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AEFI adverse event following immunization
ANC antenatal care

BCG bacillus Calmette-Guérin

CHW community health worker

COVID-19 coronavirus disease 2019

CTC controlled temperature chain

eCHIS electronic community health information system
EPI Expanded Program on Immunization
EPSS Ethiopian Pharmaceutical Supply Service
FGD focus group discussion

HBV hepatitis B virus

HEP Health Extension Program

Hep B hepatitis B

HEW health extension worker

HIV human immunodeficiency virus

MAP microarray patch

MeSH medical subject headings

MNCH maternal, newborn, and child health
MOH Ministry of Health

OPVO oral polio vaccine birth dose

PFS prefilled syringe

PNC postnatal care

TBA traditional birth attendant

UNICEF United Nations Children’s Fund

VHL village health leader

WDG Women’s Development Group

WHO World Health Organization
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Background

The World Health Organization (WHO) estimates that
approximately 254 million people worldwide live with
chronic hepatitis B (Hep B) infection, which can lead to
serious health issues.' The burden is particularly high in
low- and middle-income countries, including the WHO
African Region, where an estimated 65 million people are
infected.! Chronic Hep B infection is commonly the result
of vertical transmission of the hepatitis B virus (HBV).
Babies who are infected before they are one year old have
a 90% risk of developing chronic Hep B.2 The second most
common cause of chronic Hep B is transmission during
early childhood, with a 30% risk among children who are
infected between one and five years of age.?

Vaccination is one of the most critical measures to prevent
Hep B infection. When administered within 24 hours of
birth, the Hep B birth dose can prevent 75% to 95% of
vertical transmissions.® Since 2009, this vaccine has been
endorsed by WHO, which recommends that all infants
receive the first dose as soon as possible after birth,
followed by two or three subsequent doses to complete the
infant Hep B vaccine series.*

However, administering the vaccine within 24 hours of
birth is challenging, particularly in contexts where births
take place outside of health facilities. In many African
countries, more than 40% of births occur at home.® While
63% of new Hep B infections are in the WHO African Region,
only 18% of newborns receive the Hep B birth dose, with
only 15 of 47 countries in the region offering it as part of
their routine immunization programs.®

Project overview

With funding from Gauvi, the Vaccine Alliance, PATH is
implementing a learning agenda on Hep B birth-dose
vaccine delivery in Africa, including a focus on

synthesizing lessons learned from countries with decades
of experience implementing the Hep B birth dose, as well
as countries newly introducing the birth dose into routine
immunization schedules.”® The learning agenda includes
questions around operational feasibility, acceptability,
cost, market access, and the impact of innovative
strategies to improve the reach of timely Hep B birth dose
for babies born both within and outside of facility settings.

By exploring innovative delivery strategies, assessing the
role of community health systems, and understanding
stakeholder perspectives, the project’s primary
objective is to identify effective models for increasing
Hep B birth-dose coverage. Evidence and insights from
this initiative will apply to countries planning for Hep B
birth-dose vaccine introduction as well as those seeking
to deploy new strategies to increase coverage rates and
timely administration within 24 hours of birth.

The project is being implemented in four countries—
Ethiopia, The Gambia, Nigeria, and Uganda—selected
based on several criteria, including a high HBV burden,
moderate or high rates of home births, moderate or high
birth-dose rates for oral polio vaccine zero dose (OPVO0),
demonstrating success with another type of birth dose,
and an enabling environment for community health
providers to administer vaccines. PATH also has a strong
presence in these countries through long-standing
collaborations with ministries of health. This case study
presents insights from Ethiopia.

Ethiopian context

Ethiopia conducted its pilot introduction of Hep B birth
dose in 2021-2022 and is planning a larger-scale national
introduction at the end of 2025. The pilot was implemented
in collaboration with WHO and the US Centers for

Disease Control for a one-year period in four woredas

of three regions (Tigray, Amhara, and Afar) and one city
administration, Addis Ababa.’ The pilot aimed to assess the
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feasibility, acceptability, and effectiveness of introducing
the Hep B birth dose into routine immunization schedules,
including any programmatic or logistical challenges and
overall lessons learned from implementation strategies.
Findings from the pilot were encouraging, demonstrating
that newborns delivered in health facilities could receive a
timely birth dose, and health workers were able to integrate
the new vaccine into existing workflows with minimal
disruption.’ The vaccine was administered by midwives

or nurses in the delivery ward and in the EPl room. During
off-hours, the vaccine storage protocol was to use on-site
refrigerators at the delivery ward; if these were unavailable,
vaccine carriers were used instead. For out-of-facility
births, the strategy involved two methods: vaccination

at a health facility and home-based administration by
health extension workers (HEWs), integrated with postnatal
care (PNC) services within 14 days of birth. While the

initial findings were promising, the pilot also revealed
significant challenges in reaching newborns born outside
of health facilities, who represent about 50% of all births

in Ethiopia.”® The pilot report recommended exploring
strategies for reaching newborns delivered at home,
including better coordination with HEWSs. Considering
these findings, the Ministry of Health (MOH) and its partners
are now exploring scalable context-appropriate models

to ensure all newborns—regardless of place of birth—can
access timely Hep B birth-dose vaccination.

In addition to the challenges associated with out-of-
facility births, significant barriers also persist for facility-
based deliveries, despite high coverage during the pilot
phase. Recent evidence indicates that, although the MOH’s
policy requires all mothers and their newborns to remain
in the health facility for at least 24 hours after delivery,"
this policy is often not upheld.? A substantial number of
mothers and newborns are discharged before the 24-hour
period. This early discharge presents a critical challenge
to administering the birth dose of the vaccine within the
recommended 24 hours of delivery.

In 2024, Ethiopia submitted a new vaccine introduction
application to Gavi for Hep B birth dose, which was
approved by the Interagency Coordinating Committee
in April 2025. On November 25, 2025, Ethiopia officially
launched nationwide rollout of the Hep B birth dose. The
introduction and scale up are jointly financed by Gavi,
which has committed $2,409,863, and the government
of Ethiopia which is contributing $951,640, including
cofinancing at $0.20 per dose.

Given that nearly half of all births in Ethiopia occur at
home, and up to four out of five births occur athome in
pastoralist regions such as Afar, developing a strategy

to deliver the Hep B birth-dose vaccine within the critical
24-hour period is essential. This case study presents the
results of our work to design innovative, context-sensitive
service delivery models that enable timely vaccination for
both out-of-facility and in-facility births.

The role of Ethiopia’s community health
workers in immunization

Since its launch in 2003, Ethiopia’s Health Extension
Program (HEP) has employed HEWs, who are health
professionals trained to deliver preventive, promotive,

and selected curative services to rural and underserved
populations. HEWSs are based at health posts, which serve
as the lowest-level fixed facility, and are responsible for
both static and outreach immunization services, as well

as conducting household visits and tracing defaulters.
Although HEWSs are involved in the Expanded Program on
Immunization (EPI) implementation, based on literature and
experiences from our study participants, HEWs vary in their
ability to administer injections depending on training, cold
chain capacity, and available supplies. In agrarian regions,
nearly all HEWs are authorized to administer vaccines.

Women'’s Development Groups (WDGs)—also referred

to as the Women’s Development Army and Women’s
Development Unions—comprise a volunteer network
introduced around 2010 to support the HEP by bringing
health-promotion and early-detection functions closer
to communities, under supervision by HEWs. Trusted
individuals from the community are selected and help

to identify pregnant women, track iliness, encourage
antenatal care (ANC) attendance, refer women for skilled
birth attendance, notify HEWs of home births, and educate
the community on preventative public health efforts.

Yet because they are volunteers, they are not formally
salaried, and their training is limited compared to HEWs.

The community health worker (CHW) program in Ethiopia
has undergone a significant restructuring since 2021 to
better fit the nation’s evolving contexts and policies. The
changes primarily affected the staffing of health posts and
the structure of the voluntary CHW program. Under the new
policy, the number of HEWs per health postis no longer
fixed but now varies based on the location and population
density it serves.*

The most substantial transformation occurred within

the voluntary CHW program. While its structure now
varies according to the context of each region, its core
framework remains consistent nationwide. The program’s
backbone is formed by the village health leaders (VHLs),
who are serving as the bridge between the HEWs and the
broader volunteer base. Supporting the VHLs and the
program’s overall objectives are several other community
groups, including WDGs, youth groups, men’s development
groups, and traditional community leaders.% This
multilayered, localized approach is designed to enhance
community ownership and participation in local health
initiatives. VHL and WDG volunteers are not directly
involved in administering vaccines in the community;
those roles are currently reserved for HEWs and other
facility-based providers.
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Project approach

Ethics Review

The protocol was approved by the Ethiopian Public
Health Association Institutional Research Ethics Review
Committee (#EPHA|06|48312) and granted an exemption
by the WIRB-Copernicus Group (WCG) institutional review
board (#RES-00953) in the United States. All respondents
gave informed consent prior to participating in the study.

Study sites and context

The study was conducted in the Afar and Sidama regions
(Figure 1), which were purposively selected to compare
pastoralist and agrarian contexts with a high burden of
HBV and high rates of out-of-facility births. In Afar, two
woredas, Chifra and Haruka, were selected due to the
region’s HBV prevalence (estimated at 25% in rural areas)’
and to explore the distinct roles between formal and
informal community structures through VHLs and civil
society organizations. In Sidama, Loka Abaya woreda was
selected as an agrarian setting with relatively high HBV
prevalence (estimated at 9% in rural areas).’ The expected
number of health facility deliveries and basic health
service coverage vary significantly across these woredas.
Forinstance, in Loka Abaya, an estimated 62% of births
occur in health facilities, whereas in Chifra and Haruka, an
estimated 16% and 20% of births occur in health facilities,
respectively (Table 1). Data were also collected at the
national level through interviews with policymakers, EPI
managers, technical experts, civil society representatives,
and supply chain specialists.

Beyond delivery rates, operational differences exist
among the woredas regarding the implementation of
key community health initiatives. The new community

FIGURE 1. Map of study sites in Afar (Chifra and Haruka)
and Sidama (Loko Abaya).

Afar

. ETHIOPIA
K 5

Sldama

Loka Abaya woreda Haruka woreda

engagement strategy, which involves VHLs, has already
been rolled out in Loka Abaya and Chifra, but it has not yet
been implemented in Haruka. Furthermore, an electronic
community health information system (eCHIS) has been
introduced in Loka Abaya, whereas this initiative has not
yet been implemented in Chifra or Haruka. Urban areas
were excluded from this study because of the low out-of-
facility birth rates in these settings.

TABLE 1. Health system structure and institutional delivery rates, by woreda.

Health system indicators Loka Abaya (Sidama) Chifra (Afar) Haruka (Afar)
Number of primary hospitals. 1 1 0

Number of health centers. 5 3 2

Number of health posts. 17 17 8

Number of health extension workers. 74 12 12

Average facility deliveries per month (2025). 204 40 28

Expected deliveries per month (2025). 330 250 140
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Study design

The study used a multiphase qualitative design combining:
(1) a literature review; (2) primary data collection involving
key informant interviews and focus group discussions
(FGDs) at national and subnational levels; and (3) human-
centered design workshops at the woreda level.

Literature review

First, we conducted a literature review to: (1) document
existing delivery models for birth-dose delivery in
in-facility and out-of-facility settings in Ethiopia, including
their effectiveness, barriers, and facilitators; and (2)
understand the roles of community-based providers such
as CHWSs, midwives, and traditional birth attendants (TBAs)
in birth-dose delivery to date. These findings informed the
design of interview guides for the primary data collection.

The literature review included 64 resources spanning
peer-reviewed articles, policy documents, technical
reports, and conference/webinar presentations. The initial
search was conducted in PubMed using a combination

of medical subject headings (MeSH) and text words
related to immunization programs, neonatal vaccines,
and specific vaccines—Hep B vaccine, bacillus Calmette-
Guérin (BCG) vaccine, and OPVO—limited to publications
from 2000 onward. This search identified 37 documents,
which were supplemented with additional gray literature
and secondary resources to capture a broader range

of evidence. These supplementary materials provided
further insights into the health system context, including
determinants of facility-based delivery, ANC utilization,
and service delivery strategies.

Qualitative data collection

Building on this foundation, the study proceeded with three
phases of qualitative data collection.

® Phase1(n=8)involved national-level interviews
with policymakers, EPl managers, technical experts,
civil society representatives, and supply chain
specialists. These interviews examined past and
current experiences and strategies to increase Hep B
birth-dose uptake, and explored the value, feasibility,
and operational considerations of introducing a
controlled temperature chain (CTC) approach, including
potential regulatory and technical barriers to CTC
qualification, comparative programmatic implications
of one-dose versus ten-dose presentations, and the
feasibility of using both presentations concurrently
across different contexts within the country, and
wastage issues.

® Phase2(n=6regional level, n =12 facility health
providers) consisted of interviews with regional health
officials; maternal, newborn, and child health (VINCH)
and EPI staff; and professional associations. We
assessed how national strategies were implemented

locally, identified contextual challenges, and explored
opportunities for new strategies or for adapting
existing ones.

