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Abstract

Introduction: Routine immunization remains one of themost cost‑effective public health interventions; however, sustainability
challenges persist in low‑resource settings due to funding constraints. This study assessed the determinants of willingness to
pay (WTP) for routine immunization among mothers of under‑ϐive children in rural areas of Kano State, Nigeria.
Methods: A community‑based cross‑sectional study was conducted among 420mothers selected throughmultistage sampling.
Data were collected using a structured interviewer‑administered questionnaire and analyzed using descriptive statistics, bivari‑
ate analysis, and logistic regression. A p‑value of< 0.05was considered statistically signiϐicant.
Results: The proportion of mothers willing to pay for routine immunization services was 33.5%. The mean amount mothers
were willing to pay was ₦20,029.40± 14,519.70. Factors signiϐicantly associated with willingness to pay included maternal age
(OR = 0.75), maternal education (OR = 3.44), household income (OR = 1.67), healthcare expenditure (OR = 1.32), knowledge of
immunization (OR = 2.72), and place of delivery (OR = 1.67).
Conclusion: Socioeconomic factors, place of delivery, and knowledge of the beneϐits of routine immunization signiϐicantly inϐlu‑
ence willingness to pay. Policies aimed at improving awareness and strengthening household economic capacity may enhance
the ϐinancial sustainability of immunization programs.
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Introduction

Determining the monetary value of healthcare ser‑
vices such as vaccinations, and their distribution as
healthcare resources, poses signiϐicant challenges
to policymakers in many health systems, particu‑
larly in under‑resourced countries (Rezaei et al.,
2020). There is no other health intervention as sim‑
ple, powerful, and cost‑effective as vaccines (Munk
et al., 2019). With just a few doses, vaccines have
protected billions of people from diseases such as
smallpox, polio, andmeasles, which once posedma‑

jor global health threats (Stéphenne, 2011).
Government spending on routine immunization

per surviving infant has declined since 2006, indi‑
cating the need for increased immunization ϐinanc‑
ing (Wonodi et al., 2012). By 2020, Nigeria was ex‑
pected to become ineligible for additional support
from the Global Alliance for Vaccines and Immu‑
nization (GAVI), facing an estimated annual vaccine
cost of approximately US$426.3 million (Levine et
al., 2011). GAVI support is time‑limited, typically
spanning ϐive to eight years, and is designed to pro‑
vide sufϐicient resources to support program im‑
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provements across key areas within a deϐined pe‑
riod (Gadhia & Mäkinen, 2005).

InNigeria, immunization coverage remains sub‑
optimal, with only 23% of children aged 12–23
months fully immunized and 29% receiving no vac‑
cinations (Adedire et al., 2016). However, some
progress has been recorded over time. The pro‑
portion of fully immunized children increased from
23% in 2008 to 31% in 2018, while the propor‑
tion of children receiving no vaccines declined from
29% to 19%during the same period (National Pop‑
ulation Commission (NPC) [Nigeria] & ICF, 2019).
Despite these improvements, coverage remains be‑
low the Sustainable Development Goal 3 target of
over 90%. Several factors contribute to incomplete
immunization in Nigeria, including vaccine unavail‑
ability, long distances to health facilities, lack of
awareness, fear of side effects, and competing ma‑
ternal responsibilities (Gidado et al., 2014; Ophori
et al., 2014).

In 1974, the World Health Organization estab‑
lished the Expanded Programme on Immunization
(EPI) to ensure universal access to essential vac‑
cines for children. Since then, global coverage
with core vaccines has increased from less than
5% to at least 84%, alongside the introduction of
additional vaccines into routine schedules (Har‑
ris et al., 2017). Coverage with the third dose of
the diphtheria–tetanus–pertussis (DTP3) vaccine
by age 12 months remains a key performance indi‑
cator, with global coverage stabilizing at approxi‑
mately 83%–84% since 2009 (Harris et al., 2017).

