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Welcome!

Dr. Albert Komba

Project Director, SAFEStart+

PATH
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Today’s agenda

Welcome Dr. Albert Komba, PATH

Eliminating vertical transmission and the SAFEStart+ platform Kelsey Barrett, Unitaid

Global progress on scaling hepatitis B birth dose Dr. Stephen Sosler, 

Gavi, the Vaccine Alliance

Hepatitis B birth dose learning agenda: Insights from 

a cross-country synthesis

Dr. Katharine Shelley, PATH

Expert panel: Reflections on learning agenda insights to 

inform coverage of Hep B Birth Dose, including for 

out-of-facility settings 

Dr. Simbarashe Mabaya, 

Gavi, the Vaccine Alliance

Moderator

Interactive Q&A Dr. Katharine Shelley, PATH 

Moderator

Closing remarks Dr. Stephen Sosler, 

Gavi, the Vaccine Alliance
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Eliminating vertical transmission and the SAFEStart+ platform

Kelsey Barrett

Technical Manager 

Maternal & Newborn Health Strategy 

Unitaid
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Global progress on scaling the hepatitis B birth-dose vaccine

Dr. Stephen Sosler 

Head of Vaccine Programmes 

First Year of Life Platform 

Gavi, The Vaccine Alliance



Hepatitis B birth dose learning agenda: 

Insights from a cross-country synthesis
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Insights from a cross-country synthesis

Dr. Katharine Shelley

Deputy Director

Primary Health Care

PATH



Hepatitis B birth dose learning agenda objectives

Background: Since 2009, WHO has recommended 

that all infants receive the first vaccine dose as soon 

as possible after birth. However, administering the 

vaccine within 24 hours of birth is challenging, 

particularly in contexts where births take place 

outside of health facilities. 

Objectives: By exploring innovative delivery 

strategies, assessing the role of community health 

systems, and understanding stakeholder 

perspectives, the primary objectives of this project 

include:

(1) Identifying promising models for increasing 

hepatitis B (Hep B) birth dose coverage.

(2) Disseminating the evidence and learnings that 

can be used for global and country-level 

advocacy on delivery innovation for out-of-facility 

Hep B birth dose in Africa.

PATH/Khalid Alli



Hepatitis B birth dose learning agenda focus countries



Methods
Literature review

Rapid scoping review of global out-of-facility 

immunization delivery strategies.

Desk review of country-specific policy documents 

and peer-reviewed literature.

Human-centered design 

Design sprints to prototype in-facility and out-of-

facility implementation strategies with caregivers, 

CHWs, facility staff, and district managers. 

Market analysis 

Market research on vaccine presentation and controlled 

temperature chain (CTC) operational feasibility.

Cost modeling of one-dose vs. ten-dose vials across 

delivery settings.

Qualitative—interviews and focus groups

Policymakers, immunization managers, maternal 

and newborn experts, supply chain officers, health 

providers, community members, and caregivers at 

national and subnational levels.

PROJECT 

GEOGRAPHIES

Evidence generated across four complementary workstreams and synthesized across 

four countries



Analytical framework
Conceptual framework to understand the barriers, pain points, and potential opportunities to leverage at each stage 

of the journey to vaccination from both the caregiver and provider perspectives.

Facilitators and barriers to 

birth dose coverage 

identified from desk 

review, interviews, and 

focus groups were 

analyzed and synthesized 

by stage of the framework, 

helping to identify where 

along the journey to scale 

interventions are most 

needed.

Adapted from UNICEF Health Section Implementation Research and Delivery Science Unit and the Office of Innovation Global Innovation Centre. Demand for Health Services Field Guide: 

A Human-Centred Approach. UNICEF; 2018.



Facilitators and barriers 

to timely hepatitis B birth dose 

across four countries 











Human-centered design

Prioritized implementation strategies 

Ethiopia and Uganda



Community-level 

implementation 

strategies in Ethiopia

Home-based vaccine administration by 

community health workers

• Community-based birth tracking using 

multistakeholder community platforms, tailored to 

agrarian and pastoralist settings

• Integration with early home-based postnatal care, 

pairing vaccination with postpartum health checks for 

mothers and newborns.

