory 

population be improved. 

1.4. Aim of Research 

This research aims to investigate the role of risk communication and determine 

future strategies for improving immunization coverage for the children of the 

transitory population in Hangzhou, China 

Research objectives have been developed to address this aim as follows:  

Determine who are the stakeholders in the immunization program delivery 

system responsible for the children of the transitory population in Hangzhou. 

Assess the role in and needs of different stakeholders for improving 

immunization coverage for children of the transitory population in Hangzhou. 

Analyze the challenges and facilitating factors underpinning communication 

and collaboration between different stakeholders. 

Develop a risk communication framework for improving the immunization 

coverage of children of the transitory population. 

1.5. Methodology 

This study applies mainly qualitative methods supplemented by quantitative 
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secondary data available on immunization coverage and demographic 

characteristics. It assesses stakeholders’ needs and examines the role of risk 

communication through an extensive literature review, fifty-seven face-to-face 

interviews and a focus group discussion with ten participants. Interviewees and 

focus group participants come from multiple sectors and interest groups including 

immunization program coordinators and staff from national and provincial level 

Ministries of Health, and the Center for Disease Control and Prevention; twelve 

parents, twelve health workers, twelve local residents, and eleven community 

members. In addition, it conducts two case studies in two families, one with good 

resources, and another with limited resources that is more isolated. 

This study employs qualitative methods to conduct a stakeholder analysis and a 

community needs assessment to address the research objectives. Qualitative 

methods are not based on measures of quantity or frequency; the findings are 

described in words rather than numbers. It is widely used in studies of concepts of 

health and cultural factors that affect health and health care, and is especially 

useful in investigating beliefs, perceptions and practices regarding health, and the 

utilization of preventative measures. (Chu, 1994; Lin, 2014).   

In particular, stakeholder analysis will be applied in this research to understand 

the current National Immunization Program delivery system and discover existing 

patterns of interaction (Phung, 2012; Xia, 2015). Stakeholder analysis will 

describe who the stakeholders are, any organization they are affiliated to, how 

they affect immunization practices for children of the transitory population, and 

what role they plays in the immunization program. It will include stakeholders 

who directly interact with immunization practices, such as parents and health 

workers, and those more indirectly related, such as government departments or 

experts from academia. 

This research will also use Chu’s comprehensive community needs assessment 

framework based on Bradshaw’s conceptualization of four types of need:  

‘normative’, ‘felt’, ‘comparative’ and ‘expressed’ needs (Bradshaw 1972, in Chu, 

2004; Chu & Ma 2005 ). In this research, normative needs are those defined by 
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experts, such as top level management, professionals and international 

organizations. Felt needs are those described by the community regarding the 

health issues. Expressed needs are those expressed by community members and 

collected by researches. Comparative needs are those that are explained by 

comparing the immunization coverage of children of the transitory population and 

local children. 

The location of this study is Hangzhou, China because its prosperous economy 

entails that the scale of its transitory population will keep increasing. This 

research has collected data through in-depth interview, focus group, and 

secondary data collection. The data has been analyzed through content analysis 

methods based on grounded theory, which is applied in the analysis of interviews 

(Glaser & Strauss 1967; Chu, 2005). This study has analyzed data as objectively 

as possible in order not to affect the results. The conclusions will first be 

communicated with the interviewees and then revised based on their feedback to 

form the conclusion. Conclusions will be drawn after discussions with colleagues 

and thesis supervisors in order to triangulate the data. 

1.6. Thesis Structure  

This thesis includes two parts within ten chapters. Chapter 1 provides the 

introduction, including a brief overview and introduction to key elements of the 

thesis. Part One, the literature review and the research methodology, contains four 

chapters (Chapters 2 to 5) and explains the background for the thesis, details of 

the four contextual fields and the research methodology. Thus, Part One provides 

the rationale for why the research should be conducted. Part Two, the findings, 

discussion and conclusion, contains four chapters (Chapter 6 to Chapter 9). This 

part reports the research results, discussion, suggestions, and recommendations in 

detail. It also describes how the research was carried out and the findings, 

implications and recommendations from this research. The final chapter, Chapter 

10 summarizes the research. 

In Part One, Chapter Two explores the first research contextual field, 
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immunization. It introduces the historical development of immunization practice 

and programs, how they work, their benefits, key point for its success, barriers, 

and future challenges. It describes, in particular, how the Immunization Program 

underperforms for vulnerable populations, including the migrant population. 

Chapter Three defines the ‘transitory population’. It first introduces the trends and 

reasons for population movement. It then provides a step-by-step description of 

China’s internal migration including its explanations, trends, and characteristics.. 

This chapter brings special attention to the impacts of being in the transitory 

population, especially with regard to the poor performance of the National 

Immunization Program for their children. Chapter Four describes risk 

communication theory and analyzes the application of risk communication in 

facilitating multi-sectoral collaboration. Chapter Five introduces the research 

framework and methodology, data collection techniques, data analysis techniques, 

research validity, research reliability, and ethical issues. It also describes the 

research setting of Hangzhou, including the transitory population in this city and 

the public health service.  

In Part II, Chapters Six and Eight focus on the major findings of the research. 

Chapter Six provides the results of the stakeholder analysis, describing the 

delivery system of the National Immunization Program for children of the 

transitory population in Hangzhou. Chapter Seven reports the results of the 

comprehensive community needs assessment with the community profile, internal 

analysis, and community views. Chapter Eight explains how information about 

immunization is communicated between stakeholders and the information needed 

by each stakeholder. Chapter Nine discusses the major findings of this research 

and makes recommendations for the program and community levels, and suggests 

some future development at the decision-maker level. 

The final chapter, Chapter Ten summarizes the overall research. It provides a 

summary of the research findings and also analyzes the significance and 

limitations of the research.  It also draws conclusions on the implications of the 

findings from this research for future studies. 
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1.7. Conclusion   

This chapter has provided an overview of this research and introduced the 

structure of the thesis. It is a brief introduction of why this research should be 

conducted, how the research will be conducted, what kinds of results are expected, 

and how the thesis is organized. The following Parts I and II will describe the 

research in detail. 
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Part One: Literature Review and Research Methodology 

ChapterⅡ: The State of Immunization 

2.1. Introduction 

Immunization, in the past two hundred years, has been one of public health’s most 

powerful tools for humans to fight against numerous communicable diseases and 

attain better health (Mehrali 2009). It helps to actively control disease by building 

specific immunity against pathogens. With well-organized immunization 

programs, the immunized population are protected against certain diseases and 

obtain outstanding outcomes (Kamath, 2015; Frew, 2016). Diseases can be 

controlled before they infect humans and the circulation of pathogens can be 

slowed down or even eliminated, greatly reducing the burden of communicable 

diseases (Guerrera 2013).  

Furthermore, it can be possible to develop vaccines when facing emerging 

diseases such as the Ebola virus, avian flu, Severe Acute Respiratory Syndrome 

(SARS). In one of the world’s great medical successes, by 1980s, immunization 

led to the total eradication of smallpox. Nowadays, the immunization program is 

well implemented throughout the world and its performance and outcome is still 

improving (Wilson 2007; Emmett and Schneider 2011; Cohn, 2018). 

However, immunization programs still face challenges, including the persisting 

coverage gap, which has hampered further protection from immunization, and 

increased the technical and financial requirements to administer immunization. 

Most importantly, fears, a lack of awareness, and misunderstandings of 

immunization continue to exist within the society due to a failure to properly 

communicate information about immunization. As a result, the benefits of 

immunization have not reached entire populations, allowing vaccine-preventable 

diseases to remain significant contributors to mortality and morbidity statistics, 

(Tan 2013). 
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This chapter will introduce the mechanisms of immunization technology and its 

development status in the world, as well as in China. It will then illustrate the 

challenges and opportunities faced by immunization work, and examine the 

reasons behind these challenges. 

2.2. History development of Immunization 

2.2.1. Mechanisms of immunization 

Immunization is a medical practice that uses manufactured biological product-

vaccines to prevent some diseases by developing specific antibodies to pathogens. 

Immunization theory suggests that the immune system is a complex system 

responsible for combating diseases. The mechanisms for immunization include 

the immune response, antigen-antibody reactions, immunological memory, 

immunoprophylaxis, and herd immunity. 

When infectious pathogens including bacteria or viruses invade bodies, the body’s 

immune system will identify these pathogens. During this infection the body’s 

immune system will develop antibodies, which bind to the antigens, and together 

they attempt to clear up the pathogens. This antigen-antibody reaction will last 

until the pathogens are entirely cleared and the body recovers from the infection 

(Kassianos 2008; Raab 2011; Australia Department of Health Ageing and National 

Health Medical Research Council 2013).  

Importantly, an immune response will lead to the establishment of an 

immunological memory. This means that the immune system can respond more 

rapidly and effectively to pathogens that it has encountered before. The level of 

this memory is determined by the number of exposures to the antigens, which will 

normally induce high level antibodies. With immunological memory, when the 

body re-encounters a pathogen, a faster and larger number of antibodies help to 

clear the pathogen more quickly to resist the infection (Kassianos 2008; Miller 

and Rathore 2012; Yaro 2012). 

The immune response and the immunological memory theories allowed scientists 
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to realize that if a small amount of pathogenic substances were introduced to a 

body to stimulate the production of antibodies without causing diseases, the body 

might acquire protection against that pathogen. With continuous research, this 

idea was developed into the practice of immunoprophylaxis, in which the body’s 

immune system is actively exposed to vaccines or other substances that contain 

small amounts of pathogenic germs or even segments of the germs, thus 

stimulating the natural operational mechanism of the immune system. This 

immune response helps humans to build immunological memory against certain 

diseases. (Kassianos 2008; Miller and Rathore 2012; Australia Department of 

Health Ageing and National Health Medical Research Council 2013; Tan 2013). 

Immunoprophylaxis became an active means to fight against infectious diseases, 

and continues to be developed to improve protection, or to fight new diseases.  

However, the immunoprophylaxis practice itself cannot achieve one hundred 

percent protection, nor is it suitable or accessible for all of a population. Hence, it 

is mainly an individual medical practice and has not achieve a population based 

outcome until the achievement of population immune barrier (what is known as 

the ‘herd effect of immunization’)(Kassianos 2008; Miller and Rathore 2012). 

The herd effect of immunization describes a form of immunity in which, when 

certain vaccination coverage is achieved, unimmunized people are indirectly 

protected against certain infectious diseases by being surrounded by immunized 

people. Thanks to this effect, the whole community becomes an immunized 

community. For example, individuals who have not received a measles vaccine 

are susceptible to measles infections, and its potential complications. However, if 

the majority people in their community are immune to measles either because of 

vaccination or prior infection, they cannot transmit the infection to others, 

including vulnerable population (Kassianos 2008; Miller and Rathore 2012; 

Australia Department of Health Ageing and National Health Medical Research 

Council 2013).  

The herd effect is an important concept in immunization work, especially for 

immunosuppressed children who cannot be immunized because both the vaccine 



 

- 28 - 

virus or the wild type virus can cause severe or even fatal infections (Crane and 

Richards 2014; Ng and How 2014). To protect these segments of the population, it 

is effective and economical to immunize other community members around them 

to create the herd effect. Also, since no vaccines are one hundred percent effective, 

those for whom vaccination fails to provide immunity can be protected by the 

herd effect (Clair 2009). Conversely, unvaccinated individuals are not only at 

greater risk for targeted vaccine-preventable diseases, but, if the unvaccinated 

group is too large they make blocking a pathogen impossible by preventing the 

herd effect from being achieved.  

The percentage of the population with effective immunity is known as the herd 

immunity threshold and it varies for each vaccine-preventable disease (Tan 2013). 

For example, measles vaccines are effective for 95% of those immunized; the 

other 5% are protected by others being immune. A second dose of the measles 

vaccine is recommended by immunization scientists because it takes more than 

94% of the population being immune to measles to get herd immunity. In the end, 

only herd immunity provides full protection for everyone (Clair 2009). 

However, not all vaccine-preventable diseases have such high thresholds. The 

threshold for smallpox, for example, is between 80-85% (Australia Department of 

Health Ageing and National Health Medical Research Council 2013).  

Measles outbreaks can illustrate what happens when immunization rates reach the 

threshold for a particular disease (Mbaeyi, 2017). In 2003 a measles outbreak 

occurred in the Republic of the Marshall Islands, where immunization rates were 

below 75%. An infected tourist from Japan started an epidemic that resulted in 

703 cases of measles, fifty-six hospitalizations and three deaths. Infection 

occurred in all age groups and in both unimmunized and immunized people (due 

to vaccine failures). However, most cases occurred in infants below the vaccine-

appropriate age, and in unvaccinated older individuals. In contrast, there were two 

separate introductions of measles in Mexico in 2003, but only forty-one cases 

occurred, mostly among unimmunized infants. Measles immunization rates in 

Mexico are over 95%.  
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The concept of the herd immunity threshold suggests that a successful population-

based immunization program must achieve a certain quality and coverage of 

protection (WHO, 2015). As such, maintaining high coverage rates becomes an 

indicator and requirement for implementing any immunization program (Wilson 

2007; Kassianos 2008; 2012).  

2.2.2. Development of immunization 

Immunization practice appears to have begun in the tenth or eleventh century in 

central Asia when people tried to create resistance to smallpox by introducing a 

small amount of the virus to their bodies (Kim, 2017; Bluml, 2018). The virus has 

been present in the tissues of patients or infected animals. People try to contact 

them by inhaling through the nose or puncturing through skin with those infected 

tissue. However, the breakthrough for this technique occurred in 1798. Edward 

Jenner, an English physician, achieved protection against smallpox by infecting 

James Phipps with a strain of poxvirus from a female milkmaid infected by 

cowpox. This is recognized as the first systematic effort to control a disease 

through immunization. From then on, immunoprophylaxis has been adopted as a 

useful means to fight against diseases (Guerrera 2013). 

Another important milestone for the development of immunization practice was 

the invention of vaccines (Bluml, 2018). In 1885, Louis Pasteur developed the 

first vaccine to protect humans against rabies. Advances in modern immunology 

research greatly enhanced the understanding of how the human body defends 

itself against invading microorganisms. Vaccine technology continued to improve, 

as did quality of vaccines (Kassianos 2008; Parra 2010).  

Furthermore, with the development of epidemiological science and the theory of 

the herd effect, it was found that immunizing a large proportion of a population 

can help protect an entire population by slowing down a pathogen’s circulation in 

the immunized population. Immunization practice was gradually developed into a 

program and implemented as a public health practice. Since then, active 

intervention through vaccination has given humans a unique means to overcome 
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many diseases (Guney and Yegin 2008; Kassianos 2008; Emmett and Schneider 

2011). 

In 1974, at the 27th World Health Assembly (WHA), WHO introduced a highly-

promoted approach attempting to ensure that all children around the world are 

immunized. That came to be the Expanded Program on Immunization (EPI). The 

EPI involves striving for support from all stakeholders, especially the highest 

government officials and the public; training community health workers; 

improving and maintaining immunization coverage levels; supervising and 

evaluating immunization performance; implementing studies; and lastly, 

controlling targeted diseases. Support from the highest leaders in each country is 

crucial to extending the influence of the EPI. With the effort of organizations such 

as the WHO and UNICEF, the strategy of childhood immunization is well-

accepted by most countries and groups. As part of the EPI efforts, in 1985 the 

Secretary General of the United Nations, Mr Perez de Cuellar, sent a letter to all 

Member States appealing for the utmost support from each government. The EPI 

also involves mobilizing resources to enhance immunization coverage. Many non-

government organizations such as Rotary International and the Global Alliance of 

Vaccines and Immunization (GAVI), provide financial support to the EPI. The EPI 

also provides a technical guide for routine immunization services. It develops 

individual immunization schedules for different epidemics of diseases for specific 

countries and areas. It also guides international disease control activities through 

setting priorities, issues and groups, then producing strategies for childhood 

immunization (2011). 

2.3. Progress of immunization work 

2.3.1. Global immunization program 

2.3.1.1. Coverage and content 

Since the establishment of the Expanded Program on Immunization in 1974, the 

United Nations, WHO, and many other organizations have worked to ensure that 

all countries of the world have joined the program, though to a different extent. 



 

- 31 - 

Each has promised to provide immunization services as a public health 

intervention, greatly increasing the coverage (Wilson 2007; 2014). Today, 

immunization programs routinely cover over 80% of children under one year old, 

and  the contents of the immunization program continue to grow (Backx and 

Freedman 2013; Middleman 2013). 

While not ever country has the same vaccination program, most countries 

vaccinate against diphtheria, tetanus, pertussis (DTP). The immunization coverage 

of DTP is often used to evaluate the immunization program performance in certain 

country. In 2013, about 84% of infants (112 million) worldwide received three 

doses of the diphtheria-tetanus-pertussis (DTP3) vaccine, protecting them against 

infectious diseases that can cause serious illness and disability or be fatal. By 

2013, 129 countries had reached at least 90% coverage of DTP3 vaccine (Backx 

and Freedman 2013; Guerrera 2013; World Health Organization 2013). 

Developed countries typically provide a wider span of protection than developing 

countries, often including vaccines against influenza, predominant strains of 

pneumococcal disease, and mumps (usually in combination with the measles and 

rubella vaccines) (Resnick, 2017; Robinson, 2018). Routine vaccination is also 

provided in all developing countries against measles, polio, diphtheria, tetanus, 

pertussis, and tuberculosis. This basic package of vaccines, which served as the 

standard for years, has been supplemented with new additions (Backx and 

Freedman 2013). WHO now recommends immunization against hepatitis B for all 

nations, and it is currently offered to infants in 147 of 192 WHO Member States 

(WHO, 2015). Immunization against Haemophilus influenzae type b (Hib) is 

recommended where resources permit and the burden of disease is established.  It 

is provided in eighty-nine countries (only in selected parts of two of those 

countries). The yellow fever vaccine is offered in about two-thirds of the nations 

at risk for yellow fever outbreaks. Routine immunization against rubella is 

provided in 111 countries. Numerous new vaccines with major potential for 

improving health in developing countries are in the research and development 

pipeline. They include vaccines for rotavirus diarrhoea, which kills 300 000 to 



 

- 32 - 

600 000 children under age five every year, human papillomavirus (HPV), a 

leading cause of cervical cancer that afflicts some 500 000 women each year and 

80% of them in developing countries, and pneumococcal disease, which causes a 

large fraction of the world's approximately 200 000 annual deaths from childhood 

pneumonia (Robinson, 2018). In addition, a conjugate vaccine now in 

development should be much more effective against Group A meningococcal 

disease (Men A), a frequently fatal form of meningitis that causes recurring 

epidemics in a number of countries in sub-Saharan Africa(Guney and Yegin 2008). 

WHO continues to monitor the progress of each vaccine (World Health 

Organization 2013). The function, application, and coverage of some major 

vaccines are listed below based on the bulletin of the World Health Organization. 

Haemophilus influenzae type b (Hib) causes meningitis and pneumonia. By 

the end of 2013, the Hib vaccine had been introduced in 189 countries. 

Global coverage with three doses of Hib vaccine is estimated at 52%. There 

is great variation between regions. In the Americas, coverage is estimated at 

90%, but it is only 18% and 27% in the Western Pacific and South-East Asia 

regions respectively. 

Hepatitis B is a viral infection that attacks the liver. By the end of 2013, the 

Hepatitis B vaccine for infants had been introduced nationwide in 183 

countries. Global coverage with three doses of hepatitis B vaccine is 

estimated at 81% and is as high as 92% in the Western Pacific. 

Human papillomavirus (HPV)— the most common viral infection of the 

reproductive tract—can cause cervical cancer, and other types of cancer and 

genital warts in both men and women. By the end of 2013, the HPV vaccine 

had been introduced in fifty-five. 

Measles is a highly contagious viral disease that usually results in a high 

fever and rash, and can lead to blindness, encephalitis or death. By the end 

of 2013, 84% of children had received one dose of measles vaccine by their 

second birthday, and 148 countries had included a second dose as part of 

routine immunization. 

Meningitis A is an infection that can cause severe brain damage and is often 
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deadly. By the end of 2013—three years after its introduction—more than 

150 million people in African countries affected by the disease had been 

vaccinated with MenAfriVac, a vaccine developed by WHO and PATH. 

Mumps is a highly contagious virus that causes painful swelling at the side 

of the face under the ears (the parotid glands), fever, headache and muscle 

aches. It can lead to viral meningitis. Mumps vaccine had been introduced 

nationwide in 120 countries by the end of 2013. 

Pneumococcal diseases include pneumonia, meningitis and febrile 

bacteraemia, as well as otitis media, sinusitis and bronchitis. Pneumococcal 

vaccine was introduced in 103 countries by the end of 2013, and global 

coverage was estimated at 25%. 

Polio is a highly infectious viral disease that can cause irreversible paralysis. 

In 2013, 84% of infants around the world received three doses of the polio 

vaccine. Targeted for global eradication, polio has been stopped in all 

countries save three—Afghanistan, Nigeria and Pakistan. Polio-free 

countries have been infected by imported virus, and all countries—especially 

those experiencing conflict and instability—remain at risk until polio is fully 

eradicated. 

Rotaviruses are the most common cause of severe diarrhoeal disease in 

young children throughout the world. The rotavirus vaccine was introduced 

in fifty-two countries by the end of 2013, and global coverage was estimated 

at 14%. 

Rubella is a viral disease that is usually mild in children, but infection 

during early pregnancy may cause foetal death or congenital rubella 

syndrome, which can lead to defects of the brain, heart, eyes and ears. 

Rubella vaccine was introduced nationwide in 137 countries by the end of 

2013. 

Tetanus is caused by a bacterium that grows in the absence of oxygen, e.g. in 

dirty wounds or in the umbilical cord if it is not kept clean. It produces a 

toxin that can cause serious complications or death. The vaccine to prevent 

maternal and neonatal tetanus had been introduced in 103 countries by the 

end of 2013. An estimated 82% of newborns were protected through 
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immunization. Maternal and neonatal tetanus persist as public health 

problems in twenty-five countries, mainly in Africa and Asia. 

Yellow fever is an acute viral haemorrhagic disease transmitted by infected 

mosquitoes. As of 2013, yellow fever vaccine had been introduced in routine 

infant immunization programmes in thirty-five of the fourty-four countries 

and territories at risk for yellow fever in Africa and the Americas, and 

coverage was estimated at 41%. 

2.3.1.2. EPI program outcomes 

Since it came into force, the EPI has improved immunization work throughout the 

world and has led to enormous advancements. Large-scale use of vaccines has 

prevented millions of deaths from many diseases worldwide with remarkably low 

costs. Some severe communicable diseases have been wiped out from the world 

(Benaroch 2012; Ng and How 2014). The implementation of the immunization 

program also is good for the improvement of primary health care system. Millions 

of children have been protected and given the chance for a better future(Morgan 

2009). The major outcomes from EPI are displayed in the following three points. 

First of all, immunization provides an effective health protection methods against 

infectious diseases. WHO has reported that in the past ten years, immunization, 

alongside other health care and development interventions, has reduced the annual 

number of deaths among children under five years of age from an estimated 9.6 

million in 2000 to 7.6 million in 2010, despite an increase in the number of 

children born each year. The number of deaths caused by traditional vaccine-

preventable diseases including diphtheria, measles, neonatal tetanus, pertussis and 

poliomyelitis has fallen from an estimated 0.9 million in 2000 to 0.4 million in 

2010 (Morrow 2008; World Health Organization 2013). Today, the number of 

vaccines available to protect infants, children and also now adolescents and adults 

has increased substantially. Immunization has revolutionized children’s health in 

countries throughout the world, preventing millions of deaths every year and 

reducing the risk of disability caused by infectious diseases (Wilson 2007; Backx 

and Freedman 2013). Immunization has even led to the eradication and 
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elimination of some traditional infectious diseases. It becomes possible for 

humans to cut down the transmission of some infectious diseases within 

environment. The world has witnessed the small pox eradication in 1980s and 

extraordinary progress toward the global elimination of poliomyelitis in the 1990s 

was also on the road (Akkad 2007; Backx and Freedman 2009).  

Secondly, immunization is low-cost for governments and parents to protect 

children. On average, it costs only US$25 (including the delivery fees) to fully 

immunize a child with the six vaccines against diphtheria, pertussis, tetanus, polio, 

measles and tuberculosis, far less than the cost of treating children who succumb 

to vaccine-preventable diseases (Guerrera 2013).  

Moreover, immunization work itself has also become a means of bringing other 

health services to previously unreached children. On the one hand, with 

government commitment, financing from domestic budgets allocated to 

immunization programs has risen over the past decade. Figures suggest that 154 

of the 193 UN member states report having a specific budget line item for 

immunization and 147 have developed multi-year national plans to sustain the 

gains achieved. This helps to perfect grass-root health service systems, which 

benefits all primary health care activities. On the other hand, immunization work 

is widely accepted by local governments and other stakeholders, hence they help 

to spread health information to a broader population (Backx and Freedman 2013; 

Guerrera 2013; World Health Organization 2013).  

More meaningfully, immunization is beneficial to humans not only for public 

health reasons, but also for humanitarian and social reasons. To be immunized 

properly can lead to the alleviation of poverty and reduce health disparities among 

different groups. Thus, it is considered a fundamental human right for every child 

to be given this kind of protection. This has been acknowledged internationally 

through a series of treaties, including the 1989 UN Convention on the Rights of 

the Child. Immunization is, and should be recognized as, a core component of the 

human right to health and an individual, community and governmental 

responsibility. Protected from the threat of vaccine-preventable diseases, 
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immunized children have the opportunity to thrive and a better chance of realizing 

their full potential.  (Guerrera 2013). 

Last but not the least, many scientists have suggested immunization may provide 

the solutions for today’s major epidemics, such as avian influenza, Ebola, and 

HIV/AIDS. In recent years, there have been great threats from influenza 

pandemics. Severe avian influenza cases have been reported in China, Vietnam, 

Russia and many other areas. In 2009 and 2013 respectively, there were thousands 

of cases of H1N1 influenza and H7N9 avian influenza throughout the world, 

leading to dozens of deaths. Scientists have urged for vaccines to be invented as 

soon as possible to provide protection (Bickle 2010; Moses, Rural Health 

Education Foundation et al. 2011; Backx and Freedman 2013). 

2.3.2. Immunization Program in China 

Since the establishment of the People’s Republic of China, the Chinese 

government has paid great attention to organizing its immunization program. 

China had a period of planned immunization in the 1970s, followed by 

implementing an EPI along WHO recommendations in the 1980s, which has been 

improved greatly as a national EPI program from 2007. 

The national immunization program was implemented in the 1970s and was 

similar to the EPI. In the 1980s, with international help and national input, a 

comprehensive cold-chain system for the transportation and preservation of 

vaccines was constructed throughout the country. The cold-chain contains a full 

set of Refrigerating equipments to ensure vaccines are stored and transported 

within certain degree to maintain its effectiveness. There are freezers in vaccine 

producing company and/or big organizations, refrigerators in immunization 

clinics/sites, and refrigerated truck for transporting vaccines between different 

organizations. This greatly enhanced immunization work in mainland China. At 

the same time, the Chinese government actively responded to the advice of WHO 

about the national immunization program and implemented the EPI throughout 

the whole country. The Ministry of Health issued announcements requiring all 
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areas of the country to implement a universal program of immunization. 

Corresponding documents of the operational rules and management of the adverse 

effects were issued to guide the national EPI work. In 1985, in response to the 

global target of ‘immunization for all children before 1990’, the Chinese 

government promised to improve immunization coverage and achieve universal 

immunization in the next five years. The government leaders emphasized the 

importance of childhood immunization programs at many public occasions. The 

Ministry of Health put forward a target of achieving an 85% immunization 

coverage rate throughout the country and declared it a responsibility for 

governments at every level. EPI performance became an evaluation indicator for 

the State Council.  

In 2007, new immunization policy was released in China with more vaccines 

integrated into the EPI categories and government financial support for all EPI 

vaccines and administration fees. All children in China are eligible to receive free 

vaccines to prevent twelve diseases through the Expanded Program on 

Immunization (EPI). Vaccines to prevent three additional diseases are also 

available free of charge for certain high-risk populations. The government has 

invested 2.7 billion RMB per year for this public health activity. 

With these efforts, immunization in China has improved greatly with increasing 

coverage and remarkable disease control outcomes. In 2004, the review by the 

MOH showed that routine immunization coverage in China has already achieved 

85% at the county level. With the success of immunization, in 2000, China has 

been certified to be a polio-free area of the world. The total number of 

poliomyelitis, diphtheria, tetanus, and measles cases in 2013 has dropped more 

than 3 million since 1978. 

2.4. Challenges and opportunities of immunization 

2.4.1. Challenges 

Despite the global progress of immunization, there are challenges to be addressed. 

The benefits of immunization have not reached all children, and these coverage 
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gaps remain a major cause of morbidity and mortality for vaccine-preventable 

diseases. In 2013, routine immunization services failed to reach an estimated 21.8 

million infants worldwide. Priority needs to be given by each country to 

strengthening routine vaccination globally, especially in countries that are home to 

the highest number of unvaccinated children (2014). Particular efforts are needed 

to reach the underserved, especially those in remote areas, in deprived urban 

settings, in fragile states and strife-torn regions (2007; Yaro 2012; 2013; Guerrera 

2013). 

2.4.1.1. Coverage gaps 

As reported by government of each countries and the World Health Organization, 

immunization coverage gaps persist between countries as well as within countries 

(Cashman, 2016; Hughes, 2017). In 2010, the average coverage of three doses 

DPT-containing vaccines in low-income countries was 16% lower than that of 

high-income countries. Although this still represents a positive trend in 

comparison with the coverage gap of 30% in the year of 2000 (World Health 

Organization 2013). Meanwhile, the coverage within some countries is also 

uneven. In some countries, immunization coverage of measles-containing 

vaccines in rural areas is 33% below that of urban areas. Immunization coverage 

is also higher for the richest fifth of the population than for the poorest fifth (Shah 

2011; World Health Organization 2013). Poor coverage is also witnessed in 

settlements of the urban poor, especially in cities with migrant populations, and in 

indigenous populations (Shah 2011; World Health Organization 2013).  

The poor performance of routine immunization program in some countries and 

areas directly leads to heavy disease burdens from vaccine-preventable diseases 

(Crane, 2014; Kumar, 2017). In some countries like Pakistan and Afghanistan, 

over 100 000 children died from vaccine-preventable diseases. Poliomyelitis, 

which has been eradicated in many other countries, was still harming the local 

population’s health (Shah 2011; 2013). 

From 2006–2015, most countries achieved its goal of immunization coverage for 
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national vaccination lists is over 90%. By 2020, coverage of target populations 

should reach these levels for all vaccines in national immunization programmes 

(World Health Organization 2013).   

Immunization performance is determined by many factors (Gallegos, 2007). 

Immunization services may be hampered by low political commitment, under-

investment, and weak health service delivery systems in most developing 

countries (Crane and Richards 2014). Another barrier is that some parents are not 

informed properly about these services, thus their children miss out. Reasons for 

this include the children not being delivered at hospital, the parents being illiterate 

or from another disadvantaged group, and due to poor performance by GPs 

(Warkentin 2011). Immunization still needs attention and support to maintain its 

progress, and but this support exists in society (Gallegos 2007). The challenge for 

society is to organize immunization programs well and ensure that vaccines are 

made available to all who need them in both the developed and developing world. 

Governments and physician advisory groups should develop appropriate 

recommendations and schedules for immunization (Anonymous 2007; Branswell 

2008; Johnson, Nichol et al. 2008; Warkentin 2011). Generally, the immunization 

program weakness are mainly from the unbalanced coverage in certain population 

groups (Alici, 2017; Dharmalingam, 2017). The reason for it is generated below. 

Studies of underserved populations find that geographical distance from health 

service centers is not the only determinant for the lower coverage. Multi-

socioeconomic determinants such as income and education are relevant. (Jr 2009; 

2012). WHO indicates that(World Health Organization 2013) 

Reaching underserved populations will be especially challenging, but 

inequities need to be tackled because these populations often carry a heavier 

disease burden and may lack access to medical care and basic services, with 

the fragile economies of individuals and their families suffering a severe 

disease-related impact as a consequence.  

(World Health Organization 2013) 
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2.4.1.2. Vaccine improvement 

New and improved vaccines are expected to become available for diseases that are 

not currently preventable through vaccination (Czerkinsky and Holmgren 2010). 

New vaccines, targeted at several important causes of major killer diseases, such 

as pneumonia, diarrhoea and cervical cancer, have already been created. However, 

developing vaccines and other immunization innovations is increasingly difficult 

due to complex manufacturing and regulatory processes, as well as rising research, 

development and production costs (Mirza and Rathore 2007). As new vaccines 

(for example, against dengue and malaria) become available and underutilized 

vaccines (for example, those against cholera, human papillomavirus, rabies, 

rotavirus, rubella and typhoid) are administered more widely, already burdened 

supply and logistics systems will face an even greater need for innovation (Guney 

and Yegin 2008).  

2.4.1.3. Health worker factors 

With the development of immunization work, the contents of available vaccines, 

as well as the theory of immunization, are changing with each passing day. This 

means that service providers need to have extremely high professional skills. 

Immunization practitioners today not only need skills to administer vaccines, but 

also stay up-to-date development of disciplinary research. Most importantly, they 

need to be able to understand the public’s concerns have the communication skills 

to engage with them. Meanwhile, there need to be more health workers, and they 

need to be better coordinated and supervised for their increasing workload (Moses, 

Rural Health Education Foundation et al. 2011; 2012; Kondro 2013).  

2.4.1.4. Fears, awareness, and trust regarding immunization 

Due to the success of immunization some diseases are no longer perceived as a 

threat. Certain groups have even questioned the utility of vaccination in spite of its 

proven success in controlling disease (Alphonso 2009; Galloway 2010). In recent 

years, a number of websites providing unbalanced, misleading and alarming 
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vaccine safety information have been established, which can lead to undue fears, 

particularly among parents and patients (Sharts-Hopko 2009; Henkelman 2010; 

Kelso 2013; Kondro 2013).  

As such, it is crucial that public health authorities, health professionals and the 

public can access reliable information on vaccine safety. Authoritative information 

on vaccine safety needs to be developed to assist all stakeholders to understand 

vaccine safety, and that complies with good information-provision practices 

(Taylor, Miller et al. 1999; DiSantostefano 2008; Altshuler and Buchanan 2011; 

Kelso 2013; Garrison 2014). 

2.4.2. Coping strategies from WHO 

The WHO is working with countries and partners to improve global vaccination 

coverage, including through the following initiatives adopted by the World Health 

Assembly in May 2012(World Health Organization 2013): 

The Global Vaccine Action Plan 

The Global Vaccine Action Plan (GVAP) is a roadmap to prevent millions of 

deaths through more equitable access to vaccines. It asks countries to achieve 

vaccination coverage of ≥90% nationally and ≥80% in every district by 2020. 

While the GVAP seeks to accelerate control of all vaccine-preventable diseases, 

polio eradication has been set as the first milestone. It also aims to spur research 

and development for the next generation of vaccines (Rockwell, 2017). 

The plan was developed by multiple stakeholders—UN agencies, governments, 

global agencies, development partners, health professionals, academics, 

manufacturers and civil society. The WHO is leading efforts to support regions 

and countries as they adapt the GVAP for implementation. 

At the World Health Assembly in 2014, Member States discussed progress 

towards the GVAP goals and highlighted issues that must be addressed if they are 

to be achieved: 
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sustainable access to vaccines—especially newer vaccines—at affordable 

prices for all countries; 

technology transfer to facilitate local manufacture of vaccines as a means of 

ensuring vaccine security; 

improved data quality including through the use of new technologies like 

electronic registries; 

risk communication and management to address misinformation on 

immunization and its impact on vaccination coverage; and 

evidence reviews and economic analysis for informed decision-making based 

on local priorities and needs. 

WHO has introduced six guiding principles for the global vaccine action plan, that: 

Countries have primary ownership and responsibility for establishing good 

governance and for providing effective and quality immunization services for 

all. 

Immunization against vaccine-preventable diseases is an individual, 

community and governmental responsibility that transcends borders and 

sectors. 

Equitable access to immunization is a core component of the right to health. 

Strong immunization systems, as part of broader health systems and closely 

coordinated with other primary health care delivery programmes, are 

essential for achieving immunization goals. 

Informed decisions and implementation strategies, appropriate levels of 

financial investment, and improved financial management and oversight are 

critical to ensuring the sustainability of immunization programmes. 

The full potential of immunization can only be realized through learning, 

continuous improvement and innovation in research and development, as well 

as innovation and quality improvement across all aspects of immunization. 

2.4.3. Opportunity 

While the challenges are many, with the above working plan from WHO as well 
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as many other member countries, there is also an opportunity for the world to 

strengthen immunization systems. As national immunization investments increase, 

so must government oversight and accountability (Kondro 2012). Immunization 

funding needs in the areas of research, development, procurement and delivery are 

expected to more than double in the coming decade. New and more complex 

vaccines will bring new funding requirements and countries will be confronted 

with difficult decisions in dealing with competing health priorities. Resources will 

need to be allocated more efficiently, with the relevant decisions guided by 

national priorities, capacity, clear information on the costs and benefits of choices, 

and improved financial management. Expenditures must be linked to outputs and 

impacts, showing a clear investment case for immunization (2012). 

As the economies of many low- and middle-income countries continue to grow, so 

will their potential to fund immunization. Countries that have relied on 

development assistance will be able to fund an increasing proportion of their 

immunization programmes, and may even eventually be able to fully sustain them. 

Some will be able to extend new financial and technical support to global 

immunization projects. At the same time, vaccine manufacturers in some of these 

countries will be expected to make an even more significant contribution to the 

supply of high-quality, affordable vaccines, spreading the sources of production 

more widely and increasing competition (Middleman 2013). 

The growing availability of information and penetration of mobile telephone and 

social networks can boost public demand for immunization, and ensure that 

people are made aware of both the benefits derived from vaccines and their 

potential risks. The immunization community can also take advantage of social 

networks and electronic media to more effectively allay fears, increase awareness 

and build trust (Rockwell, 2017; Resnick, 2017). 

2.5. Conclusion 

The advent of immunization has been created good practices for disease control 

enabling humans to actively prevent harm caused of diseases. In the past two 
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hundred years, immunization has achieved enormous outcomes in public health 

and it continues to benefit humans. 

This chapter has systematically reviewed the mechanisms of immunization, its 

historical development, and the current issues faced in further developing 

immunization programs. With the great success in decreasing of disease burden 

achieved, the advantages of immunization work is fully displayed and recognized 

by the world. However, coverage gaps still exists in certain populations and 

leaving parts of the population to suffer from preventable diseases. 

 

To address this problem, populations with poor immunization coverage need to be 

studied further and the reasons for their lack of immunization need to be 

addressed. Since, as this chapter discusses, transitory migrant populations 

normally have poor immunization coverage, the next chapter will analyze this 

population’s  characteristics.  
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Chapter III: Transitory Population 

3.1. Introduction 

Population movement is a common phenomenon throughout the world, occurring 

throughout human history. Population movements are affected by all kinds of 

push and/or pull factors. In China, a large number of people have moved from the 

countryside to the city since 1980s. . However, due to the special administrative 

system in China and its current rapid economic development, the scale and types 

of population movement are very different from other places. In China, most 

migrants eventually have to move back to their hometown due to their unique 

household registration system hence migration is transitory. This transitory 

migration results that people cannot fully enjoy social welfare in both the place 

they move to and their hometown and leads to a lot of health challenges. 

This chapter will review the theory of migration and then examine the formation 

of the transitory population in China and its impacts, especially the impacts on 

immunization for the children of this population.  

3.2. Population movement and migration 

Human populations have always moved from one place to another place. 

Migration is a social phenomenon and can be understood as a part of society. 

‘Migration’ describes a person’s move of residence from one political or 

administrative boundary to another. Early in history humans constantly moved  to 

hunt and gather, followed by the lifelong moving of nomadic people, the 

movement of colonizers to new lands, as well as the labor migration in the 

industrial revolution era (Koser 2007; Conway 2010; Khory and Palgrave 2012). 

People often move to pursue a better life. This includes increasing their chance of 

a food supply, better living conditions, or high level needs including better 

employment, education, and business. Residence was changed on a permanent or 

temporary basis in migration (Ahsan Ullah and ebrary 2010). Migrants need to 
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adapt themselves to their new environments. This process has a distinct influence 

on their lives as well as the are to which they have moved. (Koser 2007; Conway 

2010; Khory and Palgrave 2012). People often move to pursue a better life. This 

includes increasing their chance of a food supply, better living conditions, or high 

level needs including better employment, education, and business. Residence was 

changed on a permanent or temporary basis in migration. Migrants need to adapt 

themselves to their new environments. This process has a distinct influence on 

their lives.  

3.2.1. History of migration 

Historically, there have been different types of migration. Pre-historic human 

migration was almost all catalyzed by the needs for food and safe habitats. Or 

people are pushed from unsafe habitats and be pulled to better place. Populations 

spontaneously moved to livable locations with more resources and cultivatable 

land. For example, the Neolithic revolution expanded the scope of human activity 

and promoted movement. When massive population movement were witnessed 

due to being attracted by more livable environment (Conway 2010). 

Large scale migration was also seen in and before the medieval period in both 

Europe and Ancient China, mainly driven by war. People escaped the crisis of war 

and were also redistributed according to the outcome of different wars. Different 

regimes sometimes consciously planned these population distribution to balance 

the population lost from wars. This includes the Vikings moving to central Europe, 

the Normans rule of western and southern Europe, the conquering Saxon 

Kingdom of England, and the massive ancient Chinese Han ethnic group’s 

southward migration driven by the northern nomads in different dynasties 

(Conway 2010). 