Global estimates for the seconddose ofmeasles‑
containing vaccine, ϐirst reported in 2013, indicated
coverage of 35% by the end of the second year of
life and 53% when older age groups were included
(Harris et al., 2017). Improving equitable access
to immunization services remains critical to en‑
suring protection against vaccine‑preventable dis‑
eases. The EPI aimed to ensure that all children re‑
ceive protection against tuberculosis, poliomyelitis,
diphtheria, pertussis, tetanus, and measles by one
year of age. In Nigeria, the programme was intro‑
duced in 1978 (Ophori et al., 2014).

Nigeria achieved notable progress in immu‑
nization coverage between 1980 and 1990, reach‑
ing a peak coverage of 81.5% in the early 1990s
(Ophori et al., 2014). However, this success was not
sustained, as coverage declined steadily thereafter

(Musgrove, 1993). By 1996, national coverage had
dropped to below 30% for all antigens, further de‑
clining to 12.9% by 2003 (Ophori et al., 2014).

This ϐigure, consistent with ϐindings from the
2003 National Immunization Coverage Survey, was
among the lowest globally and reϐlects the poor
health status of children in the country (Ophori et
al., 2014). The coverage has not changed signiϐi‑
cantly over the past two decades.

During the past thirty years, vaccines have ex‑
perienced a renaissance. Advances in science,
business, and distribution have transformed the
ϐield, positioning vaccines as a “best buy” in global
health, a driver of pharmaceutical industry growth,
and a key instrument of international development
(Stéphenne, 2011). With many new vaccines avail‑
able and others in development, the global commu‑
nity must explore innovative strategies to ensure
equitable access in developing countries (Wang et
al., 2013). These include tiered pricing models,
innovative ϐinancing mechanisms such as advance
market commitments, long‑term high‑volume pro‑
curement contracts, and technology transfer initia‑
tives that enable sharing of intellectual property
and production techniques. Such approaches can
facilitate access to life‑saving vaccines for diseases
such as pneumonia, rotavirus, and malaria. How‑
ever, many countries continue to face challenges in
introducing new vaccines, particularly with respect
to ensuring consistent and predictable ϐinancing
and managing the costs associated with expanding
immunization systems (Deogaonkar et al., 2012).

The cost of vaccination varies signiϐicantly
across countries and depends on multiple fac‑
tors, including available infrastructure, vaccine
consumption and wastage rates, logistics for dis‑
tribution, and vaccine pricing. The introduction
of newer vaccines is expected to substantially in‑
crease overall costs (Kaddar et al., 2004). Secur‑
ing reliable and adequate public funding for pre‑
ventive services, even those considered highly cost‑
effective, remains a major challenge. Although tra‑
ditional childhood vaccines are relatively inexpen‑
sive, funding in low‑income countries is often un‑
stable and inϐluenced by political and donor prior‑
ities (Ojo et al., 2011). The introduction of newer
andmore expensive vaccines under initiatives such
as the Global Alliance for Vaccines and Immuniza‑
tion (GAVI) has further intensiϐied ϐinancial pres‑

167



Muhammad et al —Willingness to Pay for Routine Immunization WAJAHS Vol. 2 (1), 2026

sures (Bill &Melinda Gates Foundation, 2001). Evi‑
dence suggests that adopting combination vaccines
can signiϐicantly increase the costs of national im‑
munization programmes (UNICEF, 2018). This has
raised concerns regarding long‑term affordability
and highlighted the need for shared ϐinancial re‑
sponsibility between national governments and in‑
ternational partners (Wang et al., 2013).

Inadequate funding disrupts multiple aspects
of vaccine supply and service delivery. Financ‑
ing strategies often include mechanisms to ensure
predictable government funding and ϐlexible donor
contributions, such as state‑level basket funds, ded‑
icated federal budget lines for vaccine procure‑
ment, and donor‑backed ϐinancial guarantees (In‑
ternational Vaccine Access Center, 2012). Under
decentralized ϐiscal systems, states and local gov‑
ernment areas (LGAs) are responsible for manag‑
ing immunization funding. However, even when
funds are allocated, delays in disbursement to LGAs
and primary healthcare centres (PHCs) are com‑
mon. Basket funding mechanisms combine state
and LGA contributions to support service delivery,
logistics, equipment maintenance, and other op‑
erational costs. Flexible donor funding can also
enhance service delivery by improving cash ϐlow
at peripheral levels (International Vaccine Access
Center, 2012). Despite these strategies, achiev‑
ing sustainable and predictable ϐinancing remains
a major challenge for universal vaccine access, par‑
ticularly with the introduction of newer and often
more expensive vaccines (Levine et al., 2011).

