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strengthened PHCU linkage and head count

H. Belete!, D. Duguma?, Y. Teshome?, A. Asfaw?!, and T. Mohammed*

Background

Ethiopia stands second among countries with the highest number of
zero dose (ZD) children (1-5). Thus Establishing an effective strategy
to reduce ZD children is timely.

Objectives

The objectives of this study was to test the effectiveness of
strengthened PHCU (Health Center and Health Posts) linkage and
house to house head count to identify, reach and vaccinate Zero
Dose and Under Immunized children in selected PHCUs of Afar and
Somali pastoralist region.

Methods

A total of four PHCUs were selected from Afar and Somali pastoralist
region with reasonable number of catchment health posts, for
implementation of this approach. After providing Refresher training
for Health Extension Workers (HEW) at health centers as well as
orientation on head counting of under two children through house
marking of the respective kebeles, ZD and under immunized children
of under two were identified and referral paper were provided and
scheduled for response vaccination to the nearest vaccination site,
outreach, health post or health center depending up on the context
of the area. (Fig 1).

Fig 1. Location of PHCU Intervention sites in Afar and Somali regions
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Findings

The result showed that A total of 1619 children of 12-23 months were
counted in the 4 PHCU catchment areas with actual counted children
were 56% of the estimated 2477 children of Sl for previous year based
on population projection (Fig 2). The Number of counted children in the
age of 0-11 months were 1623 in total of which 390 (24%)
were unvaccinated(delayed) and 185 (11%) were under-vaccinated,
on the other hand the number of Children of 12-23 months were
1619, out of which 332 (21%) zero doses and 355 (22%) under-
immunized children (Fig.3). On average, penta-1 coverage among
counted children is 19% point lower than that of DHIS-2 report of
respective year and highest discrepancy for Dure PHCU (26%) and
lowest for Kumamie PHCU (3%). Reasons for missing of vaccination
were explored during the assessment that the vaccination site is too
far was found to be the leading reason followed by moved to other
areas (Fig 4). Ninety seven percent of never vaccinated (ZD)
(357/390) and 97% of defaulters (179/185) were received their
appropriate vaccination through response vaccination with in one
month time (Fig 5 & 6).
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Fig 2. Comparison of number of counted 12-23 months age children with
2013EFY survinving infants calculated from total population by PHCU

Fig 3. Number of Zero dose and under-immunized children identified during head count
by Age group and PHCU
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Fig 4. Reasons for failing to vaccinate or continue vaccination for 12-23 months
children
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Fig 6. Number of Zero dose 0-11 month Children that continued their missed vaccinatation series
appropriate for their age following head count by PHCU

Fig 5. Number of Zero dose 0-11 month Children vaccinated for first dose of pentavalent
vaccine following head count by PHCU
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Recommendations

Strengthening the PHCU linkage, technical and managerial capacity
of primary health care (PHCU) accompanied by head count and
referral of ZD and under vaccinated children for vaccination can
benefit the identification and reach of children missing vaccination.
Scaling up of this strategy to other areas where ZD and Ul children
are significant is highly recommended.
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Reducing Zero Dose Children and improving
Routine Immunization following COVID-19 through
Community Health Workers in Cameroon

Martha N. Ngoe'!, Oben Pamela Ayuk', Nebongo Daniel?, Yelluma Perpetua3, Nsanda Wilson?,

Margaret Watkins®

BACKGROUND

Following the COVID-19 pandemic, Cameroon experienced a growing
number of zero-dose and under-vaccinated children. Since 2015, the
Southwest Region of Cameroon has faced sociopolitical crisis,
iIncluding displaced populations and burning of health facilities. The
COVID pandemic worsened an already weakened health system.
Many people became fearful of accessing health facilities, particularly
fearing the COVID-19 vaccine, due to rumors circulating in the
communities (Njoh et al., 2022). Kumba, a city in the Southwest
Region, harbors a large internally displaced population, characterized
by many zero-dose and under-immunized children. (Figure 1)

CAMEROON

KEY

Kumba North and Kumba South Health Districts
of the South West Region

Figure 1: map of Cameroon showing locations
of Kumba North and South Health Districts)

We aimed at improving accessibility and utilization of vaccination
services by enhancing the training of Community Health Workers
(CHWs) and health care workers (HCWSs) in routine immunization.
Specifically, we aimed to reduce the number of zero-dose and under-
vaccinated children in Kumba North and Kumba South Health Districts
of the Southwest Region.

METHODS

Routine immunization data for 2020 and 2021 were reviewed prior to
project implementation and six of 13 health areas were prioritized for
implementation. Advocacy and briefing meetings were held with key
stakeholders to get them involved. CHWs and HCWs were trained on
community mobilization and reduction of missed opportunities for
vaccination. Thereafter, CHWs conducted home visits to identify the
zero-dose and under-vaccinated children in their respective
communities. Community volunteers were trained as supervisors for
the CHWs. Supportive supervision was integrated into other health
activities, monthly data reviews were conducted, and feedback given to
the districts and health areas concerned. The project was implemented
from October 2022 to February 2023. (Figure 2)

Figure 2: Home visits in different communities by CHWs
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FINDINGS

Before the project implementation n Kumba North District, 151 children
were vaccinated with the Penta-1 vaccine; 212 children with the Penta-
3 vaccine; and 549 girls with the Human papillomavirus (HPV) vaccine.
In Kumba South District, 134 children were vaccinated with the Penta-
1 vaccine; 109 children with the Penta-3 vaccine; and 397 girls with the
HPV vaccine. No adolescent boys received HPV vaccination in either
district. Upon completion of the project in February 2023, three
advocacy meetings and two trainings were held with 6 CHWSs, 18
HCWs and 4 community Supervisors trained. CHWs visited 945 homes
with sensitization sessions. Vaccination of 3172 (77%) zero-dose
children with Penta-1 vaccine and 2893(69%) with Penta-3 vaccine
with additional 2134 (41%) adolescent (387 boys and 1747 girls)
received the HPV vaccine.

In Cameroon, CHWSs are not usually deployed to track routine immunization
on a regular basis, and instead are only utilized during immunization
campaigns unlike in other countries (Bakkabulindi et al., 2023).