Since the end of the medieval period, migration has been more influenced by the 

growing needs for resources caused by the industrial revolution and large-scale 

European colonialism. For example, America received large migrant populations, 

which even gradually transformed the continent’s demographics. Migrants 
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included populations bringing slaves from Africa and Asia, and also a large 

numbers of religious dissidents, mostly English Puritans (Conway 2010). 

After this, there has been exacerbated migration of migrant workers. Since 1950, 

as cities industrialized and urbanized, agriculture began to decline. Rural industry 

lost out to urban industry. Alongside the high productivity brought by urban 

industry are the better education and lower living expenses at the beginning of 

living in the city. As a result, many surplus rural laborers moved to urban areas as 

migrant workers. With ongoing urbanization, most agricultural migrant workers 

moved to cities permanently. To further increase the number of laborers countries 

began to officially recruit them. Many people from poor countries (eg, 

Afghanistan, Pakistan, India, Bangladesh, Vietnam, The Philippines, Mexico, 

Algeria, Morocco, Egypt, Turkey, Poland, Yugoslavia) moved to wealthy areas. 

According to estimates by the International Labour Office of the World Health 

Organization, about 13 541 000 migrant workers and families (representing a 

working population of 7 783 000) were living in Western Europe in 1974. 

The scale of this migration was dwarfed by the massive internal migration inside 

China after the 1980s. After the country loosened its household registration 

system, people moved from the countryside to the cities to provide workers for the 

country’s huge industrial and commercial development revolution. Given the huge 

population base in this country, the scale of this internal migration has been 

startling. The great majority of these movers are motivated by seeking a better life. 

This phenomenon is similarly seen in India, another country with a large 

population (UNPD 2007; Haines, Yamanaka et al. 2012). These mass movements 

have facilitated economic development, but have also created huge social strains. 

Internal migration in China will be examined in detail in this chapter. 

3.2.2. Different type of migration 

The concept of migration is a broad one with different types. There have been 

many streams of migration involving different types of destination, distances, 

subjects, and motivations (Lindley and Vollmer 2009; Werbner, Givens et al. 
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2012). 

Internal and international migration 

Migration can be divided into internal and international, based on whether the 

migrant has crossed the boundary of the nation-state. Internals migration involves 

people migrating within their country (often from rural to urban areas, away from 

areas of violent conflict, or to particular work sites), while people moving outside 

of their country migrate externally (this may involve regional or more global-scale 

movement)(Lindley and Vollmer 2009; Conway 2010). 

Most international migration is a relatively permanent move between the home 

country and the immigrant country. When permitted, a population will tend to 

move to countries with better social welfare and more friendly and stable 

environments. With increasing globalization and the formation of the earth-village, 

international migration has largely grown in recent years especially since the last 

decade. It is estimated that 3.1% of the world’s population have migrated 

internationally, indicating that over 2 million people have changed their place of 

residence to overseas. International migration is strongly affected by the 

immigration policies of each country. Entering target countries without their 

permission may be considered to be illegal or undocumented. However, the 

phenomenon of dual nationality is increasing so that ‘migrants live betwixt and 

between two nations, practicing repetitive transnational migration, maintaining 

close social contacts, and building multifocal, transnational networks of kith and 

kin’ (Conway 2010). 

Internal migration, within national political boundaries, has always formed the 

largest kind of population redistribution. Short-distance changes of residence 

within local administrative divisions are referred to more as residential mobility 

instead of migration. Internal migration generally means that the population has 

crossed a definable boundary of a place. With the sharp development of 

urbanization and the growth of global cities, accelerated internal migration 

appears from rural to urban areas, or from old areas to newly-developed areas. 
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Indeed, the Twentieth Century has witnessed the rapid urbanization of the world's 

population, which in 2009 stands at more than 6.7 billion. The government may 

deliberately plan and lead a certain kind of internal migration such as by 

advocating that people to work in remote areas. Internal migration is often further 

differentiated by the source and the destination regions of the population flow, 

such as east-to-west, urban-to-rural, central area to remote area, etc. 

Forced and voluntary migration 

Migration behavior can be divided into forced and voluntary. Sometimes 

migration is a forced behavior by natural disasters or war. Populations are 

expelled from their homeland to new regions, either because their homeland is 

completely destroyed or they themselves are forced to leave to preserve their lives. 

This happens less in  stable regimes where people can decide whether to move or 

not (Lindley and Vollmer 2009). 

Permanent and temporary migration 

Regarding the temporal dimension, people may migrate on a temporary or 

permanent basis. Populations moving for very short periods of time, such as 

visitors, business travelers, and tourists are generally seen as migrants. However, 

there can be temporary migration, for example, by studying in other regions for 

several years or working under a contract in other regions. Temporary migrants 

keep their social network in their hometown and are less involved in the area to 

which they have than local residents. If an authority implements a kind of 

household registration or residency registration regulation, temporary migrants 

will be recorded by the government different with local citizens. Permanent 

migration, in contrast, means that migrants have fully moved to the new area and 

become a solid part of the local community (Lindley and Vollmer 2009). 

Other dimensions of migration include the population group profile of migrants, 

the political status of migrants, whether their movement are legally permitted by 

the authority, the constitution of migrant members, such as whole families, or  
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only adult laborers (Lindley and Vollmer 2009). 

3.2.3. Drivers for migration 

Various theories of migration, examining political and economic factors, have 

tried to explain the redistribution of populations. However, it is evident that no 

single reason is able to explain all migration (Van Hear 2010). For example, if 

people are forced to flee conflicts or persecution in their home countries, the 

driver of this migration is mainly from the social or natural environment rather 

than from the migrant population’s internal motivations. The drivers of labor 

migration, on the contrary, are different from those for environmental migration 

since they propel migrants to move largely in search a better life (Kumpikaite and 

Zickute 2012).  

This study will mainly review the drivers of voluntary migration, especially for 

internal migration. Internal migrationmoving within one’s own country’sis 

one of the primary human rights of citizens according to each country’s 

constitution, and allows people to move based on their emerging needs and 

aspirations. With internal migration, the motivations can diverse and complicated.  

Push and Pull factor for migration 

The push-pull model suggests the presence of two contrasting forces: stress 

factors that push individuals out of their place of origin, and incentives that pull 

individuals into a different location. In this way, regardless of whether motivations 

for migration come from productivity, social networks or both combined, they can 

be further split into different push and pull factors. These factors include 

underemployment and inequalities, population pressure, political instability and 

persecution, religious tension, labor demand and recruitment, social networks, 

chains and bridgeheads, family and marriage, medical and social provisions, 

environmental change and the availability of natural resources, the policies of 

sending and receiving countries, and the opportunities to improve ‘quality of life’ 

(Kumpikaite and Zickute 2012; Brettell, Hollifield et al. 2015). 
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The push and pull factor model helps to explain the large scale of migrant workers 

in the Twentieth Century. The pull factors include the demand for labor created by 

the development of modern industry in urban areas in developed counties. Push 

factors include that lack of competitiveness of rural areas compared with urban 

industry, both in terms of productivity and standard of living, including the 

availability of infrastructure. Thus, residents leave to seek productivity and 

materials. Thus, internal migration from rural to urban has increased as migrant 

workers move (Zhou 2008). 

3.2.4. Consequence of migration 

Migration is very common throughout the world and it brings a number of 

consequences for the migrant population itself, and to its two associated 

communities, both the sending out area and the receiving area. It alters the context 

of the society, triggering a number of social impacts such as economic stimulation 

and ecological change. Many studies have provided comprehensive surveys of the 

consequences of migration (Dayton-Johnson, Organisation for Economic et al. 

2007; Boswell 2008; Arnold 2011; Yang 2012; Martin, Weerasinghe et al. 2013). 

First of all, migration brings strong impacts to the receiving area. It drives 

economic development. Migrants are essential to advanced countries, filling skills 

gaps and bolstering ageing and static populations. From this view of point, the 

constant flow of people in all directions should be welcomed. Statistics also 

support the argument that migration is a force for positive change (Conway 2010).  

Migration also reshapes the urban structure of the receiving area. Often, in the 

beginning, migrants find place to live randomly without good planning, leading to 

the increase of slum areas and chaotic urban planning in cities with large numbers 

of migrant workers. It has imposed heavy pressures on the urban planning and 

infrastructure streaming for city administrative bodies (Xiang and Lindquist 2014). 

Migrants, being unable to immediately integrate into local populations, may also 

bring conflicts into the receiving area, for example, over limited natural resources 



 

- 52 - 

such as land and water. It may also lead to social stereotypes, prejudice and 

discrimination (Nielsen and Smyth 2008; Virupaksha, Kumar et al. 2014). 

Migration has a heavy impact on the receiving area’s public health, both for the 

local population and the migrant population (Altschuler 2013). Migration itself 

can cause the spread of pathogens from one community to another community. 

Diseases previously not occurring in the receiving area may cause great harm to 

the local population due to the absence of community immunity. The migrants 

also face of local epidemic diseases. Furthermore, poor living and hygiene 

availability for migrants may aggravate these health risks. Migrant populations’ 

health outcomes have been widely studied. Migrants are generally highly 

motivated individuals and they hope to improve their health status after moving. 

However, as migrants are new and less integrated into the community, their health 

will be highly affected by their neighbors, friends, or relatives. Their ability to 

exchange information with health workers may also be inferior to local residents 

(Veil and Rodgers 2010; Altschuler 2013). 

Migrant populations often need to work more shifts, and do more physically 

demanding and monotonous work than local workers. They are frequently 

relegated to the most hazardous jobs. Their working hours are longer and wages 

are lower. Working more than forty-eight hours a week has been common in some 

sectors. Language, cultural barriers and poor living or working conditions are also 

evident. If injured on the job, migrants may be less likely to obtain appropriate 

health care and may have increased risk of prolonged disability. Substandard 

living conditions, lifestyle factors, and a lack of preventive services contribute to 

an increased risk of work injury, disability or illness (Hu, Cook et al. 2008). 

A recent survey of stress in several European countries (Britain, Germany, Finland 

and Poland) found that anxiety, burn-out and depression constitute a major health 

burden for these countries, both financially and in terms of lost working hours. 

Stress is also thought to reduce immunity to other diseases, though the 

individual’s response to stress and social support will play an important role. 

Migrants are often at particular risk from stress-related work problems as they 
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generally occupy lower status occupational niches and have the added burden of 

racism and discrimination to deal with. 

The diffusion of infection is a common topic in the literature on migration and 

health, particularly tuberculosis, HIV/AIDS and other sexually transmitted 

infections. It has often been observed that migrants are more afflicted by 

infections than others. This observation might be explained by genetic factors, 

immunity status, nutritional conditions or general health status (Wang, Wang et al. 

2011; Khory and Palgrave 2012). 

On the other hand, migration also has a series of impacts on the sender area. Large 

scale migration directly leads to the depopulation of the sender areas, normally the 

rural areas. The migration may initially begin due to the labor redundancy, 

however, when migration becomes a trend, it is difficult to precisely plan the 

scope of migration. The sender area may face problems with a lack of manpower 

in farms and other local industries. It is widely reported that many western 

provinces of China are now releasing policies to advocate that migrant workers go 

homeward (Chang and Dong 2011; Liang 2011; Lu 2012). 

Migration brings strong economic incentives to the sender area. Migrants may 

send remittances regularly to their social networks in their hometown or directly 

invest in the sender area as homeward migrants (Hu 2012). 

Migration also has social and health impact on the sender area. When people 

migrate without family members, in the absence of family heads, children, women, 

and the elderly left behind may encounter problems including difficulties in doing 

heavy work, education, accessing health care, etc. Although the remittances can 

partially compensate for these, they are still increasing becoming a social problem 

led by migration (Gao, Li et al. 2010; Hu 2012). 

As for the migrant population itself, most migrants will start with jobs that are not 

preferred by local workers. In general, capitalist development generates two 

distinct types of job. The first are the secure, permanent, high-skilled and well-
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paid jobs. The second are the temporary, hard, unpleasant tasks that no one wants 

to do, and are also poorly paid. The latter are often called in English the 'three Ds' 

- dirty, dangerous and difficult. Most local workers, who possess relevantly more 

resources, avoid the 3D jobs. Thus, as a newcomers, most migrants are involved 

in this kind of industry, at least at the beginning of their migration (NPFPC 2010). 

If employers were to pay local workers more to do the temporary or unpleasant 

jobs, wages for the people at the bottom of the ladder would increase, leading the 

people higher up to demand more pay in order to maintain their differentials. 

Therefore to keep as clear a distinction as possible between the two sets of jobs 

become needed- hence the 'dual' labor market came into forth. Employers used to 

achieve this mostly by employing women or young people who were easier to 

control. Nowadays this is more difficult. A neater solution is to use migrant 

workers, who have less power to make choices about what they are prepared to do, 

and are less preoccupied with job security or a career path (Wong and Song 2008). 

As a result, besides the general health problems listed in the consequences of 

migration for the receiving area, the migrant population always face more 

workplace health and safety issues than local population (Xu 2010). 

3.3. Transitory population: the internal migration in China 

Nowadays, Chinese cities are facing a huge number of internal migrants mainly 

from rural area within China. This comes along with the rapid process of 

urbanization, and it is projected that by 2025, the urban population of China will 

be 1 billion people (NPFPC 2010). Most of the new residents will be from rural 

areas and this will fundamentally change the population structure of China. As a 

centrally-managed political entity, the Chinese government has a strong influence 

over the population migration within its country through the household 

registration system, land allotment, and other government policies (Fan 2011). As 

a result, internal migrants in China have some distinct characteristics, for example, 

most of them repeatedly migrate temporarily,  and shift between their temporary 

residence and their hometown (Yang 2012). As such, they are often called the 

“floating population” due to the transitory nature of their work and residency. This 
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research will focus on this “transitory migrant population” and will explain this 

temporary internal migration and explore its impact to Chinese society. 

3.3.1. Household registration system in China, the Hukou system 

To understand internal migration in China, we need to first introduce the 

regulation of migration in this country. The Chinese government has the ability to 

influence internal movement in various ways. These include the household 

registration system, land and property transaction policies, and a political 

campaign advocating the building of the country by migrating population group to 

assign locations (Fan and ebrary 2011). Among them, the most powerful and 

impactful tool is the household registration system (the Hukou system). 

The Hukou is a specific household registration system that was established in 

1958 to suit China’s planned economy at that time. The planned economy sought 

to allow the central government to control and allocate all the country’s 

productive factors through a well-designed plan. Hence, as a core factor of the 

economy, human resources would also distributed according to the government 

plan. The government had restricted free internal migration between villages and 

cities as early as 1952. Individuals were prevented from moving to cities to take 

advantage of the generally higher living standards there without special 

permission from local government. The Hukou system was therefore developed to 

formalize this policy (Batson 2008; Anonymous 2010; Miller 2012).  

Hukou ties all Chinese citizens to their place of birth or assigned location of 

residence and provides a specific household registration status for each individual. 

This system covers three contents: welfare and resource distribution, migration 

control, and criminal surveillance. Chinese citizens were assigned either a rural or 

an urban Hukou combined with their place of residence. Local governments were 

responsible for providing everyone whose Hukou was in its jurisdiction with their 

daily needs and services. Furthermore, to prohibit internal migration, residents 

were not allowed to work or live outside the administrative boundaries of their 

Hukou without the authorities’ approval (a letter of recommendation from local 
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government). Therefore, it was difficult for people to change their living or work 

place. As a result, the population moving was, essentially, controlled according to 

government design.  

The Hukou system firmly restricted internal migration from the very beginning. 

This helped to make sure that there was enough labor working in low levels of 

agricultural and producing a sufficient food supply for China, which was very 

poor at the time. However, in the late 1970s, with the success of the agricultural 

reforms under Deng Xiaoping, the food supply was greatly increased. This made 

it possible for rural surplus labor to go out into the world without food ration 

cards linked to the Hukou system. Moreover, the government also tended to relax 

the enforcement of migration restrictions with sufficient food supply and the 

increasing needs of labor forces in urban area. As a result, the Hukou system 

regulation in China was relaxed for certain extent in 1980s. The loosening of 

Hukou policy led to the massive rural to urban internal migration in China from 

the 1980s (Xu 2010; Willmore, Cao et al. 2012; Yang 2012). 

3.3.2. Profile of the internal migration in China 

Internal migration before the 1980s in China 

Before the 1980s in China, in accordance with the ‘Planned Economy’, the 

government strictly controlled the movement of population through the Hukou 

system. Rural-urban migrants at that time were referred to as the “blind-floating 

population”, indicating that their mobility was not legally permitted. Internal 

migration to cities decreased during the 1960s and 1970s. In the late 1970s, there 

were fewer than 2 million rural-urban migrants, accounting for around 1% of the 

total labor force from rural areas. These people were allocated to work in large 

construction projects and their employment was unusual in the context of the 

planned employment regime. Similarly, in the 1950s, the government began to 

organize and fund migration for land reclamation, industrialization, and 

construction in China’s interior and frontier regions to develop agriculture and 

industry including the Xinjiang Autonomous Region, Heilongjiang Province, the 
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Inner Mongolia Autonomous Region, and Qinghai Province(Sun 2011; Yang 

2012). 

During the period of the Cultural Revolution (1966-1976), the communist party 

sent large numbers of urban youths to the countryside for political reasons. This 

was the “young people go to countryside” campaign. It is estimated that over 20 

million educated youth were pushed into this campaign and moved to rural areas 

in the early stages of the Cultural Revolution. Most of them were permitted to 

return to the cities after several years. 

Internal migration within China after the 1980s  

In 1980, China began to adopt the ‘Reform and Opening’ policy. Together with the 

emergence of a market economy, the restrictions on population movement became 

difficult to enforce. The central government changed its stance to rural migration 

from a negative to a neutral position. As a result, policies on rural migration 

varied from one city to another. Cities facing a shortage of labor supply were 

more likely to release policies to attract migrants. At the same time, there was 

much surplus labor in Chinese rural areas. This resulted from increases in the rural 

population, the introduction of family contracts in agriculture, and increased rural 

mechanization. The surplus laborers needed to find work and to make a living. In 

pursuit of a better life, more and more rural laborers, mainly from the low 

development areas such as the western provinces, drifted into the east (Xu and 

Palmer 2013), thus, the number of migrants rose quickly in 1980s and has since 

risen steadily.  

At the end of the 1980s, the number of rural migrants rose to 30 million, 

continuing to increase to about 180 million in 2005, and the number keeps rising. 

According to a survey conducted by National Bureau of Statistics China, there are 

currently 225.42 million migrant laborers accounting for about 16% of the total 

population in China. More than half of all migrant workers move across provinces, 

usually from the less economically developed central and western regions to the 

well-off coastal regions and Beijing (Batson 2008; NBS 2010). In Beijing and 
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Zhejiang about one third of the total population are migrant workers, while in 

Shenzhen, 12 million of the total 14 million population are migrants. It is 

predicted that an additional 300 million people will migrate from rural to urban 

areas due to urbanization in China in 2020 (Zhou 2008; NPFPC 2010; Chang and 

Dong 2011; Fan 2011; Yang 2012). 

With the unprecedented scale of internal migration, the urban population in China 

is swelling by roughly 15 million to 20 million each year, perhaps the largest 

peacetime migration in history. China is on a historic transformation, from a 

mostly rural to a mostly urban nation. By of the end of 2009, the urban population 

in China reached 622 million, or 46.6%, up from 577 million in 2006. The 622 

million urban population include 167 million migrant workers. It is projected that 

by 2015 or even earlier, the majority of China's population will live in major cities. 

3.3.3. Why internal migration in China is transitory 

One of the characteristics of internal migration in China is that most of the 

migration is transitory. The internal migrants frequently move between the area 

they originally come from and the location in which they work. A survey showed 

that the migrant population in eight selected areas of Beijing entered or left urban 

areas 880,000 times a day. The reason for this is that internal migrants in China 

still keep their social networks or even families in the sender area. No matter 

where they work, most of their family members stay in their hometowns. Only a 

small portion of internal migrants become permanent residents in the new area. 

This makes the internal migrants in China into a transitory population. For further 

explanation of why the population is transitory, the push and pull factors for 

Chinese internal migration and its policy on this population need to be analyzed in 

detail.  

First, the transitory population is willing to migrate for better work opportunities 

with higher incomes. The push-factors are the poverty and the surplus labor in 

rural area of China, and encouragement from local governments.  The People’s 

Republic of China’s first thirty year of development came from the sacrifice and 
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dedication of peasants in rural areas. The price of agricultural products is very low 

and most agricultural workers live in extreme poverty. Also, with the development 

of agricultural technology, rural areas no longer need so much labor. It is common 

that for rural labor to have nothing to do in the most time of a year, so they are 

willing to leave their areas for other work. The ‘agricultural responsibility system’, 

developed in late 1970s, forced a reallocation of labor. This further increased the 

unemployment of agricultural workers as limited lands were contracted to a small 

number of rural workers. Meanwhile, as the central government sought to 

stimulate the economy and loosen the migration registration policy, local 

government attempted to tackle poverty by encouraging and organizing its rural 

labor to go to developed urban areas. The migrants would be able to promote the 

local economy with remittances. 

The pull-factors for this internal migration are the great demand for labor in urban 

areaa of China, and the demonstration effect of early migrants. The free market 

economy in China was suppressed for many years during the planned economy, 

hence with the reform and opening policy, China’s urban areas greatly demanded 

of labor to work in tertiary industry. The government created a series of measures 

to recruit rural labor. The first group of internal migrants would help to spread the 

information. Moreover, they would showcase the wages they earned in urban 

areas using their spare time from farming. The better living conditions, abundant 

employment opportunity, and better educational resources all attracted potential 

rural laborers to move to urban areas. 

The push and pull factors explain the driving forces behind internal migration. 

Under these factors, millions of farmers migrated to urban area, wanting the 

chance to exchange a life of subsistence agriculture for better-paid jobs in the 

cities. If possible, these internal migrants would integrate into urban life and 

become new residents of urban area as in other countries. Many of China’s 

internal migrants continuously strive for permanent urban resident status. 

Nonetheless, the majority of internal migrants have not been fully accepted in 

urban areas due to the existence of Hukou system. 
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China’s Hukou system remains in place and keeps a check on the urban growth. 

Only a small portion of internal migrants can get official residence in their new 

areas, while unskilled workers are less likely to fulfill the income and property 

requirements of the urban Hukou, set by each city. As a result, most internal 

migrants in China cannot get urban Hukou. Lacking the local Hukou puts 

additional constraints on the internal migrants' lives in the city, such as when job 

hunting, purchasing homes, and getting social insurance and children's education. 

The urban administration body does not provide full social welfare for migrants. 

This leaves migrants in a bind: it is administratively difficult for them to settle in 

the city where they work, but economically impossible to remain in their rural 

village because of the push factors. Moreover, migrants without urban registered 

residence still keep their land and social networks in rural area. When they are too 

old to undertake heavy work or are tired of their experiences in urban area, they 

may choose to terminate their temporary migration and reside back in their rural 

area. Hence, we have named this population the “transitory population”, 

emphasizing this population’s continual movement between rural area and 

different cities for work.  

There are suggestions that the government should abandon the Hukou system and 

formalise internal migrants’ urban citizenship. The different purposes of 

encouraging internal migration between government and the internal migrants 

need to be examined. People migrate to urban area primarily for employment or 

educational purposes. Surplus rural workers attempt to find jobs in urban area 

including in construction, housekeeping, restaurants, or even garbage collection. 

Regardless of whether they can get urban Hukou, migration between home and 

urban areas, even if transitory, is cost-efficient for internal migrants. However, 

from the Chinese government’s perspective, while internal migration is helpful to 

promote the development of cities and towns, there is concern about urban areas’ 

ability to absorb large number of rural surplus laborers, and to maintain its rapid 

economic development, so the government seeks to control internal migration. 

Furthermore, The overcrowdedness of some megacities, the existence of under-

populated areas in the frontier regions, and the social impacts brought by the 
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massive transitory population have led to controlling efforts by the government to 

restrict internal migration, reflecting only minor revisions to the Hukou system.  

3.3.4. Future perspective of transitory population 

The Chinese economy has continuously grown at a high speed for many years. 

This can partially be attributed to the hardship of millions of people within the 

transitory population. In recent years, the Chinese government has been moving 

toward a more relaxed migration policy. China's leaders have started to realize 

that they are better off encouraging permanent migration. First, urbanization is 

seen as the most effective way to alleviate poverty and continue economic growth. 

Chinese leaders, such as Premier Li Keqiang, have advocated the urbanization 

process in the country in different high level meetings. However, the transitory 

population is in danger of becoming a potentially explosive social problem. The 

next part of this chapter will list a series of social issues associated with the 

transitory population. More inclusive Hukou reforms would help improve 

migrants' living standards in the city and in turn address the above issues (Liang 

2011). 

As a result, many small cities have relaxed their Hukou system rules, making it 

comparatively easier than before for migration population to register and settle 

down. Some local governments are even experimenting with a Hukou system that 

does away with the distinction between rural and urban residents of the same 

districts. Slowly but surely, the most obvious restrictions on the transitory 

population are being gradually eliminated. 

However, the barriers are far from being completely dismantled. In particular, 

megacities like Beijing have resisted opening up to migrants. Even the cities that 

have already relinquished the internal migration requirements have expressed 

anxiety about the lack of resources to expand their coverage of social programs 

and infrastructure, such as schools, hospitals, and other social welfare support, to 

meet the current pace of migration.  
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Furthermore, the comprehensive urbanization process in current China puts 

demands not only on the places absorbing migrants but also on the places 

supplying them. For every city swarming with new residents, there is a town or 

village emptying out, its economy relying more and more on money sent home by 

migrants (Liang 2011). Their leaders have to come to terms with the fact that 

China's population is becoming concentrated in a smaller number of successful 

areas. Traditionally undeveloped areas have also been facing shortages of labor. 

Indeed, the most pressing issue raised by China's urban transformation may not be 

migrants' entrance into cities, but their exit from the farm. Some researchers have 

advocated that reversing internal migration might be a solution to this issue as it 

may provide more labors (Liang 2011; Wang and Yang 2013).  

3.4. Impact of transitory population 

As with other migration, the transitory population have positively enhanced 

industrialisation and urbanisation in China. They represent an important 

component of the labor force and contribute a great deal to the development of the 

economy in China (Gaetano and Jacka 2012). They provide enough people power 

for economic development and help to reduce producers’ costs. Han (2006) 

estimates that migrant workers from rural areas created a GDP growth of RMB 

1000 - 2000 billion for urban development each year, while adding RMB500 - 

600bn to rural incomes. Other statistics calculated by the Beijing Statistical 

Bureau showed that in 2003 the increased value produced by migrant workers in 

Beijing accounted for 83% of the construction industry, 49% of the retail sector, 

and 29% of the manufacturing sector (Beijing Municipal Government, 2006). 

Transitory labor will create a market of at least 1 trillion yuan ($146 billion) in the 

coming twenty years (Xu 2010). Besides benefitting the country, the transitory 

population have also greatly improved their own living standards. The export of 

labor services has activated the rural economy with remittance and direct 

investment of backward migration (Batson 2008).   

However, the huge transitory population in China, inevitably, leads to many kinds 

of social impacts. Overpopulation in urban areas has resulted in an overwhelming 
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demand for access to services including primary health care, education, and all 

kinds of daily consumption resources (Loyalka 2012). Furthermore, there are also 

deeper cultural impacts since cultural conflict may occur during specific area and 

population(NPFPC 2010; Gaetano and Jacka 2012). 

3.4.1. Pressure on urban administration 

The transitory population has placed heavy pressure on urban infrastructure and 

public service systems. Many migrants and their wives and children have no 

Hukou in the city. Hence, urban administration plan do not include infrastructure 

for them, nor does the city have the capacity to immediately match the demands 

of the transitory population. They have limited access to most social security or 

other benefits such as medical care and the pension (Mason 2012). However, to 

maintain city order it is necessary to provide these services. This inflicts heavy 

pressure on urban infrastructure and the public service systems. The resources of 

education, medical treatment, public health, social security, and family planning 

all became limited. This contradiction between supply and demand brings about 

other issues such as informal underground clinics, schools and kindergartens. The 

huge number of new residents to urban areas also means the government needs to 

invest more on the public security management (NPFPC 2010). 

3.4.2. Health impacts of transitory population 

The massive transitory population may face significant health impacts as well as 

bringing them to the new city of residence.  They are generally are considered to 

be  have poor public health. The morbidity and mortality within this population 

are higher than the local population. Meanwhile, cities with a higher transitory 

population, especially regions with a dense transitory population within each city, 

also face more complicated public health challenges than the other cities and other 

areas of each city. Another issues is that family members who are left at home by 

the transitory population face more health challenges as most health guardians for 

this population are not at home (Gong, Liang et al. 2012). 
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The huge population movement has pronounced public health impacts in changing 

of the population’s disease spectrum, contributing to the spread of communicable 

diseases and the deterioration of community hygiene, and increass the medicare 

burden for all population (Qi and Niu 2013). The transitory population in China 

tend to reside in the rural-urban fringe zone of a city where accommodation costs 

are lower. This has created many villages of migrant workers within cities. Public 

health practitioners describe these areas as providing sources, and experiencing 

high incidences of infectious diseases (Li and Wu 2010; NPFPC 2010; Lu and Qin 

2014). The challenge to control and prevent many communicable diseases, such as 

HIV/AIDS and tuberculosis, lies in working with the transitory population (Wang, 

Wang et al. 2011; Mason 2012). 

Workplace health issues are also an important public health challenge faced by the 

transitory population. Without urban hukou, the transitory population are 

discriminated against in the labor market, facing worse workplace environments 

than local workers because of their involvement in more dangerous, dirty, and 

difficult jobs. It also means that they cannot enter the official employment and 

social security systems in the city (Fan, Wen et al. 2013). Many studies focusing 

on the socioeconomic issues of rural migration in China in the last two decades 

show that the socioeconomic indicators of rural migrant workers are much worse 

than those of city workers. Furthermore, their lack of a health-care system and 

medical insurance, the weak enforcement of occupational health and safety 

regulations, and their unawareness of occupational risks exacerbate this problem 

(Hu, Cook et al. 2008). 

In recent years, the transitory population’s mental health is attracting researchers’  

attentions. Increasing numbers of migrant workers in China have experienced 

migration stress (Mou, Cheng et al. 2011). Lack of preparedness, difficulties in 

adjusting to the new environment, the complexity of the local systems, and 

adverse experiences cause distress for the migrants. However, they have no access 

to counselling for this. Subsequently migration has a negative impact on the 

mental well-being of this population (Wong and Song 2008; Wong and Chang 
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2010; Virupaksha, Kumar et al. 2014). 

Moreover, when examining the transitory population at the family level, it is 

evident that migration not only affects the workers’ health, but also have 

substantial impacts on their family members whether they move together or not 

(Mason 2012; Gao, Li et al. 2013). Since children and the elderly are often left at 

home, they need to take the place of the primary workforce, undertaking more 

work at home. Based on the China Health and Nutrition Survey, Chang has found 

that internal migration increases the time spent on farm and domestic work by the 

left-behind elderly and children (Chang and Dong 2011). For this population, 

there is a lack of guidance on how to access good health services (Gao, Li et al. 

2010; Chang and Dong 2011; Lu 2012). When women and children migrate 

together with their primary breadwinner, they face the same issues as the workers, 

with high disease burdens and low health service utilization rates. As such, they 

become a target vulnerable population for much public health research, including 

women’s health and the National Immunization Program (Sun, Zeng et al. 2006; 

Sun, Ma et al. 2010). This study is primarily about the utilization of routine 

immunization among children who migrate with the transitory population. 

3.4.3. Immunization for children of the transitory population 

The increasing transitory population in China provides an challenge to the 

National Immunization Program. Since many of the transitory population are in 

peak childbearing age, they are likely to have children outside their hometown or 

to take their children to migrate with them. This has been verified by the Census 

2010 data in China. It is reported that 61% of the transitory population take their 

children to the migration area, with the total number of children within the 

transitory population reaching 35.81 million in 2010 (Duan, Lv et al. 2013). 

The transitory population do not have access to the local social welfare system, 

nor did they regularly register in other forms with the local government. Hence it 

is hard to reach them as no department has accurate, detailed information about 

this group. Although the government requires these groups to obtain temporary 
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registration, enforcement of this regulation is almost impossible owing to the 

immense size of the labor group and to the short-term nature of the work they 

perform. Moreover, the children under sixteen years old are excluded from this 

temporary household registration system (Duan, Lv et al. 2013). This makes it 

more difficult for immunization workers to get information about the children of 

the transitory population. Children from these families are more likely to miss or 

delay one or a few needles because they will not contact the health service 

provider until they get sick (Lin, Lei et al. 2007). There are evident gaps in the 

immunization status between children from transitory populations and resident 

children. This is the most difficult issue for routine immunization work (Su 2010; 

Sun, Ma et al. 2010). 

The consequence of this population missing immunizations not only brings about 

a high incidence of vaccine preventable diseases among their children, but also 

creates a threat for the whole population. A large amount of research has studied 

this problem, providing good evidence that pathogens among children of migrant 

populations was the source of poliomyelitis, which should be able to be 

eliminated in China (Lin, Lei et al. 2007; Liu, Sun et al. 2007; Sun, Ma et al. 

2010).  

3.5. Strategy to addressing the impacts among transitory 

population 

These issues have been identified as priorities in many Chinese cities. The 

government has begun to emphasize the policy that the transitory population 

should have the same rights as local residents to the provision of health and 

education. The government also tries to control the transitory population, avoiding 

excess numbers and reducing the possibility of megacities. 

Managing the transitory population involves many departments of local 

governments. In many cities, a kind of intersectional, interdisciplinary and 

integrated management of the transitory population has developed with 

committees for transitory population management, involving local governments, 
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the department of public security, the department of health, the department of 

population and family planning, and local community members. However, there is 

a lack of communication between these different departments, who often do not 

work together.   

With immunization, this isolated or even contradictory work by different 

department is evident. Immunization, mainly implemented by the health 

department, aims to reach the children of the transitory population and advocate 

that they receive vaccinations. However, the department of family planning will 

try to find out whether families are breaching the Chinese one-child policy. This 

makes families with more children afraid of the those with whom they are 

unfamiliar, skipping immunization. Researchers and the government emphasize 

the need for different departments to cooperate, but there has been little 

improvement.  

Furthermore, no links between health workers and the transitory population have 

been formally built. Communication between these two parties relies on 

improving the work by grassroots health workers to locate the transitory 

population. Moreover, with the fast growth of web and mobile-based social media, 

the transitory population has more access to new forms of information. This 

includes the idea that immunization is useless or even harmful, and that there are 

adverse events following immunization (AEFI). Failing to build a reliable 

communication channel with the transitory population means that the transitory 

population will tend to adopt to these idea when deciding whether or not to 

immunize their children.   

To address the immunization coverage gap among children of the transitory 

population, current research seeks to understand the factors associated with the 

immunization coverage gap among children of the transitory population and local 

children. Methods including surveys, secondary data analysis, and interviews have 

been applied. The findings have included the financial status of the transitory 

population, the knowledge and attitude these children’s family have, their lack of 

access to feasible information, stable residences and transportation, the transitory 
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population lack of trust in immunization, their fear of adverse events following 

immunization, and the heavy work pressures for overloaded local health workers 

(Lin, Lei et al. 2007; Liu, Sun et al. 2007).  

As a result, the strategy some researchers proposed are for the government to 

invest more attention and money in this issue. They have also recommended that 

health education programs should help people to understand the importance of 

immunization and to accept this service (Sun, Zeng et al. 2006; Lin, Lei et al. 

2007; Su 2010). The government has adopted these suggestions favorably. The 

budget in this area has dramatically increased. From 2007, Chinese central 

government began to invest 2.7 billion RMB in immunization work annually to 

make vaccination and the national immunization program free of charge. The 

government also issued a series of documents requiring local governmental levels 

to do this work better. In communities, information about immunization is more 

widely distributed than before.  

However, after several years’ work, immunization of children of the transitory 

population remains difficult for public health in China. The transitory population 

both lack understanding about the risk of missing immunizations, and are easily 

affected by negative reports of the adverse events following immunization. Health 

workers counter this only by advocating the positive effects of immunization and 

avoid the negative AEFI, answering neither the needs of communication nor the 

fear of side effects. The health authority only poses requirements that local health 

workers educate the transitory families with children and work hard to locate them 

and persuade them to be vaccinated. Educational resources still cannot reach the 

transitory population easily, so their knowledge and attitudes regarding 

immunization remain poor. The children of the transitory population are difficult 

to find and health workers have limited personnel and resources to effectively 

reach all of the children, especially because the scale of children of the transitory 

population keeps increasing.  

A key issue is that there is unbalanced information on immunization between the 

administrators and the public. Decision about immunization program are always 
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made without fully communication with the different departments, let alone the 

parents of children. The measles booster vaccination campaign in China inSep 

2010 delivered around 100 million doses of measles vaccines to all the children 

throughout the country. It was designed to make sure that all children can received 

at least 2 doses of MMR vaccines. However, most families, especially local 

residents have already finished the 2 doses timely. They questioned whether this 

was necessary for controlling the disease and a number of them refused to let their 

children be vaccinated. With the spread of internet and other kind of human 

communication, many parents become embarrassed in front of the different 

opinions and this makes the expensive campaign much more difficult to be 

implemented. Few researchers have identified that inadequate communication 

between the transitory population and involved departments must be a key 

strategy to address this problem, or this was provided  as a suggestion but without 

a practicable coping strategy. As discussed in the next chapter, risk 

communication might be a useful tool to address this issue. 

3.6. Conclusion 

China has witnessed a historically unprecedented scale of internal migration in the 

past several decades. With the hukou system, most of the internal migrants in 

China become transitory. They are closely linked with urban areas but not 

officially accepted as the urban residents and do not have urban household 

registration. This has brought about a series of social and health impacts for the 

transitory population including the low performance of immunization coverage 

and consequently the increased threats of vaccine-preventable diseases among 

their children. To address this problem, this research has comprehensively 

reviewed the theory of migration and the characteristics as well as the internal 

causes for the transitory population in China. Related research on the strategies 

for promoting health among the transitory population were reviewed and it is 

concluded that to promote health service utilization including immunization 

services among the transitory population, risks around immunization need to be 

well communicated to many related parties to achieve a consensus for building 
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better health for the transitory population. In the next chapter we will examine the 

application of risk communication theoretical tools to address these kind of public 

health issues.  
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Chapter IV: Risk communication 

4.1. Introduction 

As indicated in Chapters 2 and 3, to promote health service utilization, including 

immunization services, among the transitory population, risks need to be well-

communicated among many relevant parties to achieve a consensus towards 

certain issues discussed due to the differing information and understandings held 

by different stakeholders. In the past few years, Government and its branches, at 

all levels in China, have adopted strategies to promote good information through 

health and social education. While these efforts have improved the situation, the 

issue has not yet been effectively resolved. Meanwhile, the impact of the adverse 

effect from most vaccines also exist and in some case damage the immunization 

programs. A risk communication strategy needs to be devised to address the 

problems of unawareness and uncertainty. Through reviewing the theory, progress 

and application of risk communication in public health, this chapter provides a 

theoretical basis for the research. 

4.2. Basic Concepts and Theories about Risk Communication 

Risk 

To understand ‘risk communication’, first we need to examine the concept of 

‘risk’. Generally speaking, risk is the potential for harm or hazards. The concept 

of risk came forth in the early 16th Century on the basis of mathematics, 

astronomy and dialectics (Beck 2013). It was originally developed from gambling 

practices aiming to develop the statistical principles of probability. As a result, 

risk is often connected with the concept of possibility, chance, and uncertainty 

(Beck 2013). Different researchers have various definitions of ‘risk’. Jaeger (2001) 

defines risk as ‘a situation or event in which something of human value, including 

humans themselves, has been put at stake and where the outcome is uncertain. 

Renn (2004) defines risk as ‘a possibility that is aroused from the human behavior 

or events and have negative impacts on human’s benefit if it does take place’. The 
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scientific definition of risk refers to experience and scientific evidence, while the 

evolutionary concept of risk refers to future developments that cannot be foreseen.  

What these different definitions of risk have in common is that risk is a kind of 

possibility instead of a reality. Uncertainty is at the core of the understanding of 

risk. The uncertainty includes not only the question of when damage might occur, 

but also of what type of damage should be expected (Balicer, Omer et al. 2006; 

Smith 2006). Meanwhile, risk mainly denotes a potential negative impact to some 

characteristic of value that may arise from a future event, or we can say that "risks 

are events or conditions that may occur, and whose occurrence, if it does take 

place, has a harmful or negative effect". Exposure to the consequences of 

uncertainty constitutes a risk. In everyday usage, risk is often used synonymously 

with the probability of a known loss (Qiu, 2016). As a result, risk can be 

expressed in the following formula, 

Risk = Possibility × Expected Loss in case of Accident 

As risk normally refers to negative impact, it needs to be well managed to reduce 

the harm it may bring. Before the application of risk is supported by mathematic 

description, the possibility of negative events was always referred as the idea of 

God. With discoveries about the nature of risk, science began to analyze and 

measure risk, search to connect causes with effects, and to develop risk 

management strategies to be well adapted to the risk. This involves public 

tolerance of risk and working out how to control and supervise the risk factors. 

The development of risk-associated science has guided a vast range of decision-

making processes, from allocating wealth to waging war, from evaluating 

insurance investments to protecting public health, from waging war to planning a 

family, from paying insurance premiums to wearing a seatbelt, from planting corn 

to marketing cornflakes (Beck, 2013; Bernstein, 1996). 