® Phase 3(n=15)consisted of FGDs at the community level
with mothers, fathers, members of WDGs and men’s
development groups, HEWs, community leaders, and
VHLs. These discussions focused on lived experiences
and mapping individual and community-level
barriers and facilitators to facility birth and newborn
vaccination, as well as Hep B prevention and control.

Analysis

The study applied UNICEF’s Journey to Health and
Immunization framework," which maps six stages in the
caregiver and provider journey—specifically, knowledge
and awareness, intent, preparation, cost and effort,
point of service, experience of care, and after service—
to examine barriers, facilitators, and implementation
processes. This framework informed interview design
and guided thematic analysis. All the literature review
data were collated in Smartsheet, and the interview data
were collected in Kobo Toolbox. Both were synthesized
into memos to identify enablers, barriers, and potential
adaptations for strengthening Hep B birth-dose delivery
in Ethiopia.

Our findings are presented in a modified framework, as
seenin Figure 2, condensing it down to four stages where
intent is combined with preparation, cost, and effort;

and point of service is combined with experience of care,
as these barriers and enablers identified were often
interrelated and difficult to distinguish cleanly. Additionally,
our stakeholders described the interactions with the
health system as a single encounter, combining the point
of service and experience of care. By combining these
stages, our analysis maintains fidelity to the framework
while ensuring that findings reflect how respondents
themselves experienced the journey to immunization.

Human-centered design workshops

Following the analysis of the qualitative data, three
human-centered design workshops were conducted

at the woreda level—two in Afar (Chifra and Haruka)

and one in Sidama (Loka Abaya)—to understand Hep B
birth-dose vaccination activities based on findings from
the qualitative data collection phases. Each workshop
aimed to generate, test, and refine prototype concepts
that could strengthen caregiver engagement and improve
Hep B birth-dose vaccine uptake. Conducted over four
days, the workshops brought together a diverse group of
participants:

® Day 1: Caregivers, VHLs, spouses, and community
leaders.

® Day 2: HEWs, health workers, and woreda health
managers, including EPI focal persons.
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FIGURE 2. An adapted Journey to Health and Immunization Framework.

Knowledge,
awareness, and belief

CAREGIVER

Intent, preparation,
cost, and effort

Experience of care
at point of service

HEALTH WORKER

After service
follow-up

Adapted from the Journey to Health and Immunization framework in the UNICEF Health Section/Innovation Office’s report titled “Demand for Health Services: A
Human-Centred Field Guide for Investigating and Responding to Challenges” (October 2018).

® Days 3-4: Collaborative prototyping sessions with
mixed participant groups, focusing on iterative design,
feedback, and refinement of prototype concepts.

A total of 88 participants (53% male) were involved across
all the workshops, including 30 in Chifra, 28 in Haruka, and
30 in Loka Abaya. Participants included caregivers (both
mothers and fathers), community leaders, non-paid CHWSs,
HEWs, EPI staff, primary health care unit directors, and
woreda MINCH coordinators (see Appendix A.)

Before moving into the solution generation, co-creation
workshop, participants were presented with the key
barriers to administering birth-dose vaccines, particularly
the Hep B birth-dose vaccine, as identified through FGDs
and key informant interviews. Participants reviewed and
validated these themes to ensure that they accurately
reflected community realities. This validation step
established a shared understanding of challenges

and confirmed the relevance of the findings before
transitioning to ideation.

To guide the ideation process, facilitators introduced
“How Might We” questions that framed the challenges
as opportunities/strategies for innovation. Participants
then took part in a structured brainstorming session to
generate potential solutions. Subsequently, participants
used a prioritization matrix to identify the most feasible
and impactful ideas for further development. For each
prioritized idea, they created prototypes that included
the following elements: concept description, proposed
activities, external inspirations, potential challenges, and
measurement indicators. The prototype designs were
subsequently presented to Ethiopia’s EPI task force for

initial feedback and validation, particularly considering
feasibility with respect to existing health systems
constraints.

Findings

Overview of the implementation of current
strategies for Hep B birth-dose introduction

In 2023, Ethiopia’s National Immunization Technical
Advisory Group recommended the universal inclusion of
the Hep B birth-dose vaccine in the national immunization
program to significantly accelerate progress toward
global elimination goals. In 2024, Ethiopia submitted a
new vaccine introduction application to Gavi, which was
approved by the Interagency Coordinating Committee in
April 2025. Ethiopia plans to officially launch the Hep B
birth-dose rollout in the last quarter of 2025.

Ethiopia’s political commitment to eliminating Hep B is
reflected in several national plans, each setting ambitious
but varied targets for birth-dose coverage, pointingto a
greater need to coordinate across different MOH units,
particularly the disease prevention and control office and
the MNCH office (Table 2).

To achieve these targets, Ethiopia’s strategy centers
on facility-based deliveries and PNC. National policy
recommends that mothers remain in a health facility for
24 hours after giving birth, ensuring access to essential
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TABLE 2. National targets for Hep B birth-dose coverage by policy.

Policy name

National Strategic Plan for Triple Elimination of Mother-to-Child

Transmission of HIV, Syphilis, and Hepatitis B Virus, 2021-2025."

National Strategic Plan for Prevention and Control of Viral Hepatitis in

Ethiopia, 2021-2025."

Hepatitis B birth-dose introduction plan.™

Abbreviations: Hep B, hepatitis B; HIV, human immunodeficiency virus.

PNC services, including the Hep B birth-dose vaccine." In
facility settings, the vaccine is administered by staff from
the EPI or delivery wards, who are trained to deliver the
birth dose promptly and safely.!*"”

Recognizing that 51.4% of births occur athome in
Ethiopia,® the strategy also leverages community health
platforms to educate mothers about the importance of
facility births and bringing newborns to a health facility
immediately after delivery. Specifically, WDG volunteers
are expected to register pregnant women in their
communities, provide information about the importance
of facility deliveries and ANC appointments, and may
accompany women to health facilities for delivery."%-?'
When home births occur, WDGs, VHLs, and other
volunteers are responsible for notifying the local HEW
about ongoing labor and are expected to support mothers
by arranging ambulance transportation for PNC or
delivering the vaccines for the newborn at home." During
the Hep B birth-dose pilot, HEWs administered the birth
dose during home visits as part of PNC, but tracking home
births and reaching families within the 24-hour window
remained challenging.’

The government’s strategy, guided by a newly published
training manual,” seeks to strengthen coordination across
all levels of the health system to ensure delivery of the Hep
B birth-dose vaccine as quickly as possible after birth.

Barriers and facilitators to Hep B uptake
within and outside of facility settings

National stakeholders who reflected on barriers and
facilitators related to Hep B birth-dose delivery highlighted
both health systems and community-level factors that
could influence timely Hep B birth-dose delivery. Health

Hep B birth-dose Target year
coverage target

50% 2025

90% 2029

92% 2025

80% overall

70% within 24 hours Unknown

10% late (24 hours to 14 days)

system challenges included weak identification and
tracking systems for newborns born at home, concerns
about multidose vial presentations of the Hep B birth dose
due to wastage and delays in vaccination, HEW workloads
and inadequate staffing, as well as supply, cold chain,

and infrastructure constraints. At the community level,
concerns centered on limited awareness and cultural
practices of isolation and home-birth preferences that
conflicted with recommendations for facility delivery and
immediate vaccination.

Interviews with regional-level actors and health providers
similarly underscored key health system challenges,
primarily transportation barriers to health facilities,

staff shortages and high turnover, limited cold chain
availability, and inadequate infrastructure (e.g., electricity,
refrigerators, heavy cold boxes). Within facilities, service
delivery gaps persist as vaccines are only available
during specific hours and days of the week. As a result,
deliveries that occur after hours or over the weekend miss
the opportunity for timely birth-dose vaccination. Some
facilities are attempting to address these challenges by
decentralizing vaccine refrigerators so delivery-ward staff
can access them without having to rely on the EPI focal
person to unlock them. However, even with this strategy,
broader challenges were reported. Staff often hesitate

to administer the vaccine immediately after birth due to
fear of vaccine wastage when few newborns are present
and misconceptions relating to the appropriate timing of
the birth dose, indicating an important need for additional
training on birth-dose vaccination practices and behavior
change among health workers.

HEWSs noted their reliance on WDGs, VHLs, and TBAs for
registration and notification of pregnant women in the
community and of home births. In Afar, the relationship
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between TBAs and HEWSs is strained. HEWs expressed
frustration with TBAs for facilitating home deliveries for
their own income and their unwillingness to promote
facility births. However, in Sidama, TBAs were discussed
as key collaborators in reporting home births to HEWs

to facilitate follow-ups with the family. Overall, HEWs
highlighted the challenge of conducting home visits due to
transportationissues. In Loka Abaya, these accessibility
issues focus more on topography, as they areina
mountainous region that limits certain types of transport;
whereas in Chifra and Haruka, the issue focuses more
ondistance to health facilities due to the broader remote
location and wide geography between kebeles.

FGDs with caregivers determined that there is little
knowledge of birth-dose vaccines, but high awareness of
the routine childhood immunizations starting at 45 days.
During the delivery and immediately after, families (primarily
fathers and elders) prioritize the mother’s health and
household responsibilities over the newborn care package,
including vaccinations. This results in delayed care seeking
for the newborn. Cultural practices of isolation and beliefs
of the “evil eye” harming the mother and newborn limit

the possibility for interaction outside the family, further

delaying vaccination opportunities. That, combined with
barriers in reaching the health facility due to long distances,
challenging topography, clinic closures, and unavailable or
costly transportation, encourages women and their families
to stay home after delivery until the six-week check-up,
where they receive the first package of vaccinations.

VHLs are not yet fully operational in all areas of the
country, including in Haruka within our sample. In the areas
where VHLs are present, communities have expressed
high trust in them. Unlike the WDG volunteers and HEWs,
VHLs have not yet encountered any of the negative
sentiments of working for their own benefit rather than
for the community’s benefit. VHLs have been viewed

as the linkage between the community and the health
system. Community leaders, and especially religious
leaders alongside VHLs, appear to be playing a central
role in awareness and shaping acceptance of vaccines.
Ininterviews, they expressed a strong commitment

to modeling the behaviors they wish to see in their
communities. Table 3 presents detailed findings from the
published literature, interviews, and FGDs, organized

by each stage of the modified Journey to Health and
Immunization framework.

TABLE 3. Barriers and facilitators to birth-dose immunization uptake.

Barriers and facilitators
(literature)

Barriers and facilitators
(FGDs and key informant

lllustrative quotes

interviews)

Knowledge, awareness, and belief

9

Caregiver (+) 99.7% of caregivers believe
knowledge childhood vaccines are effective and
and protective.?

perceptions
of birth-dose
vaccines.

(-) 43.8% of caregivers express
moderate hesitancy; 37.3% show
high hesitancy for vaccinations
generally.®

(-) 25.7% are concerned about
the serious side effects of new
vaccines.??

(+) A pilot of Hep B birth dose

shows strong acceptance among
caregivers; 75% of mothers receive
information about the benefit of Hep
B birth dose for infants.’

(+) 66.1% of caregivers have
sufficient vaccination knowledge;
these caregivers are 3x more likely to
vaccinate on time.?

(+) Formal education of parents is
linked to timely vaccination.?3-32

(-)Birth doses are not
common practice in or out
of facilities, resulting in low
awareness of the birth-dose
vaccines.

(-) Many caregivers do not
understand the value of
newborn vaccinations and
believe routine childhood
immunizations are only
appropriate after the newborn
phase.

(+) Positive experiences with
facility births and vaccination
appear to be the easiest

path to providing newborn
vaccination.

“Mothers are more likely to take action
if they understand the importance

of the vaccine. They may choose to
give birth at a health facility or visit a
vaccination center immediately after
home delivery if they recognize its
significance.” —National stakeholder
(NS-E-02)

“[I1did not have a follow-up
appointment and was unaware of the
importance of vaccination.” —Mother,
Loka Abaya (MOM-E-17)

“After home delivery, newborns rarely
get the 24-hour vaccine, as families
believe the 45-day dose is enough.
Mothers know the service but seldom
seek it.” —Mother, Chifra (MOM-E-30)

“Not for home birth, even for facility
births, there is no birth-dose
vaccination. We are only appointed
the 45-day schedule and then
return.” —Community Leader, Haruka
(CL-E-19)
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Barriers and facilitators
(literature)

Barriers and facilitators
(FGDs and key informant
interviews)

lllustrative quotes

Health provider
knowledge
and
confidence.

Cultural and
religious
beliefs

that shape
care-seeking
behavior.

(+)100% of health workers know the
correct timing for the Hep B birth
dose.’

(+) 74% of health workers know the
full dose Hep B schedule; 78% know
the upper age limit.?

(+)100% of health workers are aware
of Hep B birth-dose safety and
understand Hep B transmission and
prevention.?

(+) Among HEWSs, recognizing MNCH
danger signs increases fidelity to
newborn care interventions by
12.6%.24

(-) The cultural practice of isolation
for 40 days postpartum limits

the practice of mothers bringing
newborns to the facility for
vaccination.®3

(+) Mothers trust and feel

supported by health providers.