The training of CHWs ended up being one of the most valuable
components of the project because they helped increase demand for
vaccination in the midst of a conflict setting and filled the gaps that
HCWs could not reach. The training of HCWs at different points of
entry in health facilities in reducing missed opportunities for vaccination
also marked an important component to reach zero dose and under
vaccinated children. (Table 1)

NUMBER OF CHILDREN (VACCINATION COVERAGE) BEFORE AND AFTER PROJECT IMPLEMENTATION

BEFORE AFTER
Penta 1 Penta 1
(Zero Dose) Penta3 | HPV Girls | HPV Boys | (Zero Dose) Penta 3 | HPV Girls HPV Boys
Kumba North 151 212 549 0 1219 (77%) | 1106 (72%) 926 251
Kumba South 134 109 397 0 1953 (76%) | 1787 (66%) 821 136
Total 285 321 946 0 3172 2893 1747 387

Table 1: Table of Results

RECOMMENDATIONS

* Train and utilize CHWs in demand generation for routine immunization

* Train and utilize CHWs in other activities such as service delivery and
supply chain management in hard-to-reach communities

= CHWs should have access to reliable supervision

= Train and utilize HCWs on the reduction of missed opportunities for
vaccination

= Provide adequate, reliable remuneration for CHWs

» Keep accurate record of records of CHW demographic and
performance data.

REFERENCES
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“FARID”—- A unique, innovative model that ensure equity L) coregroup
of vaccination and other primary health care services for ' ~
population living in security compromised areas of Somalia.

Partners Project ‘ ;

Fathi Abdullahi’> Asha Osman?, Josephine Ihahi', Somane Mohamed’, Abubakar Salah’ BILL& MELINDA
Abukar Siraj’, Abdirashid Yussuf', Eunice Kilonzo!, Abdinur Ahmed! Asma Ali? (GATES foundation

'"The CORE Group Partners Project , ?Bill and Melinda Gates Foundation

Introduction Trained_health camps teams in target villages in the 10 districts
Somalia has faced decades of civil unrest, resulting in a provide integrated healthcare services, including screening and
prolonged humanitarian crisis, population displacement, and vaccinating of children under 5, provide antenatal and post-natal
a collapsed health system, particularly in the South-Central care consultations, nutrition screening, and essential medical
region. According to the 2020 Somali Demographic and packages. These services are provided by 30 teams, each team
Health Survey, over 60% of children didn’t receive a single comprising of a nurse, data clerk and a social mobilizer.

vaccine (zero-dose), with only 11% being fully immunized Results

(SHDS,2020).

Between April 2023 to June 2024, 4,321 health camps were
conducted across 826 FARID-eligible villages, identified and
immunized 40,619 under-5 ZDC with routine antigens, of whom
56 percent were females. The primary barrier to vaccination noted
by caregivers was the lack of nearby health facilities.

Out of the 81 districts in South and Central Somalia, more
than 1.5 million children live in 40 districts that are either
partially or entirely inaccessible. These children lack access to
basic health services due to insecurity, poor negotiations, and
funding gaps (Mendes et.al, 2024). The seven-year circulation
of the polio variant, coupled with recurrent outbreaks of EPI Doses Administered (April 2023 - R : )
measles, cholera, diphtheria, and whooping cough, August 2024)
necessitated innovative approaches to increase population

21409

Immunity in these security-compromised areas. 04913
The CORE Group Partners Project (CGPP), with funding from - [T :

the Bill and Melinda Gates Foundation, introduced the Far- a B

Reaching Integrated Delivery (FARID) project in 10 partially and oo I o =

entirely inaccessible districts in Jubaland, Somalia. FARID is a
uniqgue model of service delivery designed to reach children
often missed due to access and structural systemic barriers.

0 20000 40000 60000 80000 100000

Figure 4: EPI doses administered by antigen Figure 5: Health camp in action
at the health camps
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Figure 1 Map ShOWing CGPP'FARID pI’OjeCt SUppOI’ted diStI’iCtS in Somalia " 0W|:|IjI‘H cinsilt:ti(::nsawalNz(t)ri(t):’:)n conlet:t)i/ons ¥ Iereneral:Vnaedicine c:i:lltatioir:ame b Figure 7 ZCD Children identified at
. ) . : : : the health camps by age group
Figure 6: Graph showing primary healthcare services provided at the
Meth OdS health camps
FARID adopted a health camp model that was built around four Notably, over 36,000 of these children were from inaccessible areas
key approaches; an innovative GIS mapping to identify and of the supported districts. In addition, 65,182 maternal health
reach targeted children, robust community access negotiation consultations were provided: antenatal care (44,739), postnatal
process, a collaborative ecosystem approach to partnership and care (20,443) and referral (1,996), and 105,770 nutrition
providing accessible integrated primary health care. consultations; MAM (34,289), SAM (12,503) and referrals (1,359).
Access/Communit . . .
Conclusion
ooon Iiatosccess _ Bulda lmiyme it of e of The FARID health camp model has proven to be cost efficient and
briefon M09S O Congag oot g, \\ﬁ / . : :
paciagero  dsogse  SIEL pereacnes  proces scalable. Its success underscores the importance of innovative,
T 2 . adaptable approaches to healthcare delivery in fragile contexts.
Community engagement, access negotiation, and collaboration are
. critical to sustaining these gains and addressing health disparities.
Develop Ensure Ideljtify the Final Implementin Kick off of t/ \;\,,
ocgrr;i?)z[s()for coﬁﬁ’gzlcls,e;re Loezell:;\oga?;thii dseellcvue ryo& g partners health Hal;pyCommunity
pIogisticsf in r;l:;:st:nd proili%siteyfo hea:Ehf di;?;et::\:qeed camps 833 References
deployed village camps supplies
Figure 3: How health camps are conducted 1. The Somali Health & Demographic Survey 2020 - Somalia ... Available at:
https://www.nbs.gov.so/somali-health-demographic-survey-2020
Ensure health camp s 2. Persistent transmission of circulating vaccine-derived poliovirus - Somalia, January 2017—March
operationally sustainable 2024 (2024) Centers for Disease Control and Prevention. Available at:
Figure 2: FARID health camp SOPs https://www.cdc.gov/mmwr/volumes/73/wr/mm7325a2.htm (Accessed: 16 August 2024).
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The effects of zero-dose vaccination status in early childhood & level
of community socio-economic development on learning attainment in

pre-adolescence in India: A population-based cohort study

et du monde.

Mira Johri', Edmond Ng?, Alyssa Sharkey?, Delphine Bosson-Rieutort!, Georges Kone*, S.V. Subramanian®

Introduction

“Zero-dose” children (infants who fail to receive basic
vaccines, represented by non-receipt of the first dose of
diphtheria-tetanus-pertussis-containing (DTP1) vaccine) face
substantial adversity in early childhood and are at risk of
failure to thrive.

While the survival benefits of immunisation are well
established, empirical evidence on developmental outcomes
for zero-dose children is lacking.

Objective

To characterise the relationship between zero-dose
vaccination status in early childhood and learning attainment
In pre-adolescence, a critical child development milestone.

Methods

We analysed the 2019 India Human Development Survey
panel to study the performance of zero-dose versus

vaccinated children (identified at ages 12 to 59 months) in
Wave | on basic learning tests at ages 8 to 11 in Wave II.