Risk Perception 

To mitigate or even eliminate risk, we need to know what the unwanted outcome 
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of an event is, how to define and quantify the possibility of damage, and how to 

list and prioritize these outcomes in a common conceptual framework that can be 

understood by all relevant members (Li, 2010). Risk can be assessed to some 

extent because the cause and effect relationship can be described and the effect 

can be changed if the initial behavior or events change (Elliott 2005). However, 

risk will not necessarily be perceived in the same way that is measured by natural 

scientists. Perceptions towards risk are likely to be influenced by a number of 

issues such as the inequity in exposure to harm, or fear of the catastrophic 

potential of some hazard or the safety and acceptability of a range of modern 

technologies. Recognition of this phenomenon is crucial for understanding and 

dealing with risks (Renn 2004). The concept of ‘risk perception indicates’ how 

individuals and groups identify and respond to risk (Berry 2004). It involves 

people’s beliefs, attitudes, judgments and feelings, as well as the wider social or 

cultural values and dispositions that people adopt towards hazards and their 

benefits (Pidgeon, Hood et al. 1992). Risk perceptions differ from one group to 

another, are built up over time, are informed by personal experiences and social 

networks and are shaped by behavioral norms and media reporting (Berry 2004).  

Risk communication 

The conception of ‘risk communication’ comes from the study of risk assessment 

but not the study of communication (Xia, 2008; Qiu, 2010). It involves bringing 

together different perceptions of the risk, reaching the stakeholders and predicting 

their responses to the risk, and making the risk comprehensible and relatable. It is 

necessary for involved groups to exchange information and opinions to better 

their understanding of risk and its related issues, as well as the decisions to be 

taken. This is the process of risk communication. A main goal of risk 

communication is to improve the quality of decision-making. (Houghton, Rowe et 

al. 2008; Weaver Iii, Sargent Weaver et al. 2008). 

Risk communication is an interactive process of exchange of information and 

opinion among interested parties(Sandman, Miller et al. 1993; May 2005). It is 

mainly about health or environmental risks, and it links to risk perception in that 
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we need to understand where the certain interested groups are coming from in 

order to communicate with them. Ruby defines ‘risk communication’ as the 

process of providing the public with information that serves to reduce anxiety and 

fear as well as provide suggestions for planning that will assist the public in 

responding appropriately to a crisis (or impending crisis) situation (Li, 2010). 

Typically the crisis situation has the potential to impact large groups of people. 

Risk communication occurs within the whole process of risk management and 

involves multiple opinions and concerning about the nature of risk or expressing 

their concerns to the risk, reactions to information about risk, the communicators 

and their influence, and the process of communication including the interaction of 

different stakeholders (Weaver Iii, Sargent Weaver et al. 2008).  

Risk communication has flourished in the area of environmental health. Through 

risk communication, the communicator hopes to provide the receiver with 

information about the expected type (good or bad) and magnitude (weak or strong) 

of an outcome from a behavior or exposure. Typically, it is a discussion about an 

adverse outcome and the probability of that outcome occurring. In some instances, 

risk communication has been employed to help an individual make a choice about 

whether or not to undergo medical treatment, or to continue to live next to a 

nuclear power plant. In some cases, risk communication is used to help 

individuals adjust to the knowledge that something that has already occurred, such 

as an exposure to harmful carcinogens, may put them at greater risk for a negative 

health outcome, such as cancer, in the future. Risk communication can prepare 

people for such possibilities and, if warranted, give them appropriate steps to 

monitor the health risk, such as through regular cancer screening (Qiu, 2016; 

USCDC 2002). 

4.3. Risk perception, understanding risk well before dealing with 

it 

It is perceptions of risk, not actual risk, that determine how people respond to 

hazards (Glik 2007). A study of information strategies to help parents understand 
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the combined vaccination for measles, mumps and rubella vaccines (MMR) 

identified that social networks and engagement with health practitioners can affect 

parents’ understandings of health intervention activities like vaccination (Petts and 

Niemeyer 2004). In fact, these perceptions of risk are likely to be influenced by a 

number of issues. To manage and communicate the risk, it is necessary to 

understand what is behind the risk perception (Qiu, 2017).  

4.3.1. Fright factors for risk perception 

The psychometric paradigm proposed by Fischhoff (1978) tried to answer the 

question of why some issues attracted more anxiety or outrage than the others 

(Slovic 1986; Gardner and Gould 1989). Some factors that may affect how 

individuals perceive risk include the voluntariness, equity, uncertainty, 

reversibility, and origin of the risk (Covello, McCallum et al. 1989). Risks are 

perceived differently due to a list of fright factors (Slovic 1987). Table 4.1 

provides some the factors that affect whether risks are generally more worrying 

and less acceptable. 

Table 4.1 Fright Factors for Outrage of Risk 

 factors 

1 involuntary rather than voluntary 

2 inequitably distributed 

3 inescapable by taking personal precautions 

4 arise from an unfamiliar or novel source 

5 result from man-made, rather than natural sources 

6 cause hidden and irreversible damage 

7 pose particular danger to vulnerable population like infants or pregnant 

women  

8 threaten a form of death (or illness/injure) arousing particular dread 

9 damage identifiable rather than anonymous victims 

10 be poorly understood by science 

11 subject to contradictory statements from responsible sources 
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Based on the psychometric paradigm, identifying the key factors influencing the 

public’s risk perception has become a practicable solution for risk management 

(Sandman 1993; McDaniels, Axelrod et al. 1995). A list of hazards should be 

developed first and then the psychometric scales that reflect characteristics of 

risks can also be identified. Then the public can be invited to evaluate the list of 

issues according to their own scale. Finally the multivariate statistical methods 

can be applied to interpret the public responses as a whole (Qiu, 2017).  

4.3.2. Bias of risk perception 

The psychometric paradigm model usually operates with an undifferentiated 

concept of risk without a specified target. However, when there is a large 

protection possibility, general risk is more important than personal risk. 

Immunization programs, as a kind of risk that is involuntary, might pose specific 

damage to some part of the population but benefit the whole population based on 

the concurrent understandings in science. In this case, the public’s preferences, 

decisions, and behaviors are predominantly influenced by the more associative 

intuitive system (Windschitl and Wells 1996).  

In order to answer questions from the public about the risk of uncertainty of some 

unpleasant consequence from a common practice, researchers try to measure the 

unpleasant outcomes with probability, which is a simplified way of managing 

information (Dawes and Kagan 1988; Johnson and Covello 1997). However, the 

probability perceived by the public themselves is always inaccurate due to the 

existence of several kinds of bias. People tend to overestimate relatively 

infrequent hazards and underestimate frequent hazards (Krimsky and Colding 

1992), and people also tend to overestimate the frequency of events that are easily 

recalled. This is known as ‘availability bias’ (Tversky and Kahneman 1974). Once 

the public have formed a view of point, evidence that fits their assumptions is 

generally easy to accept while contrary information is typically filtered out. This 

process is called ‘confirmation bias’ (Bennett and Calman 1999a). People tend to 

believe they are less at risk from a given hazard relative to an “average” member 

of society. This psychological effect is described as ‘optimistic bias’ (Weinstein 
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1980). ‘Overconfidence bias’ is a bias in which people are correct in their 

judgements far less often than they think they are. Meanwhile, risk perceptions 

may change over a period of time and produce different responses to the same risk, 

which is known as ‘adjustment and anchoring’ (Cox, Tait et al. 1998). This occurs 

because of the limitations of scientific discovery as well as existing knowledge.  

4.3.3. Amplification of risk perception 

Social amplification starts from the concept of a risk-related ‘event’. Events and 

their interaction with a wide range of psychological, institutional, social and 

cultural processes are presented as a process that results in different risk 

interpretations and connected behaviors (Petts, Horlick-Jones et al. 2001). ‘Social 

amplification’ is a phenomenon whereby some events may create ripple effects 

beyond the initial effects of the hazard and produce secondary and/or tertiary 

impacts. Among this process, media is always thought to be an amplifier. Media 

has a powerful and direct impact on the public’s knowledge, belief, and behavior. 

The media might amplify risk perception when issues contain blame, secrets, or 

attempted cover-ups.  

4.3.4. Trends of risk perceptions 

From the literature review, the trends of risk perception have progressed as 

follows: 1) from emphasizing public misperceptions and treating all deviations 

from expert estimates as products of ignorance and stupidity; 2) to empirical 

investigations of what actually concerns people and why; 3) to stressing that 

public reactions to risk often have a rationale of their own, and that experts and 

lay people should inform each other as a part of a two-way process. (Bennett and 

Calman 1999a). 

4.3.5. Classification of risk perception 

Classification defines the conceptual tools necessary to select and order the 

phenomena a researcher attempts to study. An array of classification has been 

provided by the literature. Some are based on hazard types (Lowrance 1976; 
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Hohenemser and Kates 1983); others are based on definitions or characteristics of 

risks (Srarr 1969; Slovic 1987). Bradbury distinguishes between two types of risk 

concepts: risk as a physical attribute and risk as a social structure (Bradbury 1989). 

From a sociological point of view, May (1989) lists three perspectives on risk: 

cultural, individual choice and systems approaches. Dietz, Frey and Rosa 

distinguish between technical, psychological, sociological, anthropological and 

geographical perspectives. Renn et al (1991) classify risk perception into seven 

approaches, largely grounded in the various academic disciplines:   

 The actuarial approach (using statistical predictions); 

 The toxicological and epidemiological approach (including ecotoxicology); 

 The engineering approach (including probabilistic risk assessment, PRA); 

 The economic approach (including risk-benefit comparisons); 

 The psychological approach (including psychometric analysis); 

 Social theories of risk; and 

 Cultural theories of risk (using grid-group analysis)        

4.4. Principles of risk communication 

4.4.1. Two paradigms of risk communication 

From the technology perspective, those in risk communication thought that the 

public generally had a deficient understanding of science or would commonly 

exhibit irrational behavior. Thus, risk communication should aim to popularize 

knowledge and educate the public. It became a process of conveying information 

about the exposure to danger, risk, risk management, and decisions (Plough 1987, 

NRC 1989). In this conceptual framework, risk assessment is generally conducted 

by the experts or professionals. Risk management is usually carried out by the 

decision makers. The audiences of risk communication are the general public and 

other relevant parties. In this model, risk assessment, risk management, and risk 

communication are connected, one-by-one (Figure 2-1). The direction of the 

relationship between each part in the whole process is one way. 
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Figure 4-1 Traditional linear paradigm of risk analysis 

From the view of demography, risk communication is a constructive dialogue 

among the regulators, the experts, and the public. Demographers think the public 

should possess the right to make decisions on things concerning their living 

conditions. Risk communication should include the public’s voice. William Leiss 

thought the risk communication could be improved through the conversion of 

‘scientific terminology’, indicating the ‘uncertainty’ of risk, and communicating 

this in a way that is appropriate to the societal level. This paradigm provides a 

new framework for risk analysis. In this model, risk communication is defined as 

an interactive process of exchanging information, involving multiple messages 

about the nature of risk (Figure 2-2). Risk communication is an integral part of 

risk analysis and it has a close and interactive connection with risk assessment and 

risk management. Communication happens throughout the risk analysis process 

(Glik 2007). The relationship among them in the whole process of risk analysis is 

circular. 
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Figure 4-2 “New” circular paradigm of risk analysis 

4.4.2. Risk communications fundamentals 

The goals of risk communication include ‘do not harm’, ‘ease public concern’, 

and ‘give the public guidance on how to respond to the crisis’. To achieve these 

goals, there need to first be risk communication goals and key messages. Setting 

goals and identifying support messages are decisions that should be made prior to 

the issuing of any public comment. Following the goals and key message is the 

delivery of the message. It is crucial to deliver accurate and timely information. 

There are seven cardinal rules for the practice of risk communication first 

expressed by the U.S. Environmental Protection Agency and several of the field's 

founders (Covello and Allen, 1998):  

Rule 1: risk communication should accept and involve the public as a 

legitimate partner. Demonstrate respect for the public by involving the 

community early, before important decisions are made. Clarify that 

decisions about risks will be based not only on the magnitude of the risk 

but on factors of concern to the public. Involve all parties that have an 

interest or a stake in the particular risk in question. Adhere to highest 

moral and ethical standards: recognize that people hold you accountable.  

Rule 2: listen to the audience. Do not make assumptions about what 

people know, think or want done about risks. Take the time to find out what 

people are thinking: use techniques such as interviews, facilitated 
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discussion groups, advisory groups, toll-free numbers, and surveys. Let all 

parties that have an interest or a stake in the issue be heard. Identify with 

your audience and try to put yourself in their place. Recognize people’s 

emotions. Let people know that what they said has been understood, 

addressing their concerns as well as yours. Recognize the “hidden 

agendas,” symbolic meanings, and broader social, cultural, economic or 

political considerations that often underlie and complicate the task of risk 

communication.  

Rule 3: be honest, frank, and open. State credentials, but do not ask or 

expect to be trusted by the public. If an answer is unknown or uncertain, 

express willingness to get back to the questioner with answers. Make 

corrections if errors are made. Disclose risk information as soon as 

possible (emphasizing appropriate reservations about reliability). Do not 

minimize or exaggerate the level of risk. Speculate only with great caution. 

If in doubt, lean toward sharing more information, not less—or people 

may think something significant is being hidden. Discuss data 

uncertainties, strengths and weaknesses—including the ones identified by 

other credible sources. Identify worst-case estimates as such, and cite 

ranges of risk estimates when appropriate.  

Rule 4: coordinate and collaborate with other credible sources. Take time 

to coordinate all inter-organizational and intra-organizational 

communications. Devote effort and resources to the slow, hard work of 

building bridges, partnerships, and alliances with other organizations. 

Use credible and authoritative intermediaries. Consult with others to 

determine who is best able to answer questions about risk. Try to issue 

communications jointly with other trustworthy sources such as credible 

university scientists, physicians, citizen advisory groups, trusted local 

officials, and national or local opinion leaders.  

Rule 5: meet the needs of the media. Be open with and accessible to 

reporters. Respect their deadlines. Provide information tailored to the 

needs of each type of media, such as sound bites, graphics and other 

visual aids for television. Agree with the reporter in advance about the 
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specific topic of the interview; stick to the topic in the interview. Prepare a 

limited number of positive key messages in advance and repeat the 

messages several times during the interview. Provide background material 

on complex risk issues. Do not speculate. Say only those things that you 

are willing to have repeated: everything you say in an interview is on the 

record. Keep interviews short. Try to establish long-term relationships of 

trust with specific editors and reporters.  

Rule 6: speak clearly and with compassion. Using clear, non-technical 

language to communicate with all stakeholders is crucial to achieve an 

effective communication. Be sensitive to local norms, such as speech and 

dress. Strive for brevity, but respect people’s information needs and offer to 

provide more information. Use graphics and other pictorial material to 

clarify messages. Personalize risk data: use stories, examples, and 

anecdotes that make technical data come alive. Avoid distant, abstract, 

unfeeling language about deaths, injuries and illnesses. Acknowledge and 

respond (both in words and with actions) to emotions that people express, 

such as anxiety, fear, anger, outrage, and helplessness. Use risk 

comparisons to help put risks in perspective; but avoid comparisons that 

ignore distinctions that people consider important. Always try to include a 

discussion of actions that are under way or can be taken. Promise only 

that which can be delivered, and follow through. 

Rule 7: plan carefully and evaluate performance. Begin with clear, explicit 

objectives—such as providing information to the public, providing 

reassurance, encouraging protective action and behavior change, 

stimulating emergency response, or involving stakeholders in dialogue and 

joint problem solving. Evaluate technical information about risks and 

know its strengths and weaknesses. Identify important stakeholders and 

subgroups within the audience. Aim communications at specific 

stakeholders and subgroups in the audience. Recruit spokespersons with 

effective presentation and human interaction skills. Train staff—including 

technical staff—in communication skills: recognize and reward 

outstanding performance. Pretest messages. Carefully evaluate efforts and 
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learn from mistakes.  

4.4.3. Risk communication procedure 

Risk communication takes us from a top-down approach to an approach with a  

two-way exchange of information and perspectives. The top-down model 

presumes that experts are the only one who understand the real risks and then 

impart information to the public. Involving stakeholders means more than just 

having a consumer representative on your committee: it also means researching 

the needs and values of them. 

Two other important factors in risk communication are to foster trust and 

openness. Trust is easy to lose and very hard to win back. A vivid example of this 

occurred in the United Kingdom after the BSE (‘mad cow disease’) incident. The 

authorities feared that if the public were given the real risks, they would avoid 

every related decision. While this may sometimes be appropriate, people do not 

like a ‘cover-up’. It is very important that people feel that they are being told 

everything. 

Successful risk communication begins from the very beginning of the risk and 

provides useful information for assessing the risk. The components of risk 

communication include its goals, information framework, target population, 

information source, information channel, communication process, and conflict 

and dialogue. It involves acquiring information and opinions regarding certain 

issues, making the process of risk assessment open to all concerned parties, and 

sharing the results of all of the discussion or assessment. Thus, it is a 

comprehensive system of information exchange and consensus-building, not just 

delivering particular information. The principals of risk communication include 

making the public a legal partner, carefully design and evaluation, being honest 

and open, cooperation and collaboration with other reliable bodies, and clear 

interpretation (Covello 1998). 

At the beginning of risk communication, a clear goal and key information system 

should be set. The common barrier to effective communication is the lack of clear 



 

- 84 - 

goal and key supportive information. The public can be confused by scientific 

terminology that they either cannot understand or feel that they can do nothing 

with. The argument should be translated into the things that are associated with 

and understandable to the public. After the goals and information system have 

been established, the risk communication information should be delivered 

accurately and in a timely manner. There is a kind of conflict between accuracy 

and time because to certify that information is valid can take some time. If 

unchecked, false information is released, this can mislead the public and 

eventually lead to public distrust of the regulators. 

The best practice for effective risk communication involves five components. Risk 

communication always requires the involvement of different groups. It is crucial 

to build, maintain, or restore public trust. This is extremely important for 

departments that are responsible for releasing information about the emergencies 

or crises. Furthermore, these different groups, who have different preferences for 

decision-making due to their different viewpoints (Peter Sandman1983), need to 

achieve consensus for the better implementation of risk management measures. 

Second is early announcement through which to attract the public’s attention and 

act as a warning of the situation. The other practices include being transparent, 

respecting the public’s attention, and planning in advance (WHO 2004). 

4.4.4. Risk communication skills 

To implement risk communication, the following four points should be considered: 

When to communicate? Who to communicate with? What to communicate? And 

how to communicate?  

To address the problems such as lack of the trust, perceptions of a “villain” in the 

story, misinformation, media coverage, and emotional dynamics in the public, the 

following questions should be answered, such as:   

When should you enter into a dialogue?  

Is there sufficient time?  
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Can you quickly research who and what influences community opinions?  

When do you include stakeholders? When do you plan the process, set the 

goals, and outline the opinions? 

When should the decision be made? 

There are many relevant stakeholders in a given issue, such as government, the 

general public, the media, the scientific community, industry and the health sector. 

All of them have their own interests and concerns in the emergency, thus the 

following issues should be identified: 

Who will be most interested in this issue? 

What is known about the interests, fears, concerns, attitudes and the 

motivation of the stakeholders? 

What authorities are responsible for determining and implementing 

policies? 

Are there organizations that form effective partnerships? 

Who can provide advice or scientific expertise? 

The scientific evidence such as data, facts and figures should be provided to the 

public meet their concerns, with the support of existing policies including 

requirements and regulations. Some rules should be followed to deliver 

information to the general public, such as: 

Ensure you understand the information needs of your audience 

Explain the information in simple language and avoid too many technical, 

jargonistic terms 

Avoid oversimplifying, as you may be seem to be ill-informed or hiding 

the truth. 

Inspiring trust, being attentive and maintaining open dialogue are three basic 

principles to build effective communication. The following questions should be 

asked when you are communicating on an emergency issue:  

What type of participation tool should be chosen to address your audience?  
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Where, when and under what circumstance will the discussion take place?   

What tone should be used? 

How formally should the situation be handled? 

4.5. Application of risk communication in public health 

Risk communication is very useful and widely applied for all kinds of risk 

management. In public health, risk communication can be used for the following 

purposes: to notify and communicate with the public and associated groups about 

the risk of some situations or medical techniques, information exchange and 

discussions about the decisions underlying public health strategy adaptation, and 

to provide information to the public and help them to make a choice of whether to 

follow the advice to minimize their risks. Risk communication is applied for the 

whole process of disease control, from epidemic warnings to emergency response, 

for routine health promotion, facilitating behavioral changing and in adopting 

preventive interventions, helping an individual to make a choice such as about 

whether or not to undergo a medical treatment, to help individuals adjust their 

behavior regarding an event that has already occurred (USCDC 2002). 

The application of risk communication in the public arena is not the same as 

communication between doctors and patients. It often involves where events have 

occurred that cause concern for the whole of society, and may even lead to 

massive panic such as the epidemic of SARS, avian flu, or other unknown disease 

outbreaks. If poor risk communication occurs, negative consequences can follow. 

The government might lose the public’s trust as they release contradictory 

information or be found or thought to hide information. This will lead to the 

difficulty in the implementation of future good policies that can protect public 

health. The public might be misled by inappropriate information or suggestion and 

even adopt some false unhealthy choices (Balicer, Omer et al. 2006; Humphreys 

and Solarsh 2008). 

To effectively promote health, it is necessary to facilitate good risk 

communication. Researchers think this should be achieved in the following 
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aspects. First, risk communication should be two-way. It should not be one-way 

from expert to the public and aimed at simply persuading the public to accept the 

idea. The public’s perception to risk is influenced by their environment, which 

will determine their behavior. Risk communication can be much more effective if 

the public’s concerns are taken into account. Second, stakeholder participation is 

crucial. The uncertainty of risk and the change of environment require the full 

participation of all stakeholders in the decision-making process. This emphasizes 

respect for different opinions. Furthermore, the process of risk communication 

should not only be a tool to appease public anger at the crises. It should be part of 

the development and decision-making process and become a reference for the 

regulators to manage the risks, and to develop preventive methods to reduce the 

risk. 

One of the examples of the application of risk communication is from the area of 

food safety. The public have ongoing concerns about the safety of their food, 

including food additives and food-processing procedures. If this issue is well-

managed and surveillance reports are promptly released, the public are less 

worried about risk. However, if there is a food-borne disease outbreak or if reports 

are released about poor food hygiene, the public’s concerns about the food safety 

increase.  

Risk communication is applied during this situation. It is reported that the risk 

communication process can address the different perspectives. These differences 

should be considered when developing risk management framework to reduce the 

misunderstanding and facilitate cooperation among stakeholders.. Also, the 

consumer’s confidence in food safety should be enhanced. The strategy for the 

risk communication process will set the priorities within regulatory systems and 

designate responsibly for prevention and management of food risk (Stark, Regula 

et al. 2006; van Kleef, Frewer et al. 2006). 

Risk communication is also applied in public health emergencies. The intentional 

or unintentional introduction of a disease outbreak in a setting often presents 

severe communication challenges. Risk communication as a science-based 
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approach for communicating effectively in high-concern situations may provide a 

set of principles and tools for meeting those challenges. In 1999, risk 

communication was provided around the West Nile virus epidemic in New York 

City. It gave practical information on how perceptions of the risks associated with 

a disease outbreak might be perceived and how communication would be best 

managed (Covello, Peters et al. 2001). Poor risk communication tends to hide a 

situation to avoid fear of the public during emergency. The public then turns to 

other information channels and some of them even provide false guidelines. 

Experts and administrative departments must promptly release epidemic data, 

inform people as to what measures are already being taken, and give appropriate 

practical guidance to the public on how to respond correctly. Moreover, the risk 

communication process also needs to involve the local health workers, who have 

an important role in disease control (Ran 2006). 

4.6. Risks Communication of Immunization Practice 

Immunization, as a widely implemented public health practice, involves the 

participation of a huge population and many stakeholders. Program managers in 

different countries recognize more and more, that communicating risks to these 

different groups is a necessity. The current risk communication of immunization 

practice mainly look at the risks insufficient immunization coverage and the risks 

of vaccines, particularly from new vaccines. 

4.6.1. Major risk issues in the immunization practice 

4.6.1.1. The risks of missing immunization programs 

Successful immunization programs have reduced the burden of a number of 

infectious diseases on a global scale. However, this success sometimes 

overshadows the existing threat of vaccine-preventable diseases. In some cases 

this means that many people do not immunize their children,  leaving 

communities open to the threat of both communicable diseases and the loss of 

herd immunity. Maintaining confidence in the necessity, tolerability and safety of 

immunization program is of great importance for public health today (Balinska 
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2004). 

The transitory population, as indicated in chapter 3, have low access to 

information channels in the communities they move into. Meanwhile, this group 

tend to be less attentive than the local community with their children because they 

either leave their children at home or they have long work hours,  hence they are 

less likely to actively search for immunization services. Immunization for children 

of the transitory population relies on the efforts of service providers and the 

community to inform and convince them to maintain immunization coverage for 

their community, as well as the population as a whole. 

The consent of one person with parental responsibility for a child is usually 

sufficient to allow the child to be immunized. But convincing parents that 

immunization is in the best interests of the child is not easy and seems to be 

getting more difficult than before. Some parents have negative views on 

immunization, while others do not want to take responsibility for giving the 

necessary consent as they think this may bring trouble to them. It is the duty of 

each healthcare professional to communicate effectively and share knowledge and 

information with other members of the primary healthcare team. 

To alert the public and the government about the immunization implementation in 

certain population, more complete data on true, perceived and unknown 

immunization risks are necessary. A concerted effort is needed to improve the 

benefits of risk communication at all levels. The medical community should play 

a key role for improved communication (Dittmann 2001) 

4.6.1.2. Risks connected with the vaccine safety 

The most common safety concern regarding immunization is of adverse events 

following immunization (AEFI). Most live-attenuated virus vaccines, such as the 

Measles-Mumps-Rubella Vaccine, usually need to let a live organism replicate in 

the vaccinated individual over a period of time (days or weeks) in the same way 

as the natural infection to produce an immune response. While this process does 
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not lead to the disease since the vaccine virus is weakened, for some vaccines, in 

rare cases, a mild form of the disease may occur such as a rash or fever. 

Furthermore, both live-attenuated and inactivated vaccines contain substances 

from their manufacturing procedures, such as aluminum phosphate or aluminum 

hydroxide. They can lead to nodules in the inoculation site. 

Many issues about vaccine safety remain unclear. For example, there is potentially 

a link between thimerosal-containing vaccines and acute lymphoblastic leukemia 

Studies need to be done to analyze the current understandings of the use of 

thimerosal as a preservative and its potential risks. Similarly, there are alleged 

associations between aluminum-containing vaccines/macrophagic myofasciitis 

and general systemic complaints; a possible link between vaccination and 

autoimmune pathology; and a hypothetical link between measles-mumps-rubella 

vaccination and autism. 

Concern about vaccine safety has negative impacts on immunization practice as 

parents may excessively worry about the risk of AEFI, rather than the issues cause 

by failing to vaccinate their children. This becomes even more of a risk when a 

severe case of AEFI, such as a death or AEFI among a particular population 

occurs. These cases spread widely through multimedia, especially the internet, and 

damage the public’s confidence in immunization. Examples include the loss of 

MMR coverage rate in British in 1990s because of an unsubstantiated link 

between MMR vaccine and autism stemming from a 1998 paper by the now 

discredited Dr Andrew Wakefield and colleagues.  

Creating an encouraging environment for immunization can be achieved by the 

whole immunization program delivery system placing a high value on vaccines 

and vaccination, supported by evidence-based information. It is crucial that 

international organizations, the media, and industry play a role in communicating 

this information devising strategies for its dissemination (François, Duclos et al. 

2005). 
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4.6.2. Confronting risks, communicating with stakeholders 

It is crucial for those working in the field to be able to communicate the benefits 

of vaccination, the known side effects of vaccines, and the safety and efficacy of 

vaccines, to parents in order to allay their fears. Risk communication is widely 

applied in the immunization area because as a public health intervention, its 

viability is particularly susceptible to public perceptions, especially since it is so 

reliant on herd immunity. Irrational behavior that threatens the effectiveness of 

vaccination programs may come from partial public perceptions created by media 

portrayals of health risks which are hope to be resolved through better public 

communication. Rational public behavior toward immunization can only be 

obtained by communicating full and accurate information  about its risks and 

benefits (May 2005). In the United States of America, communication about 

childhood vaccine risks and benefits has been legally required in pediatric health 

care ever since 2000 (Terry, Doren et al. 2002). 

Successful immunization programs have reduced the burden of a number of 

infectious diseases meaning that the public lose some fear of vaccine-preventable 

diseases. This has allowed the focus to shift towards the risk of immunization. 

These concerns, either real or perceived, have cast a shadow over these 

achievements and possibilities, makes it increasingly difficult to convince the 

public to accept immunization, raising the spectre of resurgence of VPDs (Chen, 

DeStefano et al. 2001). Maintaining confidence of the public to immunizations is 

of great importance. However, the complexity of risks connected with both 

vaccine-preventable diseases and with immunization is difficult for the public to 

understand. In order to determine what can be done to avoid damage to current 

and future immunization programs, and how risk communication can be improved 

requires more complete data on true, perceived and unknown immunization risks. 

This means that our research capabilities, as well as surveillance and vaccine 

safety programs must be strengthened, and factors influencing public sentiment 

need to be critically examined, taking into account that public perceptions of risk 

vary depending on the characteristics of risk. The medical community should play 
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a key role in improving risk communication around immunization (Dittmann 

2001). 

During the risk communication process, it is noted maintaining an honest and 

open discourse on immunization’s benefits and risks is crucial to overcoming the 

misinterpretation of information about vaccination, as well as the acceptance of 

misinformation (Pless 2000). Creating a positive environment for immunization 

can be achieved by repositioning the value of vaccines and vaccination, supported 

by evidence-based information. The role of international organizations, the media, 

and the industry in the implementation of communication strategies was discussed 

and the impact of litigation issues on vaccination was evaluated (François, Duclos 

et al. 2005). 

In scientific studies, purported vaccine risks that are truly attributable to vaccines 

are identified. For example, in Europe, in a collaborative effort, volunteers from 

academic institutions, vaccine licensing authorities, public health institutes, 

governmental organizations, safety units within the vaccine manufacturing 

industry and practicing physicians are working together to precisely define 

‘Adverse Events Following Immunization’ (Balinska 2004). An international 

group of experts was convened to review the current concerns around the use of 

thimerosal as a preservative and its potential risks; the suggested link between 

thimerosal-containing vaccines and acute lymphoblastic leukemia; the alleged 

association between aluminum-containing vaccines/macrophagic myofasciitis and 

general systemic complaints; a possible link between vaccination and autoimmune 

pathology; and a hypothetical link between measles-mumps-rubella vaccination 

and autism. 

Risk communication in the immunization field identifies that the stakeholders for 

immunization include not only the government and the person who receive  the 

immunization, but also providers, parents, journalists, public health workers, 

epidemiologists, those from the vaccine industry and even those from the Anti-

Vaccination Lobby. It is important to parents that their primary provider gives 

them the information. Meanwhile, it is also important for immunization providers 
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to understand parents’ beliefs and how will that affect their choice to 

immunization. 

4.7. Conclusion 

This chapter introduces the theory, progress and application of risk 

communication, and illustrates that a number of risks occur within routine 

immunization programs. Risk communication helps to bring together the 

understandings of a particular issue and improve stakeholder awareness of the 

situation so that they can improve their decision-making ability to face risks. 

Sustainable risk management requires government to set up risk communication 

and decision-making mechanisms.  

The public health practice of immunization has different meanings to different 

groups of people. It needs to be understood within the larger social, cultural and 

economic context. Capacity-building for the whole immunization program 

requires a multidisciplinary perspective to ensure the credibility and robustness of 

social, economic and scientific inputs. This chapter points out that public health 

programs involve not only individuals but also whole populations as well. Risk 

communication is no longer simply a tool to advocate and persuade individuals to 

accept a public health practice. Rather, it should be a part of the policy-making 

process and facilitate the participation of the whole community in the 

implementation of the program. In the next chapter, the researcher will describe 

the research questions and methodology of this research. 

 

Chapter V: Conceptual Framework and Research 

Methodology 

5.1. Introduction 

Chapters 2 to 4 mainly reviewed the Expanded Program on Immunization, the 

transitory population in China, and the characteristics and development of risk 
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communication as a strategy for addressing public health challenges. This chapter 

will introduce the core part of this study, the conceptual framework and the 

research methodology. 

The conceptual framework explains the relationship between factors underpinning 

immunization services for children of the transitory population, as well as the 

links with the methodology to address this study’s research and focus questions. 

The research methodology consists of research questions, aims and objectives, the 

study design, data collection methods, data analysis, and ethical issues, illustrating 

the way that the research questions are answered and the research aim is achieved. 

5.2. Conceptual framework of the study 

Figure 5.1 shows a conceptual framework for this research. This research involves 

three fields: immunization, transitory population and risk communication. The 

research location is Hangzhou, the capital of Zhejiang Province, an eastern 

Chinese province with a fast-growing economy. The target population for this 

research involves the transitory population, and stakeholders include health 

officials, experts, the staff of immunization programs, and local health workers. 

This research is first based on a comprehensive literature review, including the 

achievements and challenges of the Expanded Program on Immunization, the 

historical evolution and the health impacts especially the impacts of immunization 

on the Chinese transitory population, as well as risk communication strategy 

development. Hence the existing gaps within the immunization of children of the 

transitory population were identified as: the low coverage rates within this 

population, the emerging misunderstanding of immunization practice, and lack of 

trust and cooperation concerning immunization for the transitory population. This 

research has employed evidence-based qualitative and quantitative studies, 

including document review, stakeholder analysis, and interviews, to further 

understand the nature of risk communication around immunization among 

children of the transitory population and to provide strategies for improving the 

immunization coverage rates among this population through risk communication.
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Figure 5.1: Conceptual Framework of a Study on Risk Communication for 

Immunization of Children of the transitory population in China
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5.3. Research Methodology 

5.3.1. Research Aim 

This research aims to investigate the role of risk communication and future strategies 

for improving the immunization coverage of children of the transitory population in 

Hangzhou, China 

5.3.2. Research Question 

‘What is the role of risk communication, and what might be future strategies for 

improving immunization coverage for children of the transitory population in Hangzhou, 

China’. 

5.3.3. Research Objectives 

A number of objectives have been developed to address the research question outlined 

above. These include: 

1. To determine who are the stakeholders involved in risk communication regarding 

immunization for the children of the transitory population?. 

2. To assess the roles and needs of different stakeholders for improving immunization 

coverage among children of the transitory population. 

3. To investigate the reason for the lack of communication and collaboration between 

different stakeholders. 

4. To develop a risk communication framework for improving the immunization 

coverage of children of the transitory population. 

A summary of research question, objectives, and methods can be seen in Table 5.1. 
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Table 5.1: Summary of research aim, questions, design, data collection technique and analyses 

Aim Research 

Question 

Focus Questions Research design Data collection 

techniques 

Data analysis 

To investigate 

the role of risk 

communication 

and future 

strategies for 

improving the 

immunization 

coverage of 

children of the 

transitory 

population in 

Hangzhou, China  

 

 

 

What is the role 

of risk 

communication, 

and what might 

be future 

strategies for 

improving 

immunization 

coverage for 

children of the 

transitory 

population in 

Hangzhou, 

China’ 

 

 

 

 

 

 

Who are the stakeholders involved 

in risk communication regarding 

immunization for the children of 

the transitory population? 

Qualitative study - Document review 

- In-depth 

interviews 

- Focus Group 

Content analysis 

What are the roles and needs of 

different stakeholders to improve 

the immunization coverage 

amongst children of the transitory 

population? 

- Qualitative 

- Quantitative 

survey (for 

comparative needs 

and expressed needs) 

- In-depth 

interviews 

- Secondary data 

collection 

- Qualitative 

study: Content 

analysis  

- Quantitative 

study: 

Descriptive 

analysis 

Why is there a shortage in 

communication and collaboration 

between different stakeholders? 

Qualitative study - In-depth 

interviews 

- Focus Group 

Content analysis 

What is the risk communication 

framework for improving 

immunization coverage for 

children of the transitory 

population? 

Qualitative study - Document review 

- In-depth 

interviews 

- Focus groups 

Content analysis 
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5.3.4. Research Method 

The use of quantitative and qualitative approaches in research is complementary. 

Qualitative and quantitative methods can benefit from each other by providing different 

points of view to see the whole picture, possessing both depth and generality of data, 

and ensuring the reliability and validity of the information. Qualitative research can be 

used as source of hypotheses for quantitative testing and also as a follow-up to explain 

and expand on the findings of the quantitative research. This study is, by its nature, 

exploratory research. It applies mainly qualitative research methods including 

interviews and focus groups to collect the target population’s opinions and ideas and 

explain what has happened in the community instead of accurately measuring the 

dimensions of certain issue such as the immunization of children of the transitory 

population. As a result, quantitative secondary data collection method has been 

conducted within limits. The main features of quantitative and qualitative research are 

listed in Table 5.2. 

Stakeholder Analysis 

Stakeholder analysis is a kind of qualitative research method. Stakeholders are the 

people who influence certain issues, or whose life and work is influenced by the issue. 

This tool is widely used in fields including business management, international relations, 

policy development, and participatory research (Babiuch and Farhar 1994; Baker and 

Nofsinger 2012; Yang 2014). We can apply it to understand systems where researchers 

want to discover existing patterns of interaction and assess the respective interests 

within the system (Chu, 2005; Xia, 2015).  

This study explores the stakeholders for immunization in Hangzhou, China, listing 

different groups, the organizations to which they belong, their function within 

immunization work, and their activities. Thus, this study describes who the stakeholders 

are, how they affect immunization practice for children of the transitory population, and 

what role this work plays in their life. These include stakeholders who directly interact 

with immunization practice, such as parents and health workers, and also those with less 

direct relationships to the immunization service, such as government departments, or 

experts from academia (Chu, 1998; Chu, 2005; Phung, 2012). 
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Table 5.2: Features of Qualitative & Quantitative Research 

Qualitative Quantitative 

"All research ultimately has a 

qualitative grounding" 

- Donald Campbell (Miles and 

Huberman 1994) 

"There's no such thing as qualitative 

data. Everything is either 1 or 0" 

 - Fred Kerlinger (Miles and Huberman 

1994) 

The aim is a complete, detailed 

description to objects. 

The aim is to classify features, count 

them, and construct statistical models in 

an attempt to explain what is observed. 

The researcher may only have a rough 

idea of what he/she is looking for.  

The researcher knows clearly in advance 

what he/she is looking for.  

Recommended during earlier phases 

of research projects. 

Recommended during latter phases of 

research projects. 

The design emerges as the study 

unfolds.  

All aspects of the study are carefully 

designed before data is collected. 

The researcher is the data-gathering 

instrument. 

The researcher uses tools, such as 

questionnaires or equipment to collect 

numerical data. 

Data is in the form of words, pictures 

or objects. 

Data is in the form of numbers and 

statistics. 

Subjective: an individual’s 

interpretation of events is important 

e.g., uses participant observation, in-

depth interviews  

Objective: seeks precise measurement 

and analysis of target concepts, e.g., uses 

surveys, questionnaires. 

Qualitative data is more 'rich', time-

consuming, and less able to be 

generalized.  

Quantitative data is more efficient, able 

to test hypotheses, but may miss 

contextual detail. 

The researcher tends to become 

subjectively immersed in the subject 

matter. 

The researcher tends to remain 

objectively separated from the subject 

matter.  
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Needs Assessment 

Needs assessment analyses four types of needs of the community members classified by 

Bradshaw as normative needs, felt needs, comparative needs and expressed needs 

(Carver, Ward et al. 2008). This framework was put forward in the WHO-WPRO 

Regional Guidelines for the Development of Healthy-Workplaces for defining needs in 

the workplace setting (Chu, Harris et al. 2000). The details of needs assessment can be 

seen in Table 5.3. 

Normative needs are those defined by experts, such as top-level management, 

professionals and international organizations. For this study, information has been 

gained from national and provincial-level health experts, as well as government-

released reports on the need to improve immunization among children of the transitory 

population. 

Felt needs are the needs that the community perceives that they have regarding their 

health issues. This study has explored what the local community has said that they need 

to improve their immunization coverage. The information is from the whole community, 

and includes their expectations, the barriers to implementation, available resources, 

what has been done, and the plans for the future. The informants include the transitory 

population, local health workers, and other local residents in Hangzhou. 

Expressed needs are the needs expressed, or demonstrated through action or by other 

means,  by community members. This study looked at the needs expressed by the 

community (the transitory population, local residents, and health workers) and decision 

makers in the health sectors to support the immunization program. The information was 

gathered through interviews, observations, and document review.  

Comparative needs are the needs that are explained by comparison, in this case, 

between the immunization coverage of children of the transitory population and local 

children. The data was gathered by interviews and document review.  



 

- 101 - 

Table 5.3: Details of the need assessment of immunization among children of the 

transitory population in Hangzhou, China.  