Therefore, assessing clients’ willingness to ac‑
cept (WTA) and willingness to pay (WTP) for
healthcare services provides valuable insight into
the monetary value individuals place on such ser‑
vices (Rezaei et al., 2020).

This study assessed willingness to pay for rou‑
tine immunization and its determinants among res‑
idents of rural areas in Kano State.

Methods

Study Design and Setting
A cross‑sectional descriptive study was conducted
using the contingent valuationmethod (CVM) to es‑
timate willingness to pay (WTP) for routine immu‑
nization services in rural areas of Kumbotso Lo‑
cal Government Area (LGA), Kano State, Northern

Nigeria.
Population and Sampling

The study population comprised heads of house‑
holds residing in selected rural communities
(Dambare and Samegu) within Kumbotso LGA. El‑
igible participants were permanent residents who
provided informed consent to participate in the
study. A total sample size of 418 participants was
determined using a standard sample size calcula‑
tion formula. A multistage sampling technique was
employed to select study participants.

Data Collection
Primary data were collected using a structured
interviewer‑administered questionnaire. Data col‑
lection was conducted by the researchers and
trained research assistants. Information obtained
included sociodemographic characteristics, knowl‑
edge of routine immunization, willingness to pay
for routine immunization services, and determi‑
nants inϐluencing WTP.

Ethical Considerations
Ethical approvalwas obtained from the Ethics Com‑
mittee of the Kano State Ministry of Health. Writ‑
ten informed consent was obtained from all partic‑
ipants prior to data collection.

Data Analysis
Datawere analyzed usingMicrosoft Excel and Stata.
Descriptive statistics were presented as propor‑
tions and percentages for categorical variables, and
as means with standard deviations for continuous
variables. Bivariate analysis was conducted using
the Chi‑square test of independence. Multivariate
analysis was performed using logistic regression to
control for potential confounding variables. A p‑
value of < 0.05was considered statistically signiϐi‑
cant.

Results

A total of 418 questionnaires were administered to
participants in the study area, of which 406 were
completed and retrieved, yielding a response rate
of 97.1%. The mean age of the study participants
was 39.2±9.8 years. Approximately three‑quarters
of the participants were male, and the predomi‑
nant ethnic group was Hausa/Fulani. Nearly one‑
quarter (25.9%) had at least secondary‑level ed‑
ucation, while about half (51.7%) were farmers.
About three‑quarters (73.9%) had a
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Table 1: Socio‑demographic Characteristics of
Respondents (𝑛 = 406)

Variables Frequency (𝑛) Percentage (%)

Age Group (years)
20–29 102 25.1
30–39 125 30.8
40–49 86 21.2
50–59 71 17.5
60–69 22 5.4
Mean± SD 39.2 ± 9.8
Sex
Male 366 90.1
Female 40 9.9
Ethnic Group
Hausa/Fulani 303 74.6
Yoruba 24 5.9
Igbo 18 4.4
Others 61 15.0
Educational Status
None 22 5.4
Non‑formal 134 33.0
Primary 145 35.7
Secondary 64 15.8
Tertiary 41 10.1
Marital Status
Married 366 90.1
Others 40 9.9
Occupational
Status
Civil servant 103 25.4
Farmer 210 51.7
Business 56 13.8
Housewife 20 4.9
Others 17 4.2
Household Size
≤ 6 106 26.1
> 6 300 73.9
Monthly Income
< ₦30,000 138 34.0
₦30,001–₦50,000 164 40.4
₦50,001–₦100,000 73 18.0
> ₦100,000 31 7.6
Place of Delivery
Home 262 64.5
Hospital 144 35.5
Distance to Health
Facility
≤ 5 km 172 42.4
> 5 km 234 57.6
Healthcare
Expenditure
≤ ₦3,000 182 44.8
> ₦3,000 224 55.2