The outcome was a sum of reading, writing and math scores
ranging from O (no knowledge) to 8.

To conceptualise the factors contributing to poor learning
attainment in mid-childhood and the possible role of zero-dose
vaccination status within these, we referred to the nurturing
care framework, a state-of-the-art life course model of human
flourishing from preconception to 20 years of age.

Community and household poverty, illiteracy, gender

Nutrition & infectious inequality, poor WaSH, food insecurity/ exposure to iliness &
m
dlseases (dlrect)

Mal tion and infec d'seases in

arly h Idho d y lead to sed

schooling  and mpaired g tive
v -

Stimulation an d learning opportunities
within the household / proactive child care
influencin g health & education .

Social exclusion
(indirect)

Governance, services &
infrastructure (indirect)

Accessi ibility and qualit y of basic amenities e g. health
services & schools.

Figure 1. Direct and indirect pathways linking child ZD status to learning attainment

We hypothesised that vulnerability would be highest for zero-
dose children living in contexts of grave deprivation; thus, the
analysis considered effect moderation due to the level of
community socioeconomic development. Communities were
classified into 3 categories: urban, rural more developed
village, rural less developed village.

We fit three linear regression models examining whether child
zero-dose status predicts learning attainment: a crude model,
a main effects model including all prespecified covariates, and
an effect modification model including all covariates and an
interaction between zero-dose status and community
development level.

We repeated analyses using linear fixed effects models
(to study within-community effects) and ordinal models
(to study alternative outcome formulations).

ZERO-DOSE LEARNING WEEK
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Results

The analytic sample included 3,781 children in 1,699 communities,
representing a population cohort of 18.2 million children.

Analyses revealed that zero-dose vaccination status was
associated with poor learning outcomes at ages 8 to 11 years
for some, but not all, children, and that risk was differentiated by
the level of community socioeconomic development.

Findings from linear regression, linear fixed effects, and ordinal
regression models confirmed that zero-dose children living in
contexts of very low socio-economic development are at
elevated risk of poor learning attainment in pre-adolescence.

Zero-Dose Child =0

Zero-Dose Child = 1

Predicted learning score

T T T T T
Urban More dev village Less dev village Urban More dev village Less dev village

Community type (3 categories)

Margin Coefficien 95% CI
t

1. Urban & ZD=0 5.37 5.21; 5.53]
1. Urban & ZD=1 5.42 4.97; 5.87]
2. More developed village & ZD=0 4.58 4.31; 4.84]
2. More developed village & ZD=1 4.31 3.88; 4.74]
3. Less developed village & ZD=0 4.23 4.01; 4.40]
3. Less developed village & ZD=1 3.48 3.09; 3.87]

Figure 2 and Table 1. Predictive margins from linear regression model of child zero-dose vaccination
status with 95% Cls, by community t¥]pe Model adjusted for household wealth quintile, size, and
social group, educatlon levels of mother and father and child age at testing.

Recommendations

There is an important opportunity for new policy initiatives that
unite the zero-dose strategy and the early childhood development
and learning agendas encapsulated in Sustainable Development
Goal 4.1: "By 2030, ensure that all girls and boys complete free,
equitable and quality primary and secondary education leading to
relevant and effective learning outcomes”.

A multisectoral intervention strategy focussing on zero-dose
children in high-needs geographies could contribute to
transformative change, enabling children from systematically
marginalised households and communities to survive, thrive and
realise their full potential.

Reference

Johri M, Ng E, S. W. , Sharkey A, Bosson-Rieutort D, Kone GK, Subramanian SV. Effects of zero-
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Small-area variation in child

under-vaccination in India de Montréal
M. Johri', S. Rajpal?, R. Kim3, SV Subramanian?

Introduction Finding #2: For all indicators, districts with a higher prevalence of
under-vaccination tended to be more inequitable. For ZD, No MR-
1, and Bl, these high-burden districts were concentrated in the

India has made exceptional advances in child immunisation in north-eastern states and in Uttar Pradesh.

recent decades, but subnational inequities in vaccination
coverage impede attainment of key programmatic goals.
Despite high aggregate immunisation coverage, India ranked
second in 2023 for the highest number of zero-dose (ZD)
children globally, and experienced recent vaccine-preventable
disease outbreaks, including measles and diphtheria.’

B o SD (%) - ZD

Objective

To provide the first national analysis of local variations in child
vaccination in India that considers a comprehensive set of
Indicators relevant to routine immunisation.

Methods

Indicators were constructed using data from India’s 2019-
2021 National Family Health Survey (NFHS-5).

« /ZD- all surviving children aged 12 to 23 months who failed
to receive any diphtheria-tetanus-pertussis (DTP) or
pentavalent vaccine doses.

« Basic Incomplete “Bl” - all surviving children 12 to 23

Maps of district-level prevalence and within-district small-area variations in the prevalence of zero-

months who failed to receive all 8 basic doses (one dose of dose (ZD) children and children with basic immunisation incomplete (Bl), NFHS-5
BCG, three doses of DTP or pentavalent vaccine, three Finding #3: The patterning of predicted cluster mean prevalences
doses of oral polio vaccine (OPV), and one dose of suggests persistent pockets of low immunity even in high-
measles-containing vaccine (MCV)). performing states and UTs. For all indicators of under-vaccination,
States and UTs with a higher prevalence of under-vaccination

* Insufficient measles vaccination - all surviving children 12 tended to have greater variability. For first year of life vaccines
o 23 monins o el o rocone any MV werotsggea (20,5, Mo M), 3 iibutons wer ey sked i
as "NO VIR-1%, and those 24 to 35 months who"falled to . Despite India's high aggregate vaccine coverage, this variation |
receive a second MCV dose were designated "No MR-2". (coexistence of pockets of high and low coverage) permits

We used four-level Bayesian random effects logistic subnational chains of infection and outbreaks to persist.