• Expanded transport support, particularly 

motorbikes, to reduce HEW travel time and allow 

quicker access to remote households.

• Crosscutting strategies, such as debunking 

traditional beliefs, engaging men, strengthening CHW 

skills, and ensuring consistent supply chain

• Supportive mechanisms, such as birth notification 

tools, referral slips, incentives for volunteer CHWs, 

and stronger linkages between health posts and 

health centers.

Administering Hep B birth dose at 

health facility after home birth

• HEW coordination and follow-up, including 

notifying facilities of home deliveries and helping 

arrange transport.

• Ambulance availability for rapid transport of 

newborns and caregivers following home birth for 

birth dose and essential newborn services.

• Key functions like birth tracking, community 

demand generation, male engagement, and 

addressing traditional beliefs must continue, 

regardless of where vaccination occurs



Community-level implementation strategies in Uganda

Strengthen community sensitization paired 

with respectful, consistent ANC counseling

• Whole-of-community sensitization on birth dose 

vaccines, prevention of mother-to-child transmission, 

labor signs, facility delivery, and advance preparation 

for transport and costs.

• Consistent, clear messages delivered via VHTs, 

CHEWs, influencers (male champions, 

religious/cultural leaders), radio, community 

gatherings, and local-language channels.

• Engagement of men and families to support 

decision-making and transport readiness.

• Strengthened ANC counseling, ensuring respectful 

communication on birth dose vaccines, labor 

recognition, and transport planning.

• Reinforcement that no newborn should be turned 

away after the initial 24-hour window, as newborns 

can be vaccinated up to six weeks, per national 

guidelines.

Strengthen trust, coordination, and referral 

linkages with facilities

• Strengthening VHT presence, building trust, and 

reinforcing respectful communication about vaccine 

safety and value.

• Timely notification from TBAs about home births, 

alert facilities when home births occur, and assist with 

referrals of newborns.

• Facilities record VHT/CHEW contact information 

on ANC and immunization cards to help women 

contact VHTs when labor begins and allow real-time 

follow-up.

• Coordinated messaging among CHEWs, VHTs, and 

facilities to ensure consistent guidance and supportive 

care for mothers.

• Community cross-checking by VHTs/CHEWs to 

verify newborns delivered at home received the birth 

dose and appropriate newborn care.

• Stronger system coordination through regular 

review meetings among CHEWs, VHTs, facilities; use 

of eCHIS for tracking births and follow-ups.



Facility-level implementation strategies 

Uganda: Position birth dose as a shared 

responsibility across maternity and EPI teams

• Shared responsibility: Midwives, nurses, and EPI 

staff jointly ensure vaccination within 24 hr. 24/7 

vaccine access: Vaccines are stored in or near 

maternity wards for ease of access

• Capacity-building: Midwives receive training and 

mentorship to confidently vaccinate and document 

newborn vaccinations

• No discharge without vaccination: Hep B birth 

dose included in discharge checklists and routine 

newborn services.

• Clear workflow and monitoring: Protocols ensure 

timely vaccination and time-of-vaccination recorded.

• Streamlined data systems: Maternity and EPI 

registers aligned; routine review meetings held to 

track missed opportunities

Ethiopia: Strengthen facility readiness to 

vaccinate immediately post- delivery

• Consistent vaccine availability: Maternity 

wards receive regular resupply via carriers 

or dedicated refrigerators to ensure 

vaccines are accessible at the point of birth.

• Expanded midwife capacity: Midwives 

receive targeted training on birth dose 

administration, documentation, and safe 

vaccine handling.

• Improved coordination and data flow: 

Delivery and EPI teams share data 

routinely to support follow-up and monitor 

timely administration



Operational feasibility

Hepatitis B birth dose product presentation 

and cold chain considerations



Product presentation: 1-dose versus 10-dose vials

Across countries, there is a strong preference 

for one-dose vials of hepatitis B vaccine for out-

of-facility birth administration. 