Type of needs Method Informants Information 

Normative needs - In-depth 

interviews 

- Reports and 

documents 

- Decision-makers 

in health sectors 

at the central and 

district levels 

- Government 

reports 

- Strengths and 

weakness of the 

immunization 

program  

- Guidelines for the 

immunization 

program  
 

Felt needs - In-depth 

interviews 

- Focus group 

discussion 

- Decision-makers 

in health sectors 

at the central and 

district levels 

- The transitory 

population 

- Local residents 

- Health workers 
 

- Challenges 

- Strengths 

- Weaknesses 

- Value and 

perspectives 

- Hopes 

- Future plans 

Expressed needs - Interviews 

- Observation 

- Document 

review 
 

- Decision-makers 

in health sectors 

at the central and 

district levels 

- The transitory 

population 

- Local residents 

- Health workers 

- activities at central 

and regional levels 

- activities at the 

community level 

- Risk issues around 

immunization among 

the transitory 

population 

Comparative 

needs 

- Interviews 

- Document 

review 
 

- The transitory 

population 

- Local residents 

- Health workers 

- activities at the 

community level 
 

 

Case Study 

In addition to the needs assessment, two case studies were conducted in two selected 

transitory population families. The two families were selected to represent one family 

with good resources, and another with limited resources who is more isolated. 

Examining two families with opposite characteristics exposes the different barriers and 

needs toward immunization services for children of the transitory population.  

Case studies are an empirical inquiry through observation and analysis of cases to draw 

out rules and experiences (Chu, 1994; Phung, 2013). Case studies focus on 
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contemporary phenomena. They are suitable for studying complex social affairs as it 

provide concrete example for decomposition and analyze. From the case study, multiple 

variables of interest and results could be described and compare with theory. 

Community Empowerment 

The framework of Community Empowerment enables individuals and communities to 

gain access to information, networks, resources, and decision-making (Chu, 1994; Xia, 

2015). The goal of empowerment is realizing the individual’s goal of development. It is 

a certified effective theoretical framework for health-promotion activities. Within this 

framework, the individuals choose and seize opportunity to improve their own health 

status with the precondition that health service providers should make sure that 

resources are supplied and distributed properly. Policy-makers should provide a 

supportive social environment. Subsequently, the framework aims to make the 

individual form a desire to acquire and control the resources. Empowerment is suitable 

for vulnerable populations who have less access to resources and information and hence 

have difficulty participating in decision-making processes. 

5.3.5. Study Location 

The location of this study was Hangzhou, China. Due to the prosperity of the economy 

there, the scale of the transitory population will keep increasing. 

5.3.5.1. Profile of Hangzhou 

Hangzhou is the capital of Zhejiang Province in the east of China. It is located on the 

Fuchun River at the head of Hangzhou Bay and handles river traffic through its port. It 

is located in the northeast of Zhejiang Province. It is also a rail hub with important links 

to Shanghai and the end of the Jing-Hang Canal. After the economic reforms of 1980, 

Hangzhou has been developed into a major industrial complex. Manufacturing is now a 

major industry, including silk and cotton textiles, iron and steel products, motor vehicles, 

pharmaceuticals, cement, rubber, paper and bamboo products, chemicals, machine tools, 

electronic equipment, and processed tea. Hangzhou governs eight districts, three 

county-level cities and two counties. The total area is 16,596 square kilometers 

including an area of 3,068 square kilometers in the city proper. According to the 5‰ 
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population sampling survey in 2009, the population of long-term residents reached 

8.100 million. The population density is 488 people per square km. 

Hangzhou is a developed city in mainland China with a strong economy. In 2017, the 

Gross Domestic Product (GDP) of Hangzhou arrives 1255.6 billion Yuan, over 2 times 

of that in 2009 (510 billion), up by 8.0% at comparable price over the previous year. 

The GDP per capita calculated by registered residents was 134 thousand Yuan, also 

increasing for several years. Hangzhou's comprehensive economic strength continued to 

rank in the first group of all provincial capitals and all sub-provincial cities. It won the 

title of "Mainland China’s Best Commercial City" by "Forbes" Magazine and host very 

important meetings such as G20 summit, Asian Games, etc. It is listed as first in the 

2009 Happiest Cities of China (Mainland) according to "Oriental Outlook" Xinhua 

News Agency. It has eighty-one civilian enterprises among the top 500 in China, and 

Hangzhou has ranked first for seven consecutive years. 

Hangzhou is also the cultural center of Zhejiang Province. Education facilities and 

science are encouraged: there are thirty-five colleges, numerous polytechnic schools, 

and more than eighty natural science research institutes. The total number of college 

students in Hangzhou prefecture is 269,800, while in all the eleven prefectures of 

Zhejiang Province the total number of college students is just 0.65 million. In addition, 

Hangzhou also has rapidly developing culture, sanitation, increasingly improved 

housing situation and community environment. It has been honored as the National 

Hygienic City and National Environment Protection Model City. In October 2001, 

Hangzhou won a United Nations Human Habitat Award and the honor of International 

Garden City. Hangzhou had more than 20 million tourists every year and nearly 1 

million of them are from overseas (Zhu 2005). 

5.3.5.2. Population Trends in Hangzhou 

Hangzhou is a big city with 946.8 million local population in the who city in the end of 

2017. For the population with local Hukou, the number increases steadily with a natural 

growth rate of 3.42 per mill and an annual internal migration of around 20 000 who 

obtain a local Hukou system. 

However, beside the registered population, due to the Hukou system, there are still 
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many people with either temporary registration or no registration in Hangzhou, and the 

number is increasing. Before 1978, like all the other areas in China, Hangzhou followed 

the Planned Economy and residents were directed by the government as to where to 

move. Therefore, population migration was strictly controlled by the government with 

only a few temporary residents. From 1978, with the economic boom, more and more 

people have entered urban areas to do manual work or to be in business. Based on the 

statistics from Hangzhou Bureau of Public Security, at the end of 1985, there were 138 

000 temporary residents in the urban area. The rate of temporary residents has changed 

from 4.2% in 1955 to 11.08% in 1985. In recent years, population movement keeps 

increasing. By the end of 2017, the registered population (with Hangzhou hukou) was 

about 6 million while the total number of long-term residents reached 9.4 million, the 

rate of temporary residents became 15.63%. Furthermore, it is estimated that many 

people who move to Hangzhou and are even not temporarily registered. It is reported 

that the total number of transitory population in Hangzhou is over 2.93 million 

(Hangzhou Statistic, 2018).  

5.3.5.3. The Transitory Population in Hangzhou 

The transitory population moves to a new place primarily to pursue a better life. 

Hangzhou is economically prosperous and provides many employment opportunities. 

Thus, the transitory population in this city can usually find a job and earn more than 

they can in their hometown. However, this amount is still much lower than the local 

population and the jobs they take are often tough, with heavy workloads. Many of them 

are engaged in blue-collar positions as painters, construction workers, and drivers. Some 

work for nearly ten hours every day and have no weekends and holidays. The education 

level of the transitory population is also lower.  

5.3.5.4. Population Health in Hangzhou 

The capabilities of the public health and basic medical services in Hangzhou continually 

keeps improving. By the end of 2017, there were 4 933 medical treatment institutions of 

various kinds, including 302 hospitals and 15 disease prevention and control centers. By 

the end of 2017, there were 1275 community health service centers/stations. There were 

110 000 health workers in the city, including 41 800 practicing (assistant) doctors and 

46 300 nurses. The number of hospital beds owned by Hangzhou reached 70,000. The 
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city's mortality rate of newborns and that of children below age five dropped from 

4.43‰ and 6.20‰ of year 2008 to 1.73‰ and 2.27‰ respectively. Hangzhou won the 

title of the National Health City. All these efforts bring a better public health service to 

the residents of this city (Hangzhou Statistics, 2018). 

With its good health service system, people in Hangzhou continue to experience 

extended life expectancy. The average life expectancy was 80.26 years for residents of 

Hangzhou (77.98 years of men and 82.76 years of women), which was equivalent to the 

level of developed countries. 

On the other hand, the health status of transitory population in Hangzhou is not 

satisfactory. They face more difficulties in achieving better health. As they are not very 

familiar with their new environment, they cannot make full use of health care 

infrastructure. Also connections between them and the health care system are not good 

enough. The public health service sometimes cannot reach this population. Some field 

surveys show that the health check rate before marriage for the transitory population in 

Hangzhou is much less than that of the local residents (85.3% compare with 98.99%), 

and the prevalence of infectious diseases in the transitory population is higher than that 

of local residents. For example, in 2006, there were 181 cases of measles among the 

transitory population while the number among local residents was only 137.  All 

fourteen cases of epidemic encephalitis B in Hangzhou have been in the transitory 

population. Since the number of local residents is still higher than the transitory 

population, the morbidity of these diseases is much higher among the transitory 

population. Furthermore, surveys show that 90% of the transitory population feel lonely, 

65% of them feel that it’s difficult to be a part of society, and 48% of them worry about 

being mistreated. 

The transitory population comes to the new place mainly to pursue a better life than 

their economic hardship hometown. Hangzhou currently has great economic prosperity, 

which provides many employment opportunities. Thus, the transitory population in this 

city can usually find employment and earn more than they can in their hometowns. The 

population survey illustrates that the majority of the floating population in Hangzhou 

are satisfied with their income. Many of them are engaged in blue collar positions such 

as painters, construction workers, and drivers. Some work for nearly ten hours every 
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day and have no weekends or holidays. Moreover, they also enjoy the other kind of 

public service in this city including public health service. 

5.3.5.5. Government Policy towards the Transitory Population 

The Hangzhou government has recognized the sharp increase of the transitory 

population and its impact on population health. Some government branches and 

agencies have put the transitory population into part of their work plans and pushed this 

work already. In September 2001, the prefectural government created a separate 

department to deal with issues associated with the transitory population.  

In the Education Department, since many children of the transitory population need to 

enter local schools, the Hangzhou Bureau of Education has required the education 

system to properly arrange school enrolment for this population and has helped to 

assemble education groups for the children of the transitory population. In urban areas, 

90% of public schools are required to permit enrollments by children of the transitory 

population, and there are five schools that provide services exclusively for these 

children. The total number of children from the transitory population in all the primary 

schools in 2017 was 25 000, covering 9.6% of all the primary school students in urban 

areas. 

The Hangzhou Commission of Family Planning has also identified the transitory 

population as a key to maintaining the One Child Policy in China. They have put focus 

into education and social activities for this population and have improved contraception 

education services for them. Recently, they released a policy to broaden the free social 

insurance for all families, including within the transitory population. 

The Hangzhou Public Security Bureau has simplified the process of applying for 

temporary registration to provide more convenience to the transitory population. With 

temporary registration, the transitory population can enjoy many of the same services as 

local citizens such as vehicle registration, and to ability to apply for business visas from 

Hangzhou instead of go back to their hometown as before.. 

Within the Hangzhou Health Bureau, many programs are now aimed at the transitory 

population. In the Branch of Women and Children, they have found that many children 
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and women in the transitory population have not been able to adequately access health 

services and have thus been exposed to health hazards. Strategies have been developed 

to target these problems. The Center for Disease Control and Prevention has now 

prioritized the transitory population within their work. They want to improve 

immunization coverage, decrease disease outbreaks in this population, improve the 

coverage of their health education and promotion activities,  and subsequently, to 

improve the transitory population’s health status. 

5.3.5.6. Immunization for Children of the transitory population in Hangzhou 

Immunization services in Hangzhou are well-organized with sufficient financial support 

from the local government. Routine immunization surveillance information shows that 

the immunization coverage rate has remained above 95% for several years among local 

children. However, it seems that they are yet to find effective measures for 

implementing immunization service for the transitory population. The coverage rate for 

children from the transitory population is much lower. Table 5.4 shows the 

immunization coverage rate of children fully vaccinated at their first birthday. 
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Table 5.4: Immunization coverage in transitory population, Hangzhou 

Indicators Local Population* Transitory population** 

BCG coverage rate (%) 99.77 85.4 

OPV coverage rate (%) 99.98 83.6 

DPT coverage rate (%) 99.86 85.1 

MV coverage rate (%) 99.64 82.7 

HBV coverage rate (%) 99.92 80.4 

Immunization records (%) 99.96 94.1 

* Source from Hangzhou local government statistics (HangzhouGovernment 2017). 

** Source from field survey in 2017. 

In order to improve the immunization of children in the transitory population, the 

Hangzhou Centre for Disease Control and Prevention follows the requirements of the 

national Ministry of Health and Zhejiang Provincial Health Department, providing free 

vaccines for all children, including children of the transitory population, demanding that 

local health workers routinely seek out the children of the transitory population and 

offer them information about immunization, implementing various kinds of advocacy 

activities to advertise the policy and the benefits of immunization to the public. 

Furthermore, booster vaccination campaigns are carried out for measles and polio 

immunizations, with children of the transitory population being the key target 

populations for these campaigns. Due to these efforts, immunization coverage for 

children of the transitory population has improved to a certain extent but is still much 

lower than that of the local children.  

As a result, the morbidity rates of many vaccine-preventable diseases, including measles, 

are very high among the children of the transitory population and most disease 

outbreaks occur within this population. Improving the immunization coverage rate 

among children of the transitory population in Hangzhou has become a priority for both 

the Centre for Disease Control and Prevention and the government. 

5.3.6. Data Collection Methods 

This process includes document review and qualitative study. The following methods 



 

- 109 - 

were applied: 

Qualitative Data Gathering Techniques 

In-depth interviews 

In-depth interviews were held in order to explore the normative needs, felt needs, and 

express needs of the health sectors and of communities regarding the immunization 

program, the implementation of the National Immunization Program, and information 

on needs, challenges and expectations. The details of the interview technique are as 

following: 

The interviewer used semi-structured questions to guide the interviewee, with questions 

being further extended depending on the respondent’s answers, understanding and 

perspectives. The participants included, 

 The coordinator and staff of the National Immunization Program at the national level in 

the Ministry of Health (two people) and the National Centre for Disease Control and 

Prevention (two people); 

 The coordinator and staff of the National Immunization Program at the provincial level 

in the Department of Health, Provincial and Prefectural Government Office (two people) 

and in the Provincial and Prefectural Center for Disease Control and Prevention (four 

people) in Hangzhou, Zhejiang Province;  

 Parents from ten families (twelve people); 

 Health workers from six immunization sites (twelve people); 

 Local residents (young parents) from ten families (twelve people); 

 Other community members including a local government manager (1 people), primary 

school teachers (two people), kindergarten teachers (two people), community policy 

makers (two people), clinical doctors (two people) and vaccine sales (two people). 

Focus group 

The focus group was held to assess the needs of, and to build agreement or commitment 

between related stakeholders in order to improve the National Immunization Program 

and to develop partnerships. Participants in the seminar included decision-makers from 

the health office (the health department in each level government, health workers, local 

community members, and representatives from the transitory population. There were ten 
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participants. All the invited institutions and stakeholders presented their expectations, 

plans and barriers for the implementation of the National Immunization Program. 

Observation 

Observation was applied to provide a description of the communities with transitory 

populations, such as their general condition, health services and social connections, and 

to observe the process of the National Immunization Program activities in selected 

communities (two communities in Hangzhou). 

Documents or report review 

In addition to the data-gathering mentioned above, document or report review was used. 

Documents reviewed include national and district work plans, status reports of the 

program performance, and suggested strategies for the National Immunization Program 

for children of the transitory population in Hangzhou. The documents were from health 

offices at the national, provincial, and prefectural level that are responsible for the 

National Immunization Program. The document review in this study focused on 

analyzing the following: national and local strategies on increasing immunization 

coverage and the current practice of the National Immunization Program among the 

transitory population in China. This included policy support and strategy development 

in the health sectors, partnerships between different sectors, community participation, 

and strategy development. 

Quantitative Data-Gathering Techniques 

Quantitative data from the recording and reporting system in health institutions were 

used as part of the needs assessment analysis. The data has been used to assess the 

comparative and express needs in the health sectors and community regarding the 

National Immunization Program. 

5.3.7. Data Analysis Techniques 

Data analysis is the process of looking at and summarizing data to extract useful 

information and develop conclusions. The key point is to maintain neutrality between 

the researcher’s viewpoint and the data collected. This study attempts to analyze the 
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data as objectively as possible in order not to affect the results. 

5.3.7.1. Qualitative Data 

The data was analyzed using a content analysis method based on ‘grounded theory’, 

which is applied in the analysis of interviews. This method involves coding the 

interview transcript and other collected data, such as the notes, into key concepts. This 

study analyzes the in-depth interviews and focus group by coding the main points of 

each participant from the transcripts, and also comparing these results to what other 

researchers have found in order to increase their validity. The qualitative data was 

analyzed through the following steps: 

1. Divide the information according to the objectives 

2. Categorize the information 

3. Develop a matrix and flow chart to sum up the information  

4. Identify the variables and relationship between variables 

5. Determine the confounding variables or intervening variables 

6. Find links, chains and facts logically.  

5.3.7.2. Quantitative Data Analysis 

The quantitative data was analyzed using the statistics software, SPSS. Descriptive 

analysis was undertaken to calculate the frequency distribution of variables. The 

statistical test was required to summarize or analyze the data. Data management and 

data cleaning was done prior to the data analysis process. The data was analyzed to 

describe the distribution frequency of immunization coverage in the children of the 

transitory population and to examine the relationship between variables. 

5.3.8. Validity and Reliability 

Validity and reliability reflect the quality of a study. Validity suggests that the analysis 

of study data collected and its interpretations truthfully reflect the views (meaning) of 

the research objects, while reliability indicates that findings are consistent where the 

same methods of data collection and testing have been used. While both are important,  

reliability is especially important for quantitative studies as it demonstrates the 

appropriateness of the measurements and tools used in the study, which allows for 
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quantitative generalization of representativeness (Dawson and Trapp 2001). For 

qualitative research, where the focus is on the in-depth explanation of concepts and 

meanings, validity is crucial for explaining motives and the meaning of behavior. 

5.3.8.1. Validity 

Internal validity 

Since this research is qualitative and exploratory in nature, it is important to ensure its 

validity rather than the representativeness of interviewees to a wider population. For 

quality control, this study has taken the following measures to ensure both internal and 

external validity: 

1. The researcher designed the interview guidelines in consultation with his 

supervisors and a number of experienced qualitative researchers. He has also 

been conscientious about wording questions to avoid subjective bias and to 

reduce potential misunderstandings or vagueness. 

2. The preliminary interviewing guide has been implemented many times prior to 

the field interviews to improve the content as well as the interviewers’ skills.  

3. The researcher has sorted the feedback on his initial analysis of interview results 

with interviewees and relevant stakeholders in the study.  

External validity 

To avoid discrepancies between reality and answers participants provided, the 

researcher tried to gain the participant’s full confidence, and to allow them freely 

express how they think and act by assuring them that they would remain anonymous. 

Furthermore, prior to the interviews, participants were assured that whatever they 

expressed would not impact on the service their children receive.  

Interviewers for this study were university students instead of public health practitioners. 

They were trained to ensure that they would conduct the interviews in a manner that put 

the participants at ease.   

5.3.8.2. Reliability 

As mentioned above, this study tried to get a high degree of participation from the target 

population. This is important to reliability because participants with have an earnest 
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attitude to participate in the interview. This study rigorously evaluated the methodology 

to make sure of its reliability and then tried to interpret the results properly. In the focus 

group, the notes also offer a useful method for addressing the issue of reliability.  

5.3.8.3. Triangulation 

A method for establishing the validity of qualitative data is triangulation (Golafshani 

2003). The Denzin (Denzin 1984) typology described six types of triangulation used in 

research, which are time triangulation, space triangulation, combined levels of 

triangulation, theoretical triangulation, investigator triangulation, and methodological 

triangulation. Meanwhile Guion (Guion 2008) proffered a different method of 

triangulation, including data triangulation, investigator triangulation, theory 

triangulation, methodological triangulation, and environmental triangulation. The most 

frequently used and most simple to implement is data triangulation (Cohen, Manion et 

al. 2000). Methodological triangulation can also be used to assess reliability (Silverman 

2005). This study used data triangulation to address the validity and reliability of the 

qualitative data. Several different data gathering techniques, such as in-depth interviews, 

the focus group and observation were used as a triangulation approach. The data were 

also analyzed by a group of researchers from different angles. 

5.3.9. Ethical Issues 

The ethics of research are important to the quality of the research, including the research 

publication funding. Research findings may be questionable if the research does not 

fulfil ethical requirements. Identifying and making strategies to deal with ethical issues 

is part of the evaluative rigor (Liamputtong and Ezzy 2005). 

This study has ethical clearance from the Griffith University Ethics Committee (see 

Annex 1: the Ethical Clearance). This study brought up potential issues around 

confidentiality and anonymity. For example, interviewees were kept anonymous and 

were not required to provide a signature. The participants were all told the goal of the 

research as well as the measures for preserving confidentiality and anonymity. 

Interviews among participants were carried out only when respondents provided 

informed consent. The informed consent form was accompanied by a brief explanation 

of the research using understandable language on:  
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1. the purpose of the data collection 

2. its benefits to the community 

3. its contribution to the scientific publication 

4. the right to feedback and particular follow-up procedures 

5. its voluntary nature  

6. the measures to ensure confidentiality  

Participants were free to withdraw or refuse to answer any question at any time and 

could request that a tape-recorder not be used. 

For the focus group, an ethics protocol was developed and shared with the focus group 

members prior to its commencement. This was designed to ensure that participants were 

aware of their rights and that confidentiality would be guarded. Participation was 

voluntary. 

All the information gathered from the participants remains confidential and data 

collection used anonymous forms. In the results publication, the information has hidden 

participants’ identity and location.  

5.4. Significance of the Research 

This research aims to translate the theory of risk communication into practice and solve 

contemporary problems. It seeks to provide the following benefits: 

1. Immunization programs face challenge from an increasing scale of internal 

migration. This research can identify the needs, the barriers to communication, 

and the role of each stakeholder concerning immunization for the children of 

the transitory population. 

2. It is hoped that the research will enable the development of a risk 

communication strategy to improve immunization coverage for children of the 

transitory population and improve health within this group. 

3. The risk communication tools developed could be applied in the broader areas of 

public health and elsewhere. 

To aid research development, this research can help to turn theory into practice as 

translational research, converting theoretical research into tools to addressing important 



 

- 115 - 

social health issues. 

5.5. Limitations and Strengths of the Research 

5.5.1. Limitations of the Research 

The limitations of this research are as following: the qualitative data was not 

specifically designed to explain the findings in the quantitative data. The qualitative 

data was developed to provide information on the government sectors’ challenges and 

needs, as well as the community perspective on the National Immunization Program for 

the transitory population. Links between quantitative and qualitative data are mainly a 

mutualism or supplement, in which the quantitative data identifies health-risk issues 

among children of the transitory population and explains how big the coverage gap is in 

order to identify means of improving the National Immunization Program from the 

transitory population’s point of view.  

Since the quantitative study used secondary data analysis, the information was restricted 

to existing data from the reporting system. This cannot provide information on the effect 

of other issues including the economic status of different transitory populations. 

However, other research has provided all kinds of results for this. 

5.5.2. Strengths of the Research 

This study applied a combined method of qualitative and quantitative methods. This 

combined method is more useful to address multi-determinant health issues and it can 

add meaning to numbers or figures as well as providing a strong evidence base (Johnson 

and Onwuegbuzie 2004).  

This research goes beyond identifying barriers and issues concerning the immunization 

for children of the transitory population, and has devised a potential model of risk 

communication to improve immunization coverage for these children in line with their 

needs, as well as providing scenarios to overcome the barriers in implementing this kind 

of public health programs. 
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5.6. Conclusion 

This chapter has explained the conceptual framework of this research, which illustrates 

the relationship between immunization, the transitory population, and the risk 

communication tool as the strategy to address low immunization coverage within 

children of the transitory population.  

The methodology of this study applied stakeholder analysis, need-assessment analysis, 

and a case study to identify the needs for implementing the National Immunization 

Program from the perspectives of decision makers, transitory populations, and health 

workers, as well as the role of risk communication in addressing the problem. This 

chapter has explained the use of both qualitative and quantitative method to address the 

study’s research questions.  

This chapter also introduced the location setting for this study, that is, an active, 

developed city in eastern China with a huge transitory population. The subjects of this 

study includes all kinds of stakeholders including health officials, experts, community 

members, grassroots health workers, and the transitory population.  

This chapter has also described the limitations and strengths of this research from a 

methodology perspective. The limitations include the limited quantitative data from the 

official report system, and limitations in research design. The strengths of this research 

include that it uses both qualitative and quantitative data, and that it provides alternative 

solutions to address the challenges and needs around immunizing children in the 

transitory population in China. 
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Part Two: Findings, Discussion, Recommendations and 

Conclusions 

Chapter VI: Immunization Program for Children of the 

transitory population in Hangzhou, China 

6.1. Introduction 

The China Ministry of Health initiated the National Immunization Program in China 

over four decades ago. Governments at all levels are increasingly realizing the 

significance of this program and continue to increase their financial contribution to it. 

Hangzhou city, following national regulations, has established a comprehensive system 

involving multiple departments for implementing immunization services for everyone in 

Hangzhou. The Health Department, the Centre for Disease Control and Prevention, 

immunization clinics, and the local community administrative agencies, work together 

to reach all populations within the city. However, while all immunization policies, 

programs and strategies are available at a national and local level, there are still 

impediments to fully implementing  the routine immunization program in Hangzhou, 

especially for the transitory population.  

The purpose of this chapter is to assess how the national and local governments have 

implemented program strategies in order to identify gaps within current immunization 

practice. Information in this chapter was gathered by in-depth interviews and 

government-released materials. This chapter describes the strategy and policy support 

for the National Immunization Program in China; analyses the operational mechanisms 

for the program; which stakeholders are involved; and identifies the program’s progress 

and challenges at the national and local level. The immunization program’s 

implementation in the Gongshu district of Hangzhou city will provide a case study for 

examining strategies for and the implementation of an immunization program for the 

transitory population.  
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6.2. National Strategies and Policy Support for the Immunization 

Program among the Transitory Population in China 

6.2.1. Key milestones of Chinese national immunization program 

Since the establishment of the People’s Republic of China, the Chinese government has 

put much effort into organizing the immunization program. Immunization work in 

China has evolved from a period of pre-programmed immunization prior to 1977, to a 

planned national immunization program between 1978 and 2000, to adopting the 

WHO’s EPI practice from 2001 and implementing an improved national EPI program 

from 2007. At different times the program has focused on different key tasks. Its 

implementation among the transitory population has undergone four stages, as is 

identified in Figure 6.1 and described in the following text. 
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Figure 6.1  Key milestones of the immunization program policy development and its 

relationship to the transitory population 

Immunization was first introduced to China in the 1950s, following the establishment of 

the People’s Republic of China, providing vaccination for all populations against 
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tuberculosis, measles, and some other major infectious diseases throughout the country. 

The incidence of these vaccine-preventable diseases remarkably decreased with these 

efforts. As the hukou system was applied strictly at that time (refer to Chapter 3, the 

Transitory Population in China), the migrant population that the program had to serve 

was limited. 

To extend immunization, as a well-designed program rather than simply providing 

vaccination services, the National Immunization Program was formally established in 

1978 when the Ministry of Health released the “Notice on Strengthening the 

Immunization Program”. The National Immunization Program began to establish a 

comprehensive system to implement a routine immunization program for certain 

population groups. China invested a lot into constructing a cold-chain system for the 

storage and transport of vaccines, setting up immunization practitioners and supporting 

teams to do the work, and formulating a series of regulations and technical guidelines 

for immunization work. These service systems formed as a concrete base for 

immunization work throughout the country and they are still working today. As 

mentioned, from 1978 the economic development policy changed across the whole, 

increasing population movement. Since the , immunization workers have felt the 

increasing challenge of serving the transitory population effectively, since they are hard 

to reach and their children are more likely to miss vaccinations. 

In 2001, China adopted the World Health Organization’s Expanded Program on 

Immunization idea and also introduced a Hepatitis B vaccine into the National 

Immunization Program. In this phase, the difficulties of immunizing the transitory 

population began to surface. The National Immunization Day of 2000 specifically 

appealed for immunization for the children of the transitory population (MOH 2000). A 

similar appeal was also made during 2006’s National Immunization Day as “Same 

rights, same health: paying attention to the immunization of the children of the 

transitory population” (MOH, 2006).  

In 2007, the Chinese government began to implement a further expanded national 

immunization program. The content of the immunization schedule was extended from 

four vaccines against six diseases in 1978 to fourteen vaccines against fifteen diseases 

in 2007. In 20014, a nation-wide immunization review advised the government that 
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financial barriers were hampering the immunization program’s success. As such, 

injection and administrative fees that parents had been required to pay before 2007 were 

now covered by the government. Furthermore, China began to invest more into the 

National Immunization Program, updating the infrastructure of many immunization 

clinics, providing financial subsidies for the immunization practitioners for their work, 

and allocating for the administrative expense of the National Immunization Program in 

the budget. Since then,  national immunization has become became free of charge for all 

eligible participants. This policy has helped to solve the financial barriers to 

immunization for the transitory population and has greatly improved coverage of the 

National Immunization Program. 

6.2.2. Issues to the national immunization program for the transitory population 

After operating for several decades, the National Immunization Program in China has 

improved continuously and has become a mature, embedded program with increasing 

coverage and remarkable disease control success (as described in detail in chapter 2 of 

this thesis). However, its implementation among the growing numbers within the 

children of the transitory population has created a new challenge for the National 

Program. To better understand the main constraints on the immunization program within 

this population, this study collected and analyzed the thoughts of health workers 

(immunization practitioners) and experts at the national and local levels. 

6.2.2.1. Measurement of the coverage level 

To control diseases, public health workers need to surveil the indicators for diseases 

among the population, and then develop relevant intervention measures. The level of 

antibodies (titre) against certain pathogens within the blood of the population reflects 

the community immunity level against corresponding disease. However,  as an invasive 

medical practice, blood tests are not done very frequently or widely. While the presence 

of disease cases, especially a community outbreak, also suggests the existence of 

immunity gaps within the community,  disease is a lagging indicator of immunity gaps 

so the gaps can occur before the infection or transmission happens. For vaccine-

preventable diseases, immunization coverage acts as a leading indicator that can help 

identify immunity problems before the pathogen re-emerges and provide an opportunity 

to take early public health intervention. As a result, a valid measurement of 
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immunization coverage is crucial for the disease control work.  

To attain immunization coverage levels, a routine immunization report system and field 

sampling surveys are applied together. This works well among the children of local 

residents. However, experts have found that the immunization coverage level among the 

children of the transitory population is difficult to get obtain for two major reasons: first, 

the accurate number of children in the transitory population is unknown, and second 

there are influence factors behind the coverage level report system. The children who 

are not recorded in the immunization clinics will not be included into the statistics. Thus, 

it is challenging to find a cost-effective way to accurately measure immunization 

coverage in this population. The interview results well illustrate this kind of complexity 

of the transitory population. 

The inaccurate denominators 

Quotes from health experts on the immunization coverage level for children of the 

transitory population: 

HE1 (National):“[T]he reported data is not definitely accurate. It is affected by a lot of 

issues. For example, the actual number of children in the transitory population is not 

clear. This means the denominator for calculating immunization coverage rate is 

inaccurate. We need to develop a more useful means to measure the actual 

immunization coverage level especially among the transitory population.” 

HE2 (Local): “We never obtain the real number of children in the transitory population 

in our city. We first do not have a very high level of cooperation with the Department of 

Migrant Population Management. Furthermore, their statistics do not include the 

information of children under 18 years old. How can we believe the reported 

immunization coverage level?” 

Influence factors within the working system 

A quote from health experts on the immunization coverage level for children of the 

transitory population: 
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HE1:“During the field review of immunization work in many areas I found that some 

immunization workers do not understand the definition of immunization coverage, not 

to mention how to calculate it. This was worse when we talked about the coverage for 

children of the transitory population. They used different numbers in the formula on 

different occasions. They may use a high target population index to make the coverage 

rate low to attract their leaders’ attention. They may also use a different one in the 

annual report to fulfil the requirement of evaluation towards their work.” 

6.2.2.2. Ongoing threats from vaccine-preventable diseases 

Although the incidence of vaccine-preventable diseases has reduced greatly (see 

Chapter 2, Progress of the Immunization Program in China), when reviewing the 

population mortality and morbidity forum, vaccine-preventable diseases still constitute a 

threat to population health in China, especially for the transitory population. For 

example, in the case of the poliomyelitis eradication program, China has worked hard to 

achieve polio free status across the country for many years and reported cases have 

become rare since the mid-1990s. However, from 2011, wild poliomyelitis re-emerged 

in Xinjiang and it analysis shows that this outbreak was brought by the transitory 

population. Public health experts believe that this was caused by the loss of high polio 

vaccine coverage among the whole population, especially the transitory population. 

A quote from health experts of the threats of vaccine-preventable diseases: 

HE1: “[T]here were few poliomyelitis cases in China now. However, to preserve this 

achievement, we need to maintain high immunization coverage with four doses of oral 

polio vaccine. Underestimating the threat of the disease will lead to the re-emergence of 

it. The transitory population are more likely to skip immunization, hence are the key 

population for the polio eradication program… The prevalence of ‘Vaccine-Associated 

Paralytic Polio’ is around one per million. Knowing this makes many parents refuse the 

polio vaccine.” 

In the area of measles, a different phenomenon is observed. It seems that China’s 

measles control policies, program actions, and reported program performance are 

already strong enough to eliminate measles. For over twenty-five years, China has 

implemented a two-dose measles vaccine schedule with vaccines of proven 
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immunogenicity. There are also vigorous measles supplemental immunization activities, 

nationwide since 2010, and in every province over the years. The reported coverage for 

one and two doses of measles vaccine has been well above 90% for many years. 

However, the incidence of measles in China has remained high. This creates an 

epidemiologic puzzle. Meanwhile, most reported measles cases are in the transitory 

population. This leads many public health experts and workers to believe that there is a 

gap in population immunity in the transitory population that sustains the continuous 

circulation of measles. Finding and describing the measles immunity gap, identifying its 

causes, and implementing evidence-based strategies to fill gaps in immunity are an 

important challenge for immunization work, especially among the transitory population. 

A quote from health experts on the threats of vaccine-preventable diseases: 

HE1: “The recent measles outbreak in the country clearly demonstrates that an 

immunization coverage gap still exists in the population. We are sure this gap exists 

among the transitory population.” 

6.2.2.3. Increasing community concern about the adverse impacts of 

immunization 

To properly implement the immunization program, it is essential that the public 

maintain confidence in the program even though no targeted disease cases have been 

reported for many years. However, nowadays community concern about the side effects 

of immunization is increasing. First, with the substantial decrease of many vaccine-

preventable diseases, the public generally underestimates threats of disease. Few young 

parents now have a deep impression of diseases like smallpox, diphtheritis or whooping 

cough, so they are less favourable toward immunization service than previous 

generations. Second, now when an adverse event results from immunization, the media 

responds very quickly, which raises the public’s concerns the safety of immunization. 

For example, with increasing reports on severe side effects of the polio vaccine, parental 

confidence in the current vaccine, the Oral Polio Vaccine, is declining.  

A quote from health experts on community concern about the adverse impacts of 

immunization: 
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HE1: “[T]he reported cases of poisoned vaccines and severe adverse events following 

immunization have heavily damaged the public’s trust in immunization.” 

HE2: “[T]he population also may compare the side effects of immunization and risks of 

infectious diseases if they skip immunization. Many vaccine-preventable diseases are 

now decreasing a lot hence the population’s concern about the side effects will increase 

with fewer threats of the diseases.” 

The community concern about immunization safety is more common among the 

transitory population than the local residents. The transitory population may be more 

heavily influenced by the media as they have less access to quality sources of 

information. 

A quote from health experts on the community’s concern about adverse impacts of 

immunization among the transitory population: 

HE1: “[T]he transitory population, who have narrow sources of information, may be 

more heavily affected by this [negative news of vaccines] than the local population.” 

6.2.2.4. Unequal immunization coverage 

As suggested in the Chapter 2, for the success of the immunization program, sufficient 

immunization coverage is needed to maintain enough population immunity and the herd 

effect. However, the field review of immunization work and the incidence of vaccine-

preventable diseases all indicate that the immunization coverage is low in the transitory 

population (refer to Chapter 3, Immunization for Children of the Transitory Population). 

During this study’s in-depth interviews, public health in immunization experts revealed 

that unequal immunization coverage among the transitory population exists. 

A quote from health experts on immunization coverage for children in the transitory 

population: 

HE1: “[O]ne of the weaknesses of the current immunization program is its low 

coverage of the children of the transitory population.” 
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6.2.2.5. The quality of immunization service 

The quality of immunization practice determines its effects and also affects the users of 

the program decisions about whether to continue to participate in it. For example, 

inadequate injection or storage of vaccines may lead to immunization failures, while 

unkindness from service providers may lead users to refuse further services. These 

issues are more common with immunization services for the transitory population 

because they are less familiar with immunization staff than local residents. Also, with 

their relatively poorer economic status (See Chapter 3, The Characteristics of the 

Transitory Population), the transitory population tend to live in rural-urban fringe zones 

where infrastructure, such as the cold chain system, are less equipped than in urban 

areas. Furthermore, to ensure that high enough immunization coverage is obtained, 

health authorities have conducted immunization campaigns from time to time. Under 

such campaigns, immunization services may be performed outside of immunization 

clinics, such as, at home or even on the road. Immunization clinics also face problems in 

recruiting personnel to maintain their services, as new medical graduates  generally do 

not want to work at the grassroots level, such as in these clinics. 

Shortage of the infrastructure 

A quote from health experts on immunization service quality for the children of the 

transitory population: 

HE1: “[T]he transitory population mainly reside in the rural-urban fringe zone where 

the government’s financial status is not as good as that of the urban area. As a result, 

the infrastructure of the immunization clinics (supported by local government) is not 

well equipped.” 

HE2: “[T]o help immunize more children in the transitory population, immunization 

might be performed outside of the immunization clinics. When this happens, the cold 

chain system may not work well.” 

Human resources 

A quote from health experts on immunization service quality for children in the 

transitory population: 
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HE1: “[Y]oung medical graduates do not want to work in poor areas, nor do they want 

to work at the grassroost level of the immunization clinics. Most of them want to find a 

job in big hospitals in urban areas.” 

HE2: “[C]urrently the number of immunization workers is determined by the size of the 

local population. As a result, the areas with a higher transitory population may 

encounter the personnel shortages in the immunization program. One immunization 

worker in the areas with transitory migrants needs to do more work than a worker in 

another area.” 

Attitudes of service provider 

A quote from health experts on immunization service quality for children in the 

transitory population: 

HE1: “In areas with higher transitory populations, immunization workers have a 

heavier workload, for which they’re not better compensated. They feel tired and bored 

in their daily work, immunizing hundreds of children. Although this is not right, they do 

not provide a very patient service to all the parents.” 

6.2.3. National strategy for improving immunization coverage among the 

transitory population 

The National Immunization Program is identified as a central national policy in China. 

The government supports the implementation of this program for all citizens, including 

the transitory population. At the national level, increasing attention has been focused on 

implementing the immunization program for children of the transitory population. This 

section collects and analyzes information about the national strategy for improving 

immunization coverage among the transitory population based on government 

documents and in-depth interviews with health experts and health officials. 

6.2.3.1. Legislative and policy support 

The National Immunization Program in China has gained full legislative support. The 

legislative body of the country issues laws to ensure that the country implements a 

national immunization program. The ‘Law of the People’s Republic of China on 



 

- 127 - 

Infectious Disease Prevention’ requires that “China adopt a routine national 

immunization program”, that “China adopt an immunization certificate system for all 

children”, that “the national immunization program is free of charge to all of the 

population”, and “it is the responsibility of all the medical institutions, disease control 

organizations, and the children’s guardians to work together to make sure that all 

children are properly immunized”. The ‘Law of the People’s Republic of China on Drug 

Management’ also decrees that “China implement specific management requirements 

for preventive bio-products [the vaccines]”. 

Based on these laws, a series of regulations and other kind of rules set by different 

government bodies have been developed as the policy basis for immunization practice 

in China. The immunization program performance for all children was mentioned in 

documents such as ‘The Guidelines for Children’s Development, China (2001)’, 

‘Decisions on Further Reinforcing Health Work in Rural Areas (2002)’, ‘Regulations on 

Vaccine Distribution and the Management of Immunization (2005)’ by the State Council, 

‘Working formulations for Immunization Practice (2005)’ by the Ministry of Health, 

‘Notice on the Checking of Immunization Records During School Student Enrolment 

(2005)’ jointly by the Ministry of Health and Ministry of Education. These policies 

cover all the children in China, including those from the transitory population. 

Furthermore, some documents specifically emphasze the implementation of 

immunization work among this population. This includes the ‘Regulations on the 

Management of the Immunization program for Children of the transitory population’ by 

the Zhejiang Provincial Department of Health and other documents or clauses in the 

policy documents identified above.  

6.2.3.2. Financial support 

Under the current immunization policy, the Chinese government provides financial 

support for all the vaccines and syringes for routine immunization services. Since 2007, 

the national immunization schedule has included fourteen vaccines targeting fifteen 

types of vaccine-preventable diseases. These free immunization services should reach 

all populations regardless of their household registration status, including the transitory 

population. The government financial support also covers the large immunization-

related workforce, which is employed by the government, including their salaries. They 
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also provide immunization incentives, as indicated by health experts. 

6.2.3.3. Role allocation for the departments concerned with immunization 

It is important that many stakeholders should work together to promote the 

immunization program. Health experts have found that it is crucial that the many key 

stakeholders cooperate on the immunization program. This is promoted in the action 

plans for the immunization program in health departments, which also clearly define the 

roles of the different departments/organizations involved. The health departments are 

chief performers for the program, while the Department of Public Security, Department 

of Media Communication, and Department of Education should provide necessary 

assistance to the program, and their duties are described in the files. 