(-) Some providers lack
practical knowledge and
confidence in administering
Hep B birth doses.

(+/-)Some HEWSs receive
additional training to

deliver an expanded range

of services, including
administering injectable
antibiotics, while others lack
the competency to administer
injectables, indicating a need
for further training.

(+/-)Product presentation
can contribute to whether
HEWs understand how to
administer the Hep B birth
dose.

(-)Isolation periods after
delivery typically last for 40
days.

(-) Religious beliefs include
that God will protect children
from diseases.

(-) Fear of the “evil eye”
restricts non-family members
from seeing the newborn.

“l don't know the dose, timing, or
administration site.” —Health Provider,
Haruka (HP-E-04)

“Training midwives to vaccinate at
birth is important [and creates] a big
difference in our facility.” —Health
Provider, Loka Abaya (HP-E-05)

“Those who lack training [VHLs,
WDGs] should not be expected

to take on this responsibility
[vaccination]. Instead, their role is

to raise awareness, mobilize the
community, and encourage people to
visit vaccination sites. Vaccination
is not part of their duties.” —National
stakeholder (NS-E-08)

“If the vaccine is administered

orally, we could train CHWs to

provide it. Additionally, methods like
micro-patch, self-injection may be
introduced. It is uncertain what new
developments may arise in the future.”
—National stakeholder (NS-E-02)

“Cultural beliefs can hinder
vaccination efforts. For example,
many women are expected to remain
athome for 40 to 80 days after giving
birth, preventing them from taking
their newborns to health facilities

for vaccination. Additionally, some
communities resist vaccination

due to religious beliefs.” —National
Stakeholder (NS-E-08)

“Culture prevents newborn
vaccination due to fear of ‘evil eyes’
by elders, to not expose the mother
and newborn.” —Father, Loka Abaya
(DAD-E-18)

“Mothers who deliver at home are
often restricted from going out during
the first weeks due to fears that the
‘evil eye’ could harm both mother and
newborn.” —Health Provider, Haruka
(HP-E-01)

“Mothers and newborns traditionally
do not leave the house for 40 days.”
—District Health Manager, Chifra
(DHM-E-03)
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Barriers and facilitators
(literature)

Barriers and facilitators
(FGDs and key informant
interviews)

lllustrative quotes

Family and
gender
dynamics
in health
decisions.

Information
sources.

(-) Negative experiences during care
and discomfort with male providers
make women underutilize health
services.?®%

(-)Home births result in limited
exposure to vaccine messaging and
demand creation.’

(+)HEWSs are a main, trusted source
of information; 64.9%-97.0% of
caregivers get vaccine information
from HEWs.222

(+) Radio dramas on infant
immunization increase awareness
and allow an alternative education
method for those who cannot attend
ANC or mothers’ groups.*’

(+/-)While women have
influence with their family
structures on health
decisions, fathers and elders
have relatively more influence
over decisions such as the
location of birth and timing of
vaccination.

(-) A preference to avoid
male midwives is a barrier to
seeking facility-based care.

(+)VHLs and WDGs are
positioned to bridge cultural
gaps.

(+) Community leaders

and religious leaders have

a strong influence over

the community and their
decisions to vaccinate.

“Fathers are responsible for deciding
the place of birth; not only the place
of birth, but fathers can also decide
to start ANC visit[s], to give birth at
[a]health facility, and immunization
for [a]newborn after birth.” —Father,
Loka Abaya (DAD-E-22)

“Husbands’ involvement in child
vaccination is very low. The burden

is placed entirely on mothers.” —
Community Leader, Haruka (CL-E-17)

“Itis not allowed to take the child to a
health facility unless an elder of the
household allows it.” —Community
Leader, Loka Abaya (CL-E-13)

“Most Afar mothers [dislike being]
attended by [a] male midwife, and
they were disappointed. It's one of the
main reasons to deliver athome.” —
Mother, Haruka (MOM-E -22)

“[VHLs/WDGs] serve as trusted
community mediators to prevent
misinformation and facilitate
communication to break cultural
barriers and beliefs in [MNCH].”
—Mother, Haruka (MOM-E-22)

“If one religious leader vaccinates his
newborn baby within 24 hours, the
community will accept the vaccine.
Religious leaders and health workers’
practices [have an]influence on the
community.” —Community Leader,
Chifra (CL-E-05)
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Barriers and facilitators
(literature)

Barriers and facilitators
(FGDs and key informant
interviews)

lllustrative quotes

Acceptance
of facility
deliveries.

(-) Cultural practices (e.g., porridge,
coffee ceremonies), often not
available at the facility, deter
caregivers from PNC.34

(+) WDGs advocate for health
facilities to provide porridge after
birth, but it is not implemented
everywhere.?°

(-) Privacy is a strong cultural value,
but facilities are crowded, with
small working spaces, reducing
willingness to return.3®

(-) Women fear being alone during
delivery, and small delivery suites
prevent their support network from
being with them.

(-) Fear of C-sections and poor
facility care discourages timely
facility births and vaccination.®

Intent, preparation, cost, and effort

Tracking and
notification of
home births.

12

(-) Mliteracy, lack of materials, and
training gaps pose challenges for
WDG tracking and registration
support.®

(-) Strong supervision is required
to provide guidance and support
to volunteers to feel confident in
messaging.*°

(-) WDG functionality is declining
due to leader and member burnout,
insufficient support, and security
problems.™

(-) Little/no mobile phone networks
hinder WDGs from notifying HEWs of
home births.®

(+) Plans promoted by the government
include mentorship, linking hospitals
to health centers, strengthening
day-of-birth care, and deploying
new cadres of health workers.#

(+/-)Most of the community,
including WDGs, men’s
development groups, and
VHLs, promote facility
deliveries, but communities
do not always welcome their
advice; community members
may perceive them as being
motivated by incentives rather
than genuine concern for
community well-being.

(-) Trusted community
sources promote facility
delivery, but most families
choose home delivery.

(-) TBAs have a conflict of
interest with promoting
facility births.

(-) The existing system of
WDGs visiting homes to
track pregnancies/births
and notifying HEWs is not
reliable or timely. Although it
requires all family members
to be registered in the folder
or the eCHIS, the data is often
incomplete or recorded only
several days after birth.

(-/+4) The responsibility of
home-delivery identification
and notification is unclear, but
it has strong support in the
community.

(-) There is an inadequate
number of HEWSs to
coordinate birth tracking and
notification.

“TBAs do not advocate visiting health
facilities.” —HEW, Haruka (HEW-E-13)

“I have four children, and all of them
[were]born at home. | suggest [that]
mothers attend facility delivery.
However, Afar women prefer home
delivery. They attend all ANC
follow-up but give birth at home.”
—Father, Chifra (DAD-E-07)

“During community mobilization
activities, some people claim we are
working for our own benefit (per diem)
rather than for the community.”
—WDG volunteer, Haruka

“CHWs often do not know which
pregnant women are due to give birth.”
—National Stakeholder (NS-E-08)

“Timely administration of the
birth-dose vaccine remains a
challenge for children born at home,
primarily due to delayed birth
notifications often occurring more
than 24 hours after delivery. As a
result, many of these children only
begin their immunization schedule at
the six-week mark.”—Health Provider,
Loka Abaya (HP-E-05)

“Without enough HEWs, it is difficult
to track and identify home delivery to
reach newborns.” —District Health
Manager, Chifra (DHM-E-03)

“[Reporting home delivery]is the
responsibility of everyone.” —
Community Leader, Chifra (CL-E-06)
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Barriers and facilitators
(literature)

Barriers and facilitators
(FGDs and key informant

lllustrative quotes

Accessibility
and
transportation
to health
facilities.

Health facility
infrastructure
and limited
human
resources.

(-) Ambulances are frequently
diverted for nonemergency uses
(e.g., transporting civil servants to
meetings).*

(-) Nighttime requests often face
barriers with driver reluctance.®®

(-) Ambulances may not be able to
access homes, requiring stretcher
transportation to main roadways.?*33

(-) Informal payments (e.g. fuel costs)
are sometimes requested from
families.®®

(-) Difficulties in transportation,
topography, and distance to health
facilities result in underutilization of
ANC services.33¢

() Inconvenient clinic hours and long
distances/waiting times limit timely
vaccination,?330:343842

(+/-) There are maternity waiting
homes to aid with facility -birth
access in rural areas, but fees,
infrastructure quality, and meal
provision are challenges.?945-5!

(-) Overburdened workloads and
poor tracking systems lead to delays
and missed home vaccinations.??

(-) Lack of refrigerators at health
posts increases transport time for
HEWSs.?

(-) Lack of transportation
reimbursement hinders HEWs from
picking up vaccines and conducting
home visits.”*

(-) Shortage of equipment and bed
capacity reduces vaccination after
birth.343844

(-) Limited infrastructure (e.g.,
fridges, electricity, running water),
especially at health posts, prevents
vaccine storage and access.®*

(-) There is a lack of MNCH
guidelines, job aids, and posters to
reference.?3444

interviews)

(-) Long distances and
challenging topography
limit facility attendance
for ANC, delivery, PNC, and
vaccination.

(-)Unavailability of
ambulances results in
reliance on bajaj (i.e.,
three-wheeled motorcycle
taxi), which is costly.

(-) Families noted challenges
of wanting home births and
not having safe options for
mothers to get to health
facilities.

(-) Cold chain unavailability in
health posts requires reliance
on cold packs. Health posts
that lack refrigeration usually
transport vaccines from
nearby health centers using
vaccine carriers, which often
delays timely immunizations.

(-) Poor infrastructure and
lack of electricity at health
centers limit the availability of
vaccines and attendance.

“From [village name], it takes more
than 90 minutes on foot to reach the
nearest health facility.” —Mother,
Loka Abaya (MIOM-E-18)

“[Some mothers] delay vaccination
due to lack of money for transport.” —
Mother, Haruka (MIOM-E-19)

“Itis impossible to bring[a]home
delivery mother to [a] health facility by
foot.” —Father, Chifra (DAD-E-05)

“No transportation options [are]
available. Transportation is
challenging [for the] community to
access health services, including
vaccination. Fuel cost and availability
are also challenging. The available
option is wasaka [traditional
stretcher or carrier employed for

the transportation of laboring or ill
patients to a health facility]. Wasaka
needs human resource[s]. It require[s]
24 person to reach [the] health facility
about 15 kilometers from the home.” —
Father, Chifra (DAD-E-01)

“In many parts of the country, there
are fewer than 50% [of] health posts
equipped with refrigerators, and
these are often requisitioned from
health centers. This limitation has
significant impact on vaccination
efforts.” —National Stakeholder
(NS-E-02)

“Lack of reliable electricity at health
centers... makes [it] difficult [to
produce] enough ice packs for
outreach sessions.” —District Health
Manager, Chifra (DHM-E-03)
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Barriers and facilitators Barriers and facilitators lllustrative quotes

(literature) (FGDs and key informant
interviews)

Experience of care at point of service

Vaccine (-) Stockout of vaccines limits (-)Health posts do not have “Vaccines [are] often unavailable
availability. availability.%® vaccines available. at health posts.” —Mother, Haruka
(-) Fear of vaccine wastage when (-) Vaccines are unavailable (MOM-E-20)
few children are present can lead outside working hours. “A mother who delivers on a weekend
health workers to restrict multidose- (-) Fear of opening multidose or holiday misses the 24-hour
vial use, which results in turning vials due to wastage causes window by default because services
away unvaccinated children.® staff to intentionally delay are unavailable.” —Mother, Haruka
(-) To minimize multidose-vial vaccination. (MOM-E-21)
wastage, some facilities offer “We are often concerned about BCG
immunizations on specific days of vaccine wastage, knowing we’ll
the week. Caregivers may not know vaccinate only if there are at least five
which facilities have the vaccine newborns at [the] facility during that
available that day, increasing their time.” —Health Provider, Loka Abaya
time and costs, especially if they (HP-E-006)

have to return on another day or

travel to another facility 5 “If a birth happens at nightoron a

weekend when the EPI service is

(-) Vaccines are often unavailable closed, the birth dose is missed.”
in the off-hours (e.g., evenings or —District Health Manager, Chifra
weekends).?34 (DHM-E-03)

“If the vaccine is available in ten-dose
presentations, itis impractical

to open a vial for just one child,
necessitating a wait for additional
newborns. This poses another
obstacle. Since the pilot study was
conducted using single doses, the
arrival of ten-dose vials could lead

to wastage as well as dropout similar
to that seen with measles and BCG
vaccines.” —National Stakeholder
(NS-E-02)

“Using the HepB birth dose outside
the cold chain would enable timely
vaccination in remote areas, bridging
access gaps.”— Health Provider, Loka
Abaya (HP-E-05)
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Barriers and facilitators Barriers and facilitators

lllustrative quotes

(literature) (FGDs and key informant
interviews)

Home (+) A pilot program for Hep B (+) Caregivers highly prefer
vaccination introduction had HEWs transporting to have a health provider
feasibility and and administering vaccines at home administer the vaccine at
acceptance. for out-of-facility deliveries.’ home after birth.