Percentages may not sum exactly to 100 due to rounding.

household size greater than six. Slightly more
than one‑quarter (25.6%) reported a monthly in‑
come exceeding ₦50,000. More than one‑third
(35.5%) delivered their index child in a hospital,
and only 42.4% resided within a ϐive‑kilometre
walking distance to a health facility. Additionally,
more than half of the participants reported health‑
care expenditure exceeding ₦3,000 in the month
preceding the study (Table 1).

Table 2: Respondents’ Knowledge andWillingness
to Pay for Routine Immunization Services (𝑛 = 406)

Variables Frequency (𝑛) Percentage (%)

Knowledge of:
Importance of
routine
immunization

104 25.6

Immunization
schedule in Nigeria

102 25.1

Beneϐits of routine
immunization

102 25.1

Willingness to
Participate in
Routine
Immunization

136 33.5

Percentages may not sum exactly to 100 due to rounding.

Table 3: Distribution of Respondents by Amount
Willing to Pay for Routine Immunization Services

(𝑛 = 136)

Amount WTP (₦) Frequency (𝑛) Percentage (%)

<10,000 63 46.3
20,000 33 24.3
30,000 20 14.7
40,000 12 8.8
60,000 8 5.9

Total 136 100.0

*WTP =Willingness to Pay

Only about one‑quarter (25%) of the partici‑
pants demonstrated adequate knowledge of rou‑
tine immunization, including its schedule andbene‑
ϐits. Approximately one‑third (33.5%) were willing
to pay for routine immunization services (Table 2).
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Table 4: Relationship between socio‑demographic
variables andWTP for routine immunization

services among study participants

Variables YES NO 𝜒2 P‑value

Age (years)
20–29 33 69 2.62 0.623
30–39 40 85
40–49 32 54
50–59 21 50
60–69 10 12
Sex
Male 121 245 0.243 0.623
Female 15 25
Ethnic Group
Hausa/Fulani 88 215 14.6 0.002
Yoruba 10 14
Igbo 12 6
Others 26 35
Educational Status
None 6 16 52.6
Non‑formal 31 101 0.0001
Primary 40 105
Secondary 38 26
Tertiary 31 10
Marital Status
Married 126 240 1.05 0.306
Others 10 30
Occupational Status
Civil servant 53 50 55.8 0.00001
Farmer 35 175
Business 28 28
Housewife 10 10
Others 10 7
Household Size
≤ 6 76 30 91.7 0.0001
> 6 60 240
Monthly Income
< ₦30,000 21 117 88.3 0.0001
₦30,001–₦50,000 42 122
₦50,001–₦100,000 52 21
> ₦100,000 21 10
Place of Delivery
Home 36 226 126.9 0.0001
Hospital 100 44
Distance to Health
Facility
≤ 5 km 94 78 59.9 0.0001
> 5 km 42 192
Healthcare
Expenditure
≤ ₦3,000 36 146 27.9 0.0001
> ₦3,000 100 124

Percentages may not sum exactly to 100 due to rounding.

The mean amount participants were willing to
pay was ₦20,029.40 ± 14,519.70 (Table 3). At the
bivariate level, educational status was signiϐicantly
associated with willingness to pay for routine im‑
munization at the5%signiϐicance level, with partic‑
ipants who had at least secondary education being
more likely to be willing to pay. Other statistically
signiϐicant factors included occupation (civil ser‑
vants: 36.7%), ethnicity (Hausa), monthly income
greater than ₦50,000 (53.7%), household size of six
or fewer members, healthcare expenditure exceed‑
ing ₦3,000, and distance to the nearest health facil‑
ity. Age, gender, andmarital status were not signiϐi‑
cantly associatedwithwillingness topay for routine
immunization (𝑝 > 0.05) (Table ??).