regression models to partition the total outcome variation over

. . . (A)ZD (B) Bl
state, district and cluster levels, and to produce precision- | . - —
weighted estimates of prevalence across clusters. District- 0 T a— | | | N R AR KAR e 'IH g
“gy - . . T . B s 6 R RN NG | | | 177 |l RN S : :
level prevalence and within-district variation using standard P 1 l B | 15 J;ﬁ” ! T 4 DTN
" g . & R st li.) v B ol |HUBBHAHANI Nlannn. s 4 *TzEka s
deviation measures were derived for each outcome. We :aéul!l‘-ll 1814 IE Bt P =111 SSLLITLITTTIIPoeattasneh
explored the patterning of under-vaccination outcomes at the = TR —— STTITITITT
small-area level. Sensitivity analyses assessed the robustness 294 igﬁ H I I BRI N i
of results to cluster size and child age. 5 5 : 5 g g
(C) No Measles-1 (D) No Measles-2
Results -] i
o | : P :::':x' - : n N‘.L‘;]»:x 8 :
The analysis included 87,622 children from all of India's 36 6 B T o o i 2o I TR s
C - . § »- T H s g : oo e mmman AL DGR ET LT PSSR B
states/ UTs and 707 districts, residing in 22,349 survey 1 Wiy “Lllmmall“li;lh TR i aeatastiLL I ITTITTETIR
clusters, and representing a population of approximately 46 5 ’ - o — 0 | o
million children between one and three years of age. LD H BRI H RN HERHL L HEH N
"8 5 %%k % $3% o g23%° : 2 : % £f §iCFrige TEEE
Finding #1: In India, the largest variations in coverage now
occur at the small-area (Cluster) level. Box Plots for predicted cluster mean prevalence of under-vaccination by States/ UTs, India, NFHS 2021
e, S7-5
Zero Dose 133
I 19.0 "
Conclusion
, - @@ k= _ _ _
e 201 In India, where aggregate vaccine coverage levels are high, our
findings support a fundamental strategic shift towards sub-district
A Er——— level strategies aimed at granular pockets of low immunity to
R s i inati i ioriti
Increase vaccination coverage, advance disease-control priorities,
I ;o and reduce inequities.
No MR-2 12.2
e 48
0 10 20 30 40 50 60 70 80 Refe re n Ce
s . 1. WHO/ UNICEF. 2023 WHO/UNICEF Estimates of National Immunization Coverage (WUENIC)

(Data as of 1 July 2024; Estimates as of 15 July 2024

Geographic variance partitioning (%) by clusters, districts and states for four
indicators of child under-vaccination, NFHS-5, India
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Leveraging Technology and Outreach Service Delivery

To ldentify and Reach Zero-Dose Children in Afghanistan
Shahi!, B & Hemat?, AH

..rll\\\\ AC aSUusS

Background: Afghanistan has historically struggled to identify ~ Findings: The following approach has resulted in several

and provide immunisation services for all communities. This is  encouraging initial impacts in outreach performance across three
generally due to limited data on the location of communities, harsh polio endemic provinces (i.e. Kandahar, Helmand and Uruzgan

terrain, and the limited quality of microplanning and oversight. combined) since the launch of the pilot and Q2 2024:
GAVI and the Ministry of Public Health investments in Afghanistan

have helped to create a strong foundation that drives and sustains
long-term improvements. These investments also help to identify
and reach underserved and zero-dose communities. This stronger
foundation includes utilising modern technology, data and

launching new performance management frameworks at national pilot Iaunlch to 14’_017 in Q2 2024. o -
and subnational levels. National EPI, Acasus and partners utilise * An 87% increase in the number of ‘outreach priority communities’

this approach to ensure equitable immunisation service delivery. (i.e those beyond 2km of the nearest health facility) visited each

The approach also ensures all communities to be identified and month, from 31% in the pilot launch to 58% in Q2 2024.
reached. « A 27% increase in children vaccinated with Penta 1 vaccines

during outreach sessions, from 18,438 in the pilot launch to
23,424 in Q2 2024.

 The approach has identified and reached over 30,000 zero-dose

« Consistent use of the new outreach monitoring tool by
vaccinators, resulting in the digital monitoring of over 14,000
individual outreach activities each quarter in the South.

 An 88% increase in outreach visits completed, from 7,442 in the

Method: This approach entails several interventions including

but not limited to: children, 24,000 underimmunised children, and 13,000 missed
« Leveraging the existing EPI supervision app (launched by GAVI, communities.
NEPI, and Acasus) to enable vaccinat-ors- FO submit ’fhe Iocati.on » This approach is being scaled nationally. It is expected to identify
and other performance data (e.g. availability of key inputs, kids and reach around 300,000 zero-dose children in one year.

vaccinated, zero-dose kids reached, etc.) during outreach visits.

* Using new geospatial dashboards and reports to identify missed saresdosssdumsoplnsiioodgbeinng | Slilineeis  §iinpmaseli o i rence in
communities. These also help to locate and understand the PilotTaunch Quarter (efiap) - (22024 (Hgktonap) | OMCSAhOIVAIRN  Gitreschpisrity | Tkinber STckikiea
; complete communities’ visite vaccinate
concentrations of zero-dose children identified in outreach visits.
Managers can then course correct vaccinator activities on a b,

-

monthly basis, and optimise the impact of outreach activities. :

N = 7,442 outreach sessions N = 14,017 outreach sessions
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18,438

/ 7,442 31%

-

 Using new geospatial analyses to inform new microplanning T F e k=
workshops. This will ensure that all communities are identified | | Potluncr oamm  Pleleno QN Plrlamer 2o
and have a clear plan in place, so that they can be reached. |

Source: NEPI and Acasus Outreach Tracking Data
*Outreach priority communities’ are those that are found beyond 2km+ of the nearest HF which provides EPI services
**Pilot launch in Kandahar is on April 2022, in Helmand on July 2022, and in Uruzgan on August 2022

 Launching new outreach performance review routines at
national and subnational levels, to identify and solve
performance challenges. This will drive improvements in the
reach and impact of outreach visits.

Recommendations: Key recommendations for reaching

zero-dose children and missed communities include, but are not
limited to:

Vaccinators use an app to submit the location, number of kids
vaccinated, and number of ZDCs reached in each outreach visit

Rl

 The zero-dose and missed communities' exact locations must be
identified in order to provide services. Estimating zero-dose
children at the district level does not always result in reaching
them.

* A monitoring and performance management mechanism must be
_{ In place to ensure the identified zero-dose and missed
o communities are reached.

« Utilise modern technology to inform the planning and
iImplementation of EPI activities. It is cost effective, accurate and
more impactful — especially in harsh terrains and climates.

......

 Reaching zero-dose and missed communities comes at a great
financial cost. This is due to their remote locations, a limited
availability of health facilities, and a lack of trained health workers
(especially females).

S e
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Geospatial mapping and targeted strategies
to reach hard-to-access communities in DRC

Dr Elisabeth Mukamba, Thomas Forissier, Arthur-Nils Dufayard,

Mohamed Taktak

Background: Since September 2022, the Democratic

Republic of Congo (DRC) has been experiencing an outbreak of
circulating vaccine-derived poliovirus type 1 (cVDPV 1).
Nearly 99% of the cases are concentrated in the southeastern
provinces of Haut-Lomami, Tanganyika, and Haut-Katanga.
Over 80% of these cases are in districts with rivers, lakes, or
remote communities or in insecurities, many systematically
missed by routine immunisation efforts.

To tackle these challenges, “Geo-spatial mapping and targeted
strategies to reach DRC's hard-to-reach communities” project
was launched in February 2024 aiming to stop cVDPV 1
transmission in targeted provinces by end of 2024.