(+)HEWSs and VHLs already practice (-) Overburdened health

home visits.? providers do not see a return

for the high workload of
vaccinatingnewbornsina
home-to-home approach.

(-) Outside the pilot, there is
no structure for vaccinating
newborns born at home
before 45 days.

(-) There are unclear
expectations of where to go
for newborn vaccines.

Competing (-)Household burdens of mothers (-)Alotis happening after
priorities of make it difficult or impossible to delivery, so families are
caregivers. participate in mothers’ groups not prioritizing newborn
(education opportunities) or home vaccination.
visits.*°

“Traveling for only one newborn
[remains a challenge with the
home-to-home vaccination strategy].”

—Health Provider, Haruka (HP-E-01)

“If possible, it is best [if] health workers
visit home[s]to administer vaccine[s].”
—Community Leader, Chifra (CL-E-04)

“If a majority of women were to give
birth at health facilities, it would be
reasonable to expect that 100% or at
least 90% of newborns would receive
the Hep B birth-dose vaccination.
However, the high rate of home births
makes it challenging to access health
facilities for vaccination immediately
after delivery.” —National Stakeholder
(NS-E-02)

“Honestly, there is no practice of
vaccinating newborns within 24 hours
for child vaccination except [at the]
45-day and above schedule. Didn’t
see any outreach following birth
rather than monthly.” —Father, Haruka
(DAD-E-09)

“HEWSs and VHLs regularly conduct
house-to-house visits and provide all
integrated health services.” —Father,
Loka Abaya (DAD-E-21)

“We encourage providing vaccine
within 24 hours... [but]in home
settings, administering BCG vaccine
at birth is virtually impossible.”
—Health Provider, Chifra (HP-E-11)

“No practice of addressing
home-to-home immunization service.”
—Health Provider, Haruka (HP-E-04)

“The delivery process itself is
challenging, and fathers often carry
the burden of responsibilities. Due
to this overwhelming situation on
[the] father, he may not prioritize the
newborn’s care within the first day.”
—Father, Haruka (DAD-E-13)

“Family members [prioritize the]
mother’s safety over newborn care,
and neglect essential newborn care,
including vaccines immediately after
birth.” —WDG volunteer, Haruka

“Families are not concerned about
birth dose [and] only focus on mothers
after safe home delivery.” —HEW,
Haruka (HEW-E-09)
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Barriers and facilitators
(literature)

Barriers and facilitators
(FGDs and key informant
interviews)

lllustrative quotes

Negative (-) Providers feel disrespected
experiences and unfairly held accountable for
between caregiver delays.*®

providers and (-)Only 4.5% of caregivers receive the
caregivers.

complete newborn care package.®

After service follow-up

Tracking (+) The eCHIS, with a mobile app and
immunization a web-based monitoring portal for
and record easier entry and monitoring, has
systems. been implemented.%*

(-) Vaccination cards often get
lost.38:55

(-)No system is in place to follow
the outcomes of children who are
transferred out when vaccines are
unavailable upon caregiver arrival.5?

(-) Fear of negative
perceptions from health
providers delays facility
care-seeking from mothers.

(+) HEWs maintain
immunization records, track
missed children, and report
coverage data to all health
centers.

(+) In Loka Abaya, new
tablets are available for
HEWs to record and report
immunizations; most
MNCH services, including

immunization, are digitized in

the eCHIS.

(-)In Haruka, home births are

often unrecorded until days
or amonth later, preventing
Hep B birth dose from being
administered timely, if at all.

“Mothers are afraid that [health
providers] would be angry with [them]
for asking why [they] gave birth at
home.” —HEW, Haruka (HEW-E-10)

“Tracking of home births relies on
routine home visits and support

from various CHWs, such as WDGs
and men’s development groups.
These activities occur weekly or
monthly and are designed to ensure
timely preparation for the 45-day
immunization schedule and follow-up
appointments.”—DHM, Haruka
(DHM-E-18)

Abbreviations: ANC, antenatal care; BCG, bacillus Calmette-Guérin; CHW, community health worker; eCHIS, electronic community health information system; EPI,
Expanded Program on Immunization; FGD, focus group discussion; Hep B, hepatitis B; HEW, health extension worker; MNCH, maternal, newborn, and child health;
PNC, postnatal care; TBA, traditional birth attendant; VHL, village health leader; WDG, Women'’s Development Group.

Operational feasibility considerations:
Controlled temperature chain and product

presentation

Interviews with a diverse group of respondents at the
national and subnational levels explored perceptions of
whether adjustments to vaccine handling and product
formats could improve timely Hep B birth dose uptake.
Respondents highlighted opportunities and challenges
across three main areas: supply chain operations CTC,

Service delivery models for the woreda system include:
static or in facility; outreach through community
sessions; mobile teams to cover pastoral/remote areas
(e.g., Afar); and the supplementary approach of periodic
intensification of routine immunization in low-coverage
districts. Service delivery models are supported by the
vaccine cold chain to maintain refrigerated storage

and transport, including through using solar drive
refrigerators and ice lined refrigerators, cold boxes, and
vaccine carriers. Key challenges include inadequate cold

and product presentation.

Supply chain

There are three main vaccine delivery strategies for routine
immunization services in Ethiopia: fixed, outreach, and
mobile sites. Ethiopian Pharmaceutical Supply Service
(EPSS), responsible for delivering vaccines to all areas,
transports vaccines from national to regional to woreda to
facility levels. Roughly 60% of facilities receive vaccines
directly from EPSS hubs, whereas about 40% receive them
indirectly via the woreda system, which is responsible for
distributing the vaccines to facilities within its jurisdiction.

chain infrastructure and unreliable transportation for
reaching remote areas; limited availability of refrigerators,
especially in maternity wards; dependence on HEWs;

poor coordination between EPl and maternity units; and
resource constraints.

In Ethiopia, the HEWSs deliver about 80% of services to

the communities, mostly using outreach, and frequency
of outreach varies (weekly to monthly). Hep B birth dose
does not follow other vaccines’ delivery schedule, as it
must be delivered within 24 hours of birth, which cannot
be predefined. Therefore, planning must be done to ensure
availability and supply of the vaccine at all levels of
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delivery, including PNC and other vaccination sites where
itis routinely administered. Within facilities, Hep B birth
doseis given in the delivery ward, while other vaccines
are administered in the EPl room. If these two units are

not well coordinated, or if communication regarding the
vaccine transfer from the EPl room to the delivery ward is
poor, it could pose arisk of vaccine shortage, particularly
outside of working hours. Sites that do not have vaccine
refrigerators collect the vaccines scheduled for the
session using a passive vaccine carrier from health
centers or districts with a functional cold chain to manage
maintaining cold chain environment (2-8 degrees Celsius).

CTC

Most respondents (95%, n = 22) believe that it would be
beneficial if the Hep B birth-dose vaccine were qualified
for CTC, particularly for reaching newborns delivered
outside of facility settings (although this strategy is not
currently being deployed for the Hep B birth dose). They
emphasized that CTC could improve timely administration
within 24 hours. Respondents noted that adoption would
require policy reform, staff training, and integration of
CTC into procurement and monitoring systems. Most
respondents (61%, n = 23) also indicated that to achieve
the maximum benefit of CTC, the vaccine should remain
stable for 6 to 14 days. This would enable flexible outreach
scheduling, improved coverage in remote areas, reduced
wastage, reduced cold-chain dependency, and better
integration with PNC.

Although there is no evidence to suggest that a WHO
prequalification for CTC would increase the price of a Hep
B birth-dose vaccine, respondents were asked whether
they would be willing to pay more for a CTC-qualified
product. All national respondents (n = 3) indicated
willingness to pay slightly more per dose if CTC-qualified
products were available.

Product presentation

Most respondents (67%, n = 21) felt it would be feasible
to manage both one-dose and ten-dose vials (multiple
presentations) for out-of-facility births, noting the value
of having different options for different settings to help
reduce wastage.

When asked about product preferences, most
respondents favored one-dose presentations for out-
of-facility administration, linking them to maximizing
operational efficiency, reducing wastage, better
acceptance, and reducing missed opportunities due to
low client volume. Prefilled syringes (PFS) are considered
user-friendly and reduce dosing errors, especially for
outreach, but are less favored due to cost, fragility, and
bulkiness. Ten-dose vials remain cost-effective for
high-delivery sites but risk wastage in low-birth settings.
Microarray patches (MAPs) are viewed as a future option
for out-of-facility use due to ease of administration

and reduced injection fear, though acceptance and
affordability remain concerns.

When ranking product options, including products not yet
commercially available (e.g., MAPs), 90% (19 of 21) selected
a single dose presentation as their first preference, but the
product breakdown varied by setting. A relatively higher
proportion of respondents preferred the one-dose vial for
in-facility (76%) compared to out of facility (52%) settings,
citing cost as a factor. Conversely, a relatively higher
proportion of respondents preferred PFS (19%) or MAPs
(19%) for out of facility compared to in-facility settings
(9.5% PFS; 4.5% MAPs), citing reduced dosing errors (PFS)
and a non-injectable presentation (MAPs).

Co-creation workshops: Developing
strategies to overcome barriers and increase
the uptake of Hep B birth-dose vaccine

Crafting solutions: Ideation

Caregivers embarking on the journey to ensure their child
receives the Hep B birth-dose vaccine often encounter
obstacles along the way to health and immunization.
Initially, challenges stem from a lack of awareness and the
influence of traditional beliefs, which can prevent them
from even seeking health services. Furthermore, even when
acaregiver has a strong intent to vaccinate, this intent is
frequently undermined by family and system-level barriers.
To address the barriers to accessing and administering
birth-dose vaccines, particularly the Hep B birth-dose
vaccine, the three co-creation workshops began with a
presentation of key themes and insights identified through
the FGDs and key informant interviews. Participants
reviewed and validated this list of barriers (Table 3) and
confirmed that they reflected community realities.

Participants then took partin a structured brainstorming
session to generate potential solutions, which resulted in
more than 90 solutions across the three woredas and were
grouped into five thematic areas:

1. Creating awareness and addressing cultural barriers.
2. Tracking pregnancies and home births.

3. Improving the delivery of the birth-dose vaccine for
facility births.

4. Improving the delivery of the birth-dose vaccine for
out-of-facility births.

5. Strengthening supportive functions to facilitate
in-facility and out-of-facility Hep B birth-dose delivery.

Subsequently, participants used a prioritization matrix

to identify the most feasible and impactful ideas for
further development. A total of 16 prototype concepts
were developed across the three woredas: five from

Loka Abaya, five from Haruka, and six from Chifra. While
some prototypes were unique to specific woredas, others
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shared similarities across regions. Consequently, the
total number of prototype concepts was reduced from 16
to 9 by excluding overlapping concepts. The prototypes
address many of the hurdles throughout the caregiver’s
journey, starting with steps like improving awareness
and increasing demand for the vaccine, and culminating
ininterventions focused on addressing and overcoming
system-level barriers to ensure timely immunization.

During the validation phase, the MOH’s EPI task force
recommended two key adjustments. First, an additional
prototype concept was included specifically to evaluate
the effectiveness of the existing policy, which mandates
the administration of the Hep B birth-dose vaccine at
afacility setting, irrespective of the place of delivery.
Second, the task force recommended some modifications
to the features of the existing nine concepts. These
modifications involved three changes: the exclusion of
religious institutions as designated sites for vaccine
administration, the requirement to integrate promotion
of facility-based delivery across all activities, and
strengthening linkages between EPI and delivery-ward
teams. These adjustments resulted in a final set of ten
prototype concepts, reflecting community-driven
priorities that may require additional contextual
adaptation for effective implementation across regions,
as well as adaptations to ensure feasibility (see details
of each in Appendix B). Table 4 outlines the similarities
and differences of prototype concepts between the

two regions.

Implementation strategies

Across the three co-creation workshops, three
implementation strategies emerged as priorities,
considering both facility and out-of-facility contexts. For
home-birth settings, these include (1) administering the
vaccine at home, integrated with other essential newborn
services; and (2) facilitating the immediate transfer of

the newborn and caregiver to a health facility for timely
vaccination shortly after birth. Administering the vaccine
athome was identified as the preferred approach by
co-creation workshop participants, who expressed
comparatively little enthusiasm for the alternative of
bringing newborns to a facility setting for vaccination.

Implementation strategy 1: Vaccine administration
at home

The HEP was established to provide community-based
services aimed at empowering communities to manage
their own health, with home-based services forming

the backbone of its strategy. While literature notes
implementation challenges,® home-based careis a

core duty of HEWs. However, home-based vaccinationis
currently not listed among the vaccine delivery modalities

in the national EPI service delivery strategy. Given the
high rate of home deliveries across Ethiopia, community
stakeholders, including caregivers, proposed three
primary strategies to promote home-based birth-dose
vaccine administration:

® Establish community-level multi-stakeholder platforms
for birth tracking: For the home-based delivery of
birth-dose vaccines to be successful, it must be
supported by complementary strategies, including
active tracking of pregnancies and births. This requires
robust collaboration among a wide range of formal
and informal community structures. In agrarian
regions, where the community health structure is
relatively functional, leveraging the existing structure
can facilitate birth tracking, raise awareness by
demystifying community beliefs, and generate demand.
Conversely, in pastoralist regions, the traditional
community structure—including clan leaders, religious
leaders, and TBAs—is likely to be more productive.