After adjusting for potential confounders, de‑
terminants of willingness to pay for routine immu‑
nization services that remained statistically signif‑
icant included educational status, monthly income
of the household head, place of delivery, healthcare
expenditure in the preceding month, and knowl‑
edge of the beneϐits of routine immunization. Con‑
versely, age of the household head was negatively
associated with willingness to pay. The pseudo 𝑅2
value of the model was 0.235 (Table ??).

Discussion

Several studies across the globe, particularly in de‑
veloped countries, have examined factors inϐluenc‑
ing willingness to pay (WTP) for routine immu‑
nization services (Onwujekwe et al., 2019; Wal‑
raven, 1996). Commonly documented determi‑
nants of WTP include age, income, educational sta‑
tus, household size, geographic location, occupa‑
tion, healthcare expenditure, and distance to health
facilities (Wonodi et al., 2012). In the present study,
the mean age of participants was 39.2 ± 9.8 years.
This ϐinding was considerably higher than that re‑
ported by Ossai and Fatiregun in Enugu State, Nige‑
ria, where themean age of respondents in urban ar‑
easwas28.9±4.5 years and26.7±5.1 years in rural
areas (Ossai & Fatiregun, 2015).

This study found that approximately one‑third
(33.5%) of mothers were willing to pay for routine
immunization services. This ϐinding is consistent
with reports from similar studies conducted

in Nigeria, where willingness to pay was
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Table 5: Logistic regression analysis of the determinants of WTP for routine immunization services
among the study participants

Variable(s) Coefϐicient Std. Err OR P‑value 95% Conf. Interval

Age (AGE) ‑0.2899 0.1600 0.7483 < 0.05∗ 0.4139 0.9000
Educational status (EDUC) 1.2359 1.2400 3.4415 < 0.05∗ 1.4500 4.6800
Monthly income (MONI) 0.5117 0.2800 1.6681 < 0.05∗ 1.0997 2.4279
Household size (HHS) ‑0.3116 0.7719 0.7323 0.125 ‑0.0396 2.2453
Distance to health facility (DHF) ‑0.1675 0.7139 0.8458 0.132 ‑0.0203 2.2451
Health care expenditure (HCE) 0.2753 0.1017 1.3169 < 0.05∗ 1.1175 1.4186
Knowledge on importance of RI 1.0045 0.5891 2.7305 < 0.05∗ 1.5759 3.3196
Place of delivery (PD) 0.5118 0.2198 1.6683 < 0.05∗ 1.2375 1.9979
Constant 1.9993 2.6324 7.3839 < 0.05∗ 2.2245 10.0163

𝑃 < 0.05∗ indicates signiϐicant factors affecting willingness to pay.
Logistic regression Number of obs = 406 LR chi2(8) = 51.67 Prob > chi2 = 0.05 Log likelihood = ‑138.28 Pseudo R2
= 0.235

strongly inϐluenced by socioeconomic status and
awareness levels (Onwujekwe et al., 2019). The
relatively low willingness to pay observed in this
study may reϐlect prevailing economic hardship,
lowhousehold income, and the longstanding expec‑
tation that immunization services should remain
free of charge in public healthcare facilities.

Maternal education emerged as a strong pre‑
dictor of willingness to pay, likely due to improved
health literacy and better understanding of the
beneϐits of immunization. Similar ϐindings have
been reported in previous Nigerian studies (Ossai
& Fatiregun, 2015). Education improves individu‑
als’ ability to access, interpret, and utilize health‑
related information, thereby inϐluencing health‑
seeking behavior and healthcare ϐinancing deci‑
sions. Mothers with higher educational attainment
mayalso bemore likely to appreciate thepreventive
value of immunization and the long‑term economic
beneϐits associated with disease prevention.