Method:

1. Identify hard-to-reach communities:

Nurses were deployed to map hard-to-reach communities,
capturing specific data such as GPS coordinates via a digital tool.
This step included training, feedback loops, and validation with
other geospatial data sources to ensure accurate and exhaustive
mapping of hard-to-reach communities in the three provinces.

2. Reach via tailored vaccination strategies:

Vaccination strategies were tailored to each community type,
such as deploying NGO vaccinators in insecure areas and using
boats in riverine regions.

Last Mile category  Challenges overview Tailored strategies implemented

Islands ,{_1: e Special vaccination teams

Limited transportation
options and seasonal
disruptions including fishing
and tides.

e Additional boats to ensure mobility of

River / lakes "= teams across water bodies

Fishing camps -4 e Vaccinator tracking

Mines :\x

Fields éa

Long travel distances, remote e Special vaccination teams

locations, and limited

: Additional vehicles (i.e., motorbikes) to
infrastructure.

support vaccination efforts of RI teams

Displaced camps 4\ e Collaboration with local NGOs to

conduct vaccination activities

Significant safety challenges
for vaccination teams.

W s N Ty

Insecurity 8

Border regions 99 Population movements across ) e Synchronized activities at borders

borders. e Vaccination at access points

Human resources and logistics were allocated accordingly,
resulting in the recruitment of 140+ special vaccination teams
(i.,e., not routine immunisation teams). Each community was
assigned to one of these teams, achieving full vaccination
coverage for all assigned communities and children under
59 months.

3. Monitor vaccination sessions:

Geo-enabled applications and a centralised dashboard were
used to track and monitor vaccination activities, integrating data
on maps, coverage, and performance. Weekly performance
reviews facilitated improvements, and independent surveys
provided additional assurance, ensuring the achievement of
monthly vaccination targets.

ZERO-DOSE LEARNING WEEK
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Findings: After a pilot in Haut Lomami riverine communities, all
strategies are currently deployed in the three provinces. As of early

August 2024

« Communities mapped: 2,700+ communities mapped (15% of
total communities in the three provinces).

e Communities covered: 1,300+ communities reached at least
once.

* Children reached: 20k+ polio zero-dose children reached (30%
of total target).

 The project is expected to reach +95% of all ZD children and
fully vaccinate +75% of all children in scope by end of 2024.
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Other hard-to-reach areas
and transit points

A Insecure community
Displaced camp
Border community

A Mines

A Field communi ty

350+ communities 350+ communities

Hard-to-reach communities mapped and visualised

Recommendations: To effectively identify and reach zero-

dose children and missed hard-to-reach communities, the following
strategies are recommended:

« Combine field expertise with geospatial technology: Utilise
the on-the-ground knowledge of field teams alongside geospatial
data and tracking tools to ensure accurate and comprehensive
mapping. Continuous feedback will help maintain mapping quality.

 Safeguard routine immunisation efforts: Avoid disrupting
existing routine Immunisation coverage by cross-checking
mapped hard-to-reach areas against current outreach efforts. This
prevents duplication and ensures continuity.

 Embed sustainability Iin strategy design: Design special
intervention strategies with long-term sustainability in mind.
Ensure a smooth transition of these efforts into routine
Immunisation programs by integrating necessary resources, such

as equipment, transportation, and specific targets for hard-to-

reach areas.
The Vaccine Alliance !
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A political economy analysis of the routine immunization

landscape in Ethiopia: a qualitative study

1 1 1 1 1
2 2 3 3

1 BACKGROUND

RATIONALE Despite national commitments to prioritize
immunization uptake among zero-dose (ZD) and under-immunized
(Ul) populations in Ethiopia, the structural and institutional factors
that shape the delivery of childhood vaccination services are
poorly understood.

AIM We examined the political and economic landscape of routine
Immunization in Ethiopia.

2 METHODS

PARTICIPANTS We conducted key informant interviews (KlIs) with
relevant government and external stakeholders at different levels.

SAMPLING We used purposive and snowball sampling to select
potential participants.

DATA MANAGEMENT AND ANALYSIS Interviews were voice
recorded, transcribed, and translated. Data were coded using
MAXQDA 2020 software. We conducted a deductive thematic
content analysis of transcripts and field notes. We focused on
Immunization policy content/process and context. We also
explored the role of actors and their engagement in immunization
policy and strategy development, implementation, and service
evaluation.

STUDY PARTICIPANTS AND GEOGRAPHICAL COVERAGE We
conducted 52 Klls with actors at national level and within Amhara,
Oromia, and Somali regions. This included 7 national, 15 regional,
11 zonal, and 19 district, and community level informants.

THE SYSTEM IN BRIEF

* Ethiopia's federal system allocates budget as a block grant to
regional states.

* Regional governments distribute grants to sectoral, zonal,
and district-level governments.

* Regional Health Bureaus receive funding via:
a. Regional budget for operational expenses

b. Earmarked funds from external sources via the Ministry of
Health (MOH) and the Sustainable Development Goals
pooled fund

* Districts have full authority/mandate to decide how much
budget to allocate to immunization services.

THE POLITICS OF POLICY MAKING: HOW BEST TO REACH
UNDER IMMUNIZED COMMUNITIES?

* Most participants acknowledged that the MOH formulates
policy in discussion with different actors, but subnational
staff perceived policy and decision-making as ‘top-down’.

* The MOH develops immunization policies, allocating
resources to regional governments/district authorities who
are responsible for implementation.

* Most participants felt that despite prioritizing ZD and U,
national immunization policies lacked context-based
approaches to achieve these goals.

1
3

' Armauer Hansen Research Institute 2Save the Children Fund 3London School of Hygiene & Tropical Medicine
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SCHOOL of
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* Theyreported three main considerations to which policies
should be adapted:

a. Political instability and conflict
b. Population mobility-especially amongst pastoralists
c. Geographicalisolation and inaccessibility

“In our woreda, there are remote areas where communities
frequently travel in search of water and food for their
livelihoods. When they migrate, health extension workers do
not move with them, leading to vaccine defaulting...policy
should account for such factors."

(District-level health actor)

* There was also a clear unmet demand to shape policy and
planning for hard-to reach populations using better quality
and updated census population figures.

“the biggest problem is that the population has not been
counted...this will also have an impact on future supply. It

impacts the resource allocated [to us]...because everything [is
allocated] based on population.”

(Zonal-level health actor)

HOW BEST TO OPERATIONALIZE POLICIES?
* Regardless of the quality and contextualization of existing
policy, their implementation was often hampered by
Inadequate resources.

* This may be especially impactful where additional resources
for supplies, logistics, and training are needed to address
specific challenges.