Immunization clinics 

The immunization clinics in each township level jurisdiction are responsible for 

providing vaccinations to all the children in its area. They must provide free 

vaccinations, in accordance with the national immunization schedule, to all children 

who visit them regardless where the children’s family comes from. They are also 

required to proactively perform routine searches of the target population in their 

jurisdiction and inform them on the immunization program. 

Maternity hospital 

All maternity hospitals in China are required to provide the birth dose of hepatitis B 

vaccine and Bacillus Calmette-Guérin Vaccine to new born infants in its hospital. They 

also need to provide parents with a checklist of immunization services, with information 

on the immunization program and the vaccines administrated in the hospital. The 

parents will then bring their children to immunization clinics and register an 

immunization record booklet there. The timely issuing of the checklists and a detailed 

explanation by the maternity hospital will promote the timely delivery of immunization 

information. This practice helps new parents to find out where and when to get 

immunizations for their children. 

http://cn.bing.com/dict/search?q=Bacillus%20Calmette-Gu%C3%A9rin&FORM=BDVSP6
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The local community 

The current immunization policy requires local community administrative bodies to 

cooperate with the immunization clinics in spreading information about the 

immunization program to all residents, especially parents in its jurisdiction. 

Other supportive organizations 

The media is required to help with promotional work during any major immunization 

program. In China, 25 April is set as the National Immunization Day. During that 

surrounding period, government leaders at each level participate in promoting the 

immunization policy, and the media is requested to help broadcast this news. 

The Education Department also has a role to play. Kindergartens and primary schools 

are required to check immunization records during student admissions. If children do 

not have a record, their parents are requested to visit their child’s immunization clinic to 

get one. The school then works together with the immunization clinics to check whether 

each child has been injected with all vaccines in line with the national immunization 

schedule. Booster vaccinations will be suggested for children with missing vaccinations. 

6.2.3.4. The immunization program performance review 

The performance of the immunization program in an area is evaluated by many types of 

reporting systems. These contain the reported immunization coverage, the incidence of 

vaccine-preventable diseases, the surveillance of antibody levels (titre) against certain 

diseases, and the usage of each kind of vaccine.  

Furthermore, to get the real status of the immunization program in an area, the 

government may also initiate a work performance review of the program at different 

levels. National level review occurs every five to ten years. At the prefectural and 

county level, the review is conducted annually. The format of an immunization program 

review normally includes interviews with relevant health staff and a field sampling 

survey of the immunization coverage among selected communities. The review team 

randomly chooses several communities and carries out roadside surveys of a certain 

number of children, collecting information on their immunization history and 

calculating the immunization coverage. The indicators of immunization coverage 
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include the separate coverage rate of the transitory population. 

Results of the immunization program review are used to describe the program’s 

progress and find out gaps in its implementation. This also evaluates the immunization 

team’s performance, and if the surveyed immunization coverage is too low, their salaries 

will be lowered as a kind of punishment. 

A quote from health experts on the routine review of the immunization program: 

HE1: “We need to make sure the immunization coverage of all populations is not too 

low. To promote this, review work is needed to regularly check the program’s 

performance. This also provides a comparison with the reported coverage rate. The 

field review helps to identify issues that are not reported or even noticed by health 

department of each level.” 

6.3. Stakeholder analysis for immunization services in China 

As suggested in 6.2.3.3. Role allocation for  the departments concerned with 

immunization, immunization is a comprehensive social program that needs the 

involvement of multiple sectors. The immunization action plan states the roles of some 

stakeholders. However, in real practice, each stakeholder’s  activities are more complex, 

and some stakeholders are not listed in those documents. This study carried out a 

stakeholder analysis to identify the involved parties and assess their respective roles and 

activities. The focus group with community members, the focus group with 

immunization practitioners, the in-depth interviews with selected stakeholders, and 

participatory observation were applied to understand the people, organization, functions, 

and activities of each party as listed in Table 6.1. 

Table 6.1  Stakeholders Involved in Implementing the Immunization Program in China  

People Organization Function Immunization-Related Activity 

Legislative 

policy-makers 

Government 

sector 

Policy-maker Formulate policies; provide 

financial support 

Department of 

Health  

Government 

sector 

Assisting in policy 

making  

Help to establish the system 

and to maintain the program’s 

operation  

Centre for 

Disease Control 

Government 

sector 

Technical support Help to establish the system 

and maintain the program’s 
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and Prevention operation, mainly technical 

aspects 

Immunization 

Clinics 

Practitioners Program 

implementation 

The operating organization at 

the grassroots level 

Health Workers Practitioners Program 

implementation 

Perform vaccinations and 

related work including 

communication with parents, 

surveillance of diseases and 

adverse events following 

immunization 

Parents Interested 

individuals  

Vaccination 

program target 

population 

Cooperate with health workers 

to ensure their children are 

immunized in line with the 

national immunization 

schedule  

Maternity 

Hospitals 

Practitioners Program 

implementation 

Perform vaccinations, sharing 

immunization information 

Community 

Committees 

Local 

community 

Supporting 

environment 

Help to notify and 

communicate with parents 

Media Interested 

group 

Supporting 

environment 

Spread related information 

such as the news of any 

immunization campaign, 

immunization policy, of about 

adverse events following 

immunization 

Vaccine 

Producers 

Interested 

group 

Technical support Provide products and helping 

to handle the compensation for 

adverse events following 

immunization; 

Provide information on 

products including their safety 

and efficacy  

Clinical Doctors Local 

community 

Supporting 

environment 

Help to handle the adverse 

events following 

immunization; 

Communicate with parents 

Department of 

Education 

Government 

sector 

Supporting 

environment 

Help to organize the 

immunization of school 

students 

Department of 

Family Planning 

Government 

sector 

Supporting 

environment 

Use its network to help reach 

the displaced population  

Department of 

Migrant 

Population 

Management 

Government 

sector 

Supporting 

environment 

Help to reach the displaced 

population with its network 

Other 

Community 

Members 

Local 

community 

Supporting 

environment 

Help to provide information on 

immunization 

Owners of Local Supporting Help to provide information on 
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Rented Houses community environment immunization 

Neighbourhoods Local 

community 

Supporting 

environment 

Help to provide information on 

immunization 

Employers Local 

community 

Supporting 

environment 

Help to provide information on 

immunization 

Local Schools Local 

community 

Supporting 

environment 

Help to provide information on 

immunization 

Local Policy 

Stations 

Local 

community 

Supporting 

environment 

Help to provide information on 

immunization 

6.3.1. Involved parties 

6.3.1.1. Legislative policy-makers 

The legislative policy-makers are responsible for setting down the rules for 

immunization work and for providing supportive measures to reinforce work 

performance. In China, it is mandatory for all citizens to be immunized fully under the 

immunization program. The central government and provincial government work 

together to allocate a sufficient budget to implement the immunization program 

throughout the country. They reflect the willingness of the official sector, and have 

technical support from a group of experts. During this study, informants from different 

sectors all stated that government support is highly needed for the success of the 

immunization program. 

A quote from health officers regarding the roles of legislative policy-makers on 

immunization work: 

HO1: “The national and local government have given high attention to immunization 

work. There were clear words and interpretations in the Law on Infectious Disease 

Control that our country adopt the immunization certificate system and that all citizens 

should take their children to be properly immunized. The government is responsible for 

providing policies and financial support for immunization work.” 

A quote from community members regarding the roles of legislative policy-makers on 

immunization work: 

CM1: “Immunization work is stipulated by government rules. What we need to do is 

merely comply with their requirements.” 
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CM2: “I am actually not clear about the aim and function of immunization. But because 

the government bodies (such as the Department of Health or Centre for Disease Control 

and Prevention) ask us to immunize our children, we followed.” 

6.3.1.2. Government sectors 

Under the government, there are several sectors that have a close interaction with the 

immunization program. The Department of Health is the direct managing body of the 

immunization program representing the government. Generally the public sees the 

Department of Health as the government body responsible for immunization. The 

Department of Health raise program schemes to the government for approval and 

supervise the operation of the program on behalf of the government. However, their 

function duplicate some activities by the Centre for Disease Control and Prevention. 

A quote from health officers regarding the roles of Department of Health in 

immunization work: 

HO1: “The Health Administration Departments (the Department of Health at each level) 

are directly responsible for the operation of the immunization program. They need to 

provide accurate and scientific information to the government for a better policy 

making.” 

HO2: “The Health Administration Departments just want to get materials [working 

data, report, etc.] from our organization (the Centre for Disease Control and 

Prevention). They are the lord, and enjoy our hard work on the immunization 

program.” 

The Department of Education also has a close links with the immunization program as 

the major target population of immunization are children. To make sure all children are 

properly immunized, it is crucial to get the full cooperation of the Department of 

Education  because this work is not the core task for their department. All the schools 

are under their administration. 

A quote from health officers regarding the roles of Department of Education in 

immunization work: 
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HO1: “the cooperation with the Department of Education is crucial for the successful 

implementation of immunization in schools.” 

A quote from health workers regarding the roles of the Department of Education in 

immunization work: 

HW1: “the Department of Education helps us a lot in promoting the establishment of 

the system of immunization certificate in school children. They require that all the 

children who enter the school obtain an immunization certificate.” 

A quote from community members regarding the role of the Department of Education in 

immunization work: 

CM1: “It is the school’s regulation that our children have an immunization certificate 

to enter the school.” 

The Department of Family Planning has a special role in the immunization program. 

Their work is associated with childbirth hence they generally have more detailed 

information about the distribution of newborns, which may help to locate the children 

born in their local residence. However, based on the Chinese One-child policy, if a 

family has a second child, the parents will be fined by the Department of Family 

Planning. As a result, families who have more children without permission from the 

Department of Family Planning will attempt to avoid being found by strangers, 

especially people from government sectors. Hence they are more likely to miss 

immunization. 

A quote from health workers regarding the roles of the Department of Family Planning 

in immunization work: 

HW1: “the families with more [than one child] are afraid that we are representatives 

from the Department of Family Planning. They do not tell us how many children they 

have or where their children are.” 

A quotation from a health officer regarding the role of the Department of Family 

Planning in immunization work: 
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HO1: “We have a kind of commitment with the Department of Family Planning that 

they should not use the information we provide to fine families with more children. We 

try to convince every family of this.” 

In recent years, in response to the growing transitory population, a work committee was 

set up in many governments with the title of “the administrative office of the leadership 

team for managing services for the migrant population” (Department of Migrant 

Population Management). These committees are the co-ordinating bodies for all work 

related to the migrant population in a city or county (district). Howeer, they  have a 

limited connection with the implementation of the immunization program.  

A quotation from a health worker regarding the role of the Department of Migrant 

Population Management in immunization work: 

HW1: “the migrant population management station has some data about the transitory 

population. We work with them to try to reach more of thepopulation. However, their 

target population is much broader than ours and they do not have detailed information 

about whether families have migrated with a child, not to mention the children’s 

immunization. We actually still need to reach the transitory population through our own 

efforts.” 

6.3.1.3. Immunization Clinics and Health Workers 

Immunization clinics are the health service organizations that provide immunization 

services in China. The health workers within the immunization clinics provide the 

service, as well as information to the parents about the immunization program. They are 

acknowledged as the key actor in the program by nearly all of the related groups 

including health officers, community members and school teachers. 

Quotes from health officers regarding the roles of health workers in immunization work: 

HO1: “our immunization work relies on those hard working immunization practitioners. 

Some of them devote themselves in rural areas for many years by providing primary 

health care for local people.” 
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HO2: “to improve immunization, we need to provide continuous training to the teams of 

immunization practitioners to improve their knowledge related to immunization and 

their communication and advocacy skills. They need to know how to deal with common 

adverse events following immunization. They need to be able to understand and explain 

the function of immunization.” 

Quotes from community members regarding the roles of health workers in 

immunization work: 

CM1: “we are familiar with the doctors in the community health service centre [the 

health workers] who provide vaccinations to our children because I met them nearly 

every month when my child is young. They are patient with us. 

CM2: “[The health worker] is an old doctor here and deals with many things including 

treating minor diseases, providing immunizations, etc. When I was a kid I was 

vaccinated by him. He is now immunizing my child.” 

A quotation from a school teacher regarding the roles of health workers in immunization 

work: 

ST1: “We work with the health workers very closely. We need to report all the disease-

related issues in our school to them and also to help them organize immunization 

programs for the kids in our school. We collected all the immunization certificates of 

the students and asked those who missed doses of vaccines to go to the immunization 

sites to do catch up vaccinations.” 

6.3.1.4. Parents and Caregivers 

Parents are an important stakeholder as young children rely on their parents to take them 

to be immunized. If they refuse to do this, children will not be vaccinated because 

vaccination relies on informed consent from the parents. 

A quotation from a health officer regarding the roles of parents in immunization work: 

HO1: “our aim is to spread the knowledge of immunization to all the people, especially 

young parents, to make them understand and accept this program.” 
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A quotation from a health worker regarding the roles of parents in immunization work: 

HW1: “once the parents accept the immunization program, our work becomes much 

easier as they will actively visit our organization to get their children immunized.” 

6.3.1.5. Community Groups 

There are many other people in a community that can affect the implementation of the 

immunization program. They help to convey the information of immunization from the 

immunization sites to parents. These include the Community Committee, the local 

police station, the neighbours or parents’ landlords, schools, the employers or 

organizations, and others. 

A quotation from a health officer regarding the roles of community members in 

immunization work: 

HO1: “the immunization program needs attention and full participation from the whole 

community to achieve its success.” 

6.3.1.6. Media 

The media has a crucial role in the immunization program as any news it releases can 

affect the wider population. They are able to help to convince the public that 

immunization is a positive practice, but they can also damage the public’s confidence in 

immunization by innacurately questioning the program.  

Quotes from health officers regarding the role of the media in immunization work: 

HO1: “We do not like the media to get involved when there are adverse events 

following immunization as this make the public afraid of our program.” 

HO2: “the media is still a main measure to spread knowledge on immunization, 

especially when we want to tell people something in a short time over a wide area.” 

6.3.1.7. Vaccine Producers 

The vaccine producers supply vaccines and are also involved in compensation if there 
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are  adverse events following immunization. As companies, their goal is to maximise 

vaccine use and hence they promote the use of vaccines to the wider population. They 

also provide useful information as recommended by health staff. Normally they do not 

have a direct link with the parents. 

A quotation from a health officer regarding the role of vaccine producers in 

immunization work: 

HO1: “the vaccine producers provide us with qualified vaccines and various kind of 

educational material about vaccines and vaccine-preventable diseases. This is helpful 

for our work.” 

6.3.2. System operation of the immunization program among the transitory 

population 

In China, when a child is born in a hospital, the hospital will immunize the newborn 

baby with doses of the hepatitis B and BCG vaccines. It will also give parents a 

checklist informing them where they need to visit to get follow-up immunization shots. 

The rest of the vaccines need to be done in the qualified immunization clinics in each 

township area. The parents will take their baby to the immunization sites for their 

routine immunizations, and will receive an immunization certificate from the clinic. 

However, the immunization clinics also need to actively search their administrative 

areas for any target children of the immunization program, and send them an 

immunization notice to tell them where and when to get their next vaccines.  

When babies miss immunizations parents explain that they have never heard policy 

about immunization from a hospital or other organisations, or they have  heard about 

immunization programs but do not want to participate in it, or the parents have heard 

about the immunization program and have tried to visit the immunization sites but have 

been hampered in their efforts. From the immunization workers’ perspective, the 

reasons for children missing immunizations includes that they have not reached the 

population, or that they have informed the parents about the immunization program but 

the parents have not participated in it. 

Parents may get their information from their relatives, friends, neighbors, health 
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workers, or other community members. They then analyze this information to make a 

decision about whether to take their baby to an immunization site and participate in the 

program. This also happens if, for any reason, the parents do not get a checklist from the 

hospital where their child was born. 

For people migrating to new areas, it is generally more difficult for them to get all of the 

information about their new area, including the immunization program, than for local 

residents. However, with the massive health promotion activities of the immunization 

program and other efforts by local government, the transitory population in China still 

have a lot of opportunities to get the information. The immunization workers are 

required to work closely with community committees to search for the transitory 

population regularly and tell them the policy.  

6.4. Immunization program among the transitory population in 

Hangzhou City 

6.4.1. General performance of immunization services in Hangzhou 

The routine national immunization program has been implemented in Hangzhou for 

many years. This study collected the immunization coverage data reported by the data 

and official yearbook released by the Hangzhou Centre for Disease Control and 

Prevention. The following sections use data from this source. The 2012 data showed 

that immunization coverage rates among children under twelve months old for HBV, 

BCG, OPV, DPT, and MV are 99.52%, 99.76%, 99.29%, 98.57%, and 98.33% 

respectively. These data indicate that this program is performing well among the local 

population. Meanwhile, Hangzhou is working hard on improving the standard of 

immunization clinics. There are 306 immunization clinics in this this city. Forty-one of 

them are have attained status as five-star level immunization clinics (the highest level), 

sixty three-star clinics, and 205 qualified clinics. The health officers in the city carry out 

various activities to reinforce the immunization program, providing technical review for 

all immunization clinics, organizing routine training sessions for all immunization 

workers, carrying out surveillance and investigation fot vaccine-preventable diseases, 

and coordinating immunization promotion activities. 

A quotation from a health officer regarding immunization work in Hangzhou: 
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HO1: “Immunization in Hangzhou is well implemented within the whole province with 

a high coverage rate and systematic work in the construction of immunization clinics.” 

6.4.2. Immunization performance for children among the transitory population: a 

case study 

The performance of immunization within the transitory population is difficult to 

evaluate as the population is difficult to reach, hence accurate measures of coverage rate 

are hard to calculate. This research applies a case study from a district of Hangzhou, the 

Gongshu District to study the performance of immunization program within the 

transitory population there. The main reason for selecting Gongshu District as a case 

study is because of high accessibility. Gongshu District is located at the zone of  

connection between urban and rural areas of Hangzhou, which means that 

accommodation is relatively inexpensive, but it is convenient for employment. Together 

with Gongshu’s  economic development, this district has attracted a huge transitory 

population in the past decade, which has ealready exceeded the local population. It is 

one of fifteen district-level areas in Hangzhou and one of the fastest growing districts 

located in the downtown area of Hangzhou. 

This section explores the performance of immunization program within the transitory 

population at the district level, including the immunization strategies, expectations and 

barriers in its implementation. The information was gathered from a seminar that 

involved participants from different sectors, such as community members including 

parents, health officers from the district health bureau and centre for disease control and 

prevention, and health workers from the clinics. Among them, community residents had 

a particular vision and mission within immunization work: to help to effectively 

facilitate the creation of a high quality immunization program. 

6.4.2.1. Profile of Gongshu 

Gongshu district locates within the north part of the Hangzhou urban area. It has ten 

township level communities. It is a fast-growing district in Hangzhou. The main 

industries in Gongshu include auto sales, logistics, and modern industrial zone 

development. In 2013, the gross domestic product in Gongshu district reached 37.2 

billion RMB with an annual increase rate of 7.9%. These industries have attracted many 
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labourers from all over China. The total local registered population is 320 000, while the 

registered transitory population has reached 340 000 in 2013. Among the population, 65 

447 are under fifteen years old and are the main targets population of the National 

Immunization Program. There were seventy-eight immunization workers in the district 

who provided all kind of immunization-related work in the districts including 

vaccinations, the surveillance of vaccine-preventable diseases, and the management of 

adverse events following immunization.  

6.4.2.2. Distribution of the transitory population 

All of the major industries in Gongshu, auto sale, logistics, and industrial zone 

development, are in great need of labour. In recent years, more and more migrants 

arrived in Gongshu and gradually changed the ratio of population composition. Based 

on the registration information from the District Government, the size of the transitory 

population in Gongshu district has increased from 175 000 in 2002 to 340 000 in 2013.  

Most of the transitory population reside in a rented houses. In 2013, there were more 

than 32 298 rented houses in the district. The transitory population tend to live in groups 

with people from the same hometown or from the same factory. In 2013, thirty-five 

communities in the transitory population came from the same hometown, twenty-eight 

communities came from the same career, and eight communities were from both the 

same hometown and the same work. 

The transitory population in Gongshu district are from many sources. Migrants from 

other provinces consists of 65% of the transitory population, with 60% of these cross-

province migrants coming from Anhui, Jiangxi, and He’nan.  

6.4.2.3. Immunization work progress and performance among the transitory 

population in Gongshu District 

Immunization work is done at an excellent standard in Gongshu District. It has won the 

Award of Excellence in Immunization Work several times in the past few years for its 

high reported immunization coverage. The reported immunization coverage rate within 

the district was 99.47% in 2014. However, the transitory population’s numbers are not 

clear so the reported coverage rate cannot reflect the true coverage rate among the 
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population. Health workers commonly believe that immunization coverage of the 

transitory population is low. 

Quotes from health officers in the District CDC regarding the performance of 

immunization work in the region: 

HO1:“ Immunization work in our district has improved greatly in the past several years 

with more input and attention from the government. Current challenges are mainly the 

huge transitory population in our district. It is relatively more difficult to reach them as 

they do not have alocal resident registration status hence the community committee may 

not know where they live. The coverage among them is much lower than the local 

children.” 

HO2: “The difficult challenge for national immunization work in our district is its 

implementation among the transitory population. With the economic development in our 

district, more and more migrants have come here and their residence change frequently 

so it is very difficult for our immunization workers to reach them, not mentioned to 

provide immunization services. What we can do is wait for them to seek immunization 

services.” 

6.4.2.4. Reasons identified for missing immunization among transitory 

population 

Every year, the health department carries out an immunization coverage review of 

children from the transitory population. The coverage rate is lower than that of children 

from the local population. Health officers conducted a study to understand this problem, 

and found several reasons for this.  

First, the transitory population’s high mobility makes it difficult for immunization 

workers and support staff to send them immunization notices. Second, the transitory 

population are less likely to accept that immunization is necessary than the local 

population. Some have not heard of the policy or have misunderstandings of it, or they 

place excessive weight on the side effects of immunization, or they believe that the 

program is no longer necessary because there is a much lower incidence of vaccine-

preventable diseases. Also, in certain circumstances, they have  poor access to 
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immunization services. 

A quote from a health officer in the District CDC regarding immunization among 

children of the transitory population: 

HO1:“We have carried out specific studies on the issue of immunization among the 

transitory population and we think their knowledge about the immunization program is 

not right. It is necessary to change this. However, it is difficult to reach them. We do not 

have enough staff, and also have a lot of other duties to do by our department.” 

Quotes from immunization workers from immunization clinics regarding immunization 

among children of the transitory population: 

HW1:“[The transitory population] are reluctant to participant in the service, I have 

sent them notices several times, but they only came once or twice. I don’t know why they 

do not come.” 

HW2: “Some of the transitory population have more than one child and this contradicts 

the national one-child policy. They dare not let us know this, hence they do not access 

the immunization program.” 

6.5. Conclusion 

China’s national strategy and policy of immunization programs was developed early in 

the 1950s and has continued to improve. The program is expected to cover all children 

within the country. The first section of this chapter detailed the current strategic support 

for immunization work, including its implementation for children of the transitory 

population. The government and other bodies have provided support for the program, by 

creating policies, supplying finances, and operational mechanisms. The immunization 

program involves multiple stakeholders, and their work schedules and roles have been 

described and analyzed in this chapter.  

The second section of this chapter discussed the implementation of the National 

Immunization Program at the district level, in Gongshu District of Hangzhou city. Its 

challenges at the district level reflect the program’s performance at the city level and 

other similar areas. It found that the program still performs less well for children of the 
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transitory population, partly because the transitory population have a lower acceptance 

to the program and they are difficult for immunization workers to reach. Furthermore, 

they have less access to immunization services than the local population.  

Overall this chapter points out the barriers in the National Immunization Program 

practice for the transitory population at national and district level. These findings 

indicate that it is necessary to investigate the what is happening on the ground level, and 

to analyze the community’s perspectives and needs, including those of the different 

stakeholders’. The next chapter will analyze the major risk issues in immunizing the 

children of the transitory population in Hangzhou, China, as expressed by the 

stakeholders. 
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Chapter VII: Community Needs Assessment for Improving 

Immunization Coverage for Children of the 

Transitory Population 

7.1. Introduction 

The issues of immunizing children of the transitory population weigh different among 

involved stakeholders based on their different roles and responsibilities connected to the 

issue. This chapter presents different stakeholders’ views around these issues, based on 

in-depth interviews and a focus group discussion. These views are first categorized into 

two groups, those of service providers and those of users. These views are then 

organized by theme. The stakeholder views are then combined with government data to 

create a community profile. A comprehensive needs assessment matrix is then applied to 

analyze the community needs relating to improving immunization coverage for children 

of the transitory population. This will help to determine what type of activities and 

information different stakeholders can carry out for effective risk communication 

models.   

7.2. Views of Stakeholders concerning the issue of immunization for 

children of the transitory population 

This study asked involved stakeholders about their understanding of the immunization 

program, their thinking about its implementation for children of the transitory 

population, why they thought people missed immunizations, whether efforts need to be 

made to promote the immunization program, and for detailed input into the existing 

strategies.  

7.2.1. Providers’ view 

7.2.1.1. Views on the immunization program 

The immunization program has been going for many years. It is widely accepted that it 

helps to control vaccine-preventable diseases. However, different groups draw different 
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conclusions on whether or not to participate in it. The Department of Health, especially 

the Division of Immunization within it, looks at the National Immunization Program as 

providing one of the most successful and powerful public health practices, hence every 

person should try to access it. However, outside of the health department, most 

community members and government sectors merely see it as a taskforce for the health 

department. Some community members even think that the program is no longer 

important because vaccine-preventable diseases are no longer a threat. This view also 

exists within the health department. Since most vaccine-preventable diseases have 

decreased to their historically lowest level, they are that important to the community. 

This is exacerbated by the potential side effects from vaccinations. The views on the 

immunization program are further grouped as the understanding about the aim of the 

program, and thoughts on the necessity of the program, the current immunization 

schedule, safety concerns. 

Understandings on the aim of the immunization program 

Most participants who were service providers felt that the immunization program is a 

helpful policy and bolsters public health to varying extents. They diverged from finding 

the program as  very important, to seeing it as a routine task imposed on them by the 

government. Their perspectives motivate their decisions about whether or not they get 

involved in the program. However, different viewpoints are common existing towards 

the immunization program among all stakeholders even within one group. 

a. those who held the view that the immunization program is a successful public health 

intervention and, who are convinced that this program should be continued and 

reinforced. 

A quotation from a health expert on immunization work: 

HE1: “[Immunization] is one of the most successful public health strategies. We shoud definitely 

try to continue and extend its success.” 

A quotation from a health officer on immunization work: 

HO1: “Immunization is proven to help eradicate and eliminate threatening diseases. Incidences 

of many diseases have sharply decreased because of it.” 



 

- 147 - 

b. Those who acknowledge that the immunization program is somewhat a useful disease 

control measure. They agree that the immunization program helps to prevent children 

from contracting infectious diseases. 

c. Seeing the program as a task resulting from their employment. They do it simply 

because it is their job.  

A quotation from a health worker who carries out immunization work: 

HW1: “Immunization is the task of the Health Department. What we need to do is to just follow 

their requirements and advice. I have not thought too much about its actual effect.” 

d. Those who question the immunization program. This group either doubts the efficacy 

of the immunization program or they are worried that the disadvantages of the 

immunization program exceed its advantages. 

A quotation from a health officer who carries out immunization work: 

HO1: “Immunization work is not bad. However, if some people do not want to participate in it, 

that is not a big issue as there are very few measles cases, [or] polio cases .” 

Necessity of immunization 

As a national primary health policy, the immunization program is identified as 

necessary by most service providers especially when they are involved in carrying out 

this program. However, based on the different understandings of the function of 

immunization, some informants thought this program is no longer necessary, or not that 

important. 

Quotations from health officers on whether we still need immunization: 

HO1: “Immunization work is not bad. However, if some people do not want to participate in it, 

that is not a big issue.” 

HO2: “Is it still necessary to emphasize the program now? I think we should care more about 

other health issues .” 
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Content of the current immunization schedule 

With several generations’ efforts from health experts and officers on immunization, the 

immunization program has remarkably extended its contents. Currently in China the 

national immunization schedule includes fourteen vaccines against fifteen diseases. 

Supporters welcome this because more diseases are prevented by the program. However 

others were concerned that this means that children need to undergo more injections. 

Views on the risks posed by diseases also vary. 

Supporters of the immunization program are still advocating that policy makers 

introduce more suitable vaccines into the national schedule, such as for HPV and HIB. 

They suggest this based on evidence about disease prevalence, and on other countries’ 

experience of immunization.  

A quotation from a health officer on the immunization schedule: 

HO1: “There are still some vaccine-preventable diseases that are not on our immunization 

schedule for financial or other reasons. This is really a pity. We should try to integrate more 

useful vaccines into our national schedule, such as the HIB and HPV vaccines.” 

On the other hand, some service providers think that there are too many vaccines in the 

current schedule. They questioned whether it is good to give so many injections to a 

young infant. Also, they believe that some diseases are no longer a  threat, hence the 

vaccines against them should be moved out of the national immunization schedule. 

They think that other vaccines can be kept in the schedule but the dose should be 

reduced.  

Quotes from health officers on the immunization schedule: 

HO1: “We now have too many vaccines in the schedule. Is it really necessary to vaccinate 

against all of them? Some diseases are not so prevalent that they require a massive 

immunization strategy.  [Vaccines for these kinds of diseases] should only be recommended for 

high risk groups.” 

HO2: “Some vaccines such as the oral polio vaccine and measles vaccine have too many doses 

in the schedule. They should be reduced.” 
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Safety of the immunization program 

The National Immunization Program is a safe, population-based public health practice, 

proven and supported by credible experts. As a result, most practitioners and service 

providers accept that this program is very safe. 

A quotation from a health expert on the safety of immunization: 

HE1: “The occurrence of adverse events following immunization is very low. The [immunization] 

program is a very safe public health intervention. Especially when you compare it with the 

incidence of serious diseases.” 

However, the adverse events following immunization also exist and can sometimes have 

severe impacts on the users. With the development of new social media technology, 

such negative cases are easily made known to the wider community. This promotes 

concerns about the immunization program’s safety. Even some service providers think 

the risk of immunization is increasing. 

A quotation from a health worker on the safety of immunization: 

HW1: “In recent years we have heard a lot of news about harmful vaccines, including hepatitis 

A vaccine cases, the rabies vaccine, etc. Many parents have asked us whether vaccines are 

really a good thing. Although I still trust this program it is quite possible that they have some 

problems with their quality.” 

7.2.1.2. Implementation of the immunization program 

The National Immunization Program is a comprehensive program that requires the 

involvement and cooperation of many stakeholders. Its procedures and performance 

vary in different differ on the actual coverage provided, its operations, and the quality of 

this program.  

The actual coverage rate of the immunization program 

The immunization coverage rates are reported regularly through different report systems 

and the results indicate that coverage rates for all populations are quite high. However, 

different people have different views on the actual coverage rate, especially the 

coverage among the transitory population. During interviews, most service providers 
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believed that the coverage rate is low within some populations, including the transitory 

population.  

A quotation from a health officer on immunization coverage level: 

HO1: “Immunization coverage is very different between different populations and areas. The 

transitory population and the remote area have low immunization coverage.” 

Program operation sites  

Based on the immunization program plan, maternity hospitals and immunization clinics 

are the only health organizations that can carry out the National Immunization Program 

for children. Maternity hospitals are restricted to providing the birth doses of the 

hepatitis B and Bacillus Calmette-Guérin vaccines. All other routine vaccines are 

performed at immunization clinics. According to the Immunization Program Plan, there 

is one immunization clinic in every township area of China. This is considered to 

provide appropriate distribution, because it  addresses both convenience for the 

population and quality control issues in immunization practice.  

Quotes from health officers on the distribution of immunization clinics: 

HO1: “We offer services in specific clinics for better quality control and we also try our best to 

properly distribute the clinics or even add some new sites.” 

HO2: “In our city, there are over 300 immunization clinics providing immunization service to 

all citizens. People can choose a location based on convenience .” 

Operating timeframe of the program 

At the beginning of the National Immunization Program, the immunization clinics 

operated once a month. This meant if the parents failed to take children to immunization 

sites on the opening day of a month, they would have to revisit next month. This led to 

many delayed immunizations and was not convenient for parents. Furthermore, the 

increasing population and the increasing transitory population in China also requires 

that immunization be distributed over different days to immunizing everyone. Thus, the 

operating times for the immunization program began to increase gradually. Nowadays, 

it is very common for an urban immunization clinic to run every day of the week, and 

http://cn.bing.com/dict/search?q=Bacillus%20Calmette-Gu%C3%A9rin&FORM=BDVSP6
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for a rural clinic to run two or three times a week. Nevertheless, some service providers 

also feel that there needs to be more flexibility in operating times to increase its 

convenience for the target population. 

A quotation from a health officer on the immunization clinics’ operating time: 

HO1: “Previously we offered immunization services at most clinics once a week or even once a 

month in some remote areas. Recently, based on opinions collected from the public, we extended 

the service frequency first to the entire work day, and then further included Saturday .” 

Service quality 

The country has invested a lot into immunization work, including infrastructure for the 

clinics, and personnel. To make sure that this investment promotes immunization for the 

whole population, the government has mandated immunization teams perform high-

quality work . Immunization workers are requested to provide friendly and responsible 

services. Service providers generally think that service quality is now much 

improvedwith sharply increasing financial investment on immunization program in each 

level. However, the heavy workload and the strict requirements also make immunization 

practitioners tired of the work. They struggle to pretend to be happy in front of the 

service users. 

Quotes from health officers on immunization service quality: 

HO1: “We always require our staff to provide a polite and patient service to all the parents 

visiting. Sometimes they are just too busy to communicate with each parent. On a normal 

operating day, they may immunize over 300 kids in a morning. Too much work.” 

HO2: “We have input a lot in the infrastructure construction of the immunization clinics. New 

buildings, office ware, and immunization equipment are supplied. A Cueing Machine has been 

introduced in many sites to help the parents queue properly.” 

A quotation from a health worker on the immunization service quality: 

HW1: “We feel bored because we need to give a lot of shots every day and we need high levels 

of concentration to avoid mistakes. As a result, I admit that sometimes I’m not happy to answer 

the queries of some parents. I would like to organize them in a group and inform them briefly 

about the function and important matters for each immunization.” 
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7.2.1.3. The issue of transitory population concerning immunization 

The transitory population is an important target population for the service providers of 

the immunization program. Most of these providers work face to face with the transitory 

population and have different understandings of and relationship with them. 

Impressions of the transitory population 

As described in Chapter 3, the transitory population is generally identified as being hard 

to reach by most service providers. They change residency frequently and tend to avoid 

communicating with people they are not familiar with. This brings about difficulties for 

the service providers to access and provide further services for them. Moreover, the 

transitory population tends to have limited access to resources and networks, and 

consequently, to have poor living standards and health status. 

Quotes from health officers on their impressions of the transitory population: 

HO1:”Using the term ‘transitory’ is good idea. They change their residence frequently and are 

hard to locate.” 

HO2: “This population gives us the most headaches. They bring about health issues in all 

aspects, from disease transmission to complicating health surveillance.” 

Registration of the population 

Service providers for the immunization program admit that they do not have accurate 

numbers for the transitory population due to the absence of an effective registration 

system . 

Quotes from health officers on the registration of the transitory population: 

HO1:”We have taken measures to require them to register in our office. This helps to some 

extent. However, when they leave, whether permanently or temporarily, they never tell us.” 

HO2:”I am not sure whether most of the transitory population have registered for temporary 

household status. This creates difficulties as they do not need approval from anyone to come or 

go.” 
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HO3:”A grid-style management strategy has been adopted by the local government to reach all 

of the transitory population. This requires the whole community to work together to collect 

information. But some of the transitory population are still not included.” 

Immunization coverage status of the population 

As mentioned in the views of the service providers on the implementation of the 

immunization program, service providers widely admit that immunization coverage 

among the transitory population is lower than that of the local population.  

A quotation from a health officer on immunization coverage among the 

transitory population: 

HO1:”Immunization coverage among them is also not good. We are still working on it.” 

A quotation from a health worker on immunization coverage among the 

transitory population: 

HW:”I have witnessed a few cases of [people] refusing immunization. All are from the transitory 

population.” 

7.2.1.4. The barriers to immunizing children in the transitory population 

Immunization service providers have put a lot of work into immunizing the transitory 

population because of their poor immunization coverage. Based on their experiences 

and research outcomes, service provides said that the transitory population lack 

appropriate knowledge on the immunization program, that they cannot get good 

information from the right informants, and that they do not trust immunization workers 

very much. 

Knowledge 

Quotes from health officers on the barriers to immunization among the transitory 

population: 

 HO1: “It would be very difficult for this population to look after themselves properly, not to 

mention their children.” 

HO2: “They do not have sufficient knowledge about immunization.” 
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Information 

A quotation from a health officer on the barriers to immunization among the 

transitory population: 

 HO3: “the most important issue is that we do not have an effective communication channel with 

them. If they get in touch with us, there is no reason that we would refuse them.” 

Trust 

A quotation from a health worker on the barriers to immunization among the 

transitory population: 

HW1: “If something negative has ever happened within parents’ networks they are more likely 

to refuse further immunization.” 

7.2.1.5. Strategies for improving immunization coverage among the children of 

the transitory population 

Service providers have ideas about how to improve immunization coverage for children 

of the transitory population. They suggest that the government needs to make 

immunization work a core task for many stakeholders and to involve more departments 

to carry out the work. Service providers feel that they need to maintain high quality 

services to meet the needs of service users, who they see as customers. Furthermore, 

they think that grassroots-level government staff could be involved more to help access 

the transitory population.  

Strategy suggestions for local government and related organizations 

A quotation from a health officer on the strategies for immunizing the transitory 

population: 

 HO1: “We have worked hard to integrate the index of immunization coverage among transitory 

population into the evaluation system for the local government and related organizations. This 

way they will be more motivated to try their best when doing this work.” 
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Mechanisms and Finance 

Quotes from health officers on strategies for immunizing the transitory 

population: 

HO2: “To be frank, I think the most effective way [to improve immunization coverage] would be 

for the government to admit that the number of immunization workers team does not match the 

huge [transitory] population and increase the number of team members.” 

HO3: “Different government sectors don’t fully exchange information effectively. The 

department of migration management should share their information with us in detail. 

Furthermore, their data collection system needs to be improved to include the information we 

need. We have some experience in other cities where the department of migration management’s 

information system has included children under 18 years old who have migrated together with 

their parents.” 

Ensuring the quality of vaccines and immunization services 

A quote from a health officer on strategies for immunizing the transitory 

population: 

HO4: “[Vaccine] side effects heavily damage the public’s trust. The quality of both the product 

and the services are of high priority in immunization work, and they need continuous attention.” 

Making use of all opportunities 

A quote from a health officer on strategies for immunizing the transitory 

population: 

HO5: “The immunization promotion program should be carried out at all occasions including 

school recruitment, routine neonatal examinations, for paediatric outpatients, etc. to extend its 

uptake among the public.” 

The grassroots network 

A quote from a health officer on strategies for immunizing the transitory 

population: 

HO6: “The village doctor, community leaders, and house-owners are all strong networks to be 

used to reach the transitory population. It is important to communicate with them.” 
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7.2.2. Users’ view  

As users of the immunization program, the transitory population have their own views 

on many aspects of the program. They do not start by opposing it. On the contrary, one 

they understand that it is a national policy they accept it.  However, their confidence in 

the program can be damaged by news about its side effects, as well as the negative 

experiences they have undergone in immunization clinics. This section presents the 

views of the transitory population concerning the immunization program and its 

implementation, gathered through in-depth interviews and a focus group. 

7.2.2.1. Views on the immunization program 

Unlike service providers, the transitory population mainly looks at the immunization 

program as a policy and a means of welfare from the government to all citizens. To 

follow the program is more like a daily behavior for them. Although bad press in recent 

years about the immunization program has made them lose some confidence in the 

program, most of the transitory population still believe in it. Some of them think the 

program itself is still good but that there are problems with the quality of the products or 

the services.  

Quotes from community members on the immunization program: 

CM1: “Immunization? The government said we must do it. We just follow this requirement. I 

think it should be safe as it is the government that asks us to do it .” 

CM2: “I am really worried about the safety of the immunization program. I have read some bad 

news about it in the newspaper.” 

CM3: “I don’t believe in the vaccines made in China. I only immunize my child with imported 

vaccines.” 

7.2.2.2. Implementation of the immunization program 

The transitory population admit that immunization coverage among them is not high. 

They complain that the program is not convenient for them. They have found getting a 

single vaccination very time-consuming or they have had unpleasant experiences in 

immunization clinics. Also, they place higher priority on other things in their lives than 
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immunizing their children. For them, missing immunizations is not a serious issue.    

A quote from a community member on the immunization coverage level: 

CM1: “I think every child must have already completed the immunization program.” 

 A quote from a community member on the immunization clinics’ distribution: 

CM2: “The program is only offered in specific clinics. Why not extend it to all medical clinics so 

that it’s more convenient.” 

 A quote from a community member on the immunization clinics’ operating 

times: 

CM3: “I would need to ask my employer for leave to take my child to the immunization clinic 

because I thought they only operated on workdays. However, I am told that I can also visit them 

on Saturday. This is convenient.” 

Quotes from community members on immunization service quality: 

CM4: “They are not friendly because they do not like to answer my questions.” 

CM5: “I do not care about the attitude of the staff there. It’s just too crowed every time. I 

definitely do not want to visit it. I just do it because it’s my duty to finish the immunization 

schedule for my kid.” 