® |ntegrate Hep B birth-dose vaccination with other
essential home-based service packages, particularly
immediate postpartum health checks for both the
mother and the newborn.

® [ncrease transportation access: Increase access to
and use of motorbikes, particularly in remote areas,
to mitigate barriers posed by distance and reduce
HEW fatigue associated with traveling long distances
without reliable transport.

Crosscutting strategies: While focusing on birth tracking
and home-based vaccine administration, several
essential crosscutting strategies are required to facilitate
both processes. These include debunking traditional
beliefs, enhancing the knowledge and skills of vaccinators
and volunteer CHWs (VHLs and WDGs), and securing male
involvement. These strategies must be embedded across
all implementation stages (indicated in blue text in the
bubble at bottom of Figure 3).

Supporting strategies: Key supporting strategies
(indicated in maroon text at the top of Figure 3) reinforce
the primary strategies. These components include: the use
of technology for enhanced birth tracking and notification;
the deployment of referral slips as an alternative
notification system in technologically limited settings; the
provision of incentives and rewards, particularly targeting
volunteer CHWs; the maintenance of an uninterrupted
last-mile vaccine supply chain (including availing

vaccine cold boxes and conditioned ice packs); and the
strengthening of inter-facility linkage between health
centers and health posts, which is essential to ensuring
vaccine supplies and for improving monitoring throughout
the implementation process. Figure 3 illustrates the
home-based vaccine delivery prototype.
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TABLE 4. Prototype concepts, by thematic area.

Prototype concepts Prototype concepts unique

to Sidama region

applicable across regions

Prototype concepts unique
to Afar region

Prototype refinement from
EPI task force feedback

Theme 1. Creating awareness and addressing cultural barriers.

Increase collaboration
among community-level
stakeholders.

Leverage the pregnant
women’s conference* by
actively engaging spouses
during the event.

Build confidence to increase
trustin HEWs.

Theme 2. Tracking pregnancies and home births.

Establish a systematic birth
identification and notification
mechanism.

No unique prototype
concepts.

Strengthen health center-
health post linkage.

Leverage traditional
community structures such
as religious figures and clan

leaders to create demand and

demystify myths

Leverage TBAs, who

are trusted by the Afar
community (particularly men),
to support birth notification.

Theme 3. Improving the delivery of the birth-dose vaccine in home settings.

Administer birth-dose
vaccines using tents and
religious institutions in out-
of-facility settings.

Conduct home-based
vaccination immediately after
birth.

Strengthen health center-
health post linkage. Develop innovations

to change vaccine
presentations to facilitate
administration by
less-trained vaccinators in

outreach settings

Leverage TBAs, who are
still trusted by the Afar
community (particularly
men) to support vaccine
administration.

Build confidence and trust in
HEWSs

Theme 4. Improving the delivery of the birth-dose vaccine in facility settings.

Improve the quality of facility -
based services to increase
birth-dose vaccine uptake.

Strengthen health center-
health post linkage.

Deploy female midwives for
facility deliveries to align with
community preference for
female providers.

No additional task force
feedback.

No additional task force
feedback.

Deliver birth-dose vaccine at
a facility setting after home
delivery to test alternative
delivery models.

Avoid using religious
institutions as vaccine
delivery sites, as this may
raise concerns among
different religious groups.

Strengthen linkage between
EPl and delivery-ward teams.

Continue engaging
community figures to promote
facility delivery.

Theme 5. Strengthening supportive functions to facilitate birth-dose delivery in home and out-of-facility settings.

Improve monitoring,
performance review, and
accountability.

No unique prototype
concepts.

Build the capacity of
health workers, HEWs, and
volunteers.

Provide incentives for
volunteer CHWs.

No unique prototype
concepts.

No additional task force
feedback.

Abbreviations: CHW, community health worker; EPI, Expanded Program on Immunization; HEW, health extension worker; TBA, traditional birth attendant.

*This is a forum where pregnant women meet, usually monthly, to discuss their pregnancy, develop their birth plans, promote peer support, strengthen demand for
ANC, and promote support for women development groups in pregnant women identification and notification.
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FIGURE 3. Implementation strategies 1and 2 for Hep B birth-dose vaccination within 24 hours of home birth.
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Abbreviations: CHW, community health worker; Hep B, hepatitis B; HEW, health extension worker; TBA, traditional birth attendant; VHL, village health leader; WDG,

Women’s Development Group.

Implementation strategy 2: Vaccine administration
at health facility after home birth

The alternative strategy for administering the Hep B birth
dose within 24 hours of home delivery involves bringing
the newborn and caregiver to a health facility immediately
after birth. Although this approach places a clear cost
burden on caregivers, it is recognized in MOH documents
as a viable strategy to reach newborns delivered at
home." The national implementation guide for 24 hours
postnatal care and stay also emphasizes this approach to
ensure the full package of essential newborn services is
provided promptly after birth. While community actors did
not identify this as the preferred option, it warrants further
testing to compare its feasibility and cost-effectiveness
with the home-based vaccination strategy.

Two primary strategies were identified to support facility-
based birth-dose administration following home births:

® Ensuring ambulance availability to transport both the
newborn and caregiver to the nearest health facility as
soon as possible after delivery.

® Supporting HEW facilitation and follow-up: HEWs play a
more active role in notifying facilities of home deliveries
and coordinating transport for newborns and their
families to a health facility to ensure timely vaccination
and PNC upon arrival.

In transitioning between the models, the strategies
employed for birth tracking and cultivating community
demand and ownership in the first model should be
retained for the second. Similarly, actions aimed at
debunking traditional beliefs, enhancing the skills and
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knowledge of vaccinators and volunteers, and securing
male involvement must be maintained, even though

the setting for service delivery has changed. Figure 3
illustrates this strategy.

Considerations for adapting strategies for pastoralist
versus agrarian contexts

Adapting the two implementation models requires
acknowledging the unique social and structural contexts
of each region. While male involvement is a recognized
priority in both Sidama and Afar, it demands greater
strategic emphasis in Afar, given the cultural context of
pastoralist areas. Regarding workforce capacity, while
training for health workers and volunteers is universally
important, respondents in Afar particularly stressed the
necessity of training and deploying female midwives, a
priority less pronounced in Sidama. Furthermore, both
regions share a common cultural belief that mandates
postpartum women and newborns remain at home for
the first 40 days after birth. To address this barrier, the
adaptation strategy must differ: pastoralist regions

(like Afar) should prioritize strengthening the traditional
community platform and male engagement, whereas
agrarian regions (like Sidama) should focus on leveraging
the existing formal community structure, though the
inclusion of religious figures remains vital in both.

Implementation strategy 3: Facility births

For facility births, the proposed strategy is to administer
the Hep B birth-dose vaccine in the delivery ward

immediately after birth. However, the limited availability
of vaccines in delivery wards and gaps in the knowledge
and skills of midwives have been identified as major
challenges to successful implementation. Although Hep

B birth dose is not the first vaccine intended to be given
at birth—BCG vaccine and OPVO have long been part

of this schedule—our qualitative findings revealed that
these vaccines are often not administered immediately
after birth. Key reasons include fear of vaccine wastage,
largely due to limited understanding of the open vial policy
among midwives, and the absence of a system to ensure
consistent vaccine supply at delivery wards. As aresult,
vaccination services are not available 24/7 in most health
facilities, leading to frequent missed opportunities.

To address these challenges, participants proposed
several key strategies to strengthen facility-based Hep B
birth-dose delivery:

1. Ensurethe delivery ward’s access to vaccine stocks
through resupply, using vaccine carriers or dedicated
refrigerators where available.

2. Expandimmunization training for midwives working
in delivery wards. With appropriate training, midwives
can administer vaccines safely and document data
accurately that can be shared with the EPI team.

3. Establish a data sharing platform between the delivery
ward and EPI staff to support effective monitoring and
follow-up, and timely information sharing.

FIGURE 4. Implementation strategy 3 for predischarge Hep B birth dose after institutional birth.

SUPPORTING STRATEGIES

Strengthen pregnant
mothers’ forums, and through formal and
integrate counseling on informal community
birth dose during ANC structure

Promote facility delivery
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are available at the delivery ward.

Maintain an adequate stock of vaccines at the delivery
ward.

Establish a data sharing platform between the delivery
ward and EPI staff.

Strengthen maternity
waiting homes

Administer the
Hep B birth-dose
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STRATEGY 3

Abbreviations: ANC, antenatal care; EPI, Expanded Program on Immunization; Hep B, hepatitis B.
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Supporting strategies: The top of Figure 4 illustrates
supportive strategies that would help facilitate the timely
administration of the Hep B birth dose within facility
settings:

® Strengthen the pregnant mother’s forum to raise
awareness about the importance of delivering in
health facilities and receiving newborn vaccinations
immediately after birth.

® |ntegrate counseling during ANC to reinforce the
importance of timely newborn vaccination.

® Reinforce the importance of facility delivery to ensure
immediate access to newborn health services.

® |ncrease access to maternity waiting homes that
encourage women living far away to deliver in facilities,
which could ensure a healthy delivery and timely
vaccination for the newborn.

Promoting facility delivery necessitates acknowledging
the contextual disparities between agrarian and
pastoralist regions. In Afar, participants stressed that
creating demand requires robust engagement with
traditional community leaders. Conversely, the focus

in Sidama was primarily on enhancing the quality of
care in health facilities, particularly the provision of
compassionate and respectful care, alongside the
reinforcement of the community health program.

Policy and program implications and
the way forward

The comprehensive synthesis derived from the scoping
review, primary qualitative data collection, and
co-creation workshops provides an evidence-based
foundation for three distinct implementation strategies
designed to optimize the timely administration of the Hep
B birth-dose vaccine. These prototypes—two targeting
out-of-facility births and one designed for facility
births—have been shaped by diverse participant input
and validated by the national EPI task force on critical
dimensions of feasibility, including implementation cost,
policy alignment, and equity. The findings mandate a
two-pronged approach for effective Hep B birth-dose
delivery, grounded in a commitment to iterative refinement
and strategic policy alignment.

Implementation science research and
iterative scale-up

The immediate policy implication is the recommendation
for an intensive, evidence-based testing phase using

an implementation science framework. Given the rich,
co-created nature of the implementation strategies,
successful national scale-up hinges on evaluating their
effectiveness under real-world conditions. The priority
should be research to assess key implementation
outcomes: feasibility within culturally diverse

communities, acceptability by both caregivers and health
providers, fidelity of execution, appropriateness across
varying contexts, effectiveness and cost-effectiveness,
and the long-term cost implications for sustainability. This
research should not merely be evaluative but iterative,
allowing for continuous program refinement and due
diligence before a full, nationally scaled deployment is
authorized.

Dual strategy for vertical elimination

The government’s continued efforts toward achieving
universal institutional delivery must remain the paramount
policy objective. However, the persistence of home births
necessitates a pragmatic, time-bound programmatic
strategy. Policy authorization and funding support are
recommended for the immediate implementation of the
two prototypes designed for out-of-facility deliveries

as a high-priority, interim measure to urgently eliminate
the vertical transmission of Hep B. This dual strategy
(promoting facility births while actively reachinghome
births) is essential to meet immediate public health
goals. Furthermore, the long-term policy framework
must incorporate a built-in sunset clause, dictating that
the complex strategies for out-of-facility births will be
systematically phased out as institutional delivery rates
achieve universal coverage, allowing program focus

and resources to transition entirely to the facility-based
prototype. Until that universal goal is met, sustained
implementation with continuous learning is critical.

Conclusion: Summary of
opportunities for strategies
to increase Hep B birth-dose
coverage

As Ethiopia gears up to launch the Hep B birth dose
nationally, discussions with stakeholders made it

clear that many of the same challenges affecting other
birth-dose vaccines—such as delays linked to service
availability, weak referral systems, and limited awareness
among caregivers—will need to be addressed to make
timely Hep B birth-dose delivery feasible. For countries
introducing the Hep B birth dose as well as those seeking
to improve coverage rates, insights presented in this
study offer practical guidance and perspectives from
diverse health actors and community representatives on
solutions to address key barriers. Taken together, these
can help inform targeted Hep B birth-dose implementation
strategies adapted to local contexts. Priority opportunities
are summarized in Table 5, according to policy and
systems level, provider knowledge and awareness, and
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service delivery considerations. for both families and health workers—directly tackle

those gaps. Training TBAs and CHWSs, strengthening male
involvement, and using digital notifications to track home
births were also seen as ways to bridge the divide between
communities and the formal health system.