* Despite a comprehensive immunization strategy, a tailored
strategy for special populations with high ZD/UI, such as IDPs,
pastoralists, and conflict-affected people, is needed.

WORKING TOGETHER OR APART?
* Despite a significant level of external funding, the MOH
retained most coordination and decision-making.

* Despite earmarked budget allocation for immunisation at the
national level, funds are not earmarked at the zonal/district
levels.

* Most participants felt there was strong coordination among
stakeholders, including government bodies and non-
government actors; however, coordination at zonal/district
levels could be improved.

* Some suggested that despite there being alignment of donor
priorities with national ones, support could be better directed
If donors could improve coordination and alignment of their
plans among themselves.

4 RECOMMENDATIONS

* Strengthening advocacy for resource mobilization and
context-specific immunization strategies is necessary.

* Budget allocation should be based on contextualized policy
Informed by improved estimates of populations in need; all
administration levels should have dedicated funds for
Immunisation.

* Coordination amongst donors, and at sub-national
administration levels, should improve.

This study was funded by a grant from GSK to the Save the Children Fund
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Strategies to reach zero-dose children in crisis-affected
states in Sudan: A qualitative study

Sabahelzain M'2, Aimaleeh A2, Abdelmagid N3, Abdalla O%, Nor B>, Mounier-Jack S3, Singh N3

Background

In Sudan, only three-quarters of children have received their
first dose of DTP-containing vaccine, and in conflict-affected
areas, up to 48% of children are reportedly zero-dose.

The study aimed to map current vaccine delivery practices to
reach zero-dose and under-vaccinated children in crisis-
affected communities in Sudan.

Methods

Participants: In-depth interviews with 20 governmental EPI
officers, UN agencies and NGOs professionals involved in
vaccination at the federal, state and locality levels.

Study areas: 3 conflict-affected states: South Kordofan, South
Darfur and the Blue Nile.

Data collection and analysis: Data was collected before the
conflict escalation in April 2023. Interviews and analysis were
guided by Gavi's IRMMA framework (ldentify-Reach-Monitor-
Measure-Advocate)

Findings
The findings are summarized in Figure 1.
Identify:

= Zero-dose children were concentrated in three populations:
opposition-controlled areas, rural populations and nomadic
communities.

= Zero-dose children are identified through:

o In easily accessible areas: routine vaccination and
surveillance reports

o In inaccessible areas: collaboration with trusted
NGOs and focal persons.

Reach:

= Zero-dose children are reached through ad-hoc co-
delivery of vaccination campaigns with other health
commodities such as COVID-19 vaccination and mosquito
net distribution.

= Challenges to reaching zero-dose children:
o immunization programmatic issues including funding

o caregiver avoidance,
o context-specific constraints (e.g. insecurity)

Measure and Monitor:

There are no specific strategies to measure and monitor
vaccination amongst zero-dose and under-immunized children
In crisis-affected settings.

Advocacy:

Advocacy is conflated with community mobilization and
broadly characterized as ad-hoc activities connected to
Immunization campaigns only.
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Figure 1: Existing vaccination strategies and best practices for zero dose & under-immunized
children in crisis settings in Sudan

Who and where are Zero dose
and under-immunized children:

3/ In advance notification and
proper coordination with community
leaders

~ Children in opposition areas,
nomadic communities, and remote __ =
rural areas Accessible areas:
e ~ 1/Routine vaccination coverage.
under-immunized children dose and under-immunized
| © | g, Inaccessible areas:
- Collaboration with trusted NGOs and
, focal persons
Best Practice: -
Training of local volunteers
Accessible areas:

~ 1/Fixed sites
%2 2f Outreach
25 3/Mobile teams
Qc ___ Approaches to reach zero-dose -
g i and under-immunized children Inaccessible areas:
NGS 1/ Collaboration with trusted NGOs
Bg'g and focal persons
"J,E ©n Best Practice: 2/Ad-hoc integration and co-delivery
.%UE chinorarodoseand 1/ Internal coordination with other :::‘a':c ;:'eﬂs::ith Sirer heaith
33 4 Rea‘-',.'-’-'ﬂjle-’? OSe. and ' departments inside the Ministry of Sttt
oNEC under-immunized children Health
by § E 2/ Collaboartion with other
cEwn ~ ministries such as animal resources,
o E security..etc.
"7
= 0
82

Gaps:
Monitoring & measuring | 1/No specific population analysis and
zero-dos e and under- | guidance for zero dose children

2/Poor quality of data about zero-
dose and under-immunized children
in crisis settings

immunized children

Advocacy is conflated with
mobilization and broadly

= characterized as ad-hoc activities
connected to immunization
campaigns only.

| Advocacy for zero-dose and
under-immunized children

Recommendations

Quick fixes/short term

v Improve data collection and analysis to identify zero-dose
children crisis-affected areas.

v" Utilize existing cultural and social events at the community level
to enhance catch-up campaigns and mobile services.

v'Enhance coordination among relevant stakeholders at the
national and local levels

Medium- to long-term

v’ Develop and implement tailored and specific-population
Immunisation strategies.

v Expand integration and co-delivery of health services, using the
COVID-19 vaccination and mosquito net distribution
experiences.

v Promote the ownership and sustain the participation of trusted
NGOs and community members in immunization efforts.

v More research is needed to assess the effectiveness of localized
vaccination strategies in reaching zero-dose children in crisis-
affected areas.
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A Gender-responsive, Peer-to-Peer Strategy to
ldentify, Engage, and Immunize Under-Immunized = o
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INFECTIOUS
DISEASES

and Zero-dose Children for Measles and Other

Immunizable Childhood Diseases in Uganda

Flavia Vivian Najjuma?’, Adelline Twimukye', Brian Boneventure Kawere', Dickson Akankwatsa’, S
Morris Aheebwa’, Michael Baganizi?, Ritah Atugonza2, Judith Nanyondo S, MINISTRY OF HEALTH

Dathan Byonanebye M?, Francis Kakooza®

1. Infectious Diseases Institute, Makerere University, Global Health security, Life Course Vaccination (2YL) Project

2. Uganda National Expanded Programme, Ministry of Health, Kampala Uganda

ABSTRACT

Background:

* |In Uganda, approximately 1.1 million children under five are
under-vaccinated, with about 185,000 of these children never
having received any vaccines (zero-dose children).

 We determined the feasibility of using a gender-responsive,
peer-to-peer (P2P) strategy to identify and link under-
vaccinated children to vaccination centers in Uganda.

Methods:

 |In September 2022, a rapid community assessment was
conducted in 18 Ugandan districts (eight with poor
vaccination rates) to inform strategies for enhancing
vaccination uptake.

 Based on findings, a gender-responsive P2P strategy was
implemented from April to August 2024 in six districts in West
Nile and Masaka regions, including hard-to-reach rural areas.