Respondents noted one-dose vials can maximize 

operational efficiency, reduce wastage, increase 

acceptance, and reduce missed opportunities for 

vaccination due to low client volume. 

Cost modeling results based on vaccine 

procurement and delivery costs from Ethiopia and 

Uganda confirm that one-dose vials have better 

value for money for home-based delivery, 

given the significantly lower wastage rate 

compared to the current policy that discards 

remaining doses in open vials taken for outreach. 

For facility-based delivery, value for money 

depends on the number of births in the facility’s 

catchment area: 5+ births per month → 10-dose 

vials.



Stakeholder perspectives on controlled temperature chain 

qualification for hepatitis B birth dose

CTC is an approach that allows certain vaccines to be stored outside the cold chain 

for a limited time under monitored temperature conditions.

Most stakeholders across countries and health system levels were enthusiastic about 

using a CTC-qualified hepatitis B birth dose to alleviate operational challenges.

Half of the respondents across countries were not willing to pay more for a CTC-

approved vaccine for either the ten-dose or the one-dose presentation; a third would 

pay marginally more ($0.10–0.20) for ten-dose vials, and 29 percent for one-dose 

vials with a CTC-approved label.

“CTC prevents wastage. It 

improves vaccine access to 

very remote areas. It is very 

ideal to penetrate hard-to-

reach and remote areas, 

thus improving access.”

-—National stakeholder, Nigeria



Recommendations



Global development partners, multilaterals, implementing 

partners, and donors who support countries to implement 

the hepatitis B birth dose consider:
❑ Continue to update the hepatitis B birth dose demand forecast to inform global supply needs and improve 

demand visibility for manufacturers. This project developed demand forecast scenarios that can continue to be 

updated based on changes in out-of-facility delivery strategies, vaccine presentation preferences, and CTC policy 

decisions.

❑ Streamline the WHO CTC pre-qualification process to encourage manufacturers to pursue CTC approval. 

Vaccine manufacturers shared that the current process is time and cost intensive with limited return on 

investment. A streamlined process combined with a more informative demand forecast can motivate 

manufacturers to pursue CTC approval to meet country demand for a CTC pre-qualified hepatitis B birth dose 

vaccine. 

❑ Offer countries the option to use Gavi support to procure and introduce one-dose vials of hepatitis B 

birth dose for community-based strategies and low-volume facilities. Country stakeholders shared their 

preference for one-dose vials, and cost modeling results from Ethiopia and Uganda support the value for money 

of this approach.

❑ Create channels for decision-makers, implementers, and partners to share insights, evidence, and 

promising practices to improve timely hepatitis B birth dose coverage. This could build on the quarterly 

partners’ meeting convened by Gavi by expanding it to include country representatives (e.g., EPI teams) 

supporting hepatitis B birth dose vaccination programs.



Country stakeholders considering hepatitis B birth dose 

introduction (1 of 2):

❑ Strengthen core health system and routine immunization functions to improve readiness for and delivery 

of the hepatitis B birth dose. Effective birth dose delivery depends on well-functioning systems for vaccine 

supply, workforce supervision, pregnancy and birth tracking, financing, and routine data use across community 

and facility levels. 

❑ Develop or implement policies to embed facility-based vaccination in maternity care, empowering 

midwives to administer hepatitis B birth dose. Placing vaccines in maternity wards (with 24/7 access) and 

empowering maternity staff to vaccinate is central to reducing missed opportunities. Many countries have policies 

that support this; however, these policies are not consistently implemented at the facility level. One promising 

approach is to use a pre-discharge checklist to confirm birth-dose vaccination prior to discharge.

❑ Consider using multiple hepatitis B vaccine presentations (one-dose and ten-dose vials) to minimize 

wastage and maximize value for money. One-dose vials can reduce vaccine procurement costs for community-

based delivery strategies and low-volume facilities. Countries should consider the implications of managing 

multiple vaccine presentations for health care worker training, procurement planning and stock management, data 

systems, and cold chain management.

❑ Plan for local adaptation of hepatitis B birth dose delivery strategies. Different settings require different 

messengers and delivery approaches within a shared strategy. A HCD sprint can be an effective approach to 

develop localized, sustainable strategies to improve timeliness and coverage of hepatitis B birth dose. 