At the policy and systems level, respondents pointed to
relatively straightforward opportunities. Ensuring that
birth doses are consistently offered at health facilities and
building messages into ANC visits could help close gapsin
awareness and encourage families to seek vaccination for Frontline health providers reinforced many of these points
their newborns as soon as possible. but also focused on the tools and conditions that make
service delivery possible. They stressed the importance
of uninterrupted power and a reliable cold chain to avoid
missed opportunities. They also noted that up-to-date
job aids, registers, and monitoring charts would give
health workers clearer guidance and improve follow-up.
Beyond the health facility, they emphasized the value of
working with community leaders to build awareness and
trust, encouraging more families to deliver in facilities,
and offering practical support such as transportation or
small incentives. Regular outreach to remote areas was
described as essential for reaching the children who are
consistently left out of timely birth-dose services.

District health managers spoke more about day-to-day
realities and how new strategies might fill them. For
instance, they saw potential in expanding outreach and
strengthening the Makafta system (i.e., VHLs) to reach
newborns who might otherwise miss vaccination if

they do not come to a facility. They also highlighted that
service hours and coordination between delivery wards
and EPl units are areal bottleneck: If a baby is born at
night or on the weekend, the birth dose is often missed.
Solutions they proposed—such as adopting single-dose
or CTC-approved vaccines, improving linkages between
maternity and immunization staff, and providing transport

TABLE 5. Summary of opportunities for strengthening existing strategies or developing new strategies to improve the
timely administration of the Hep B birth dose.

Opportunities for strengthening existing strategies or developing new strategies

Policy and systems e Ensure policy emphasis on facility-based delivery of Hep B birth dose.
e Incorporate education on Hep B vaccination during ANC visits.
e Strengthen Makafta (i.e., VHLs) and community structures to link mothers and newborns to services.

e Update and disseminate national guidelines, tools, and job aids (e.g., monitoring charts, registers, and
materials on social and behavioral change).

e (Create incentives to increase institutional deliveries.

Knowledge and e Educate mothers and families on Hep B birth dose during ANC and community outreach.
awareness e Train community leaders, TBAs, and CHWs to promote timely vaccination.
e Strengthen male engagement in newborn health and immunization.

e Expand community awareness campaigns on the benefits of facility deliveries and early vaccination.

Service delivery e Improve coordination between delivery wards and EPI units, including weekends/nights.
e Use single-dose and CTC-approved vaccines for facility and home births.
e Provide transportation support for both caregivers and health workers.
e [ntegrate vaccination with PNC services.
e |mprove cold chain capacity and ensure uninterrupted power supply.
e Deploy additional staff to reduce workload and increase coverage.
e Conduct regular outreach to remote areas.
e Use digital tools for real-time birth notification and follow-up.

23 Implementing a learning agenda on hepatitis B birth dose vaccine delivery in Africa: A case study from Ethiopia



References

10.

1.

24

World Health Organization. WHO. 2025 [cited 2025 Aug 26].
Hepatitis B. Available from: https://www.who.int/news-room/
fact-sheets/detail/hepatitis-b

CDC. Hepatitis B. 2025 [cited 2025 Aug 25]. Clinical Overview
of Perinatal Hepatitis B. Available from: https://www.cdc.gov/
hepatitis-b/hcp/perinatal-provider-overview/index.html

Njuguna HN, Ward JW, Kabore HJ, Hiebert L, Jacques-Carroll

L, Khetsuriani N, et al. Introduction of Hepatitis B Birth Dose
Vaccination in Africa: A Toolkit for National Immunization
Technical Advisory Groups 2022 [Internet]. United States
Centers for Disease Control and Prevention; 2022. Available
from: https://www.globalhep.org/sites/default/files/content/
page/files/2022-12/HepB-BD%20NITAG%20toolkit%20
final%20version_12-16-22_0-FINAL.pdf

World Health Organization, Morgan C, Averhoff F, Glass N,
HaganJ, Kolwaite A, et al. Preventing Perinatal Hepatitis B
Virus Transmission: A Guide for Introducing and Strengthening
Hepatitis B Birth Dose Vaccination [Internet]. World Health
Organization; 2015. Available from: https://iris.who.int/
bitstream/handle/10665/208278/9789241509831_eng.
pdf?sequence=1

Hernandez-Vasquez A, Chacon-Torrico H, Bendezu-Quispe
G. Prevalence of home birth among 880,345 women in 67
low- and middle-income countries: A meta-analysis of
Demographic and Health Surveys. SSM - Popul Health. 2021
Dec 1;16:100955.

CDC. Global Immunization. 2025 [cited 2025 Sept 22].
Partnering to Increase Hepatitis B Birth Dose Vaccination

in Africa. Available from: https://www.cdc.gov/global-
immunization/stories/hepatitis-b-birth-dose-vaccination-
in-africa.html

PATH. 2025 [cited 2025 Sept 22]. World Hepatitis Day: The
partnership advancing hepatitis B care and prevention for
mothers and newborns. Available from: https://www.path.org/
our-impact/media-center/world-hepatitis-day-hep-b-bd/

PATH. 2025 [cited 2025 Sept 22]. Learning agenda on hepatitis
B birth dose vaccine delivery. Available from: https://www.
path.org/our-impact/resources/hepb-bd-brief/

Final report, post pilot introduction evaluation (PIE) of hepatitis
birth dose vaccine in pilot project sites of Ethiopia. Ethiopia
Ministry of Health; 2022.

Ethiopian Public Health Institute (EPHI) and ICF. Ethiopia Mini
Demographic and Health Survey 2019: Final Report. Rockuville,
Maryland, USA; 2021.

Implementation Guide for 24 hours postnatal care and stay.
Ethiopia Ministry of Health; 2018.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22,

23.

24,

25.

Biru YB, Lemelem GA, Solomon N. Length of stay in health
facilities after childbirth and associated maternal and
neonatal factors in Ethiopia: a cross-sectional study from a
national survey. 2021 Dec 1[cited 2025 Sept 23]; Available from:
https://bmjopen.bmj.com/content/11/12/e055327

UNICEF Health Section Immunization Unit. Demand for
Health Services Field Guide: A Human-Centred Approach
[Internet]. UNICEF; 2018. Available from: https://www.unicef.
org/innovation/sites/unicef.org.innovation/files/2019-05/
demand_for_healthservices_fieldguide.pdf

National Strategic Plan for Triple Elimination of Mother-to-
Child Transmission of HIV, Syphilis, and Hepatitis B Virus
2021-2025. Ethiopia Ministry of Health; 2021.

National Strategic Plan for Prevention and Control of Viral
Hepatitis in Ethiopia, 2021-2025. Ethiopia Ministry of Health;
2021.

Hepatitis B-Birth Dose Vaccine Introduction Plan Ethiopia.
GAVI; 2024.

Hepatitis B Birth Dose Vaccine Introduction Training Manual.
Ethiopia Ministry of Health; 2025.

Ethiopian Public Health Institute (EPHI) and ICF. Ethiopia Mini
Demographic and Health Survey 2019: Final Report. Rockville,
Maryland, USA; 2021.

Ethiopia Immunization Full Portfolio Plan (FPP): Situational
Analysis. Ethiopia Ministry of Health; 2022.

The Health Development Army: Its Origins, Development and
Current Status: The Health Documentation Initiative. Ethiopia
Ministry of Health; 2016.

Health Extension Program (HEP) Optimization Roadmap
2020-2025. Ethiopia Ministry of Health; 2020.

Masters NB, Tefera YA, Wagner AL, Boulton ML. Vaccine
hesitancy among caregivers and association with childhood
vaccination timeliness in Addis Ababa, Ethiopia. Hum
Vaccines Immunother. 2018 Oct 3;14(10):2340-7.

Dejene H, Girma D, Geleta LA, Legesse E. Vaccination
timeliness and associated factors among children aged
12-23 months in Debre Libanos district of North Shewa Zone,
Oromia Regional State, Ethiopia. Front Pediatr [Internet].
2022 July 27 [cited 2025 Sept 25];10. Available from: https://
www.frontiersin.org/journals/pediatrics/articles/10.3389/
fped.2022.867846/full

Molla A, Mekonnen S, Alemu K, Tigabu Z, Gebeyehu A.
Community -based newborn care intervention fidelity and
its implementation drivers in South Wollo Zone, North-east
Ethiopia. PLOS Glob Public Health. 2023 Aug 11;3(8):e0001168.

Debie A, Lakew AM. Factors associated with the access and
continuum of vaccination services among children aged
12-23 months in the emerging regions of Ethiopia: evidence
from the 2016 Ethiopian demography and health survey. Ital J
Pediatr. 2020 Mar 4;46(1):28.

Implementing a learning agenda on hepatitis B birth dose vaccine delivery in Africa: A case study from Ethiopia



26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

25

Tsehay AK, Worku GT, Alemu YM. Determinants of BCG
vaccination coverage in Ethiopia: a cross-sectional survey.
BMJ Open. 2019 Feb 21;9(2):e023634.

Eshete A, Shewasinad S, Hailemeskel S. Immunization
coverage and its determinant factors among children aged
12-23 months in Ethiopia: a systematic review, and Meta-
analysis of cross-sectional studies. BMC Pediatr. 2020 June
8;20(1):283.

Geweniger A, Abbas KM. Childhood vaccination coverage
and equity impact in Ethiopia by socioeconomic, geographic,
maternal, and child characteristics. Vaccine. 2020 Apr
29;38(20):3627-38.

Negash BT, Tediso Y, Yoseph A. Predictors of timeliness of
vaccination among children of age 12-23 months in Boricha
district, Sidama region Ethiopia, in 2019. BMC Pediatr. 2023
Aug 19;23(1):4009.

Mekonnen ZA, Gelaye KA, Were MC, Tilahun B. Timely
completion of vaccination and its determinants among
children in northwest, Ethiopia: a multilevel analysis. BMC
Public Health. 2020 June 11;20(1):908.

Tilahun B, Mekonnen Z, Sharkey A, Shahabuddin A, Feletto
M, Zelalem M, et al. What we know and don’t know about the
immunization program of Ethiopia: a scoping review of the
literature. BMC Public Health. 2020 Sept 7;20(1):1365.

Demissie M, Weldekidan HA, Yosef Y, Sori SA, Tsega D, Jiru
HD, et al. Timing of Hepatitis B Vaccine Birth Dose in Exposed
Newborns, Southwest Ethiopia: A Cross-Sectional Study.
SAGE Open Nurs. 2023 Jan 1;9:23779608231187258.

Jackson R, Tesfay FH, Gebrehiwot TG, Godefay H. Factors that
hinder or enable maternal health strategies to reduce delays

in rural and pastoralist areas in Ethiopia. Trop Med Int Health.
2017;22(2):148-60.

Bala ET, Roets L. Challenges in postnatal care provision in
Ethiopia. Front Public Health [Internet]. 2022 Aug 4 [cited

2025 Apr 91;10. Available from: https://www.frontiersin.org/
journals/public-health/articles/10.3389/fpubh.2022.922933/
full

Shiferie F, Abate FW, Shifraw T, Eglovitch M, Amanuel H, Chan
GJ, et al. Health care seeking behaviors of pregnant women
in rural Amhara, Ethiopia: a qualitative study of perceptions
of pregnant women, community members, and health care
providers. Pan Afr Med J. 2023 July 25;45:142.

Tiruneh GT, Demissie M, Worku A, Berhane Y. Community’s
experience and perceptions of maternal health services
across the continuum of care in Ethiopia: A qualitative study.
PLOS ONE. 2021 Aug 4;16(8):e0255404.

Appiah B, Gebretsadik LA, Mamo A, Kmush B, Asefa Y, France
CR, et al. A10+10+30 radio campaign is associated with

38.

39.

40.

41,

42,

43.

44,

45.

46.

increased infant vaccination and decreased morbidity in
Jimma Zone, Ethiopia: A prospective, quasi-experimental trial.
PLOS Glob Public Health. 2022 Nov 2;2(11):e0001002.

Abebe AM, Wudu Kassaw M, Zemariam AB, Estifanos
Shewangashaw N. Coverage, Opportunity, and Challenges of
Expanded Program on Immunization among12-23-Month-0Old
Children in Woldia Town, Northeast Ethiopia, 2018. BioMed Res
Int. 2019;2019:5302307.

London School of Hygiene & Tropical Medicine, Jimma
University, University of Glasgow. Facilitating accessible
community-oriented health systems: the Health Development
Army in Ethiopia [Internet]. London School of Hygiene &
Tropical Medicine; 2018. Available from: https://healthsystems.
Ishtm.ac.uk/files/2018/03/Health-Development-Army-in-
Ethiopia-1-webpdf.pdf

Stamidis KV, Bologna L, Bisrat F, Tadesse T, Tessema F, Kang
E. Trust, Communication, and Community Networks: How the
CORE Group Polio Project Community Volunteers Led the Fight
against Polio in Ethiopia’s Most At-Risk Areas. Am J Trop Med
Hyg. 2019 Oct;101(4_Suppl):59-67.

Realizing Universal Health Coverage Through Primary
Healthcare: A Roadmap for Optimizing the Ethiopian Health
Extension Program 2020-2035. Ethiopia Ministry of Health;
2020.