7.2.2.3. Government policy towards the transitory population 

The transitory population has a lot of experience at communicating with different 

government branches. They feel that those department have posed a lot of requirements 

on them while at the same time, not helping them with either their living conditions or 

social welfare. They are required to register for temporary household registration when 

they come to the city, but they do not feel that this registration brings them any positive 

benefits.   

The registration system for the transitory population is inconvenient and provides little 

help to the transitory population. 

Quotes from Health Departmeng and community members on the registration of 
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the transitory population: 

HO1: “We have taken measures to require them to register in our office. This helps to some 

extent. However, when they leave, no matter whether permanently or temporarily, they never tell 

us.” 

HO2: “I am not sure whether most of the transitory population have registered for temporary 

household status. This is difficult as they do not need approval from anyone to come or go.” 

HO3:”a grid-style management strategy has been adopted in our department to reach all of the 

transitory population. This requires that the whole community work together to collect 

information. I think it works fairly well.” 

CM1: “When I first moved here the landlord asked me to pay 9 RMB and gave me a card. This 

card seems to be completely useless.” 

CM2: “I am told by the government to inform anyone who rents my house that they need to get a 

temporary registration card. I follow this advice and inform them.” 

7.2.2.4. Immunization coverage status of the population 

The community member does not think that immunization performs more poorly for 

their children than that of the local population 

A quotation from a community member on immunization coverage among the 

transitory population: 

CM1: “I thought the immunization for children of the transitory population should be the same 

as for us. I actually do not know anything about that.” 

7.2.2.5. The barriers to immunizing children of the transitory population 

The major barrier identified by the transitory population is that official information is 

unclear. 

A quote from a community member on the barriers to immunizing the transitory 

population: 
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CM1: “I think the government have not told us about [the immunization program] very clearly. 

Normally if someone tells me something I will know it. I worked in a factory every day and they 

did not tell me about it.” 

7.3. Community Needs Assessment 

Much research, and the interviews in this study illustrate that immunization for children 

of the transitory population still performs poorly.  To develop an appropriate strategy to 

tackle this,  the needs of all stakeholders in immunizing children in the transitory 

population need to be analyzed, including the community members’ views and voices. A 

participatory community needs assessment can facilitate participation from its very 

beginning as it reflects an inclusive health planning perspective that values the views 

and involvement of community members in decision-making processes. In this study, 

we did a participatory community needs assessment taking the views from identified 

stakeholders. Views come from not only the health department, but also the transitory 

population and other connected community parties. The findings cover the local health 

workers’ needs, which helps their work with immunizing children from the transitory 

population.  

We categorized the needs of grassroots groups for immunizing children from the 

transitory population in four types. They are the expressed, felt, normative, and 

comparative needs, first defined by Bradshaw in 1972 (Bradshaw 1972, in Chu, 2004). 

The framework for this community needs assessment includes a community profile, 

internal analysis and the views of the community. It was put forward in the WHO-

WPRO Regional Guidelines for the Development of Healthy Workplaces (1999) for 

defining needs in the workplace setting (Chu 2004). 

7.3.1. Community Profile 

7.3.1.1. People 

The transitory population is increasing. The majority of them are of childbearing age. Their 

social economic status and education background is poorer than that of the local residents. 

Health status, as some indicators showed, is also poorer. They access less health care and the 

immunization coverage rates for their children is lower. 
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7.3.1.2. Place 

The city they lived, Hangzhou, is a relatively developed location in China and offers great work 

opportunities for them. They rent a house and the main expense in this city is this rental. Their 

living standards are similar to the local residents. However, they usually spend more time on 

their work and some engage in high-risk employment. 

7.3.1.3. Community 

The relationship between the transitory population and the local residents is not bad. They have 

communication with each other. They rent the local residents’ houses and also do business with 

them. Regarding immunization, they do not feel much discrimination from health workers. They 

like local newspapers and show interest in the local affairs. However, their main social networks 

are still their acquaintances from the same hometown or their neighbors. They do not make 

much use of the city’s public services. 

7.3.1.4. Existing health provisions, resources and services 

Current health services welcome all residents to their services, including the transitory 

population. However, health workers’ workload is  high based on the huge number of service 

targets. The records show that their work has been increasing in recent years. The size of the 

immunization service is also increasing. Health promotion activities have now started in some 

communities, including some health promotion campaigns in schools. In different departments, 

strategies are being developed to promote the transitory population’s health. 

7.3.2. Internal Analysis 

During the internal analysis phase, we applied the Sthrenthen-Weakness-Opotunity-Treat 

(SWOT analysis) structure to state the findings. 

7.3.2.1. Strengths that improve immunization for children of the transitory 

population in Hangzhou 

Analyzing the strategies in different government branches in Hangzhou, combined with 

the focus group and field survey, the strengths that improve immunization for children 

in Hangzhou’s transitory population are as follows: 

 Hangzhou has a complete immunization service system and enough staff can 



 

- 161 - 

serve the children. The immunization services are mature and have been 

prepared to service the transitory population. 

 The logistics for immunization are well set up. The financial support from the 

local government is sufficient, which helps the Centre for Disease Control and 

Prevention at each level to be able to distribute vaccines and related materials 

to the immunization sites on time. 

 The Program has clearly defined objectives, targets, operational planning and 

monitoring by output/outcome. Government agencies have a clear target to 

improve coverage rates for the EPI vaccines within the transitory population. 

Quotes from health officers on strengths that improve immunization in 

Hangzhou’s transitory population: 

HO1: “The city has sufficient economic capacity and commitment from government leaders to 

support the immunization program.” 

HO2: “The immunization program here has been conducted well for many years with a mature 

team.” 

HO3: “Immunization has is identified as a key public health initiative in the city.” 

7.3.2.2. Weaknesses and barriers for improving immunization among children 

of the transitory population 

After examining the results above, the key weaknesses and barriers for improving 

immunization among children from the transitory population are as follows: 

 A lack of collaboration between relevant organizations and insufficient coordination 

of services. Different government departments or institutes have developed 

strategies, but there is little communication or collaboration between them. 

 Parents generally do not have enough knowledge about immunization. 

 A lack of compatible and linked information systems. The information cannot be 

transferred to the target population. 

 Different cultures and operational procedures are evident. 

 Insufficient or inappropriate expertise. Some tend to put pressure on local health 

workers and evaluate their work performance based only on the coverage rates for 

the transitory population. 
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Quotes from health officers on the weaknesses in improving immunization 

among Hangzhou’s  transitory population: 

HO1: “We do not have much of a relationship with the Department of Migration Management. 

We need  their support to reaching the transitory population.” 

HO2: “We still have not found a useful means of communicating with the public. The health 

promotion program needs to be improved.” 

HO3: “We need to evaluate the immunization work for children of the transitory population 

alongside their coverage. However, to get the real coverage is never easy.” 

Quotes from health workers of weakness for improving immunization in 

Hangzhou’s  transitory population: 

HW1: “Reaching and communicating with the transitory population is not easy. During work 

hours they are not at home or only the old family members and kids are at home, and they are 

not willing to communicate with us.” 

HW2: “The work performance review is very strict and we think it is beyond our capacity and 

responsibility. They will fine me because the transitory population refuses to be immunized.” 

7.3.2.3. Opportunities 

From the literature and projects around the world, there are some common success 

factors in facilitating the integration of health services. It would be valuable to learn 

from these previous successes. This study’s analysis of the situation in Hangzhou 

regarding immunization for the transitory population found the following opportunities:  

 The government and health agencies give a lot of attention to this issue. Many 

branches of the government and other non-government organisations 

expressed great interest in improving both immunization and other health 

problems among the transitory population. 

 Parents are generally interested in immunization and their children’s health. 

They are willing to improve their children’s health. 

 Collaboration has already been established on a small scale. 

 Public health has received more financial support from the government and it 

is still increasing. This includes immunization work. The infrastructure has 
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been improved and management is more standardized. 

 Many organizations have completed research to find applicable approaches to 

solve this problems around immunizing the transitory population. 

7.3.2.4. Challenges 

Immunization among children of the transitory population could be improved by 

considering the above factors. However, there are still further challenges. The factors 

that could limit the success of health promotion initiatives in the future are as follows: 

 Many vaccines are becoming more and more expensive. 

 The gap between the understandings of clinical doctors and public health 

workers could confuse both the transitory population and local people, 

damaging the immunization program. 

 Adverse events from vaccines are sometimes magnified by the media and 

damage the transitory population’s  trust in immunization work. 

 The increasing numbers in the transitory population create an increased 

workload for local health workers. As a result, many of them have left.  

7.3.3. Community Needs Analysis 

The focus group provided this study with the community’s views, especially within the 

transitory population and from local health workers. They findings include: 

For the transitory population:  

 Information about immunization needs to be delivered by their acquaintances. 

This includes their neighbors, landlords, birth attendants or obstetric doctors. 

 Information can also be delivered by local newspapers. 

 The number of immunization clinics needs to increase and they need to 

operate more frequently to reduce waiting times. 

 More convenient services need to be provided, such as immunizing children at 

home. 

 The length of the needles needs to be shortened. 

 If there is any change to the immunization schedule people need timely notice.   

 The detailed address of each immunization site needs to be made clear. 
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 Explanations by local health workers should be accurate, not exaggerated. 

For immunization workers:  

 Immunization workers hope that there will not be too many negative reports 

about immunization from newspapers and clinical doctors. Conversely, they 

find that there are too few positive reports about immunization work in 

newspapers. 

 The government needs to increase the number of staff doing immunization 

work as they serve a large population. 

 The transitory population’s economic status restricts them from accessing 

immunization services. 

 The severe punishments for transitory migrants who break the law leads to 

them not trusting most government representatives, and even strangers. 

 The registration system for the transitory population does not effectively reach 

them all. 

For the Department of Health:  

 The transitory population need to be reached and informed on immunization 

policy. 

 A cross-department collaboration mechanism should be built to facilitate 

reaching the transitory population. 

 Immunization workers should follow the guidelines on immunization work 

and perform the services with good manners. 

 More reports on the policy and advocacy are needed, while negative reports on 

immunizations should be well-explained. 

For the Department of Family Planning:  

 All families, including families in the transitory population, should abide by 

the one-child policy of the country.  

 Community management bodies should familiarize themselves with the 

transitory population in their areas and know whether they have followed the 

one-child policy. 
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For the Department of Migration Management:  

 The Department of Migration Management wants to know the actual figures 

for the transitory population. 

 The transitory population should be included in the community for 

administration purposes. 

For the Community Committee:  

 The community committees follow the guidelines of different departments and 

try to do all of the prescribed work well. They hope that they do not have too 

heavy a workload . 

 The temporary household registration system has not worked very well. It 

needs to be improved if it is to become an effective tool for managing the 

transitory population. 

For community members connected with transitory population (landlords):  

 Landlords do not want trouble for accommodating transitory migrants. 

 If the government wants them to share information about the people who live 

in their houses, they will but they hope it is not too complicated. 

For other general community members:  

 If the diseases from the transitory population are a threat to our community, it 

would be better for the government to deal with it early. 

For the media:  

 The media is happy to provide information to the public if it is in good format. 

Although if the government ask me to do that, I will do so too. 

 The negative news is eye-catching.  As a journalist, I certainly care and want 

to report it. I will report it the correct format. 

For vaccine producers: 

 They want more people to use their products. 
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 They do not want to have quality issues. These bring large compensation 

claims and losses to market share. 

7.3.4. Comprehensive Community Needs Assessment 

The analysis of the community profile, internal analysis and the community’s views 

forms the comprehensive community needs assessment. It includes four kinds of needs: 

the felt, normative, comparative, and expressed needs. 

7.3.4.1. Felt Needs: 

The transitory population: 

 Information needs to be provided properly and directly to the parents. 

 Increase the number of immunization sites and improve the service quality. 

 Ensure that immunization is safe.   

 Let the parents know more clearly about their responsibilities and rights. 

Local immunization workers: 

 Need increased financial support from the government, and more personnel. 

 Powerful socialization about immunization. 

 Improve the transitory population’s ability. 

 The local registration system is not effective enough to reach all of the 

transitory population. 

7.3.4.2. Normative Needs: 

 The immunization coverage rate for the children from the transitory population 

is still lower than that for local children. 

 The transitory population’s knowledge about immunization is insufficient. 

 The true number of children in the transitory population is not clear. 

 The government has not had enough input into immunization work. 

 There is insufficient collaboration from other departments to support 

immunization work. 
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7.3.4.3. Expressed Needs 

 The transitory population’s health status is not good. 

 The immunization coverage rate for children in the transitory population is 

lower than that of local children. 

 The transitory population have a low social economic status. 

 The transitory population tend to have low-level educations. 

7.3.4.4. Comparative Needs 

 The transitory population is growing more quickly than before. While health 

services are slowly increasing, it is not keeping up with the number of 

migrants. 

 The transitory population’s health status is not good and the immunization 

coverage rate for them is lower than that of the local population. 

 Educational resources for the transitory population are limited, as is their 

utilization. 

 The education level of the transitory population is lower than that of the local 

residents. 

 The socioeconomic status of the transitory population is higher than those in 

their hometowns, but lower than local residents. Moreover, they face more 

occupational risks than local residents. 

7.4. Conclusion 

This chapter has demonstrated that stakeholders have differing ideas about the 

immunization program’s aim and performance, about the transitory population, and 

about the barriers and strategies for immunizing children of the transitory population. 

They also have different needs for contributing to the immunization of children in the 

transitory population, depending on their own position. This has been listed in a 

comprehensive needs assessment matrix. The next chapter will examine both the 

channels and content for communication among different stakeholders concerning these 

needs, and will identify the role of risk communication in this work. 
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Chapter VIII: Risk Communication among Immunization for 

Children of the Transitory Population in Hangzhou 

City 

8.1. Introduction 

Chapters 6 and 7 discussed the current delivery system of the immunization program for 

children of the transitory population in Hangzhou, aw well as the community’s needs 

around this issue. This chapter will introduce the risk communication and its procedure 

as currently practiced in the immunization program for children of Hangzhou’s 

transitory population. This includes the information that different stakeholders have 

developed and their communication channels, the existing risk perceptions on 

immunization and immunization among the transitory population, their different 

decision making description, and existing communication practices for improving 

immunization among children of the transitory population. 

8.2. Information flows and communication channels between different 

stakeholders 

8.2.1. Information released by the government 

The government releases the policies of the national immunization program through 

various channels to the public. This information is mainly about the program’s aim and 

covers  immunization policy, program outlines, general questions on immunization, and 

the mass immunization activities.  

The methods for conveying the information includes laws and regulations, press 

conferences, special interview programs and other means.  The laws and regulations are 

set by legislative bodies and government sectors. Occasionally, the Department of 

Health initiate press conferences to answer general questions or to explain a proposed 

immunization-related policy. The government may use the internet to post the 

immunization policy and related content, such as on the official website. Also, if 

necessary, the government may organize a press conference on related issues. Last but 
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not least, the government organize or participate in interviews or dialogue programs to 

disseminate information about immunization. 

The audience for this information is every citizen. They inlcudes the immunization 

target population, health workers, and all other related groups.  

Quotes from health experts on the information released by the government on 

the immunization program: 

HE1:  “Immunization was a kind of primary national strategy created by the means of laws and 

regulations.” 

HE1: “When a serious immunization accident happened, the Ministry of Health asked us to 

attend a press conference to explain it to the public and to ease their concerns about the 

immunization program.” 

HE1: “We do a lot of interviews and other kind of health-promotion activities such as 

performances. We even invite the leaders of government to help advocate for people to 

participate in teh immunization program from time to time. We routinely do this on the National 

Immunization Day each year.” 

A quote from a health worker on the information released by the government on 

the immunization program: 

HW1: “We are told in all kinds of documents that the immunization program is a government-

oriented policy and we often help to organize the government’s health-promotion activities.” 

Quotes from community members on the information released by the 

government on the immunization program: 

CM1: “I have seen the report on immunization policy on TV.” 

CM2: “The doctor in the community health service center told me that the immunization is a 

national policy set by the government.” 

CM3: “It is stated on the immunization record booklet for my son that immunization is a 

national policy.” 
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8.2.2. Information released by health administrative agencies  

The administrative agencies of the immunization program at each level are responsible 

for sharing detailed information about immunization with the public. They share 

information about the regional-specific immunization schedule, which is based on the 

national schedule, but may have some different content, as in some ways the national 

program is more like a guideline. The local administrative agencies need to inform the 

immunization workers and the public about the detailed immunization schedule and any 

regional-specific policies.  

As the technical support for the immunization program, health administrative agencies 

may also provide suggestion to policy makers in government. They do this by making 

and handing out booklets about immunization, creating the notices for informed consent 

and explaining each vaccine to the parents prior to and during immunization, displaying 

the local immunization schedule, organizing advocacy activities in local areas, use 

internet-based communication methods such as qq groups (a social media network with 

instant messaging in China), microblogs (something like Chinese Facebook), and 

telephone or newspaper-based information delivery. 

The audience is similar for that of the government information, including citizens in a 

jurisdiction.  They are the immunization target population, the health workers, and all 

other related groups.  

A quote from a health experts on information about the immunization program 

released by health agencies: 

HE1: “The most detailed immunization information is developed and distributed by the Centre 

for Disease Control and Prevention at each level.” 

Quotes from health workers on information about the immunization program 

released by health agencies: 

HW1: “We got detailed guidance on the immunization program from the local Department of 

Health and Center for Disease Control and Prevention. They made a detailed guideline of the 

program.” 
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HW2: “An online discussion board has been built by the local Center for Disease Control and 

Prevention. They have included us in it and we are now able to communicate with them online 

about immunization.” 

A quote from community members on information about the immunization 

program released by health agencies: 

CM1: “The Center for Disease Control and Prevention said that we need to get immunized. I 

just see them as the government too. Also, if I have a serious complaint about immunization and 

the immunization clinics can not provide a good answer, I will ask the Center for Disease 

Control and Prevention .” 

CM2: “The informed consent form had the seal of the Center for Disease Control and 

Prevention. I think they are the organization who are in charge of immunization.” 

CM3: “I have made a complaint about immunization to the hotline of the Center for Disease 

Control and Prevention .” 

8.2.3. Information from the immunization practitioners 

Generalized information on the immunization policy and the theoretical underpinnings 

of the program is only intended to explain why people need to be immunized. But 

further details need to be provided to parents, such as what kind of vaccines are needed, 

where, when, and how they can get the vaccinations. As such, immunization workers 

provide parents with notes asking them to ‘please bring your baby to the immunization 

site (address attached) on which date to do what kind of vaccination’. Immunization 

workers also provide information about the issues occurringd in the implementation of 

the National Immunization Program. 

Detailed immunization information is always in the format of a notice, whether paper, 

by mobile phone message or adirect phone call, by broadcast or notice board, or on the 

web. Feedback on the immunization program is mainly conveyed to stakeholders in 

periodical meetings, reports, and by telephone. 

The audience for this information is the people whose children need to receive 

immunizations. 

A quote from a health expert on information from immunization workers on the 
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immunization program: 

HE1: “Immunization workers need and are able to explain detailed information on 

immunization to the parents. If their work performance is excellent there will be fewer 

complaints about the work.” 

Quotes from health workers on information from immunization workers on the 

immunization program: 

HW1: “The most communication or consultation on immunization occurs between the parents 

and the immunization workers.” 

HW2: “Immunization workers need to not only send information to parents, but they also need 

to listen to them and answer their questions.” 

Quotes from community members on information from immunization workers 

on the immunization program: 

CM1: “I trust the immunization workers. They [vaccinated]  my son when he was just born. I 

believe what they say and follow their advice.” 

CM2: “All the vaccines my baby needed to have injected are in the booklet sent by immunization 

clinics. What time should we visit the clinic and what kind of vaccine is approaching are all 

listed in the booklet.” 

CM3: “I tend to ask immunization workers about what we are going to do in the immunization 

clinics. However, it seems they are too busy to communicate with me patiently.” 

8.2.4. Information from the transitory population 

To improve the immunization program for children of the transitory population, it is 

necessary to collect the voices of the transitory population in order to understand their 

concerns and needs. The information that they tend to provide is mainly their feedback 

on the program. They may have questions, complaints, or positive or negative 

judgments on the program, as well as suggestions on how to make the program more 

convenient and easier to follow.   

While infrequent, if the transitory population have a question about immunization, such 

as about side-effects, they may try to consult or even make a complaint to relevant 
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parties by letter, phone, or face-to-face visits. Nowadays web-based consultation are 

being used more frequently.  

The audience for this information includes family members, their relatives or social 

networks, local immunization workers, and the immunization administration agencies.    

A quote from a health expert on information from the transitory population about 

the immunization program: 

HE1:”we are keen to collect and analyze feedback from the transitory population. This is not 

easy because they normally won’t look for us unless there’s a problem.” 

Quotes from health workers on information from the transitory population about 

the immunization program: 

HW1: “Except for complaints, I have rarely heard the transitory population’s opinion about the 

immunization program.” 

HW2: “During the field survey, a transitory migrant expressed to me that the immunization 

program is good for his family.” 

Quotes from community members on information from the transitory population 

about the immunization program: 

CM1: “I looked the immunization work as a common routine work. I have not consulted it and 

sharing my experiences.” 

CM2: “I have made a complaint to an immunization clinic.” 

CM3: “We tend to tell immunization workers if we have some thoughts or suggestions about the 

immunization program. However, I do not think they are patient in listening.” 

8.2.5. Information from other stakeholders 

Although they may not be particularly involved with the immunization of children in 

the transitory population, other stakeholders may also have be affected by this issue and 

their thoughts may be known in the community. People who help to implement 

immunization, they may feel responsible to the program and have suggestions about 

how to improve it.  Also, they may be responsible for  conveying information about 
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immunization to the transitory population. 

The communication channels for this information are very narrow. Normally it is shared 

during informal discussions, inter-disciplinary communication, or even via research. 

The means of information flow covers interview, discussions, reports, or private 

communications. 

The audience for this information includes the Department of Health, each stakeholder’s 

department, the transitory population and the wider community. 

Quotes from health workers on information from other stakeholders on the 

immunization program: 

HW1: “In informal discussions, community committee members complained to me that the 

transitory population is really difficult to reach. They do this as a favor to me.” 

HW2: “We do not regularly ask for other cooperative parties’ opinion about how to improve 

immunization for children of the transitory population. They will only complain .” 

A quote from a community member on information from other stakeholders on 

the immunization program: 

CM1: “The community committee staff just asked me to visit the doctor for immunization, but 

didn’t give me any further information. He told me that if I have any questions I can ask the 

immunization clinics directly.” 

8.3. Decision-making factors for transitory population concerning 

immunization for their children 

The immunization program aims at immunizing all of the target population based on the 

program outline. As service receivers of the program, the transitory population make 

decision about whether to participate in the program. The following describes the 

factors that go into their decision-making process.  

8.3.1. Information availability 

Good decision-making processes rely on having sufficient relevant information 

available. In order to make a decision on whether to participate in the National 
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Immunization Program the transitory population need to first have to at least knowledge 

about the policy and/or the program.  

In some circumstances, transitory migrants have not heard about or have forgotten about 

the immunization program. As discussed in Chapter 6, regarding the immunization 

service in China, all babies born in a hospital will be issued a notice by health workers 

in the hospital informing them about when and where to continue immunization. In 

addition, local immunization workers, support staff in the community committee, and 

other community members also have responsibilities to share information on 

immunization with the transitory population. As a result, if a baby’s parents say they 

have not heard about immunization or its procedures, this means that these procedures 

have not been implemented properly. This includes the following conditions: 

No immunization notice from maternity hospitals 

While the rate of hospital births has greatly improved in China, some transitory 

migrants still choose to deliver their babies at home by unauthorized staff. They will not 

receive a notice for immunization by hospital staff. They may choose not to give birth in 

hospital for cost reasons, because of old customs, and or to avoid being caught if they 

have not fulfilled the One-child Policy. However, with improvements to the health 

service and loosening of family planning policies, this happens less and less. 

On rare occasions,  parents who have hospital births do not receive an immunization 

notice from the maternity hospital because staff have forgotten to issue it, or the parents 

have lost it. 

No information from the community immunization network 

Parents with no information about immunization means have not only missed a notice 

from the hospital, but have also been missed by the community immunization networks 

including the immunization workers, the community committee members, and other 

related community members.  

The immunization workers, whose primary duty is to  administer vaccinations, may not 

be able to locate the whole community and therefore miss some of the target population. 

For community members who have some contact with the transitory population, if they 
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are not under duty to remind the transitory population of immunization program, they 

may not do it.  

8.3.2. Judgments to the reliability of information 

Most of the transitory population have some knowledge of the immunization program 

and their children have had at least some doses of the scheduled immunizations. So 

when transitory migrants decide to skip immunizations it is because they do not fully 

trust in what they are told to do. The greatest gains to the immunization program in 

China came in the late-1970s when it was first introduced as a program, partially 

because people had strong trust in the government agencies at that time. In recent years, 

with increased access to various kinds of information, negative reports on the 

government have strongly destroy the public’s unconditional trust. As a result, people 

tend to undervalue the credibility of information released by the government. Negative 

news continues to aggravate this distrust. People may think that information from the 

government and its agencies is unimportant, or even false. 

Quotes from transitory population on the reliability of information about 

immunization program: 

TP1: “They just want to make money from this program. I am not interested in it.” 

TP2: “Without immunization my kid is very healthy. I don’t think we need it.” 

8.3.3. Trade-off between multi-source information 

With their improved access to various types of information, the public are likely to find 

differing and even contradictory information, so they need to make decisions about 

what to trust. 

A quote from transitory population on the multiple sources of information about 

immunization program: 

TP1: “My friend told me that some immunizations are harmful. My wife said we must get our 

son immunized. Their opinions are different.” 

In certain circumstances, contradictory information may all be right to some extent and 
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are all accepted by the audience. They then move to the next decision-making factors: 

the trade-off between the advantages and disadvantages of a given issue. 

8.3.4. Trade-off between the advantages and disadvantages 

Within there are multiple sources of information, there are frequently contradictory 

claims, and both sides can appear to be strongly evidence-based or can come from 

reliable informants. The audience then needs to weigh the advantages and disadvantages 

to make their decision. Normally they would carry out consultation and discussion to 

improve the quality of their decision. Based on their consideration the differing 

information, they may refuse to participate in the immunization program in the 

following circumstances:  

Limited efficacy 

The immunization program means that most vaccine-preventable diseases are well-

controlled in China. The public realize that many serious diseases like polio, smallpox, 

and tetanus have become uncommon in their lives. Government agencies, at the same 

time, also promote these facts as an achievement of the immunization program. In some 

ways, the consequences of missing immunizations may not be as bad as before. As such, 

the public may consider that immunization is not too important. As a result, an 

increasing number of people are now paying less regard to the immunization program.  

A quote from a transitory migrant on the limited efficacy of the immunization 

program: 

TP1: “The diseases that [the immunization program] targets are not serious at all.” 

Negative experiences in the clinics, both internal or external (by their own 

family or others) 

The immunization experience strongly influences a family’s decision about whether to 

continue the program. During their routine visit to immunization clinics, parents may 

encounter unpleasant experiences, whether service or health-related. 
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Experience during the service 

With China’s dense population, most immunization clinics need to provide service to a 

huge number of people. As a result, parents may have to endure long queues, a tired and 

bored immunization worker,  or a noisy environment. Some of them also need to ask for 

leave from their employers or travel long distances to the immunization clinics. This 

together with the expectations of the immunization program will decrease their 

participation to the program. 

Quotes from transitory migrants on the service during the immunization program: 

TP1: “The immunization worker’s attitude is not good at all. They are so impatient when they 

answer any questions from me.” 

TP2: “The experience at the immunization clinics is terrible. Can you imagine, I took a two-

month old baby by myself and waited there for more than two hours to be immunized!” 

TP3: “My wife and I need to work during the day. We do not want to ask for leave to get 

immunizations.” 

The safety of the immunization program 

With massive internet-based information sharing, the adverse events following 

immunization are increasingly openly reported.  This convinces some of the population 

convince that immunization has less benefits but more danger. They decide to cease 

participating in the program. 

Quotes from the transitory population on concerns about the immunization 

program’s safety: 

TP1: “Immunization itself is harmful.” 

TP2: “My son got a fever after getting his vaccine. [The immunization workers] told me that this 

is a common reaction after immunization, but I had to take my son to the doctor for further 

treatment. I think I [immunize] him anymore.” 

TP3: “People say  that vaccines have been introduced as a contraception measure by the 

government to control the population of our country. That’s why they require all children to 

have it.” 
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8.4. Decision-making factors for other stakeholders concerning 

immunization for children of the transitory population 

As a comprehensive program involving all of society, the immunization program needs 

the cooperation of all community members. Different stakeholders will have their own 

decision-making process about whether to help facilitate the implementation of the 

program. Service providers of the program have to determine how to design and 

implement the program. While service facilitators decide how to promote the program, 

and to what degree. 

8.4.1. Decision-making for immunization workers 

Immunization workers need to decide whether to perform their work well. They are 

required to try to reach all of the people who have not followed the immunization 

schedule and visited the clinics. Whether they carry out this search, and the quality of it 

relies on their work performance requirements and evaluation. Immunization workers 

commonly report that they have very little time but very strict requirement to carry out 

these searches. Also, they consider that this responsibility is more appropriate to  b 

community committee members. 

Requirements from the governing body 

The detailed and strict work performance requirements imposed by governing bodies, 

including the Department of Health, the Center for Disease Control and Prevention, the 

local government, and the leaders of immunization clinics, may promote the 

improvement of immunization work. 

A quote from a health expert on the decision-making factors for immunization 

workers about the immunization program: 

HE1: “If the governing body of an area emphasizes the immunization program strictly checked 

the workers’ performance, these workers might put more effort into immunizing the children in 

the transitory population.” 

A quote from a health officer on the decision-making factors for immunization 

workers about the immunization program: 
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HO1: “We put great pressure on the immunization workers. This works to some extent.” 

A quote from an immunization worker on the decision-making factors for 

immunization workers about the immunization program: 

HW1: “The Centre for Disease Control and Prevention checks the immunization coverage level 

every year. We are fined if coverage is very low.” 

Designating responsibility 

The governing bodies on the immunization program may suggest that it is the  

immunization workers’ responsibility to improve immunization coverage for children of 

the transitory population. However, there are different interpretations of the division of 

labor for achieving this. Immunization workers want other stakeholders to help to reach 

and communicate with the transitory population so that they can concentrate on carrying 

out immunizations. 

A quote from immunization workers on the decision-making factors for 

immunization workers on the immunization program: 

HW1: “It is ridiculous for us to be responsible for reaching all the transitory migrants. The 

government should assign other people to do this, to access the transitory population, convey 

information of immunization to them, etc..” 

Capacity for implementing the work 

While many immunization workers have the will to carry out the immunization program 

for children of the transitory population well, they can be limited by their capacity and 

skills. Their abilities regarding the budget, personnel, as well as departmental 

communications are limited. 

A quote from immunization workers on the decision-making factors of 

immunization workers about immunization program: 

HW1:”t is ridiculous for us to be responsible for reaching all the transitory population. The 

government should assign another people to do this, accessing the transitory population, 

conveying information of immunization to them, etc..” 
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8.4.2. Community members 

Community members may spend their time and budgets on searching for the 

unimmunized population in their jurisdiction. The staff in community committees, the 

local public security station, landlords and employers of the transitory population, and 

other community members all have the ability to reach members of the transitory 

population. Whether they will decide to do this depends on whether the government 

provides financial support for these additional tasks beyond their own daily work. It also 

depends on their relationship with the immunization sector. 

8.4.2.1. Incentives for the community to help implement the immunization 

program 

If community members do feel any responsibility toward the immunization program 

they will be reluctant to help the program. Incentives from either the government or 

health agencies can encourage them to help improve the immunization of children in the 

transitory population. These include direct financial incentives, or honor (social status) 

given for their extra work. With these incentives community members are more likely to 

actively help the immunization program. Otherwise, they might only distribute 

immunization notices to the transitory population nearby without providing them with 

any detail about the immunization program. 

A quote from an immunization worker on community members’ decision-

making factors regarding the immunization program: 

HW1: “The staff in the community committee will do their best to help us if the government 

rewards them with money or some kind of honor.” 

Quotes from community members on community members’ decision-making 

factors regarding the immunization program: 

CM1: “I do not think I have the responsibility for [locating the transitory population]. If there 

were no incentives for it I would rather not do it even the government required me to do so. 

Anyway, the government does not give me salary for this.” 

CM2: “As staff of the grassroots government [the community committee], I will cooperate with 

immunization workers if there is clear command from my boss.” 
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8.4.2.2. Relationships with the immunization team 

Sometimes there is good cooperation between the health department and the community 

committee because the individuals involved have very close friendships or there is a 

good departmental relationship between their organizations.  

A quote from a health workers on community members’ decision-making factors 

regarding the immunization program: 

HW1: “I have worked here for many years. I am very familiar with most of the staff in different 

organizations in this community. Most of them show me respect and agree to help search for the 

transitory population in this community. I think there is still no clear requirement for them to do 

so.” 

A quote from a community member on community members’ decision-making 

factors regarding the immunization program: 

CM1: “I am a former staff member of the immunization clinics and I know them very well. I am 

always happy to provide help for their work.” 

8.4.3. Department of health 

It is the departments of health at different levels’ responsibility to improve the overall 

immunization coverage of all the population. This is clearly stated in their role 

specifications. Hence, their decisions are made based on the immunization coverage 

levels. They attempt to measure the real immunization coverage levels and try to find 

weakness in the program and minimize them. The immunization coverage level can be 

measured by the routine work performance reviews of immunization clinics, the 

reported immunization coverage rates, the predicted immunization coverage rates, and 

the reported disease prevalence levels. 

8.4.4. Other government sectors 

The Department of Family Planning and the Department of Migration Management also 

have some connection to the program to immunize children of the transitory population. 

The decisions they make in this regard are similar to the community members, and is 

dependent on the resources they might get for this extra work, and their relationship 
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with the health divisions, both at the organizational and individual level. 

8.5. Risk communication in improving immunization coverage for 

children of the transitory population 

With the existence of the different viewpoints, information sharing, and communication 

channels, there are also existing risk communications for improving the immunization 

of children in the transitory population. The information exchanged through reporting 

systems, regular meeting mechanisms, reviews and consultations all help to underpin 

the risk communication between different stakeholders. This section will introduce the 

present risk communication work within the current immunization program concerning 

immunization for children of the transitory population. The information was collected 

though in-depth interviews and a focus group discussion with stakeholders. 

8.5.1. Communication channel enlarging 

Health agencies are always trying to share immunization information with the wider 

community, using immunization notices, booklets, and posters. Regular meetings are 

held between health officers and health workers, health workers and community 

members, and for other parties. Furthermore, with developments in information-sharing 

technology, the health departments are using more internet-based communication tools 

to spread the information. As a result, the immunization program is reaching a larger 

population than ever before.  

The enlarged communication channels help to eliminate the first type of missed 

immunizations, in which there is a lack of information available. They also provide a 

feedback platform for different stakeholders.  

A quote from a health worker on the enlarged communication channels for the 

immunization program: 

HW1: “We have more meetings than before. Our organization is also building a webpage for 

our immunization program. We have a QQ group [internet-based discussion board] with some 

parents and key community members.” 
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8.5.2. Building multi-sectoral cooperation 

The Department of Health has realized that the immunization program will be more 

effectively implemented if there is close cooperation with other relevant departments. 

This type of joint action mechanism has long excited in China through the creation of 

various cooperation committees. An example of this is the China Patriotic Public Health 

Campaign Committee, in which many government departments work together to 

promote a region’s public health. Similar mechanisms exists in the immunization 

program and are being more heavily emphasized allowing the creation of a cooperative 

meeting between the Department of Health, the Department of Public Security and the 

Department of Migration Management. This has resulted in the development of policies 

to promote the joint work of several departments.  

A quote from a health officer on multi-sectoral cooperation for the immunization 

program: 

HO1: “We have contacted the Department of Migration Management. They have similar 

demands to do the work well. They agreed to have more exchange meeting with us in the future 

and to work together.” 

8.5.3. Being open and honest to doubts 

The more communication between immunization workers and parents, and between 

community members and the transitory population, the more people will make trust in 

the immunization program. Now when a there is a case of a severe adverse event 

following immunization, the health agencies report it and assemble a group to 

investigate it immediately. The experts can respond to parents’ doubts in a more frank 

and open way, and any compensation is accounted for in the annual budget of the 

government. An independent committee will provide a diagnosis of the event and this 

will be communicated to the parents. If the parents do not believe it they can pursue 

legislative assistance. Health agencies’ official websites also share timely information, 

and responds to  questions and distrust about immunization. The parents are provided 

with methods to contact them and the public are welcome to make enquiries. 

A quote from a health officer on the policy of openness around the immunization 

program: 
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HO1: “The framework for immunization work, especially the handling of adverse events 

following immunization, is better than before. This makes us more confident to release timely 

information and to answer the publics’ questions.” 

8.5.4. Increasing two-way communication 

Rather than simply being top-down, two-way communication is increasingly possible 

within immunization practice. More opinions have been collected than ever before 

between the parents and immunization workers, between the immunization workers and 

health officers, between community members and immunization workers or health 

officers, and between local health officers and upper-level health officers and experts or 

government leaders. This input helps provide adjustments to the policy and to make it 

more fluid. 

Quotes from health officers on the two-way communication regarding the 

immunization program: 

HO1: “Academic meetings provides a perfect opportunity for me to share my experience on 

immunization for children of the transitory population with many prominent experts in the 

country.” 

HO2: “The immunization workers provide some useful feedback to me through our regular 

[monthly] meetings.” 

A quote from a health worker on the two-way communication regarding the 

immunization program: 

HW1: “I have close communication with the staff from the Center for Disease Control and 

Prevention. I can easily share my understandings around immunization for the children of the 

transitory population with them.” 

8.6. Conclusions 

A good immunization program for the children of the transitory population requires the 

combined efforts of government agencies, grassroots immunization practitioners, the 

transitory population, and all of the community members in areas where the transitory 

population reside. Stakeholders’ different information and channels reveal the reasons 

for their different decision-making procedures and results. There has been some risk 
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communication around the immunization of children in the transitory population. This 

provides a basis for this study’s proposed strategy for improving immunization coverage 

for the children of Hangzhou’s transitory population. The next chapter provides 

discussion and analysis of the risk communication strategy and will provide 

recommendations on this issue. 
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Chapter IX: Discussion and recommendations 

9.1. Introduction 

This study has examined the potential role of risk communication in mitigating factors 

that lead to the low immunization coverage of children in the transitory population in an 

economically-active Chinese city with a sizable transitory migrant labor population, 

using Hangzhou as a case in point. Part I of this thesis has provided the background 

rationale for the study drawing from an extensive literature review and the methodology 

to address gaps in research. In Part two, three chapters report on and analyze the study 

findings concerning the National Immunization System, stakeholders’ views, and 

current risk communication practices regarding the immunization program implemented 

in Hangzhou. This chapter will discuss the key issues that have emerged from this study 

and make recommendations. It will first summarize the study’s major findings and 

highlight the key factors underpinning the lower performance of the immunization 

program for children of the transitory population. This will be followed by 

recommendations at the program level, the community level and for future research.  

9.2. Discussion of major findings 

Several of this study’s main findings focus on the characteristics of the target population 

of this research; the structure of the immunization programs’ delivery system for 

children of the transitory population through the involvement of multiple stakeholders; 

the need for a comprehensive community needs assessment for improving immunization 

for children of the transitory population; and the limited risk communication 

implemented around this issue. Based on these findings, the challenges and future 

directions for implementing of the National Immunization Program for children of the 

transitory population will be discussed.   
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9.2.1. Transitory population, the massive internal migration in China and its public 

health impact 

The literature review has demonstrated that the transitory population in contemporary 

China has distinct characteristics that create specific health challenges, including the 

issue of childhood immunization. This information has been supported by the field 

interviews. Furthermore, the huge size of the transitory population in China has 

amplified its impact on many public health issues. The phenomenon of the transitory 

population has captured people’s attentions  in mainland China since the end of 20th 

Century and has attracted much social science research. Many Chinese cities are facing 

a significant, and still-growing, number of transitory internal migrants. It is projected 

that by 2025, China’s urban population will reach one billion people (NPFPC 2010). 

This is fundamentally changing the population structure of China.  

9.2.1.1. What is ‘transitory’ and why are migrants ‘transitory’ 

The transitory population in China has different characteristics from the local 

population, and from internal migrants in other countries, or internal migrants within 

China who have acquired local household registration status by obtaining long-term 

employment. However, unlike other migrants, most of them would like to and are 

willing to move back to their hometown from time to time, for example, to see their 

family, or during busy agricultural harvest periods.  

So why are they transitory? An important reason is that their social networks remain 

connected to their hometown, including their family members, relatives, and other 

important social networks. In their new locations, the transitory population often rent 

together with other people from their hometown. Meanwhile, many family members 

remain in their hometown. Furthermore, the transitory population retain their household 

registration in their hometown, and as a result, get any social welfare benefits (including 

education) there. Consequently, the transitory population frequently move between their 

hometown and the location they work in.  

This is compounded by the fact that under the current Hukou system, it is very difficult 

for the transitory population to get local household registration status. Moreover, many 

urban, more permanent jobs are only open to people with local household registration, 
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excluding most of the transitory population from these employment opportunities. Most 

of them have to work for private enterprises or as temporary workers. Furthermore, 

without local household registration the transitory population have little access to social 

welfare.  

In order to better understand the inequality and social circumstances faced by transitory 

migrant labors and their children, table 9.1 below will present a comparison of the 

transitory and the longer-term internal migrants, and the local population in terms of 

their household registration status, social welfare, employment opportunities, links to 

their hometown, and living communities. 