Country stakeholders considering hepatitis B birth dose 

introduction (2 of 2):

❑ Strengthen CHW platforms to support linkages between communities and facilities. CHWs are an essential 

link to provide education, referrals, and follow-up for community members, regardless of whether they are 

promoting a facility-based or community-based hepatitis B birth dose delivery strategy. The HCD co-creation 

workshop participants emphasized the importance of community cadres to identify and reach newborns delivered 

at home for home-based vaccination or rapid referral to a facility.

❑ Consider expanding the responsibilities of CHWs to include birth dose vaccination as part of home-based 

early postnatal care provision. This may be a particularly effective strategy in districts with high home-birth 

rates (e.g., >50 percent). This approach would require training, mentorship, and supportive supervision for CHWs 

to address respondents’ concerns about CHWs’ skills and ability to administer vaccines. 

❑ Monitor timely hepatitis B birth dose coverage (within 24 hours) to assess performance, provide targeted 

support, and learn and improve. Consider incorporating timeliness indicators—potentially disaggregated by 

place of birth (facility vs. home birth)—in routine reporting and country health management information systems 

(e.g., DHIS2).



Continued learning and evidence generation needs

Type Learning area

Service 

delivery 
strategies 

• Evaluating the implementation of the HCD strategies including the effectiveness of models for 

rapid home birth identification (e.g., digital tools, CHW incentives, community surveillance) or task-
shifting arrangements for service delivery.

• Identify promising practices to improve the effectiveness and value for money of integrating 

hepatitis B birth dose service delivery with other essential services, particularly for home births 
(e.g., early PNC checks).

• Learning from successful private-sector integration into EPI systems to support timely birth 
dose administration in private facilities.

Product 
adaptations

• Evaluating country experiences using mixed hepatitis B vaccine presentations (one-dose 
and ten-dose vials), considering costs, open vial wastage rates, and health provider experiences.

• Quantifying the cold chain gaps where CTC might be more valuable, including facilities that 

provide labor and delivery service but do not have cold chain, as well as communities with frequent 
home births.

• Evaluating the experience of using a hepatitis B vaccine with CTC (once a WHO prequalified 
vaccine is available) and specifically the impact on timely hepatitis B birth dose coverage.

• Testing and assessing the feasibility and acceptability of CHW administration of microarray 

patches (once available). 

This project identified several priority areas for continued evidence generation, learning, and implementation research 

related to product and service delivery adaptations. Future studies could focus on the following.



Expert panel
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Today’s panelists

Dr. Simbarashe Mabaya 
Senior Programme Manager

Gavi, The Vaccine Alliance

Mbye Njie 
Deputy Programme Manager, 

Expanded Programme on 

Immunization, Ministry of 

Health (MOH), The Gambia 

Prince Okinedo 
Founder, Hepatitis Advocacy 

Foundation, Nigeria 

Dr. Ponsiano Ocama 
Associate Professor, Makerere 

University College of Health 

Sciences, Uganda

Sr. Doreen Ruth Akuno
Senior Nursing Officer 

Focal Point, Hepatitis 

UNEPI/MOH Uganda

Dr. Rufai Garba 
Director, Disease Control and 

Immunization, National Primary 

Health Care Development 

Agency, Nigeria

Dr. Muhammad Bello 
Head of Division, Health 

Services, National Primary 

Health Care Development 

Agency, Nigeria

Yohannes Lakew 
Senior Advisor, Immunization 

Service, MOH, Ethiopia



Audience Q&A
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Hepatitis B birth dose learning agenda—new resources!

Visit: www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/ 

Country case studies

Human-centered 

design summary

Synthesis brief

Country policy briefs

http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/


For more 

information, 

contact:

Katharine Shelley

kshelley@path.org 

Albert Komba

akomba@path.org 

Visit: www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/ 

mailto:kshelley@path.org
mailto:kgreen@path.org
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/
http://www.path.org/who-we-are/programs/primary-health-care/hepb-birthdose/


Thank 
you!
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