Wolde HF, Clements ACA, Gilmour B, Alene KA. Spatial
co-distribution of tuberculosis prevalence and low BCG
vaccination coverage in Ethiopia. Sci Rep. 2024 Dec
30;14(1):31561.

Gibson E, Zameer M, Alban R, Kouwanou LM. Community
Health Workers as Vaccinators: A Rapid Review of the Global
Landscape, 2000-2021. Glob Health Sci Pract [Internet]. 2023
Feb 28 [cited 2025 Sept 25];11(1). Available from: https://www.
ghspjournal.org/content/11/1/€2200307

Bune AG, Girmaye E, Lemma D, Bekele GG. Immediate
postnatal care guidelines implementation and associated
factors among healthcare providers in East Shewa zone public
health facilities, Oromia, Ethiopia, 2022: a multicentre cross-
sectional study. 2023 Dec 1[cited 2025 Apr 97; Available from:
https://bmjopen.bmj.com/content/13/12/e077434

Hidoto KT, Gidebo KD, Koyira MM, Dominguez MLG. Access

to maternity waiting home services and its determinants
among women in Ethiopia: systematic reviews and meta-
analysis. Front Glob Womens Health [Internet]. 2024 Dec 9
[cited 2025 Sept 26];5. Available from: https://www.frontiersin.
org/journals/global-womens-health/articles/10.3389/
fgwh.2024.1423639/1ull

Reproductive Health Strategic Plan 2021-2025 [Internet].
Ethiopia Ministry of Health; 2021. Available from: https://
hakimethio.org/wp-content/uploads/2024/09/RH-Strategic_
Plan_2021.pdf

Implementing a learning agenda on hepatitis B birth dose vaccine delivery in Africa: A case study from Ethiopia



47.

48.

49.

50.

51.

52.

26

Obstetrics Management Protocol for Health Centers [Internet].
Ethiopia Ministry of Health; 2021. Available from: https://
hakimethio.org/wp-content/uploads/2024/09/Obstetrics-
Management-Protocol-for-Health-Center-2021.pdf

National Antenatal Care Guideline: Ensuring Positive
Pregnancy Experience [Internet]. Ethiopia Ministry of Health;
2022. Available from: https://hakimethio.org/wp-content/
uploads/2024/09/ANC-GUIDELINE_Feb-24-2022-3.pdf

Tiruneh GT, Taye BW, Karim AM, Betemariam WA, Zemichael
NF, Wereta TG, et al. Maternity waiting homes in Rural Health
Centers of Ethiopia: The situation, women’s experiences and
challenges. Ethiop J Health Dev. 2016;30(1):19-28.

Bekele BB, Umubyeyi A. Maternity waiting homes and skilled
delivery in Ethiopia: Review of strategy and implementation to
drive sustainable development goals. Med Pract Rev. 2018 Apr
30;9(3):19-26.

Dereje S, Yenus H, Amare G, Amare T. Maternity waiting homes
utilization and associated factors among childbearing women
in rural settings of Finfinnee special zone, central Ethiopia: A
community based cross-sectional study. PLoS ONE. 2022 Mar
17;17(3):e0265182.

Zewde T, Teklu A, Bedada D, Tsehaye Y. The influence of
linkages, feedback mechanisms, and caregiver mobility on
immunization follow-up visits in Lideta sub-city of Addis
Ababa, Ethiopia: a qualitative study. Health Res Policy Syst.
2021 Aug 11;19(Suppl 2):69.

53.

54.

55.

56.

57.

Manyazewal T, Mekonnen A, Demelew T, Mengestu S, AbduY,
Mammo D, et al. Improving immunization capacity in Ethiopia
through continuous quality improvement interventions: a
prospective quasi-experimental study. Infect Dis Poverty. 2018
Nov 30;7(1):119.

Worku AG, Midekssa WD, Tilahun HA, Belay HT, Abebaw Z,
Mohammedsanni A, et al. The Impact of Health Information
System Interventions on Maternal and Child Health Service
Utilizations in Ethiopia: A Quasi-Experimental Study. Glob
Health Sci Pract [Internet]. 2024 Dec 20 [cited 2025 Sept
261;12(6). Available from: https://www.gfhspjournal.org/
content/12/6/2400145

Geta Hardido T, Atinafu Ataro B, Elifios E. Timely Vaccination
and Its Associated Factors Among Parents With Children

Aged From O to 23 Months in Wolaita Zone Public Hospitals,
Southern Ethiopia, 2024: A Facility-Based Cross-Sectional
Study. Glob Pediatr Health. 2024 June 1;11:2333794X241297034.

Assefa Y, Gelaw YA, Hill PS, Taye BW, Van Damme W.
Community health extension program of Ethiopia, 2003-2018:
successes and challenges toward universal coverage for
primary healthcare services. Glob Health. 2019 Mar 26;15(1):24.

Revised Community Engagement Approaches in Rural
Agrarian Ethiopia: An Implementation Guide for piloting of
the community engagement approaches. Ministry of Health
Ethiopia; August 2020

Implementing a learning agenda on hepatitis B birth dose vaccine delivery in Africa: A case study from Ethiopia



Appendix A. Co-creation workshop participant summary by
region, woreda, participant type, and gender

Woreda Participant type Female Total
District health manager and EPI focal 2 0 2
Health worker 4 0 4
HEW 0 8 8
Sidama Loka Abaya Caregiver 0 4 4
VHL/WDG 1 3 4
Community leader 4 0 4
Father 4 0 4
District health manager and EPI focal 1 1 2
Health worker 4 0 4
HEW 3 5 8
Chifra Caregiver 0 4 4
VHL/WDG 1 5 6
Community leader 2 0 2
Father 4 0 4
Afar
District health manager and EPI focal 2 0 2
Health worker 2 2 4
HEW 6 1 7
Haruka Caregiver 0 4 4
VHL/WDG 0 4 4
Community leader 3 0 3
Father 4 0 4
Total 47 4 88

Abbreviations: EPI, Expanded Program on Immunization; HEW, health extension worker; VHL, village health leader; WDG, Women’s Development Group.
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Appendix B. Ten prototype concepts identified through
the co-creation workshops in Afar and Sidama

Concept 1: Engage community-level multi-stakeholder involvement and action in awareness creation, birth

tracking, and notification.

Design challenge

Administering the Hep B
birth-dose vaccine within

24 hours is challenged by

the absence of an effective
system for timely tracking and
notification of pregnant women
and home births. Additionally,
these women frequently miss
early ANC.

So, how might we design a
system for tracking and notifying
pregnant women and home births
to inform them of relevant health
services and link them to health
facilities to receive birth-dose
vaccines?

Scoring

Desirability: 95
Sustainability: 90
Viability: 90

Features

e Community referral slips.

e Joint review and feedback.

e Home-birth identification and notification.

e Established accountability mechanisms.
e Role identification.

e Jointawareness creation and community
engagement.

e Community dialogue with involvement of
VHLs and other community groups.

e Debunked myths shared by public and
religious figures.

Potential barriers

e Some community stakeholders may
expect incentives.

e Competing priorities among community
groups may affect the implementation of
this strategy.

o Kebele leaders may not always be

available because of competing priorities.

e HEW unavailability at some health posts
may undermine collaboration.

Description

This refers to the active involvement and
collaboration of health workers, HEWs, VHLs,
kebele leaders, and community leaders in
awareness creation, birth tracking, birth
notification, and integrated outreach
vaccination.

Impact areas

e Kebele administrations buy-in.

e Knowledge transfer (from health workers
to VHL).

e Religious and clan leaders buy-in.

e Health workers/HEWSs to VHL/community
leaders’ linkage and referral.

e VHLs'increased capacity for identifying
and reporting births within 24 hours.

e |Increased interest in reporting births
immediately after home birth.

® [ncreased knowledge of Hep B birth-dose
vaccine among communities.

Measurement plans

e # of referral slips distributed.

e # of home births identified and notified per
stakeholder.

e # of review meetings and joint appraisals
conducted.

e # of community engagement sessions
conducted.

Inspiration

Community dialogue and the involvement of
public figures as stakeholders consistently
yield positive results in reproductive and
MNCH projects in all districts.
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Concept 2: Debunk myths by leveraging community and religious figures.

Design challenge

Data synthesized from key
informant interviews and

FGDs confirms the pervasive
community beliefs of postpartum
confinement, mandating a
minimum 40-day period of
seclusion for mothers and their
infants. The adherence to this
practice is fundamentally driven
by a deeply ingrained fear of

the “evil eye” and established
community traditions. This
resultant seclusion acts as a
barrier, preventing mothers who
deliver at home from accessing
essential PNC follow-up,
particularly birth-dose vaccines
at designated health facilities,
and restricting social contact.
Given this constraint, how might
we develop and implement
culturally sensitive health
strategies that effectively
address this confinement barrier
and guarantee timely access to
birth-dose vaccines?

Scoring

Desirability: 80
Sustainability: 95
Viability: 85

Features

e Advocacy to convince community leaders
that administering the vaccine on time is
necessary.

e Education through public figures, such as
Sheikhs in Mosques.

e Trusted community members to educate
the public.

e Testimonials (e.g., a wife of a respected
community figure goes out of the home
immediately after birth and tells her
community that both the mother and her
baby are healthy).

e Community figure encouragement to be
role models by vaccinating their children
ontime.

e Public figure testimonials during public
meetings, such as religious ceremonies,
and by using mass media.

Potential barriers

e Competing priorities among community
leaders may affect the implementation of
this strategy.

e Overcoming deeply ingrained community
beliefs requires extensive work and time.

Description

This refers to engaging key community
figures, such as clan and religious leaders,
to demystify myths related to hiding after
childbirth. Currently, many mothers and their
babies are kept in seclusion for over 40 days
due to a fear of the “evil eye,” which makes
timely vaccine administration challenging.
Therefore, it is vital to debunk this belief
through trusted community leaders.

Impact areas

e Religious and clan leaders’ buy-in.

e Increased knowledge of Hep B birth-dose
vaccine among communities.

e (Caregivers’and community buy-in.

Measurement plans

e # of advocacy workshops conducted.

e % of caregivers who perceive immediate
post-delivery outdoor activity as safe.

Inspiration

Use of public figures consistently yielded
positive results during the COVID-19
pandemic, particularly during the
deployment of the emergency vaccine.
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Concept 3: Train midwives to administer vaccines, and train VHLs to raise awareness about immunizations and

track births.

Design challenge

The timely administration of
birth-dose vaccines, such as
the BCG vaccine and OPVO, is
frequently suboptimal, a finding
corroborated by qualitative
data. This issue stems partially
from a deficit in immunization
knowledge and skills among
midwives working in delivery
wards. Furthermore, VHLs often
lack the necessary expertise to
effectively generate community
awareness, conduct active
home-birth tracking, and
promptly notify vaccinators.

So, how might we enhance the
knowledge and skills of midwives
and VHLs to improve community
awareness, home-birth tracking,
and the timely administration of
the Hep B birth-dose vaccine?

Features

Training for health workers at delivery
wards and VHLs.

The right training for the right person.

On-site training by trained health workers
for other staff members.

Role and responsibilities revisions for the
delivery team.

Promote task sharing among health
facility staff.

Supportive supervision and feedback.

Revision of routine immunization training
guides and manuals to ensure that the
Hep B birth dose is addressed properly.

Online training tools that can be used by
health workers regularly.

Experience-sharing meetings and review
meetings to share experience among
vaccinators and midwives.

Mentoring and coaching for midwives
on counseling skills, interpersonal
communication, and vaccine
administration service.

VHLs trained on awareness creation,
counseling caregivers, and tracking
pregnancies and home births.

Text reminders and information for all term
pregnancies.

Potential barriers

e The cost of training the entire delivery

ward staff and VHLs across the country is
a financial obstacle.

Impact areas

Knowledge and skills of delivery ward
staff.

Knowledge of VHLs on Hep B birth-dose
vaccine.

Uptake of Hep B birth dose both for facility
and out-of-facility births.

Measurement plans

% of midwives at delivery wards who
received training on the Hep B birth-dose
vaccine.

% of VHLs who received training on the
Hep B birth-dose vaccine.

% of midwives who said that they have
confidence in administering the Hep B
birth-dose vaccine.
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Scoring

Desirability: 95
Sustainability: 75
Viability: 70

Description

This refers to providing targeted training for midwives and other delivery -ward staff. The
focus will be on enhancing their counseling skills, improving interpersonal communication,
and promoting integrated service delivery to improve care immediately postpartum. Crucially,
the training scope must extend beyond facility staff to include VHLs to empower them to
create awareness, increase caregiver knowledge, and accurately track pregnancies and
home births. Furthermore, the training must adopt a holistic approach, integrating not only
the Hep B birth-dose vaccine information but also content on other essential services and
priority community needs. Communities are unlikely to be convinced to prioritize the vaccine
unless the health care system demonstrates an ability to address their other pressing health
concerns concurrently with the Hep B birth-dose program.

Concept 4: Use public figures and TBAs to directly secure male engagement.