Maternal age was found to be a signiϐicant
predictor of willingness to pay, with older moth‑
ers demonstrating higher odds of willingness to
pay compared to younger mothers. This may
reϐlect increased exposure to child health ex‑
periences, including encounters with vaccine‑
preventable diseases, as well as greater autonomy
in household decision‑making. Similar ϐindings
have been reported in studies conducted in sub‑
SaharanAfrica, wherematernal age positively inϐlu‑
enced healthcare‑seeking behavior and valuation
of preventive services (Ossai & Fatiregun, 2015;

Uzochukwu et al., 2018). Older mothers may also
possess accumulated experiential knowledge that
reinforces the perceived importance of immuniza‑
tion, thereby increasing their readiness to incur
out‑of‑pocket healthcare expenditures.

Maternal educational status showed a strong
and statistically signiϐicant association with will‑
ingness to pay. Mothers with at least secondary
education were signiϐicantly more likely to express
willingness to pay compared to those without for‑
mal education. Education enhances health literacy,
enabling individuals to better understand the ben‑
eϐits of immunization and the risks associated with
non‑compliance. This ϐinding aligns with previous
literature indicating that maternal education is a
consistent determinant of both immunization up‑
take and healthcare ϐinancing decisions (Adepoju
et al., 2020; Onwujekwe et al., 2019). Further‑
more, education may positively inϐluence attitudes
towardmodernhealthcare services and reduce sus‑
ceptibility to misinformation regarding vaccines
and immunization programmes.

Household income emerged as one of the
strongest predictors of willingness to pay, with
higher‑income households exhibiting signiϐicantly
greater likelihood of willingness to pay for routine
immunization services. This ϐinding is consistent
with economic theory, which posits that the abil‑
ity to pay is a primary determinant of demand for
healthcare services. In low‑resource settings, ϐi‑
nancial constraints remain a major barrier to ac‑
cessing healthcare services, even when such ser‑
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vices are nominally free, due to indirect costs such
as transportation and opportunity costs (Ichoku et
al., 2017; Ossai & Fatiregun, 2015). The observed
association suggests that any cost‑recovery mech‑
anism for immunization services must be carefully
designed to avoid worsening inequities in access to
healthcare.

Healthcare expenditure was also signiϐicantly
associated with willingness to pay. Households
with higher prior healthcare spending were more
likely to express willingness to pay for immuniza‑
tion services. This may indicate a greater valua‑
tion of health or increased familiarity with out‑of‑
pocket payment systems. It is plausible that such
households perceive immunization as aworthwhile
investment capable of preventing more costly ill‑
nesses in the future. This ϐinding is supported by
previous studies demonstrating that prior health‑
care spending behavior predicts future willingness
to invest in preventive healthcare services (Dong et
al., 2004).

Knowledge of the importance of routine immu‑
nization was identiϐied as a key cognitive deter‑
minant of willingness to pay. Mothers with good
knowledge of immunization beneϐits were signiϐi‑
cantly more likely to be willing to pay compared
to those with poor knowledge. This reinforces
the critical role of health education in shaping de‑
mand for preventive healthcare services. Knowl‑
edge inϐluences risk perception and perceived ben‑
eϐits, both of which are central constructs in health
behavior theories such as the Health Belief Model.
Empirical evidence consistently demonstrates that
improved awareness of immunization beneϐits is
associatedwith higher uptake and acceptance of re‑
lated healthcare costs (Babatunde et al., 2021).

Facility‑based delivery was another signiϐicant
determinant ofwillingness topay for routine immu‑
nization services. Mothers who delivered in health
facilities demonstrated greater willingness to pay
compared to those who delivered at home. Facility‑
based delivery often provides opportunities for
early exposure to immunization services, health
education, and interaction with skilled healthcare
personnel. Such exposure may enhance trust in
the healthcare system and increase the perceived
value of immunization services. Similar ϐindings
have been reported in previous studies, where uti‑
lization of formal healthcare services during child‑

birthwaspositively associatedwith subsequent up‑
take of child health services, including immuniza‑
tion (Fagbamigbe et al., 2017).

Overall, the multivariate ϐindings indicate that
willingness to pay for routine immunization is in‑
ϐluenced not only by economic factors but also by
educational, experiential, and cognitive determi‑
nants. These ϐindings suggest that interventions
aimed at improving maternal education, strength‑
ening household economic capacity, enhancing
knowledge of immunization beneϐits, and promot‑
ing facility‑based delivery may collectively improve
willingness to pay and contribute to sustainable im‑
munization ϐinancing strategies.