 Male and female caregivers and village health teams were
identified and trained as peer educators within the six lowest-
performing sub-counties. The training covered childhood
vaccination knowledge, addressing gender-related barriers,
engaging with vaccine-hesitant peers, and identifying,
recording, referring, and following up with under-vaccinated
children.

 Trained peers engaged other caregivers In vaccine
conversations using motivational interviewing. Changes In
children’s vaccination status were examined after caregiver
exposure to trained peer educators. Descriptive analysis was
performed using Stata version 14.0.

Results:

 Preliminary assessment findings highlight gender-related
barriers, including limited male participation and challenges
during farming seasons when female caregivers were
preoccupied. Gender-based violence further impeded
vaccination efforts.

* Out of 300 identified peer educators, 279 (101 males) were
trained. Strategies such as health education, community
outreaches, targeting male peers in context-specific
community gathering points, and using referral vouchers
enhanced vaccination.

ZERO-DOSE LEARNING WEEK
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Over the past three months, 16724 caregivers were
engaged; 16,342 children under five were identified, with
12,451(76%) under-vaccinated and 210 (1.7%) zero-dose
children. All under-vaccinated children were referred to
vaccination services, and 5849 of 9380 (62%) children
missing MRZ2 were vaccinated. All zero-dose children
identified received DPT1 and MR1.

Challenges and Lessons Learned.:

The P2P strategy improved peer educators’ vaccination
knowledge from 41% to 75%.

Endline assessment will examine peer educators’ awareness
of gender-related barriers and capacity to engage vaccine-
hesitant peers and refer zero-dose children.

This approach leverages trusted relationships to address
gender-related barriers and may improve vaccination social
norms.

Challenges to P2P approach included lack of translated peer
educators’ toolkits, inaccessibility of hard-to-reach
communities and tailoring training content for lower health
literacy.

Conclusion:

Preliminary results suggest that the P2P strategy improves
immunization uptake, identifies zero-dose children, and
Increases caregivers' vaccination knowledge.

Enhance male participation through targeted outreach
programs and organize vaccination campaigns at community
gathering points.

Address gender-based barriers through community
interventions, refresher training for peer educators,
strengthening community engagement, and monitoring and
evaluating Iimplementation to support scaling up and
sustaining the P2P strategy.

Keywords:

Peer-to-peer strategy, hard-to-reach, gender-related barriers,
Immunization, zero-dose children, vaccination, Uganda

This project has been funded by the US CDC.
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Closing equity gaps in immunization and primary care systems @
in Africa: Expanding vaccine zero dose by introducing the concept JOHNS HOPKINS

and indicator of ‘multi-zero dose’ "

Brooke Amara Farrenkopf!, Bryan Patenaude’, Saifuddin Ahmed?, William Moss', Chizoba Wonodi’ IVAC

International Vaccine
Access Center

Background: The commitment to reach 14 million zero dose (ZD) At the state/regional level, maps of ZD and MZD status have similar
children is largely motivated by the assumption that ZD children patterns, showing that areas with high ZD status have high MZD
are in households that health systems consistently miss. * We status (Fig. 1). Exceptions include areas in West Africa and Southern

need to better understand when, where, and why some ZD . . .
children are unreached by — or ‘zero dose’ for —}(l)ther services so Africa, where there is medium ZD status but very low MZD status.

we can design solutions that reach the most vulnerable and Figure 1a. Regional Zero Dose status in 31 Figure 1b. Regional Multi-Zero Dose status in 30
. . . . African countries African countries
strengthen both immunization and primary care systems. .

Objective: This work tests the concept of ‘multi-zero dose’ (MZD)
status, or households that have not received several primary
services in maternal and child health care to guide ZD activities.

Methods:

- Data: Demographic and Health Surveys in African countries
between 2014-2023; Uppsala Conflict Data Program

« Qutcomes: Children 12-35 months without DTP1 were

H Highest (>30%)

H Very high (20%-<30%)
B High (10%-<20%)

@ Medium (2%-<10%)
O Low (0.1%-<2%)

I None (0%)

considered ZD; we developed the MZD indicator. At the community level, communities with high ZD prevalence and
_ _ _ MZD prevalence are highly correlated (rho=0.71). While correlated,
* Indicator development: Theory-driven approach with the community ZD level does not signal MZD level 29% of the time.
Continuum of Care framework to develop an MZD indicator that
maximized performance in identifying at-risk communities>® Most MZD children (88.6%) are in communities with ZD prevalence
- Statistical analyses: Descriptive and geospatial analyses and above 30% (Table 2). oo e e
weighted correlation tests to describe the populations of ZD » Programmatic importance: of of MZD in of MZD
and MZD children Routine data on ZD status ST R R
- . . ‘ . , (DTP1) can be used by 6.3 1.4 0.8
_I=|n|d(|jngsf: We mtr_oduc? aq_tlnc(l;c?tor for mtjltlizlero dosg_l_’g;at . managers to understand the 13.1 3.6 4.6
INCluaes 1our services: 1aclil elivery, postnatal care, , dln i it | High (20%-<30%) 9.0 6.8 6.0
Vitamin A supplementation. K/Iother-cyhilrc)j pairs who have not extent of MZD in communities 28.2 31.7 88.6
received any of the four services are considered MZD. At the household level, most ZD and MZD households are in rural
- : areas (78.2% and 86.5%, respectively), have mothers without primary
(Z? education (63.6% and 77.9%), and are disproportionately concentrated
In the poorest wealth quintile (34.7% and 41.6%), all higher than in the
Facility delivery DTP1 vaccination non-ZD population (Flg 2)

» Programmatic importance: Most ZD and MZD mothers may be
| | unable to read vaccination and health messages
° 1 N 5 Ch"d ren (206%) are zero dose Figure 2. Prevalence of sociodemographic factors among ZD, MZD, and the full populations

Rural living Maternal education Poorest wealth quintile

Across 30 African countries in our analysis:

* 1in 10 (10.0%) mother-child dyads are multi-zero dose

What can ZD and MZD status tell us about health systems? . P g e
- = . Totalpopulation _ Totalpopulation _
Half (49.8%) of zero dose children are multi-zero dose, - I
showing that half of ZD children have some connection with the
system. This is driven largely by a few countries:
* In 5 countries, over half of ZD children are MZD, representing Children in conflict areas are nearly Fleure . Level of Subnational Conflict in 31 African Countries
countries where most ZD children are disconnected with the 3.5 times as likely to be MZD and 2 T e S yess meceang momenrecent s ooy 10
health system (orange in Table 1) times as likely to be ZD than in areas = v s e

W Medium (10-<100 deaths)
O Low (<10 deaths)