Table 9.1 The Social Characteristics of the Transitory Migrant Population, General 

Internal Migrants, and the Local Population 

Group Transitory 

population 

Internal migrants Local population 

Household 

registration status 

Household status 

unchanged  

Changed household 

status 

Local household 

registration status 

Social welfare Low or no social 

welfare 

Full social welfare Full social welfare 

Employment 

opportunities 

Dual labor market Same opportunities 

as local residents 

The opportunities of  

local residents 

Links to hometown Close links with 

hometown 

Loose links with 

hometown 

Live in hometown 

Living community Living with people 

from the same 

occupation or 

hometown 

Living with the 

local community 

Living with the 

local community 

9.2.1.2. The public health impacts of the transitory population 

With poor employment opportunities and living conditions, the transitory population are 

a disadvantaged and vulnerable group in current Chinese cities. Their huge numbers put 

heavy pressure on urban infrastructure and public service systems. Meanwhile, they 

encounter difficulties accessing social support services including education, primary 

health care, and even necessities for daily consumption (Loyalka 2012).  
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For public health, the massive transitory population brings heavy health impacts to both 

its own population and that of the city in which they have moved. The morbidity and 

mortality within this population are higher than that of the local population (Li and Wu 

2010; Tong and Piotrowski 2012). Meanwhile, most of the complicated urban public 

health challenges are connected with the transitory population, such as controlling 

HIV/AIDS, avian flu, and tuberculosis. Tracing these infections is particularly difficult 

if its source is from the transitory population because they frequently change their 

residence. Workplace health issues are also an important public health challenge for the 

transitory population because they tend to work in more hazardous workplace 

environments than local workers (Fan, Wen et al. 2013). 

9.2.1.3. Implementing the national immunization program for the transitory 

population 

Many of the transitory population are at peak childbearing age, which is the target 

population for the National Immunization Program. Census data in China suggests that 

61% of the transitory population migrate with their children to their work area, and that 

the total number of children within transitory population has reached 35.81 million 

(Duan, Lv et al. 2013). As a result, the immunization program for the children of the 

transitory population involves a huge number of individuals and families. Due to the 

herd effect, low coverage in a particular community can lead to the failure of the whole 

program, creating a significant public health threat. .  

Unfortunately many surveys and interviews, as well as this research, demonstrate that 

children of the transitory population have low immunization coverage. There are gaps 

between the immunization status of children from transitory populations and local 

children (Su 2010; Sun, Ma et al. 2010). The reasons, as stated in this study, include that 

it is hard to reach the transitory population because no department has accurate, detailed 

information about this group; the transitory population are more likely to miss 

immunizations due to frequent changes in their address; and the transitory population’s 

small information networks make them more prone to missing immunization notices, or 

to be misinformed about adverse effects following immunization. To avoid any public 

health impacts and to promote the health of both the transitory population and the other 

populations within a community, measures should be taken to improve the 
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immunization coverage of children from the transitory population. 

9.2.2. The delivery system and involvement of multiple stakeholders in the NIP for 

children of the transitory population in China 

Systematic analysis of the Immunization Program indicates that this program involves 

the participation of many stakeholders. To effectively improve its performance, multiple 

departments need to understand the system and to provide sufficient cooperation for its 

implementation. Since studies indicate that these stakeholders have different views on 

the issues surrounding the immunization for children of the transitory population, 

successful cooperation can only be possible if these differences are articulated and 

communicated.  

9.2.2.1. The multiple stakeholders in the National Immunization Program 

delivery system 

This study has found that the National Immunization Program involves many 

stakeholders. Any social groups with interests in either the immunization program or the 

transitory population and their children, automatically become stakeholders in this issue. 

Applying systematic analysis, the roles of different stakeholders, including its members, 

functions, organization, and their activities are discussed here. 

The primary stakeholders include the immunization workers, as the most direct service 

providers in immunizing the children of the transitory population. Their understandings, 

efforts, and work environment determine the Program’s performance. This is also the 

case for the transitory population and the health departments. The transitory population 

are the Program’s direct service receivers, thus their understandings and behavior also 

contribute to Program’s performance. The Health Department, together with its 

technical bodies, the Centre for Disease Control and Prevention, draft the policies 

relating to the Immunization Program, and provide essential support to the program. 

There is a much broader group of secondary stakeholders. Since the immunization 

program is a social activity and its target population are within a comprehensive 

community, the program’s performance is connected a wide set of groups.  

The community members where the transitory population live are crucial for the 
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implementation of immunization for the children of the transitory population. This 

broader group includes neighbors, landlords, primary school teachers and local 

government officials. These groups provide a supportive environment for the program. 

Their trust in and positive feedback on the Program can help build the transitory 

population’s confidence in immunization. More importantly, community members have 

direct access to the transitory population. 

Within an information society, the media has crucial influence over the immunization 

program. It can help to spread knowledge and information about the immunization 

program, but can also amplify or exaggerate any negative cases of immunization, 

damaging the population’s  trust in immunization. 

Further stakeholders in the immunization program include vaccine producers and sellers, 

who are responsible for the vaccines’ quality and are keen to improve the usage of 

vaccines. The small but inevitable anti-immunization groups, including people who 

have experienced severe side effects from vaccines, try to persuade others that the 

immunization program is not as good as suggested. 

Further stakeholders include the Department of Migrant Population Management, which 

collects information and provides services for the transitory population. The Department 

of Family Planning have the transitory population as a key priority for preventing the 

breaching of the One-child Policy. Primary schools have high concentrations of children, 

including those from the transitory population, and they need to help to provide 

immunization protection for these children. 

9.2.2.2. Differing perceptions on immunization for the children of the 

transitory population 

As a public health intervention, the Immunization Program will be carried out well if its 

target group fully understands and accepts its, or has some trust it immunization. 

However, currently, the multiple stakeholders involved in immunization for the children 

of the transitory population have not built a consensus confirming shared 

understandings of immunization practice, although all stakeholders share the aim of 

better protecting the health of children and the whole community. Consequently, the 

transitory population does not yet have a full understanding of the immunization 
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program and may choose to miss immunization. The different stakeholders’ 

understandings on this issue, as well as their different practices and outcomes are 

divided into the several types. 

Supportive of the Immunization Program 

Most groups believe that the Immunization Program provides positive protection for 

children and would like to support its implementation. Local immunization practitioners, 

for whom the Immunization Program constitutes daily work, have devoted much energy 

into reaching and advocating to the transitory population. Many community members 

have also provided various forms of support to immunization practitioners during their 

field work in the community.  

Neutral to the Immunization Program 

Some stakeholders do not place high priority on the immunization program and are not 

particularly supportive of it. To them, the immunization program is the responsibility of 

immunization practitioners. When required by their leaders or requested by health 

branches, they will provide some support based on their ability. However, generally they 

have almost no relationship with the immunization program. These stakeholders include 

the Department of Migrant Population Management, the Department of Family 

Planning, and the media. 

Opponents of the Immunization Program 

Some parties oppose the immunization program, most commonly the victims of severe 

side effects from immunization, together with their related groups. Unfortunately 

adverse events following immunization are inevitable from time to time. Parents are 

reluctant about this probability, though they might accept compensation, and they also 

tend to tell their networks, including friends and relatives, about any negative 

experiences of immunization.  

There is also a group of people who believe that immunization is not natural and is not 

good for health. They actively to try share these ideas.   

Another party that is a less obvious opponent to the immunization program exists within 



 

- 194 - 

the Health Department itself. For these stakeholders, the immunization program takes 

resources away from other groups so they are not very helpful in facilitating this 

program. The managers of community health service centers need to decide how much 

of their budget and how many personnel should be provided to immunization branches. 

Since the immunization program does not bring them much benefit, they do not 

prioritize the immunization branches in their organization. They tend to invest more in 

the clinical parts of community health service centers. Furthermore, the success of the 

immunization program may greatly decrease the case of infectious diseases. As a result, 

the quantity of daily outpatients may decrease as well as the incomes of clinical doctors 

at the grassroots level. They are not always happy to persuade parents to accept 

immunization. 

9.2.3. The need for a comprehensive community needs assessment to improve 

national immunization program among children of the transitory population 

To developing an appropriate strategy for immunizing children of the transitory 

population, stakeholders needs have to be properly analysed and fulfilled to the greatest 

extent possible. The findings of this study have highlighted the need for a 

comprehensive community needs assessment to improve the National Immunization 

Program for children of the transitory population. Most existing research looks at the 

performance of immunization program within the transitory population and suggests 

that the government should invest more in this program and enlarge the promotional 

activities around it to improve the target population’s understanding of the Program. 

However, there has been little needs-based translational research on this issue. This 

study will classify the different kinds of needs around the immunization program for 

children from the transitory population and develop strategies based on fulfilling 

different needs in the community.  

Felt Needs 

 The transitory population 

 Information needs to be delivered in a way that’s accessible, for example, 

through people within their network. 

 The government should not withhold the truth about negative cases of 
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immunization. The benefits and threats of all vaccines should be shared openly 

with the public. They do not want to be deceived.  

 Improve the service quality. Provide more immunization clinics and increase 

the hours of service.  

 Ensure the safety of vaccinations. More importantly, the government should 

take full responsibility if severe side effects occur.  

 Inform parents more clearly of their responsibilities and rights. Provide well-

defined information on the difference between self-paid and free vaccines. 

 Local immunization workers 

 The government should provide more support to immunization workers to 

decrease their workload. This includes investing in personnel and providing 

more in the budget.  

 Powerful health promotion messages about immunization needs to be 

disseminated  to help the public fully understand that participating in the 

National Immunization Program is a citizen responsibility. 

 The current registration system for the transitory population is not effective 

enough to reach them all. Government should consider the public’s work in 

accessing the transitory population. It should be the government’s 

responsibility to inform the transitory population about the National 

Immunization Program, and the immunization workers should just act as 

service providers. 

Normative Needs 

 The immunization coverage rate for the children from the transitory population 

is much lower than that of local children. 

 The transitory population’s knowledge and acceptance of immunization is 

insufficient. 

 The transitory population, especially their children, are not fully accounted for 

by the current household registration system. The true number of children 

from the transitory population is not clear to all stakeholders.  

 The financial input into the National Immunization Program is insufficient, 

especially in areas with a dense transitory population. 
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 There is a shortage of collaboration from other departments to support 

immunization work. However, these collaborations are crucial for 

implementing the National Immunization Program for the transitory 

population. 

Expressed Needs 

 The transitory population’s public health status is not good. This includes 

immunization coverage rates, the morbidity and mortality of communicable 

diseases, life expectancy, and awareness of health knowledge.  

 The immunization coverage rate for children from the transitory population is 

low, while most vaccine-preventable disease cases occur within this population. 

 The transitory population’s social economic status is low.  

 The transitory population’s education level is generally low. 

 The transitory population are eager for trustworthy information about the 

National Immunization Program.  

Comparative Needs 

 The numbers in the transitory population are increasing more quickly than 

before. While health services are slowly being increased, the service is 

inadequate to cope. 

 The transitory population’s health status is not good and the immunization 

coverage rate for them is lower than the local population. 

 Educational resources for the transitory population are limited and their 

utilization is low. 

 The education level of the transitory population is lower than that of local 

residents. 

 The socioeconomic status of the transitory population is higher than that of 

their hometown, but lower than the local residents. 

9.2.4. Current communication status among stakeholders 

The needs assessment’s results indicate that there is poor communication between 

different stakeholders. To facilitate the Immunization Program, risks concerning its 
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performance should be fully communicated between different stakeholders in 

accordance with the risk communication framework. 

9.2.4.1. Ineffective communication methods  

This study reveals that communication about the immunization service in Hangzhou 

still relies on posted notices and face-to-face communization with immunization 

practitioners. The government agencies have produced many pamphlets about 

immunization, notices for informed consent and explanations about each vaccination, 

which are given to parents prior to and during immunization. However, this information 

may not reach the broader population, especially since nowadays the public are not 

interested in reading posted notices. Similarly, only those who visit immunization 

clinics can receive information through oral communication. While internet-based 

communications and telephone or newspaper-based information have some reach, they 

are still not a major communication channel. This finding is supported by other research, 

which also shows that effectively releasing information is a key challenge for public 

health. 

When it comes to hearing from the service-receiver side, this study suggests that 

communication is even poorer. The transitory population tend to provide feedback on 

the Program only when service providers organize a survey to collect it, or when they 

make enquiries or complaints about the service. Few studies put any emphasis on 

collecting the service receivers’ feedback on the Immunization Program. 

9.2.4.2. Contents of communication 

The information released by the service providers, including government agencies and 

health practitioners, is very basic. They explain a lot about the benefits of the National 

Immunization Program, and its locations and operating hours. However, they are 

reluctant to discuss or explain more about possible negative consequences of 

immunization, or poor management of the program. They fear that this would lead to 

further reluctance toward the program.  

Information collected from the transitory population has remained the same for many 

years. The health agencies hold a questionnaire survey about the transitory population’s 
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knowledge, attitudes, and practices  regarding the Immunization Program. The results 

always suggest that the transitory population have poor knowledge of the immunization 

program and related services. Based on these results, as with other research, this study 

suggests that there needs to be more health education for the transitory population to 

improve their knowledge about immunization. 

9.2.4.3. Unbalanced information among different groups 

Due to insufficient communication, stakeholders have imperfect information about 

immunization for the transitory population. The government and other service providers 

are aware of the transitory population’s poor knowledge of the National Immunization 

Program. As policy makers, they have more information about the benefits and aims of 

the National Immunization Program, having technical support from experts. They also 

receive information about the side effects of all vaccines and any improper management 

of the process.  

Little of this information is shared with the transitory population. Where possible, they 

will be notified about the functions of the National Immunization Program. They may 

also receive negative information about immunization from media, relatives, or social 

networks. But they seek information on the safety of immunization, and want to 

understand which of the many types of vaccines are most necessary. 

The media also plays a critical role in the communication process. However, their 

information is not always reflective of reality. Service providers provide often one-sided 

information, telling them about the benefits of the Immunization Program and hoping 

that they will disseminate this to the public. When they hear any negative stories about 

the Immunization Program,  government agencies often attempt to convince them it is a 

one-off case, and with effective management, the negative consequences can be well-

controlled.  

9.2.4.4. Lack of trust in official information 

Where information differs between official announcements and that from their social 

networks, the transitory population tend to trust the latter. This is extremely evident 

when there has been a serious case of negative side effects, or big news stories about 



 

- 199 - 

vaccine management. The so-called “poisoned vaccines”, the “functionless cold-chain” 

(that is, vaccines destroyed by being improperly stored), and other kind of reports in 

China in recent years have heavily destroyed the public’s trust in the Immunization 

Program. With limited access to information, the transitory population are highly likely 

to be affected by this kind of information. It is then much more difficult for the 

government and the media restore their trust and confidence in vaccination. This 

phenomenon has also been widely reported in other research. The “official released 

information” has even been described as ‘fake’ on many occasions. 

9.2.4.5. Efficient communication channels 

Efforts by community networks to disseminate information have proved to be effective 

and practicable for informing people about the Immunization Program. However, while 

this assistance is key to the reaching all community members, including the transitory 

population, this work is not fully supported by the government. The government needs 

to help facilitate this by cooperating with different sectors to properly define their 

responsibilities and equip them with the necessary personnel, budget, and office 

supplies. 

Health promotion around immunization also depends on the cooperation of different 

sectors. Immunization is done for the public welfare, so government media should 

provide discounts for this promotion. There also needs to be more objectivity from the 

media when reporting negative events including the adverse effects of immunization, to 

prevent one-sided stories. This way, the public can better understand risks in 

immunization, as well as its public health benefits. 

9.3. Recommendation 

This research seeks to identify the role of risk communication in the implementation of 

the National Immunization Program among the transitory population in Hangzhou, 

China. It has found that the existing risk communication is inadequate and does not 

match the comprehensive needs of different communities. This study has provided a 

detailed analysis of the complexity of the transitory population, and has systematically 

described the delivery structure of the National Immunization Program for the transitory 

population. It has also reviewed the status and role of risk communication among 
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stakeholders based on a comprehensive community needs assessment. It found that for 

this public health program, the community’s needs had not been comprehensively 

reviewed. As such, the risk communication was not fully adapted to these needs. 

Recommendations based on these key findings will be made from the program design 

level, the community level, as well as for further research and development needs.   

9.3.1 Program design level: Applying empowerment framework to develop risk 

communication for improving immunization for children of the transitory 

population 

At the program design level, this study recommends the application of an empowerment 

framework for the development of a needs-based immunization delivery program 

including a risk communication strategy. ‘Empowerment’ is defined by Chu as a process 

of enabling groups and individuals to gain greater access to information, networks, 

resources and decision-making (Chu 2005:49-50). The empowerment program design 

framework was developed by Chu to facilitate community participation, and to meet the 

health needs of disadvantaged or at-risk populations, such as workers in hazardous work, 

poor rural women or migrants with reproductive health problems (Chu 1996; 1998; 

2005). Its utility has been proven in improving a range of reproductive health problems 

in various cities and villages in China (Chu, Liu & Du, J, 2005; Chu 2005).   

Applying the empowerment framework to the Immunization Program here entails that 

processes be created that enable individuals to choose and seize opportunities to 

improve their own health status, with the precondition that health service providers 

ensure the supply and distribution of necessary resources. This requires that policy 

makers create concrete policies to support the National Immunization Program for the 

transitory population in Hangzhou.  

As the study findings reveal, there are many challenges remaining to improve 

immunization coverage and thus, the following recommendations at the program design 

level should be taken into account to improve the Program’s practice. 

First, when communicating the risks around immunization for children, the resources, 

networks, information, and the status of decision-making also need to be explained. It 

would be useful to apply the empowerment framework to promote ownership and 
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acceptance within vulnerable groups. 

Second, to facilitate effective risk communication and widen communication channels, 

all possible communication channels should be identified and expanded. Being open 

and honest is the core rule for successful risk communication practice (Qiu et al 2016; 

Qiu & Chu 2017). On immunization, stakeholders should be open and honest on any 

issues. This will build lasting trust.  

Third, two-way communication is crucial for effective communication ((Qiu et al 2017; 

Qiu & Chu 2017). With two-way communication, policy makers can revise ineffective 

parts of the immunization policy based on understandings of the real situation. The 

National Immunization Program not only requires those at the grassroots level to follow 

it but also to provide necessary support for its implementation. 

9.3.1.1. Information provision 

Similar to other research, the findings of this study suggest that the information about 

the transitory population as well as some stakeholders in the National Immunization 

Program is insufficient. Currently, communication on the issue of immunization for 

children of the transitory population is limited and mainly one-way. Most families 

adhere to the program merely because it is a government requirement.  

Information about the adverse events following immunization has not been 

communicated well between different groups. The public are not been well-informed 

about potential side effects unless they encounter them. The government and related 

organizations first need to make sure that an information tool kit on this is developed 

and communicated. It should include information on not only the current knowledge on 

vaccinations and its benefit, but also the potential side effects and the ways of dealing 

with those side effects. This requires commitment from the official side in order to 

enhance the public’s confidence. Nowadays, with the internet and information 

technology, people have open access to various types of information about the National 

Immunization Program. Some of this information is limited or even false. The health 

department needs to organize its means of conveying information to the public, 

including the types of information and the channels for its release. 
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Moreover, policy makers are not fully aware of the difficulties grassroots-level 

immunization practitioners have in implementing the National Immunization Program. 

The information provided by the health workers was limited and was always ignored. 

9.3.1.2. Allocate necessary resources as precondition 

It is a precondition for the implementation of the immunization program that necessary 

resources be allocated, including the budget, personnel, and supplies. More importantly, 

these resources must be prepared and well-distributed according to the needs identified 

by the community needs assessment. As a result, at the program design level, the type of 

resources and the budget distribution methods need to be considered well. 

9.3.1.3. Communicate the information within the network 

Besides designing accessible content, to effectively convey information to the target 

population, communication channels need to be well-defined. The target population’s 

networks need to be analyzed. One challenge for this program is the difficulty of 

reaching the transitory population. Traditional communication routes for public health 

programs cannot reach all of them. Thus is it necessary to involve their particular social 

networks, including peer educators, landlords, and community health providers, as well 

as having the collaboration of the Department of Public Security.  Same as the resource, 

the selection of communication channels should consider all stakeholders’ opinion. 

Nowadays, the wide application of new media and informative system would act as a 

powerful communication channel. 

9.3.1.4. Enable decision making 

Within the empowerment framework, the stakeholders’ decision-making abilities are 

crucial to the sustainability of the program. The transitory population, immunization 

practitioners, and other community members need to be fully involved in the decision-

making process. The government and immunization clinics may change their approach 

based on feedback in order to provide services that fulfill the transitory population’s 

needs. This needs to be standard operation procedure for all the decision-making 

process relating to the National Immunization Program. This may encourage the target 

population to eventually participate in the public health program themselves. With 
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suitable information, sufficient allocated resources, and good communication channels, 

the target population can be empowered to better control and improve their health.  

9.3.2. Recommendations for program practice in community level 

This research has analyzed how to promote risk communication at the community level 

by examining the delivery system structure and the roles of each stakeholder in this 

system. It first defined a number of stakeholders, and identified barriers that hinder their 

collaboration. Each stakeholder has a different role in the National Immunization 

Program. The government and the health workers of the immunization department are 

the service providers. Other organizations, including the Department of Education, the 

media, the Department of Public security, and the local community committee provide 

implementation support. The transitory population are the service consumers, or the 

users.  

Second, this study has found different stakeholders have different ideas about the aim of 

the National Immunization Program, its performance for the transitory population, and 

the barriers and strategies to improve immunization for children of the transitory 

population. They also have different needs relating to the immunization of children in 

the transitory population, depending on their position. Consequently, this study 

suggested that a comprehensive needs assessment be developed to analyze these 

different perceptions and needs. The needs assessment found that barriers to the 

implementation of the National Immunization Program among the transitory population 

include,  

1) stakeholders’ different understandings of the importance of and responsibility to the 

National Immunization Program;  

2) the transitory population have limited access to information provided by the service 

providers;  

3) the information developed by the service providers does not answer all of the target 

populations’ questions;  

4) implementing the National Immunization Program is beyond the reasonable 

workload of grassroots immunization practitioners; and  
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5) distrust of immunization by portions of the target population.  

Third, this research has suggested that, at the community level, by understanding each 

stakeholder’s needs and perceptions, relevant information can be developed to cover 

their enquiries. These different risk perceptions need to be understood by public health 

workers. Steps need to be taken to facilitate mutual understandings of the various 

perspectives of different stakeholders and to mediate the conflicting concerns. As an 

effective tool to deal with the above barriers, risk communication should be carefully 

developed in the following manner:   

1) The perceptions of risk of the transitory population, the government, health workers, 

and the other related stakeholders need to be communicated and shared amongst the 

different groups. The failure to include any opinions will lead to the failure of the whole 

program. Also, while experts and the Health Department may have abundant scientific 

knowledge on immunization, communication needs to be a two-way process instead of 

the traditional top-down approach from experts to public health service receivers, 

because other stakeholders might have questions that are not included in the information 

kit or they might have other constructive suggestions for the program. 

2) Deliberately ignoring the negative aspects of public health practices when developing 

communication content will damage the effectiveness of risk communication. Risk 

communication needs to be open and honest. Transparent information about a program 

will provide a chance for service receivers to make decisions for themselves and 

empower them to participate in public health programs;  

3) Communication channels should reach all stakeholders. Intensive cooperation with 

the media and further understandings of the target population’s networks would be 

helpful. 

9.3.3. Recommendations for further research and development 

This study has suggested particular strategies and future directions for public health 

interventions, immunization services for special community groups, and the children of 

the transitory population in China. These strategies have been developed according to 

the understandings, needs, and communication status of different stakeholders. These 
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findings have also highlighted issues that require further research. The following are the 

recommendations for the area of research and development: 

9.3.3.1. Understanding of China’s transitory population 

The transitory population in China is a historical development based on culture, the 

social-economic development process, and the change to regulations on the household 

registration system. It has affected and will continue to affect many public health issues. 

To improve any public health issue among this population we need to fully understand 

its scale and characteristics, as well as the transitory population’s perspectives.  

9.3.3.2. Community needs assessment 

This study is beneficial in providing more applicable evidence-based information to 

policy makers, decision-makers and program planners, particularly in the public health 

sector, because it uses a community needs assessment to diagnose public health issues 

within a community setting. Any strategies to deal with these need to be developed 

based on community members’ actual needs to ensure that they actively accept any 

interventions. In this case, the strategies also help to fulfil the community’s needs. 

9.3.3.3. Risk communication for public health programs 

The risk communication framework may be suitable for analyzing issues in public 

health programs. With risk communication, the different stakeholder’s perceptions are 

clearly articulated. Consequently, strategies can be developed to help stakeholders 

understand each others’ viewpoints and minimize the gaps between them. This 

communication needs to be open, honest, and a two-way process. More importantly, this 

communication should be provided through accessible channels or networks to make 

sure it reaches all stakeholders. With effective risk communication, partnerships 

between stakeholders and community involvement on a given public health issue can be 

achieved. However, whether the risk communication model can help the success of an 

immunization program among the transitory population needs further study.  It could 

also be beneficial to verify whether this is effective in other public health programs, as 

well as the role of risk communication for managing partnerships among the 

stakeholders.  
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9.4. Limitations of this Research 

The limitations of this research need to be acknowledged to better understand its 

findings and applicability in further research or public health practice. This study 

evaluates needs on a small scale to identify possible future trends for health campaigns 

and programs. To improve immunization performance in the transitory population, they 

need to be involved when devising health promotion programs for them.  

The strategies in this study need a high level of collaboration with organizations such as 

the government (at different levels), and its financial and education department. For 

example, to increase financial support and reorient health service settings, partnerships 

and understandings from related departments are a prerequisite. To achieve that, it could 

be very quick and effective to involve local leaders. In the long term, this study suggests 

that a broad partnership between different departments including health, public security, 

education and finance be established to promote every aspect of the transitory 

population’s health, including immunization. 

The application of the theoretical framework, including the risk communication and  

empowerment models, as well as the comprehensive community needs assessment, all 

require strong commitment and cooperation from managing government branches. 

Without their support it would be difficult to carry out the needs assessment. 

Furthermore, the program can only continue if  the government has the will to improve 

the particular public health issue and to provide necessary resources. This is crucial for 

the program to be successfully copied in other area.  

Second, a successful risk communication strategy may not lead to the improvement of 

immunization coverage among the transitory population. Since immunization has risks 

for side effects and the current community is already protected by the herd effect of its 

high immunization rate, certain groups may not participate in immunization for their 

own reasons. However, the aim is to get the fully-informed consent of the whole 

population to improve its acceptance of the National Immunization Program in the long 

run.  

Thirdly, the research target area is Hangzhou city. The transitory population in other 

cities may have different characteristics. The economy and health service varies in 
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different cities in China. The transitory population’s social-economic status affects their 

ability to access health services, including immunization. As a result, a community 

needs assessment is crucial to get the true needs of the target population when carrying 

out this research in other areas.  

Last but not the least, the data collection methods in this research have certain 

limitations. The main data was collected through questionnaire surveys, a focus group 

discussion, and in-depth interviews. Although participants have been chosen from all 

related stakeholder groups to reflect their views, they may not be accurate 

representations for each group. However, this research mainly aims to improve the 

implementation of a particular public health program within a vulnerable population. It 

emphasizes the application of needs assessment to get the true understandings of each 

stakeholder and tries to fully facilitate risk communication between groups to empower 

the target population to participate in the public health program.  

9.5. Conclusion 

This chapter has discussed the main findings of the research. It first highlighted the 

importance of understanding the social characteristic and circumstances of the transitory 

migrant labor in China, their public health impacts, and the factors underpinning the 

challenges to implementing the Immunization Program. It then critically examined the 

Chinese immunization delivery system, analyzed the challenges of bringing together the 

various stakeholders and the problems of the current communication status among them. 

Based on the above findings, it has outlined future steps necessary to improve 

immunization program delivery by applying an empowerment framework to facilitate 

multi-sectoral partnerships and community participation. The final part of this chapter 

proposed three sets of detailed recommendations for the improvement of immunization 

program effectiveness: at the program design level, the community practice level and 

future directions for research.   
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Chapter X: Conclusion 

10.1. Introduction 

This research has investigated stakeholder needs and the communication around the 

issue of immunizing children of the transitory population in Hangzhou, China. It made 

suggestions and recommendations to local decision makers for applying the framework 

of risk communication, to help them to design suitable adaptation strategies in order to 

improve immunization coverage for the transitory population. Both quantitative and 

qualitative data collection and analysis approaches have been utilized to identify key 

stakeholders for this research, and then to devise a comprehensive community needs 

assessment to analyze the performance of immunization work and different 

stakeholders’ risk perceptions towards immunization in Hangzhou. The current risk 

communication practice and its barriers were also analyzed. Finally, this study 

suggested strategies using a comprehensive framework of empowerment and risk 

communication. The experience gathered can be used to develop future plans and 

strategic models to improve the National Immunization Program. 

10.2. Summary of this thesis 

This thesis has two parts: part one consists of Chapters One to Five, which provides 

background information on the research rationale, a literature review of the major 

contextual fields for this research, its conceptual framework, and the methods used to 

address the research questions. Part two consists of Chapters Six to Ten, which describe 

the research findings, discussion, recommendations, and conclusions.   

Chapter One provides an overview of the research rationale, introducing issues around 

the National Immunization Program for children; the existing weaknesses of this 

program for the transitory population and the characteristics of this population; the 

application of a risk communication framework to address public health issues, 

including immunization work; and it provides the profiles of the research setting and the 

target population. This chapter demonstrates that while the National Immunization 

Program is generally well-implemented in China, it has encountered difficulties with the 



 

- 209 - 

transitory population. It then discusses the application of risk communication in public 

health, which aims to make all stakeholders’ risk perceptions on a particular issue clear, 

and to help them to communicate in order to reach shared understandings, or a 

consensus. This chapter concludes that risk communication could help to develop 

strategies to improve the implementation of immunization program, as well as other 

public health issues for the children of the transitory population in Hangzhou. 

Chapter Two describes the National Immunization Program in detail. Childhood 

immunization programs have been widely adopted throughout the world, in order to 

help protect children from infectious diseases. In China, the government has 

recommended that all children receive the vaccines listed in the National Immunization 

Program. Now the immunization coverage rates of resident children are sufficient across 

China, as well as in Hangzhou. However, the children of the transitory population have 

low immunization coverage rates, and this hampers the transitory population’s health. 

Moreover, the transitory population’s size keeps increasing in Hangzhou, and some of 

them take their young children with them to the city. Many of these children are at an 

appropriate age to be vaccinated, but their parents miss or delay them for a variety of 

reasons. Thus, it is necessary to try to develop strategies to ensure that children from the 

transitory population in Hangzhou are immunized.  

Previous work on these issues has confirmed that the Program performs poorly for the 

transitory population or it has illustrated this population’s lack of knowledge and 

acceptance of the National Immunization Program. The local health department in 

Hangzhou conducts annual surveys of the transitory population’s immunization 

coverage and uses it as an indicator to evaluate local immunization workers’ work 

performance. Their proposed strategies for dealing with low coverage rates is to put 

pressure on the grassroots immunization practitioners to work harder, without fully 

communicating the issues with all stakeholders. Effective and sustainable strategies 

need to be developed around this issue. 

Chapter Three looks at the massive internal migration within China, providing a profile 

of the of the transitory population, introducing its movement, characteristics, trends, and 

its impacts. This internal migration was catalyzed by the ‘reform and opening’ era of 

economic development in the early 1980s. However, due to China’s household 
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registration system (Hukou), many of these migrants have their household registration 

in their hometown, and their social welfare is tied to this area. While migrants work in 

the cities, their family members and relatives, social networks, and even their children 

are often left at home. Consequently, these migrants remain transitory between their 

hometown and the place they work, and are called the ‘transitory population’. The 

transitory population generally have a lower social-economy status than the local 

population in the urban areas where they work, and they are not familiar with these 

areas. Hence, they have difficulty in accessing public health services. When they bring 

their children with them to urban areas, they are more likely than local children to miss 

or have delayed immunization shots. This creates challenges for immunization work, 

especially since the transitory population continues to grow.  

Chapter Four is largely about the framework of risk communication. The concept of risk 

communication, its principles, and its practice in a wide range of programs, including in 

public health, are examined. Also examined are bases of risk communication: the risk 

assessment process, the evaluation of risk perception, and risk management. Risk 

communication has evolved over four stages, from ignoring the public’s views, 

attempting to explain and teach risks to the public, building communication with the 

public, to the final stage of integrating the public into the whole risk communication 

process. Completing a needs assessment of the whole community and empowering the 

public are crucial to facilitating true risk communication. Risk communication is built 

on the principles of stakeholder engagement, trust, equality, two-way communication, 

transparency, and well-designed information.  

Risk communication helps those who employ it to deal with uncertainty, improve trust 

and collaboration between stakeholders, and clearly articulate each stakeholders’ views 

and understandings. This makes it a useful theoretical framework for addressing public 

health issues, especially where there is disagreement or tension between different 

stakeholders. In the public health field in China, risk communication was first 

introduced in 2003 to address the outbreak of the communicable disease, SARS. Since 

then it has been widely used for issues such as immunization, health education and 

health promotion, non-communicable disease control. However, there is still a limited 

understanding of the risk communication framework. Some researchers and public 

health workers see risk communication as another information communicating tool, but 
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do not fully engage the stakeholders, which undermines the effectiveness of risk 

communication as a tool.     

Chapter Five explains the conceptual framework and methodology of this research. The 

conceptual framework explains the relationship between the National Immunization 

Program, the transitory population and its impact on public health, as well as the 

theoretical framework of risk communication for addressing the goal of this research in 

improving immunization coverage for children of the transitory population in Hangzhou. 

It identifies the gaps in the immunization service for the transitory population that need 

to be filled. As a result, this research introduces a new approach of using risk 

communication so that local decision makers can facilitate multi-sector collaboration 

between stakeholders.  

The ultimate goal of this research is to improve immunization coverage for children of 

the transitory population. As such, this research argues that health-promotion activities 

should be based on knowing the community’s needs, and then facilitating effective 

communication between all related stakeholders. This chapter explains how the research 

question is connected to these issues in relation to the structure of immunization 

services in the community, the comprehensive needs of the community, and the 

communication in Hangzhou regarding immunization work among the transitory 

population.  

The Chapter then introduced the location for this research, Hangzhou, China, a well-

developed city in eastern China. It then presented Hangzhou’s geography, demography. 

This chapter explains that Hangzhou’s rapid economic growth has attracted an 

increasing transitory population, which leads to greater pressure on public health 

programs, including the National Immunization Program. It also describes the structure, 

role and function of Hangzhou’s health service system and explains how immunization 

work has operated, especially for the transitory population.  

This chapter also introduced this study’s methodological approaches, especially its 

combination of quantitative and qualitative methods and the fieldwork processes for 

data collection and analysis. Research validity, reliability and ethical issues were also 

discussed.  
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Part two of this research consists of Chapters Six to Ten, covering its findings, 

discussion, recommendations and conclusions. Chapter six explored the current delivery 

system for the National Immunization Program in Hangzhou. The system contains 

different stakeholders including the government, the health departments, the grassroots 

health workers, the transitory population, the Department of Education, the media, the 

Department of Public Security, the local community committee and members, experts 

on immunization, and the different vaccines enterprises. The people, organization, 

functions, and activities of each stakeholder was analyzed. For best results, the 

implementation of the Immunization Program requires the collaboration of all 

stakeholders.    

Chapter Seven introduced the comprehensive community needs assessment on the needs 

around the immunization of children in Hangzhou’s transitory population. This research 

carried out a participatory community needs assessment with the transitory population 

in Hangzhou, largely focusing on those who moved to Hangzhou with young children. 

The needs of this group, and some related groups, were collected. The profiles, 

strengths, and the weaknesses of the community have also been included in the results. 

The framework of a community needs assessment help to identify the community’s 

needs concerning immunization for the transitory population. It revealed that the 

transitory population’s social economic status is relatively low. They are usually willing 

to immunize their children, but information on the National Immunization Program has 

not been transmitted to them effectively. They sometimes face difficulties in finding the 

immunization sites or lack the amount of time required to use these services. The 

transitory population, alongside other community members, have received false or 

inaccurate information about the immunization program making them less likely to 

participate in it. At the same time, local immunization workers are overloaded, and they 

need more financial support from the managerial departments. 

Chapter Eight examined how risk communication was employed around the topic of 

immunization for the children of the transitory population. The information on 

immunization obtained by different stakeholders and their communication channels, 

their different decision-making processes, and the current risk communication practice 

were collected. The differing information and channels provided to stakeholders 

revealed the reasons for why they have different decision-making results. First, the 
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government has released the policy of the National Immunization Program through 

various channels to the public, which mainly informs on the Program’s aims. It also 

provides information on immunization policy, program outlines, general questions 

regarding immunization, and the mass-immunization activities. This information is 

communicated through laws and regulations, press conferences, special interview 

programs and other activities.  

The administrative agencies for each level of the immunization program provide the 

public with information about the detailed immunization schedule and regional specific 

policies, and also provide recommendations to policy makers in the government. They 

do this by making and handing out pamphlets about immunization, creating the notice 

for informed consent, and providing an explanation of each vaccination to parents prior 

to and during immunization.  

Immunization practitioners distribute detailed information to parents about each vaccine, 

and where, when, and how to get it. The information is always in the format of a notice 

of immunization practice.  

The transitory population mainly provide information on immunization as feedback on 

the Program. For example, they have questions on the Program, complaints on 

particular issues, positive or negative evaluations of the Program, and suggestions on 

how to make the program more convenient and easy to implement. However, their 

feedback is less likely to be conveyed to administrative agencies, unless those 

departments actively collect them.  

For people tasked with supporting the implementation of the Immunization Program, 

their needs are largely around understanding their responsibility to the Program and 

providing suggestions on its improvement. The communication channels for 

information from other stakeholders is very narrow. Normally this information is shared 

during informal discussions, inter-disciplinary communications or even through 

research.  

There has been some risk communication around the immunization for children of the 

transitory population. This provides a background for the proposed strategy for 

improving the immunization coverage of children in Hangzhou’s transitory population. 
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Chapter Nine discusses the major findings of this research and provides 

recommendations for the future. First it analyzes the major finding of this research, that 

1) the transitory population in contemporary China has distinct characteristics and 

specific health challenges including low immunization coverage. The population’s 

characteristics, its scale, and its impact on related public health issues have been 

analyzed. 2) Multiple stakeholders are involvement in the Immunization Program. To 

effectively improve its performance, the understandings of the system and sufficient 

cooperation from many departments are needed. These stakeholders have different 

views on and needs around the immunization for children of the transitory population. 

Successful cooperation will only be possible when these differences in understanding 

are admitted and communicated. 3) The needs of all stakeholders have been assessed. 

They underlie the comprehensive community needs assessment around the issue of the 

National Immunization Program for children from the transitory population. The 

Program’s performance within the transitory population is poor. Improved investment 

from the government is needed. More importantly, the different kinds of needs 

regarding the immunization program among children from the transitory population and 

also from grassroots health workers have been collected. 4) The results indicate that 

there is poor communication between different stakeholders because: the 

communication methods are ineffective, the content of communication is overly simple, 

there is imperfect information among different groups, there is a lack of trust of official 

information by the transitory population, and, lastly the communication channels are 

inefficient. To facilitate implementation, risks concerning the performance of the 

National Immunization Program should be fully communicated between different 

stakeholders in accordance with the risk communication framework.  

Chapter Nine also provided strategies to deal with the challenges of immunizing the 

transitory population and other public health issues. Based on the community needs 

assessment, this research applies the framework of community empowerment to design 

strategies to enable the target population to gain access to their needs, including 

resources, networks, information, and the ability to participate in decision-making. The 

transitory population identified that educational resources would be more able to reach 

them if community volunteers were recruited to reach and notify them. The transitory 

population and local health workers also made suggestions on how to improve health 

services.  
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This chapter also discussed the application of risk communication to a broad public 

health program. The findings, that risk communication can help to facilitate multi-sector 

collaboration and empower vulnerable populations to get involved in public health 

programs, can be used for other health-risk issues when developing intervention 

strategies. 

In summary, this research has demonstrated the importance of applying risk 

communication to develop suitable intervention strategies for public health programs for 

groups of people like the transitory population. As this research shows, while the 

transitory population has long been studies by public health researchers and 

practitioners, and the government has supported intervention programs among this 

population, their implementation is often weak due to limited human resources 

capacities, limited funding, ineffective partnerships and misunderstandings between 

stakeholders. This research concludes that the government needs to devise and imlement 

further strategies such as a comprehensive community needs assessment, community 

empowerment, effective partnership-building, and capacity-building to address public 

health issues among transitory population, to create more effective health promotion 

programs in Hangzhou, and across China. 

10.3. Significance of this Research 

This research investigated what role a risk communication strategy can play in 

improving immunization coverage for children in the transitory population of a well-

developed city, such as Hangzhou, China. This research highlights the importance of 

identifying the community’s needs and of developing relevant risk communication 

strategies to achieve an effective decision-making process. It calls for developing 

communication that is open, honest, has a two-way process and that emphasizes 

identifying suitable networks for communicating information. 

The study has contributed at three levels: the local, national, and global: the study has 

provided local health authorities in Hangzhou with useful information and suggestions 

to better design, develop and implement strategies and policies tailored to improve the 

performance of their Immunization Program among the transitory migrant populations.  