Conclusion

Willingness to pay for routine immunization among
mothers residing in rural areas of Kano State was
relatively low and was signiϐicantly inϐluenced by
educational status, household income, healthcare
expenditure, knowledge of routine immunization,
and place of delivery. These ϐindings suggest that
both socioeconomic and cognitive factors play im‑
portant roles in shaping demand for immunization
services. Policymakers should consider these de‑
terminants when designing sustainable immuniza‑
tion ϐinancing strategies and interventions aimed
at improving equitable access to routine immuniza‑
tion services.

Recommendations

There is a need for government and relevant stake‑
holders to strengthen awareness creation on the
importance and beneϐits of routine immunization
in rural communities of Kano State. Community‑
based health education campaigns should be in‑
tensiϐied through the use of health workers, reli‑
gious leaders, traditional leaders, and mass media
in order to improve knowledge and acceptance of
routine immunization services. Since educational
status signiϐicantly inϐluenced willingness to pay
(WTP), adult literacy and female education pro‑
grams should also be encouraged. Policymakers
should improve accessibility of health facilities, es‑
pecially in hard‑to‑reach rural areas, by establish‑
ing more primary healthcare centers and outreach
services closer to communities. Economic em‑
powerment programs targeted at rural households
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may also improve their ϐinancial capacity to sup‑
port child healthcare services. Health insurance
schemes and community‑based ϐinancing mecha‑
nisms should be strengthened to reduce the ϐinan‑
cial burden on households. Efforts should also
be made to promote hospital delivery services be‑
cause mothers who delivered in health facilities
weremore likely to bewilling to pay for routine im‑
munization services.
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Implications for Practice and Policy

The ϐindings of this study have important impli‑
cations for public health practice and policy for‑
mulation in Nigeria. The low level of willing‑
ness to pay for routine immunization among rural
households suggests the need for sustained gov‑
ernment funding and support for immunization
services to ensure equitable access for vulnerable
populations. Policymakers should recognize that
socioeconomic factors such as education, income,
and healthcare expenditure signiϐicantly inϐluence
healthcare‑seeking behavior and utilization of im‑
munization services. For practice, healthcarework‑
ers should intensify health education during an‑
tenatal care, delivery, and postnatal visits to im‑
prove community knowledge regarding the bene‑
ϐits and schedules of routine immunization. Com‑
munitymobilization strategies involving local lead‑
ers and community inϐluencers should be adopted
to improve trust and participation in immunization
programs. At the policy level, there is a need to inte‑
grate routine immunization ϐinancing into broader
social protection and health insurance programs.
Improving rural healthcare infrastructure and re‑
ducing geographic barriers to healthcare facilities
may increase uptake and sustainability of immu‑

nization services. The study also highlights the im‑
portance of poverty reduction and educational ad‑
vancement as long‑term strategies for improving
child health outcomes and immunization coverage.

What is Known About This Topic

Routine immunization is one of the most cost‑
effective public health interventions for reducing
childhood morbidity and mortality associated with
vaccine‑preventable diseases. Despite the avail‑
ability of immunization services in Nigeria, cover‑
age remains suboptimal inmany rural communities
due to poor awareness, poverty, distance to health
facilities, and sociocultural barriers. Previous stud‑
ies have shown that socioeconomic characteristics
such as educational level, income, occupation, and
access to healthcare services inϐluenceutilization of
routine immunization services. Evidence also sug‑
gests that households with better knowledge of im‑
munizationbeneϐits aremore likely toparticipate in
and support immunization programs. In addition,
willingness to pay for healthcare services has been
widely used as an indicator of perceived value and
sustainability of health interventions. However,
limited studies have speciϐically examined the de‑
terminants of willingness to pay for routine immu‑
nization services among rural households in Kano
State. This study therefore contributes to exist‑
ing literature by identifying key socioeconomic and
healthcare‑related factors inϐluencing willingness
to pay for routine immunization services in rural
communities.
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