Design challenge

The paradox of male authority
versus low male engagement

in childhood vaccinationis a
critical issue. Wives, who are
typically the primary caregivers,
face two main barriers: requiring
spousal permission to vaccinate
the newborn and lacking the
economic autonomy to pay for
the transportation required to
reach health facilities. So, how
might we significantly strengthen
men’s involvement to empower
both parents’ involvement in
vaccinating their newborns with
birth-dose vaccines?

Scoring

Desirability: 70
Sustainability: 85
Viability: 85

Features

e Advocacy with religious leaders and
respected community members to help
convince men.

e Sensitization meetings and awareness-
creation campaigns with TBAs and public
figures.

e TBA mobilization to educate men, as TBAs
are highly trusted and respected in Afar,
especially among fathers.

e Community-level conversations with
men’s/fathers’ groups.

Potential barriers

e TBAs and community leaders may expect
incentives.

e |t may take a lot of time to reach all men
and convince them through public figures.

Description

This means that involving fathers, in
addition to other caregivers, facilitates
timely vaccination because fathers are

key decision-makers whose instructions
are widely respected in households. Since
men often regard public figures and TBAs
highly, communicating the importance of
men’s involvement through these groups will
effectively convince and engage fathers in
childhood vaccination efforts.

“Afar men highly trust TBAs. If they are away

from their home during pregnancy, they
usually ask TBAs to support their spouses,
as they trust them.” - VHL

Impact areas

e Religious and clan leaders’ buy-in.

e TBAs’increased involvement in awareness
creation.

e Increased men’s demand for birth-dose
vaccines.

Measurement plans

e # of TBAs engaged.
e # of public figures engaged.

e # of men who accompanied their spouses
during immunization.

Inspiration

Through this strategy, previous initiatives
have demonstrated effectiveness in raising
animal vaccination rates and decreasing the
prevalence of female genital mutilation.
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Concept 5: Conduct participatory monitoring, performance review, and accountability.

Design challenge

The timely delivery of birth-dose
vaccines is hindered by two
service issues: The vaccine is
sometimes not administered
even when a health facility is
accessed, and services are

not consistently available 24/7.
This inadequate service has

led to a community perception
that childhood vaccinations
only begin at 45 days of age.
Furthermore, HEWs often reside
away from their deployment
sites, limiting their ability to
provide essential services when
needed. So, how might we ensure
birth-dose vaccination services
are consistently available 24/7
and administered to every
eligible newborn who accesses a
health facility?

Scoring

Desirability: 95
Sustainability: 90
Viability: 90

32

Features

e Supportive supervision.
e Strong monitoring systems.

e Auditing services that regularly use
community score cards.

e Review meetings, evaluations, and
feedback.

e Job descriptions for HEWs and health
workers.

e Performance evaluation.

e Kebele leader participation in the
monitoring and immediate resolution of
issues.

e Health committees to evaluate community
feedback.

Potential barriers

e Some health posts lack appropriate
living facilities for HEWs, resulting in
HEWSs being forced to reside far from their
assigned kebeles.

Description

A robust system for monitoring, supervision,
and evaluation is essential to ensure
accountability and facilitate continuous
learning, such as establishing clear
monitoring procedures, defining the type of
supervision to be conducted, and regularly
evaluating the work accomplished with full
participation of communities. By reviewing
what has been done, we can identify areas
for improvement, fine-tune our approaches,
and enhance future implementation.
Furthermore, this system ensures
accountability for any activities or actions
that are not completed as planned.

Impact areas

e Health posts provide services regularly,
and providers are always available at
service sites.

® Increase in birth-dose vaccine uptake.

Measurement plans

e # of supervisions conducted.
e # of performance reviews conducted.
e Community score cards completed.

e % of HEWs and health workers who have
job descriptions.

Inspiration

The use of community scorecards for quality
improvement yielded positive results in
previous projects in various districts.
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Concept 6: Use motorbikes to deliver integrated outreach and home-based vaccine delivery.

Design challenge

A major challenge is the lack

of house-to-house/outreach
vaccination services and
inadequate modalities for
reaching newborns from home
births within the critical 24-hour
window. Although house-to-
house visits are part of the HEWSs’
role, the substantial distance of
many households from health
posts prevents these visits from
occurring consistently. So, how
might we innovate outreach and
house-to-house vaccination
strategies to effectively reach all
home births within the critical
24-hour window for birth-dose
vaccination?

Scoring

Desirability: 95
Sustainability: 60
Viability: 50

Features

e Motorbike provision for health post staff.
e Driver’s license obtainment support.

e Fuel and other operational costs covered.

Potential barriers

e The cost of motorbikes is a financial
obstacle.

e There must be accountability mechanisms
to prevent the misuse of motorcycles and
fuel for unrelated activities.

e |t requires continuous budgeting for fuel.

Description

Impact areas

e HEWSs/health workers: reduced travel
times, and time saved for other activities.

e Communities in remote areas: increased
access to birth-dose vaccines and other
essential PNC services.

Measurement plans

e # of health posts/health centers with
motorbikes.

e # of health post/health center staff with a
motorbike driver’s license.

e # of health centers with allocated budget
for fuel.

e # of remote villages reached using
motorbikes.

® % of babies in remote villages who
received vaccines within 24 hours of birth.

This refers to ensuring the availability and use of motorbikes by health post staff, enabling
them to reach distant villages immediately upon birth notification and provide Hep B birth

dose and other essential services at home.
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Concept 7: Strengthen health center-health post linkage.

Design challenge

While health posts are situated
close to communities, their
inability to provide 24/7 services
poses a barrier to timely
vaccination. Consequently,
newborns may miss receiving
the vaccine within the critical
24-hour window due to vaccine
unavailability at the health
posts. Furthermore, health posts
often lack essential equipment,
such as cold-chain equipment.
The credibility of HEWs at
health posts is sometimes
compromised, as communities
may perceive them as lacking
adequate knowledge and skills.
So, how might we improve the
capacity of health posts and
make vaccination services
available 24/7?

Scoring

Desirability: 95
Sustainability: 90
Viability: 75
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Features

e Adequate health center staff, as required
to conduct mentoring and coaching for
health posts.

e Transportation to conduct mentoring.

e Standardized checklist.

e Adequate vaccine availability.

e Availability of cold-chain equipment.

e EPIfocal person at all health centers.

e Strong reporting and data use platform.

Potential barriers

e There are budget and materials shortages,

commitment problems, transportation

challenges, and an absence of recognition.

Description

Impact areas

Improved documentation both at health
centers and health posts.

Improved capacity of health posts in data
use and reporting.

Improved capacity of health centers in
mentoring, coaching, and data use for
decision-making.

Improved availability of vaccines at health
posts.

Improved trust in HEWs among the
community.

Measurement plans

# of health centers with a focal person for
health center-health post linkage.

# of mentorships done by health centers
ina month.

# of health posts with cold-chain
equipment.

# of health posts with capacity to
administer birth-dose vaccine after
mentorship.

% of health posts with adequate stocks of
vaccines.

This strategy focuses on strengthening the health post-health center linkage and enhancing
the health post capacity. The enhancement includes mentoring and coaching to boost human
resource capacity, ensuring the availability of cold-chain equipment, and improving service
provision. The goal is to improve the coverage of birth-dose vaccination within 24 hours of

birth.
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Concept 8: Provide incentives and rewards (e.g., mobile top-up for VHLs to support birth tracking).

Design challenge

Despite the availability of both
paid and unpaid CHWs, service
delivery is sometimes hampered
by a lack of motivation among
various actors. Reports from the
WDGs and VHLs indicated that
they face challenges, such as
harsh environmental conditions,
while conducting home-to-home
visits. They noted that the
absence of any compensation
or rewards for their demanding
work—particularly in high-
temperature areas without
access to drinking water—is
significantly demotivating. So,
how might we motivate all actors,
including paid and unpaid
personnel, to improve birth
tracking, increase awareness,
and enhance the uptake of the
vaccine?

Scoring

Desirability: 95
Sustainability: 50
Viability: 60

Features

e Duty payment to health workers (which is

on and off to date).

e Mobile top-up for VHLs.
e Certificate of recognition for high-

performing VHLs.

e Transport allowances for HEWSs during

home-to-home visits in remote areas.

Potential barriers

Description

Impact areas

VHL buy-in.

Increased awareness and knowledge
of birth-dose vaccines among the
community.

Improved timely birth notification rate.
Increase birth-dose vaccine uptake rate.

Measurement plans

# of home births notified timely by VHLs.

% of newborns who received the
birth-dose vaccine timely after home
births.

Offering incentives and rewards motivates health workers, HEWSs, and VHLs to mobilize the
community, actively track births at home, and administer vaccines within 24 hours of birth.
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Concept 9: Strengthen the linkage between the EPI unit and the delivery ward.

Design challenge

Previous experiences with

other birth-dose vaccines have
highlighted a weak operational
linkage between EPI staff

and delivery ward personnel.
Poor interdepartmental
communication means that
delivery-ward staff rarely inform
caregivers about the necessity of
the birth-dose vaccine, leading
to a widespread misconception
that vaccination should only
begin at 45 days postpartum.
Compounding this issue is the
inconsistent availability of
vaccines at delivery units and the
absence of strong data-sharing
protocols between the delivery
and EPI teams. So, how might we
improve the provision of accurate
vaccine information and ensure
timely vaccine delivery at the
delivery ward?

Scoring

Desirability: 95
Sustainability: 95
Viability: 95

Features

e Cold-chain equipment at the delivery
ward.

e Trained staff capable of vaccine
administration at the delivery ward.

e Anadequate and maintained stock of
vaccines at the delivery ward.

e Data sharing platform between the
delivery ward and EPI staff.

Potential barriers

e There are heavy workloads and

inadequate staff at the delivery wards.

e There is inadequate cold chain equipment.

Description

Impact areas

Increased delivery ward staff buy-in.
Improved availability of birth-dose
vaccines at the delivery ward.

Increased rate of birth-dose vaccine
uptake at the delivery ward.

Improved data recording and reporting to
the EPI unit.

Measurement plans

# of facilities with cold chain equipment at
the delivery ward.

# of facilities with all delivery staff trained
on birth-dose vaccine administration.

% of facility-delivered newborns who
received birth-dose vaccine within 24
hours after birth.

% of facilities with delivery ward staff

that report the number of newborns
vaccinated to EPI staff regularly.

This refers to improving communication, vaccine and task sharing, and data sharing
between the delivery ward and the EPI unit. A strong operational linkage will enable the EPI
team to ensure an adequate stock of vaccines is continuously available at the delivery ward.
Concurrently, midwives in the delivery ward will be responsible for administering the vaccine
within 24 hours after birth, accurately registering the data, and promptly sharing it with EPI

staff.
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Concept 10: Bring newborns to health facilities post-home delivery for critical 24-hour vaccination.

Design challenge

The administration of birth-dose
vaccines faces a significant
challenge due to the high rate of
home births. Currently, there is
no established policy to deliver
vaccines via home-to-home
services. So, how might we
ensure the timely administration
of birth-dose vaccines following
a home birth?

Scoring

Desirability: 50
Sustainability: 75
Viability: 60

Features

e Awareness creation for families regarding
birth-dose vaccines.

e Orientation training for TBAs on
birth-dose vaccine.

e Father and other advocates during Friday
prayers on birth-dose vaccine.

e Ambulance readability in areas where
ambulances are available, to ensure they
are ready to transport the newborn, along
with the caregiver, to health facilities.

Potential barriers

e Accesstotransportinareas where
ambulances are not available can be a
challenge.

e Transportation and opportunity costs
present financial obstacles for families
who travel with the newborn.

e Cultural barriers prevail, as postpartum
women are not allowed to be out of the
home for days, sometimes months.

Description

Impact areas

e Increased knowledge and intention of
caregivers and families on Hep B birth
dose.

e Increased knowledge of TBAs on
birth-dose vaccines.

e Increased number of TBAs accompany
postpartum women for birth-dose
vaccines.

e Increased uptake of birth-dose vaccines
on time after home birth.

Measurement plans

o 9% of newborns who receive vaccines at
health facilities on time after home birth.

This concept focuses on bringing newborns to health facilities within 24 hours of birth for
birth-dose vaccination. It necessitates coordinated action among various community

and health actors, specifically families, TBAs, HEWs, and community volunteers, who must
collaborate to promptly notify health workers, arrange transportation for the newborn, and
ensure that vaccination is administered. Successful execution of these activities requires
clear communication and teamwork involving mothers, fathers, family members, TBAs, HEWs,

health facility staff, and community leaders.

Abbreviations for all tables in this section: ANC, antenatal care; BCG, bacillus Calmette-Guérin; CHW, community health worker; COVID-19, coronavirus disease

2019; EPI, Expanded Program on Immunization; FGD, focus group discussion; Hep B, hepatitis B; HEW, health extension worker; MNCH, maternal, newborn, and child

health; OPVO, oral polio vaccine zero dose; PNC, postnatal care; TBA, traditional birth attendant; VHL, village health leader; WDG, Women'’s De
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