For China, The National Immunization Program has been underperforming for the 
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transitory population in many cities. The results of this research provide a good case 

study and encourage other cities to develop risk communication strategies to fill the 

gaps in the immunization program in their areas. Apart from immunization for 

infectious diseases, many public health issues concern risk and uncertainty, and the 

decision-makers are faced with challenges in bringing different sectors to work together. 

This study pointed out that an effective risk communication strategy can promote trust 

and mutual understandings to build partnerships among different stakeholders, and thus 

facilitate multi-sector collaborations towards a common goal.    

Infectious diseases spread is a serious global health threat, particularly for vulnerable 

populations, such as migrant children. It is hoped that this study will draw the attention 

of decision-makers and practitioners across the world to the urgent need to address the 

high risk of infectious diseases due to low immunization coverage, both for transitory 

populations and local communities. More importantly, for program effectiveness, it is 

necessary to develop and implement an evidence-based immunization delivery program 

and a risk communication strategy based on a comprehensive needs assessment in order 

to tailor every program to meet the needs of not only the targeted population, but also 

the relevant stakeholders. 

10.4. Conclusion  

This study introduces risk communication as a tool for public health workers to 

facilitate multi-sector collaboration by stakeholders in order to improve immunization 

for the transitory population in Hangzhou. Identifying the comprehensive needs around 

the issue of immunization for the transitory population makes it possible for decision-

makers to focus on the weaknesses in the implementation of the National Immunization 

Program and to enhance communication between groups. The results of this research 

may also be applied in other public health programs to promote multi-sector 

collaboration with risk communication strategies.   

China’s National Immunization Program offers an opportunity to protect all children 

from certain diseases. It is necessary and also the government’s will that it be promoted 

among the transitory population in China. This research, applying the framework of risk 

communication, emphasizes that health-promotion activities should be based on a 

community’s needs, as determined by a participatory community needs assessment. This 
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study analyzed different stakeholders’ risk perceptions and communication channels in 

order to design community empowerment strategies that enable the target population to 

gain access to their needs, including the resources, networks, information, and 

participation in decision-making. In the long term, it is hoped that a broad partnership 

among different entities, including the transitory population themselves, can be 

established to promote every aspect of the transitory population’s health. This research 

will make a valuable contribution to the future development of risk communication 

strategies for public health intervention programs. 



 

- 218 - 

 

References 

(2007). IMMUNIZATION, Springer Publishing Company. 

(2011). Immunizations, Springer Publishing Company. 

(2012). Immunisation rates. Nursing Standard 26(22): 10. 

(2012). Immunization action coalition. Pharmacy times 78(8): SS17(11). 

(2012). IMMUNIZATION REQUIREMENTS. Tampa Bay Times(Newspaper Article): 9. 

(2013). Immunisation. The Sunday Times(Newspaper Article). 

(2013). Immunization. Health Education 113(3). 

(2014). Immunization success. The Providence Journal(Newspaper Article): 1. 

(2014). Immunizations. The Daily Record: A.7. 

Aakko, E. (2004). Risk communication, risk perception, and public health. Wisconsin Medical 

Journal 103(1): 25-28. 

Ahsan Ullah, A. K. M. and I. ebrary (2010). Population migration and Asia: theories and 

practice. Hauppauge, N.Y., Nova Science Publishers. 

Akkad, O. E. (2007). IMMUNIZATION: UN leads Afghan campaign to eradicate polio 

Techniques used in massive drive are the same ones the Canadian military is hoping will secure 

Kandahar province. The Globe and Mail (1936-Current)(Newspaper Article): A20. 

Alici, D. E., Sayiner, A. and Unal, S. (2017). Barriers to adult immunization and solutions: 

Personalized approaches. Human vaccines & immunotherapeutics, 13(1): 213-215. 

Alphonso, C. (2009). IMMUNIZATION: B.C. critical of other provinces' H1N1 vaccine 

approach Wrong to give shots to all comers rather than keeping to priority groups, province's 

Health Minister says. The Globe and Mail (1936-Current)(Newspaper Article): A8. 

Altschuler, J. (2013). Migration, Illness and Health Care. Contemporary Family Therapy 35(3): 

546-556. 

Altshuler, M. and E. M. Buchanan (2011). Immunizations Preface. Primary care 38(4): XIII-

XIV. 

Anne, L. (2015). Drivers of routine immunization coverage improvement in Africa: findings 

from district-level case studies. Health policy and planning 3(30). 

Anonymous (2007). Immunization bond. The Presbyterian Record 131(1): 16. 

Anonymous (2010). Invisible and heavy shackles; Migration in China. The Economist (US) 

395(8681): 27. 

Arnold, G. (2011). Migration: Changing the World, Pluto Press. 

Australia Department of Health Ageing and National Health Medical Research Council (2013). 

The Australian immunisation handbook. Canberra, Dept. of Health and Ageing. 

Babiuch, W. M. and B. C. Farhar (1994). Stakeholder analysis methodologies resource book. 

Other Information: PBD: Mar 1994: Medium: ED; Size: 103. 

Backx, M. and A. Freedman (2009). Immunization. Medicine 37(10): 529-534. 

Backx, M. and A. Freedman (2013). Immunization. Medicine (United Kingdom) 41(11): 628-

634. 

Baker, H. K. and J. R. Nofsinger (2012). Stakeholder Analysis. Hoboken, NJ, USA, John Wiley 

& Sons, Inc: 16-37. 

Balicer, R., S. Omer, et al. (2006). Local public health workers' perceptions toward responding 

to an influenza pandemic. BMC Public Health 6(1): 99. 

Balinska, M. A. (2004). What is vaccine advocacy? Proposal for a definition and action. Vaccine 

22(11-12): 1335-1342. 

Batson, A. (2008). On the Move: Chinese officials want more farmers to migrate to the city. But 

they are also aware that migration brings problems. Wall Street Journal: R5. 

Benaroch, R. (2012). Delaying immunizations, Pediatrics for Parents, Inc. 28: 18. 

Bennett, P. and K. Calman (1999a). Risk communication and public health. Oxford, Oxford 



 

- 219 - 

University Press. 

Berry, D. C. (2004). Risk communication and public health. New York, Open University Press. 

Bickle, K. (2010). H1N1 immunisation. Australian Prescriber 33(3): 64-65. 

Bluml, B. M., et al, (2018). Evaluation of the impact of an innovative immunization practice 

model designed to improve population health: results of the project impact immunizations pilot. 

Population health management, 21(1): 55-62. 

Blume, S., (2017). Immunization: how vaccines became controversial. Reaktion Books, 

Boswell, C. (2008). Combining Economics and Sociology in Migration Theory. Journal of 

Ethnic and Migration Studies 34(4): 549-566. 

Bradbury, J. A. (1989). The policy implications of differing concepts of risk. Science, 

Technology & Human Values 14(4): 380. 

Branswell, H. (2008). IMMUNIZATION: Immigrants ahead on vaccinations. The Globe and 

Mail (1936-Current)(Newspaper Article): L5. 

Brettell, C., J. F. Hollifield, et al. (2015). Migration theory: talking across disciplines. New York, 

NY, Routledge. 

Carver, N. A., B. M. Ward, et al. (2008). Using Bradshaw's Taxonomy of Needs: Listening to 

women in planning pregnancy care. Contemporary Nurse : a Journal for the Australian Nursing 

Profession 30(1): 76-82. 

Cashman P. M., et al, (2016). Closing the gap in Australian Aboriginal infant immunisation 

rates--the development and review of a pre-call strategy. BMC public health, 16(1): 514. 

Center for Disease Control (CDC) (1998). Progress toward poliomyelitis eradication--West 

Africa, 1997-September 1998. JAMA 280(23): 1980. 

Center for Disease Control (CDC) (1999). Update: Recommendations to prevent hepatitis B 

virus transmission--United States. JAMA 281(9): 790. 

Chan, K. W., T. Liu, et al. (1999). Hukou and Non-hukou Migrations in China: Comparisons 

and Contrasts. INTERNATIONAL JOURNAL OF POPULATION GEOGRAPHY 5: 425-448. 

Chang, H. and X.-y. Dong (2011). Labor migration and time use patterns of the left-behind 

children and elderly in rural China. World Development 39(12): 2199-2210. 

Chen, R. T., F. DeStefano, et al. (2001). Challenges and Controversies in Immunization Safety. 

Infectious Disease Clinics of North America 15(1): 21-39. 

Chu, C. 1994 "Assessing Community Needs and Integrated Environmental Impact Assessment", 

in Ecological Public Health: From Vision to Practice Eds. Chu & Simpson.  A joint publication 

of Centre for Health Promotion, University of Toronto and Institute of Applied Environmental 

Research, Griffith University.  96-110. 

Chu, C. 1996 “Coping with Change in Environment and Health: Issues for 2011" in Conference 

Proceedings of the 56th Annual State Conference 1996 by AIEH, No.34.  

Chu, C 1998 "Cross-cultural Health Issues in Contemporary Australia" in Ethnicity & Health. 

UK: Carfax Publishing LTD.  3(2): 125-134.  

Chu, C. M.-Y., N. D. J. Harris, et al. (2000). Health-promoting workplaces-international settings 

development. (Journal Article). 

Chu, C & Ma D. 2005. “Community Needs Assessment: Concepts and Methodology” in Chu C, 

Liu B, and Du, J (ed). Reproductive Health Promotion in China:  From Needs Assessment to 

Policy Development.  Beijing: The China Society Publishing Company. pp176-196. (in Chinese) 

Chu C, Liu B, and Du, J (ed), 2005. Reproductive Health Promotion in China:  From Needs 

Assessment to Policy Development.  Beijing: Zhungguo Shehui Chupan She (The China 

Society Publishing Company). 

Chu, C 2005 “Postnatal Experience and Health Needs of Chinese Migrant Women in Brisbane, 

Australia ”in Ethnicity & Health. February, Vol 10(1): 33-56. 

Clair, R. S. (2009). Immunization helps. Edmonton Journal U6 (Newspaper Article): A.17. 

Cohen, J. H., I. b. Sirkeci, et al. (2011). Cultures of migration: the global nature of 

contemporary mobility. Austin, University of Texas Press. 

Cohen, L., L. Manion, et al. (2000). Research Method in Education. London, Routledge Falmer. 

Cohn, A., et al, (2018). Immunization in the United States. Plotkin's Vaccines (Seventh Edition): 

p. 1421-1440. 



 

- 220 - 

Conway, D. (2010). Migration. Encyclopedia of Geography B. Warf. Thousand Oaks, CA, 

SAGE Publications, Inc.: 1891-1897. 

Covello, V., R. Peters, et al. (2001). Risk communication, the West Nile virus epidemic, and 

bioterrorism: responding to the commnication challenges posed by the intentional or 

unintentional release of a pathogen in an urban setting. Journal of Urban Health 78(2): 382-391. 

Covello, V. T., D. B. McCallum, et al. (1989). Effective risk communication : the role and 

responsibility of government and nongovernment organizations. New York, Plenum. 

Cox, S., R. Tait, et al. (1998). reliability and risk management: an integrated approach. 

Butterworth Heineman, Oxford. 

Crane, M. and J. S. Richards (2014). Immunization Investigation. Investigative Reporters and 

Editors, Inc.The IRE Journal 37(3): 29. 

Czerkinsky, C. and J. Holmgren (2010). Topical immunization strategies. Mucosal Immunology 

3(6): 545-555. 

Dawes, R. M. and J. Kagan (1988). Rational choice in an uncertain world, Harcourt Brace 

Jovanovich San Diego, CA. 

Dawson, B. and R. G. Trapp (2001). Basic and Clinical Biostatistic. Singapore, McGraw-Hill 

Companies, Inc. 

Dayton-Johnson, J., C.-o. Organisation for Economic, et al. (2007). Gaining from migration: 

towards a new mobility system. Paris, Development Centre of the Organisation for Economic 

Co-Operation and Development. 

Denzin, N. (1984). The research act. Englewood Cliffs. NJ, Prentice Hall. 

Dharmalingam, A., et al. (2017), Immunization knowledge, attitude and practice among mothers 

of children from 0 to 5 years. International Journal of Contemporary Pediatrics, 4(3): p.783-789. 

Diekema, D. S. and and the Committee on Bioethics (2005). Responding to Parental Refusals of 

Immunization of Children. Pediatrics 115(5): 1428-1431. 

DiSantostefano, J. (2008). Immunizations. The Journal for Nurse Practitioners 4(1): 64-65. 

Dittmann, S. (2001). Vaccine safety: risk communication -- a global perspective. Vaccine 19(17-

19): 2446-2456. 

Drutz, J. E. (2001). Special article: Measles: Its history and its eventual eradication. Seminars in 

Pediatric Infectious Diseases 12(4): 315-322. 

Duan, C., L. Lv, et al. (2013). The Survival and Development Status of Floating Children in 

China: An Analysis of the Sixth Population Census Data. South China Population 28(4): 44-55. 

Elliott, V. S. (2005). Flu vaccine experience leaves physicians watchful, worried. American 

Medical News 48(32): 1. 

Emmett, G. A. and M. Schneider (2011). Office immunization. Primary care 38(4): 729-745. 

Fagan, G. H. and R. Munck (2009). Globalization and Security. Santa Barbara, CA, USA, ABC-

CLIO. 

Fan, J. X., M. Wen, et al. (2013). Disparities in Healthcare Utilization in China: Do Gender and 

Migration Status Matter? Journal of Family and Economic Issues 34(1): 52-63. 

Fan, L. (2011). Social Policy and Migration in China. Florence, KY, USA, Routledge. 

Fan, L. and I. ebrary (2011). Social policy and migration in China. New York, NY, Routledge. 

Feja, K. and L. Saiman (2005). Tuberculosis in Children. Clinics in Chest Medicine 26(2): 295-

312. 

Fontanarosa, P. B. (1995). Diphtheria in Russia a reminder of risk. JAMA 273(16): 1245. 

François, G., P. Duclos, et al. (2005). Vaccine Safety Controversies and the Future of 

Vaccination Programs. The Pediatric Infectious Disease Journal 24(11): 953-961. 

Freed, G. L., S. L. Katz, et al. (1996). Safety of vaccinations: Miss America, the media, and 

public health. JAMA 276(23): 1869. 

Freeman, C. B. D. (2004). Health risk communication in the anthrax vaccine immunization 

program: Lessons for the Future, Army Environmental Policy Institute. 

Frew P. M., et al, (2016). Changes in childhood immunization decisions in the United States: 

Results from 2012 & 2014 National Parental Surveys. Vaccine, 34(46): p. 5689-5696. 

Gaetano, A. M. and T. Jacka (2012). On the Move : Women and Rural-to-Urban Migration in 

Contemporary China. New York, Columbia University Press. 



 

- 221 - 

Gallegos, A. (2007). Immunization complications: Michigan Edition. South Bend 

Tribune(Newspaper Article): A.1. 

Galloway, G. (2010). IMMUNIZATION: Canadians blase about flu shot, doctors fear 

Experience with H1N1 may have led the public to believe vaccines unnecessary CANADIANS 

AND VACCINE. The Globe and Mail (1936-Current)(Newspaper Article): A3. 

Gao, Y., L. Li, et al. (2013). Parental Migration, Self-Efficacy and Cigarette Smoking among 

Rural Adolescents in South China: e57569. PLoS One 8(3). 

Gao, Y., L. P. Li, et al. (2010). The impact of parental migration on health status and health 

behaviours among left behind adolescent school children in China. BMC public health 10(1): 

56-56. 

Gardner, G. and L. Gould (1989). Public perception of the risks and benefits of technology. Risk 

analysis 9(2): 225-242. 

Garrison, K. (2014). Immunization: Q&A. Prince George Citizen(Newspaper Article): A.16. 

Glik, D. C. (2007). Risk Communication for Public Health Emergencies. Annual Review of 

Public Health 28(1): 33-54. 

Glik, D. C. (2007). Risk communication for public health emergencies. Annu Rev Public Health 

28: 33-54. 

Godolphin, W. (2003). The role of risk communication in shared decision making. Bmj 

327(7417): 692-693. 

Golafshani, N. (2003). Understanding Reliability and Validity in Qualitative Research. THe 

Qualitative Report 8(4): 10. 

Gong, P., S. Liang, et al. (2012). Urbanisation and health in China. The Lancet 379(9818): 843-

852. 

Guerrera, G. (2013). UNICEF: immunization saves lives. The Journal of Maternal-Fetal & 

Neonatal Medicine 26(S2): 4-4. 

Guion, L. (2008). "Conducting an In-depth Interview." from http://edis.ifas.ufl.edu/FY393. 

Guney, S. V. and O. Yegin (2008). Mucosal Immunization. Cocuk Enfeksiyon Dergisi 2: 31-35. 

Guo, X. (2013). Study on the reproductive health of internal migrants in China. Chinese Health 

Care and Nutrition 8. 

Haines, D. W., K. Yamanaka, et al. (2012). Wind over water: migration in an east Asian context. 

New York, Berghahn Books. 

Hangzhou Government (2018). Hangzhou Statistics 2017. Bureau of Statistics. Hangzhou, 

China. 

Hawawini, G. (2017). Bond Duration and Immunization: Early Developments and Recent 

Contributions. Routledge.  

Heilongjiang-Governement (2016). Report on Provincial Population Health Status. 

Henkelman, W. J. M. S. N. R. N. (2010). Immunization Refusal. Nevada RNformation 19(4): 17. 

Heymann, D. L. (2004). Smallpox containment updated: considerations for the 21st century. 

International Journal of Infectious Diseases 8(Supplement 2): 15-20. 

Hinman, A. R. (1998). Global progress in infectious disease control. Vaccine 16(11-12): 1116-

1121. 

Hohenemser, C. and R. Kates (1983). The nature of technological hazard. Science 220: 378-384. 

Hou, X. (2009). Barriers to multi-sectoral collaboration and risk communication in poliovirus 

containment in China. Griffith School of Environment. Brisbane, Australia, Griffith University. 

M.Sc. 

Houghton, J. R., G. Rowe, et al. (2008). The quality of food risk management in Europe: 

Perspectives and priorities. Food Policy 33(1): 13-26. 

Hu, F. (2012). Migration, remittances, and children's high school attendance: The case of rural 

China. International Journal of Educational Development 32(3): 401-411. 

Hu, X., S. Cook, et al. (2008). Internal migration and health in China. The Lancet 372(9651): 

1717-1719. 

Hughes C., (2017). Pediatric immunization administration. Family practice management, 24(6): 

34. 

Humphreys, J. S. and G. Solarsh (2008). Populations at Special Health Risk: Rural Populations. 



 

- 222 - 

International Encyclopedia of Public Health. H. Kris. Oxford, Academic Press: 242-253. 

Jaeger, C. C., O. Renn, et al. (2001). Risk, uncertainty, and rational action. London, Earthscan 

Publications Ltd. 

Johnson, B. and V. T. Covello (1997). The social and culture construction of risk. Dordrecht, 

Reidel Publishing Company. 

Johnson, D. R., K. L. Nichol, et al. (2008). Barriers to Adult Immunization. The American 

Journal of Medicine 121(7): S28-S35. 

Johnson, R. B. and A. J. Onwuegbuzie (2004). Mixed method research: A research paradigm 

whose time has come. Educational Researcher 33(7): 13. 

Jr, A. R. (2009) Immunization Awareness. Navy Medicine 100, 4 [Retrieved 20/11/2014]. 

http://search.proquest.com.libraryproxy.griffith.edu.au/docview/213527278?accountid=14543 

Kamath, S., (2015). Vaccination saves lives. Indian Pediatr, 52: 561-562. 

Kassianos, G. (2008). Immunization, Wiley-Blackwell. 

Kelso, J. M. (2013). Allergic reactions after immunization. Annals of Allergy, Asthma & 

Immunology : Official Publication of the American College of Allergy, Asthma, & Immunology 

110(6): 397-401. 

Khory, K. R. and M. Palgrave (2012). Global migration: challenges in the twenty-first century. 

New York, Palgrave Macmillan. 

Kilanowski, J. F. and N. A. Ryan-Wenger (2007). Health Status in an Invisible Population. 

Western Journal of Nursing Research: 100-120. 

Kim, S. H. and Jang, Y. S., (2017). The development of mucosal vaccines for both mucosal and 

systemic immune induction and the roles played by adjuvants. Clinical and experimental 

vaccine research, 6(1): p.15-21. 

Kondro, W. (2012). The immunization stick. CMAJ: Canadian Medical Association Journal 

184(1): E12(11). 

Kondro, W. (2013). Mandatory influenza immunization. Canadian Medical Association journal 

185(1): E46-E46. 

Koser, K. (2007). International Migration: A Very Short Introduction. England; United Kingdom, 

Oxford University Press, UK. 

Krimsky, S. and D. Colding (1992). Social theorys of risk. London, Preager publisher. 

Kumar, S., et al., (2017). Assessment of under-five immunization coverage among the 

population of slum areas in Mangalore taluk, India. International Journal Of Community 

Medicine And Public Health, 4(3): p.781-786. 

Kumpikaite, V. and I. Zickute (2012). Synergy of migration theories: theoretical insights. 

Inzineriné Ekonomika 23(4): 387-394. 

Lanz, T. (2013). Migration, Oxford University Press. 

Leask, J. and S. Chapman (2002). The cold hard facts' immunisation and vaccine preventable 

diseases in Australia's newsprint media 1993-1998. Social Science & Medicine 54(3): 445-457. 

Li, Y. and S. Wu (2010). Migration and Health Constraints in China: a social strata analysis. 

Journal of Contemporary China 19(64): 335-358. 

Liamputtong, P. and D. Ezzy (2005). Qualitative Research Method. Melbourne, Australia, 

Oxford University Press. 

Liang, Z. (2011). Migration and Development in Rural China. Modern China Studies 18(1): 73. 

Lin, J.-D., S.-W. Hsu, et al. (2008). Assessment of GPs' beliefs relating to the care of people 

with intellectual disabilities: A Taiwan-based, opportunity-guided approach. Disability & 

Rehabilitation 30(8): 611-617. 

Lin, Y., R. Lei, et al. (2007). Analysis of Immunization Coverage Rate and Its Affecting Factor 

of Floating Children in Zhujiang Delta River Area of Guangdong Province. Chinese Journal of 

Vaccines and Immunization. 

Lindley, A. and B. A. Vollmer (2009). Migration. Globalization and Security: An Encyclopedia. 

G. H. Fagan and R. Munck. Santa Barbara, CA, USA, ABC-CLIO. 2: 285-303. 

Li Sumei, Chu, Cordia (2010) '风险沟通和公共卫生' “Review on the Research Development 

of Risk Perception and Risk Communication” in Journal of Chinese Public Health and 

Management. vol.26, no.3,Heilongjiang Sheng Jibing Yufang Kongzhi Zhongxinyuan, China. 



 

- 223 - 

Liu, D., M. Sun, et al. (2007). Comparative Study on Immunization Coverage Rates of Nine 

Vaccines Between Local and Floating Children. Chinese Journal of Vaccines and Immunization. 

Lowrance, W. (1976). Of acceptable Risk: Science and Determination of Safety. Los Altos, 

William Kaufman. 

Loyalka, M. D. (2012). Eating Bitterness: Stories from the Front Lines of China’s Great Urban 

Migration. US, University Of California Press. 

Lu, Y. (2012). Education of Children Left Behind in Rural China. Journal of Marriage and 

Family 74(2): 328-341. 

Lu, Y. and L. Qin (2014). Healthy migrant and salmon bias hypotheses: a study of health and 

internal migration in China. Social science & medicine (1982) 102: 41-48. 

Martin, S., S. Weerasinghe, et al. (2013). Crisis Migration. The Brown Journal of World Affairs 

20(1): 123. 

Mason, K. (2012). Mobile Migrants, Mobile Germs: Migration, Contagion, and Boundary-

Building in Shenzhen, China after SARS. Medical anthropology 31(2): 113-131. 

May, T. (2005). Public communication, risk perception, and the viability of preventive 

vaccination against communicable diseases. Bioethics 19(4): 407-421. 

Mbaeyi, C., et al, (2017). Routine Immunization Service Delivery Through the Basic Package of 

Health Services Program in Afghanistan: Gaps, Challenges, and Opportunities. The Journal of 

infectious diseases, 216(suppl_1): p. S273-S279. 

McDaniels, T., L. J. Axelrod, et al. (1995). Characterizing perception of ecological risk. Risk 

analysis 15(5): 575-588. 

McGrath, S. (2002). Skills for development: a new approach to international cooperation in 

skills development? Journal of Vocational Education and Training 54(3): 413-430. 

Mehrali, T. H. (2009). Childhood immunization. Innovait 2(2): 86-90. 

Middleman, A. B. (2013). Immunizations: 142-145. 

Miles, M. B. and A. M. Huberman (1994). Qualitative data analysis: An expanded sourcebook. 

Beverly Hills, Sage Publications. 

Miller, M. A. and M. H. Rathore (2012). Immunization in special populations. Advances in 

Pediatrics 59(1): 95-136. 

Miller, T. (2012). China's Urban Billion : The story behind the biggest migration in human 

history. London, Zed Books. 

Mirza, A. and M. H. Rathore (2007). Immunization Update. Advances in Pediatrics 54(1): 135-

171. 

Mobrand, E. (2006). Politics of cityward migration: an overview of China in comparative 

perspective. Habitat International 30(2): 261-274. 

Morgan, D. (2009). IMMUNIZATION: Drive leads to decline in child deaths. The Globe and 

Mail (1936-Current)(Newspaper Article): A17. 

Morrow, F. (2008). STUDY IMMUNIZATION: Vaccination dramatically cuts childhood disease 

As B.C. fights mumps outbreak, research shows incidence of chickenpox in the U.S. dropped 

90% in 10 years of universal shots. The Globe and Mail (1936-Current)(Newspaper Article): L4. 

Moses, G., Rural Health Education Foundation, et al. (2011). Immunisation: getting to the point.  

1102(Video/DVD). 

Mou, J., J. Cheng, et al. (2011). Internal migration and depressive symptoms among migrant 

factory workers in Shenzhen, China. Journal of community psychology 39(2): 212-230. 

NBS (2010). China Statistical Yearbook 2009. Beijing. 

Ng, M. C. W. and C. H. How (2014). Childhood immunisation. Singapore medical journal 55(1): 

12-17. 

NHFPC (2017). Government report on Chinese internal migrants, 2017. 

Nielsen, I. and R. Smyth (2008). Migration and social protection in China. Singapore; New 

Jersey, World Scientific. 

NPFPC (2010). Report of the living and development status of migrant population in China. 

Population Study 1: 6-19. 

NPFPC (2010). Report of the migrant population in China. Population Study 1: 6-19. 

Parra, A. R. (2010). Routine Immunization. International Journal of Infectious Diseases 14: e7-



 

- 224 - 

e7. 

Petts, J., T. Horlick-Jones, et al. (2001). Social amplification of risk: The media and the public. 

Norwich, HSE Books. 

Petts, J. and S. Niemeyer (2004). Health risk communication and amplification: learning from 

the MMR vaccination controversy. Health Risk & Society 6(1): 7-23. 

Phung, D. T., Miller, G., Rutherford, S. & Chu, C. (2012). Pesticide Regulations and Farm 

Worker Safety: The Needs for Improving Pesticide Regulations in Vietnam. WHO Bulletin. 90: 

468-473. 

Phung D.T, Connell D, Miller G, Rutherford S, Chu C. (2013).  Needs Assessment for Reducing 

Pesticide Risk: A Case Study with Farmers in Vietnam. Journal of Agromedicine. 18:293-303. 

Pidgeon, N., C. Hood, et al. (1992). Risk perception in risk: analysis, perception and 

management. A report of the royal society study group. London. 89. 

Pless, R. (2000). Vaccination benefits, risks and safety: the need for a complete picture. Bull 

World Health Organ 78(2): 219-221. 

Plough, A. and S. Krimsky (1987). The emergence of risk communication studies: social and 

political context. Science, Technology, and Human Values: 4-10. 

Qi, Y. and J. Niu (2013). HEALTH SELECTION EFFECTS IN CHINA'S INTERNAL 

MIGRATION. Asian Population Studies 9(2): 142-155. 

Qiu WQ, Hou XH, Mao AY, Dong P, Hu GY, Ding HY, CHU, C (2016) “Application of WHO 

risk communication principle in management of first case of imported Middle East respiratory 

syndrome in China”.  Chinese Public Health, 33(2):342-344. DOI: 10.11847/zgggws2017-33-

02-45. 

Qiu WQ, Rutherford S, Chu C, Mao A, Hou XH (2016), “Risk communication and public 

health” in Global Journal of Medicine and Public Health, Vol 5, No 4, 2016. 1-11. ISSN#-2277-

9604. 

Qiu, WQ & Chu, C(2017) “Discussion on the risk communication of public health emergency 

management in China” in Chin J Hygiene Rescue December 2017, Vol 3, No 6. 372-374.(in 

Chinese) 

Qiu W & Chu C (2017)  “A review of Risk Communication in Chinese Public Health 

Emergency Management” in Chinese Journal of Hygiene Rescue (Electronic Edition), Chinese 

Medical Association, Vol 3 No 6, 372-374,  ＣDOI:10.3877/cma.j.issn.2095-9133.06.014. 

Qiu W, Chu C, Hou XH, Rutherford S, Zhu B, Tong ZD & Mao A (2017) “A Comparison of 

China’s Risk Communication in Response to SARS and H7N9 Using Principles Drawn from 

International Practice” In Disaster Medicine and Public Health 

Preparedness. https://www.cambridge.org/core/terms. https://doi.org/10.1017/dmp.2017.114 

Raab, C. P. (2011). Passive immunization. Primary care 38(4): 681-691. 

Renn, O. (2004). Perception of risks. Toxicology Letters 149(1-3): 405-413. 

Resnick, B., (2017). Immunization Update: Making It Happen. Caring for the Ages, 18(9): 8. 

Robinson, C. L., et al., (2018). Advisory committee on immunization practices recommended 

immunization schedule for children and adolescents aged 18 years or younger—United States, 

2018. Morbidity and Mortality Weekly Report, 67(5): p.156. 

Rockwell, D. P. G.,(2017). Vaccine Science and Immunization Guideline. Springer. 

Sandman, P., P. Miller, et al. (1993). Agency communication, community outrage, and 

perception of risk: three simulation experiments. Risk Anal 13(6): 585 - 598. 

Sandman, P. M. (1993). Responding to community outrage: Strategies for effective risk 

communication. Fairfax, Virginia Amer Industrial Hygiene Assn. 

Satcher, D. (1999). Polio eradication by the year 2000. JAMA 281(3): 221. 

Shah, M. S. (2011). Dilemmas in immunization? Indian journal of community medicine : 

official publication of Indian Association of Preventive & Social Medicine 36(4): 308-308. 

Sharts-Hopko, N. C. (2009). Pediatric Immunization. MCN, the American Journal of Maternal 

Child Nursing 34(2): 80. 

Silverman, D. (2005). Doing Qualitative Research. London, SAGE Publication, Ltd. 

Slovic, P. (1986). Informing and educating the public about risk. Risk analysis 6(4): 403-415. 

Slovic, P. (1987). Perception of risk. Science 236: 280-285. 



 

- 225 - 

Smith, R. D. (2006). Responding to global infectious disease outbreaks: Lessons from SARS on 

the role of risk perception, communication and management. Social Science & Medicine 63(12): 

3113-3123. 

Srarr, C. (1969). Social Benefit Versus Technological Risk: What is Our Society Willing to Pay 

forSafety Science 165: 1232-1238. 

Stapleton, S. (2001). Time for vaccine awareness. American Medical News 44(31): 40. 

Stark, K., G. Regula, et al. (2006). Concepts for risk-based surveillance in the field of veterinary 

medicine and veterinary public health: Review of current approaches. BMC Health Services 

Research 6(1): 20. 

Strohfus, P.K., et al, (2017). Immunizations challenge healthcare personnel and affects 

immunization rates. Applied Nursing Research, 33: p. 131-137. 

Su, X. (2010) Study on the status and strategy of immunisation for children of floating 

population.  [Retrieved http://www.xmzg.xm.fj.cn/news_view.asp?newsid=299 

Sun, M. (2011). Inter-provincial Permanent and Temporary Migration in China, ProQuest, UMI 

Dissertations Publishing. Dissertation/Thesis. 

Sun, M., R. Ma, et al. (2010). Immunization status and risk factors of migrant children in 

densely populated areas of Beijing, China. Vaccine 28(5): 1264-1274. 

Sun, M., Y. Zeng, et al. (2006). Evaluation on Supplementary Immunization Activities Strategy 

for Migrant Children in Beijing. Chinese Journal of Vaccines and Immunization. 

Tan, T. Q. (2013). Immunization: an update. Pediatric annals 42(8): 318-319. 

Taylor, B., E. Miller, et al. (1999). Autism and measles, mumps, and rubella vaccine: no 

epidemiological evidence for a causal association. The Lancet 353(9169): 2026-2029. 

Terry, C. D., D. F. Doren, et al. (2002). Improving Vaccine Risk/Benefit Communication With 

an Immunization Education Package: A Pilot Study. Ambulatory pediatrics : the official journal 

of the Ambulatory Pediatric Association 2(3): 193-200. 

Tversky, A. and D. Kahneman (1974). Judgement under uncertainty: Heuristics and bias Science 

185: 1124-1131. 

UNPD (2007). World population prospects: The 2006 revision. New York, United Nations 

Population Division. 

Van Hear, N. (2010). Theories of Migration and Social Change. Journal of Ethnic and Migration 

Studies 36(10): 1531-1536. 

van Kleef, E., L. J. Frewer, et al. (2006). Perceptions of food risk management among key 

stakeholders: Results from a cross-European study. Appetite 47(1): 46-63. 

Veil, S. R. and J. E. Rodgers (2010). Reaching at-risk populations: The inconsistency of 

communication channels among American Indian tribes and nations in Oklahoma. Public 

Relations Review 36(3): 302-305. 

Vesikari T. and Usonis V., (2017). Measles–Mumps–Rubella Vaccine. Pediatric Vaccines and 

Vaccinations. Springer, Cham :69-77. 

Virupaksha, H. G., A. Kumar, et al. (2014). Migration and mental health: An interface. Journal 

of natural science, biology, and medicine 5(2): 233. 

Wang, W., J. Wang, et al. (2011). Contribution of rural-to-urban migration in the prevalence of 

drug resistant tuberculosis in China. European journal of clinical microbiology & infectious 

diseases : official publication of the European Society of Clinical Microbiology 30(4): 581-586. 

Wang, Z. and W. Yang (2013). Self-employment or wage-employment?: on the occupational 

choice of return migration in rural China. China agricultural economic review 5(2): 231-247. 

Warkentin, H. (2011). Immunization inconvenient. Star - Phoenix(Newspaper Article): A.9. 

Weaver Iii, J. B., S. Sargent Weaver, et al. (2008). Risk Communication. International 

Encyclopedia of Public Health. H. Kris. Oxford, Academic Press: 601-606. 

Weinstein, N. (1980). Unrealistic optimism about future life events Journal of risk personality 

and social psychology 39: 806-820. 

Werbner, P., T. E. Givens, et al. (2012). Space, Time, and Volition: Dimensions of Migration 

Theory, Oxford University Press. 1. 

WHO (2008). The world health report 2008-primary health care now more than ever. Geneva, 

World Health Organization. 



 

- 226 - 

WHO (2010). "Estimates of disease burden and cost-effectiveness." from 

http://www.who.int/countries/chn/en. 

WHO (2010). "Immunization against diseases of public health importance." from 

http://www.who.int/mediacentre/factsheets/fs288/en/index.html. 

WHO (2018). "world_health_statistics." from 

https://apps.who.int/iris/bitstream/handle/10665/272596/9789241565585-eng.pdf. 

Williams, A. and J. Forrest (2003). Immunisation: Communication and Perception of Risk, 

National Centre for Immunisation Research and Surveillance of Vaccine Preventable Diseases. 

Willmore, L., G.-Y. Cao, et al. (2012). Determinants of off-farm work and temporary migration 

in China. Population and Environment 33(2): 161-185. 

Wilson, E. (2007). Immunization/L'immunisation. Canadian Journal of Public Health 98(1): 4. 

Windschitl, P. D. and G. L. Wells (1996). Measuring psychological uncertainty: Verbal versus 

numeric methods. Journal of Experimental Psychology: Applied 2(4): 343-364. 

Wong, D. F. K. and Y.-L. Chang (2010). Mental Health of Chinese Migrant Workers in Factories 

in Shenzhen, China: Effects of Migration Stress and Social Competence. Social Work in Mental 

Health 8(4): 305-318. 

Wong, D. F. K. and H. X. Song (2008). The resilience of migrant workers in Shanghai China: 

the roles of migration stress and meaning of migration. The International journal of social 

psychiatry 54(2): 131-143. 

World Health Organization (2013) Global vaccine action plan 2011-2020. [Retrieved 

07/11/2014]. 

http://www.who.int/immunization/global_vaccine_action_plan/GVAP_doc_2011_2020/en/ 

World Health Organization and WHO, Department of Immunization, (2015). Immunization in 

practice: A practical guide for health staff. 

Xia JH, Rutherford S, Ma YZ, Wu L, Gao S, Chen TT, Liu X, Zhang XH and Chu, C (2015) 

“Obstacles to the coordination of delivering integrated prenatal HIV, syphilis and hepatitis  B 

testing services in Guangdong: using a needs assessment approach” in BMC Health Services 

Research (2015) 15:117. DOI 10.1186/s12913-015-0760-0 

Xia, JH, Wang, LH and Chu, Cordia. (2008). “Risk communication and the management of 

Mother to Child Transmission of HIV” in Chinese Journal of Women and Child Health 

Research, Vol 19, No 2:145-147. (in Chinese) 

Xiang, B. and J. Lindquist (2014). Migration Infrastructure. International Migration Review 48: 

S122-S148. 

Xu, H. (2010). Labour Migration and Social Development in Contemporary China. Wanchai, 

CEFC: 80. 

Xu, Q. and N. Palmer (2013). Social Capital, Migration and Health in the Urban Chinese 

Context. Journal of Ethnic and Migration Studies 39(1): 31-50. 

Xue, L. (2017). Study on the status of health education and affected factor for internal migrants. 

Chinese Health Education 9. 

Yang, R. J. (2014). An investigation of stakeholder analysis in urban development projects: 

empirical or rationalistic perspective. International Journal of Project Management 32(5): 838-

849. 

Yang, Y. (2012). The Political Economy of Migration in China, ProQuest, UMI Dissertations 

Publishing. 

Yaro, A. (2012). The immunization gap. Annals of Tropical Medicine and Public Health 5(5): 

409-410. 

Yodmani, S. (2001). Disaster risk management and vulnerability reduction: Protecting the poor, 

The Center, Asian Disaster Preparedness. 

Ze, W. Y. (2001). Programmed Immunization. Shanghai, Shanghai Scientific and Technical 

Literature Press. 

Zheng, Y. (2017). The status Quo and subjective need for health knowledge among internal 

migrants. Chinese Health Education 6. 

Zhou, Y. (2008). The determinants of internal migration in rural China---a study using 

longitudinal data, 1989--2004, ProQuest, UMI Dissertations Publishing U6. 



 

- 227 - 

Zhu, B. (2005). Immunisation for children of floating population in Hangzhou, China: from 

needs assessement to decision making. School of Public Health, Griffith University. Master of 

Science in Public Health. 

 



 

- 228 - 

            

 

                Annex I 

                     Ethic Clearance 

 



 

- 229 - 
 



 

- 230 - 

 



 

- 231 - 

 



 

- 232 - 

Annex II    

Informed Consent Form 

 

Thank you in advance for your joining in this study. 

 

We are study investigators from Griffith University, Australia and Hangzhou Center of 

Disease Control and Prevention. This study is to investigate the immunization condition 

of children from the internal migration in Hangzhou City, to understand the children 

from the internal migration and their parents’ needs and willing on the planned 

immunization and collect the parents’ opinions and suggestions. This study will assess 

the efficiency and insufficiency of the present immunization program for the internal 

migration in Hangzhou and help us to reorient the health services. 

 

To protect your privacy, this survey would not record any names of yours and your 

families. You are welcome to the survey and you have the right to quit it in any case. 

Also, the results of the survey are kept restricted confidential. It won’t be disclosed to 

the local health providers or any other your acquaintances in any condition. It would 

only be applied as the source for this study. Your participation to this survey is the most 

kindly support to our study and to the health work of us. Thank you! 

 

 

 

Signature (Parents)：                            Date：                   

Signature (Interviewer)：                         Date：                   
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Annex III 

Interview Guideline 

Part A: guideline for the focus group with the migrant population 

Living status in Hangzhou including the impression and feeling; 

Recognition to the immunization; 

The status of immunization in the viewpoints of the floating population; 

The main shortcoming of this work of immunization; 

The strengthens and available power to promote the work of immunization. 

 

Part B: guideline for the focus group with the local health workers 

The status of immunization for children from the migrant population in Hangzhou; 

The impact of performance of immunization for the migrant population; 

The main restricted factors and obstructs for this issue of immunization; 

The power in the local level and the changes they are expected to fulfill; 

The external help that the community need; 

Other suggestions. 
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Interview protocols for in-depth interview 

 

Who is the stakeholder for you? 

What kind of information you have provided? What kind of information do you think 

they need? 

What kind of information you need from them, both the migrant population and the 

authorities. 

Do you have any good suggestion for information exchange? 

Are there any difficulties in the communication? Do they believe you? 

Do you think the current policy good enough? If not, what aspects are not reasonable? 

What kind of decision-making approach should we take? 

 