* In 10 countries, less than 1 in 10 ZD children are MZD, showing \(’\E;{gog; gi),gﬂla% @ﬁﬁagrggtggf'%?gﬁogg'd

that over 90% of ZD children have some connection with the and MZD status (Fig. 1). One third of
health system (purple in Table 1) children in the analysis live in areas

> Pro%rammatic importance in understanding where ZD status with recent contflict.
Is a health system issue vs. an immunization system issue » Programmatic importance in

Table 1. National estimates and level of ZD and MZD status in 31 African countries reaChmg MZD children in fraglle

_ Multi-zero dose (MZD) status | ZD children that are MZD settings

children 12-35 months (% among mother-child pairs %
20.6 10.0 49.8 e
33.0 20.6 65.9 Recommendations:
43.5 28.1 65.2
7 2 0. » Use routine data to identify vulnerable communities: Managers
23.0 1.8 54.2 can use routine data to identify communities with DTP1 coverage
Guinea | 37.2 15.1 41.2 0 -
43 13 27.6 below 70% to reach most MZD children.
17.7 6.3 37.1
120 2 2.0 * Integrate services: In settings where the majority of ZD children are
Mali 18.4 5.3 30.2 MZD, integrated interventions to reach ZD children must also
— — — connect them with primary care services, so the ZD efforts
5.3 1.1 25.2 strengthen not only immunization systems but also primary care
9.7 2.2 23.5
3.8 0.6 20.0 systems.
Ghana 3.7 0.6 18.5
- - =  Focus on conflict-affected areas: ZD children are very likely to be
27 0.4 14.2 MZD in conflict areas.
30.2 3.2 10.5
or o 00 + Collaborate with non-health sectors: Maternal education
[Matawi 3.0 0.3 9.2 continues to be a driver for ZD and MZD status; action is needed
[Gambia 2.3 0.2 8.1 : : : -
Gabon 19.2 1.2 7.0 now to improve education of girls to protect their health and the
68 D5 o health of their future children.
6.3 0.2 2.9
Rwanda 101.54 8_5 ﬁ,ﬁ References: 1. WUENIC, 2024, 2. Wendt et al., 2022. Vaccines. 3. Hogan and Gupta, 2023. Vaccines. 4.

13.4 n/a n/a WHO /A2030, 2020. 5. Tinker et al., 2005. The Lancet. 6. Gebremedhin et al., 2023. PLoS One.

Data on Vitamin A is not available for Mauritania, so it is not included in MZD analyses.
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ldentifying Zero-Dose Children: Are SN University
more efficient FLW records the answer?

% oManitoba

Thacker D1, Choudhary K, Prakash R?, Anthony J?

1. India Health Action Trust, India
2. University of Manitoba, Winnipeg, Canada

Background Findings

India's immunization coverage has increased significantly over the ZD prevalence was estimated at 5.3% (Fig.2). ZD children were
past two decades, and the proportion of Zero-Dose (ZD) children has identified in 63 of the 100 blocks, with 78% of the 465 ASHA areas
also declined. During the same time period, antenatal service having no zero-dose children.

coverage and institutional delivery have also improved significantly 70.5% of mothers of ZD children had received antenatal check-ups,

SJFtltz.:I):;radesh (UP) is India's most populous state, with a population 62% of the ZD children were born at health facilities, and 41 % of
POPUIOY ’ PopU the ZD children had received some vaccines. Around 87% of ZD

of ~238 million'. The annual infant cohort of UP is estimated at ~5.7 » . . .
million, which is over a fifth of the country’s annual infant cohort. The families had been In contact with the health system to receive at
immunization services in the state are provided through a network of least one of the three services described above.

over 37,000 ANMs (vaccinators) with support from ~1,70,000 ASHA

workers (Community Health Workers) and a similar number of

Anganwadi workers acting as mobilizers at over 2.7 millon RI Fig_2 Immunization Fig_3 Prevalence of ZD children by
sessions. Over 90% of these are outreach sessions delivering Coverage background characteristics
integrated Family Planning, ANC, Immunization, Child Health &
Nutrition services and counselling.

Hindu I 4.5

Religion*

Non-Hindu I, 0.6
SC/ST I 5.2

Fig. 1 Key MNCH Indicators across DHS Surveys § - s
Uttar Pradesh India General NN 5.8
95 94
84 89 o, Joint N 4.8
76 > 77 - é,.é
67 68 70 =5 Nuclear NN - .S
62 =
51 e lliterate GG ©.0
44 44 £ 8
b 39 §§ Literate N 3. 1
e 16 2 1St I 3.2
9 = 7 3 2nd I /.9
NFHS-3 NFHS-4 NFHS-5 NFHS.3 NFHS4 NFHS.S _2
(2005-06) (2015-16) (2019-21) (2005-66) (2015_1-6) (2019_?:1) = All Basic Vaccine % 3rd I 5.6
=Any ANG, =institutional delivery: “=All basic vaccination <Zero dose ~Any ANC -Institutional delivery -All basic vaccination -Zero dose 4+ I, © .2
Partially Immunized
®) = I .4
® Zero Dose Children =t P >
gg Middle NG 5.3
& il KK
Objective
The objecti f thi tist timate th I f ZD T

e objective of this assessment is to estimate the prevalence o . . )

_ ) _ _ _ .p _ Pregnancy Registration/Any ANC 70.5 39
children, understand their socio-demographic profile, and explore if T : Yy
ZD children can be identified using service delivery dat ilabl Institutional Delivery 01.6 4

| | ifi | | \Y vai : AN

h frontl kers (FLWs) using y dala avallable Any other vaccine 44 .3 4
with frontline workers S). .

Any of the three services 86.9 147
Methods Recommendation
RAS was conducted between July and November 2021 across 100 ~ Over 70%? of ANC services and over 90% of immunization
blocks of Uttar Pradesh to understand immunization coverage and services in rural UP are delivered at outreach sites, so the ASHAs

and ANMs have the service delivery data in their paper-based and
digital records. Additionally, since ASHAs accompany most women
to the facilities for deliveries, they have information about births

gaps. 10591 mothers/caregivers of 0-15 month-old children across
479 ASHA Areas (Primary Sampling Unit) participated in the survey

(Response Rate: 90.5 %).. within the 200-250 households they cater to.

Multistage stratified sampling was used to select the ASHA area, and However, the present findings suggest that further optimization of
all children aged 0-15 months in the area were eligible to participate the records/data systems to enable easy identification of ZD and
in the survey. The ZD prevalence was estimated among 2528 children under-vaccinated (UV) children by longitudinal tracking of pregnant
aged 12-15 months. women through their ANC period and delivery, as well as tracking
MNCH service contact amongst ZD children was estimated for ANC of children after birth, is neede'd. 3

services, institutional delivery and any vaccine administered to the Investments In building FLWs' capacities to use the data already
child. available to them could also significantly improve the identification

of ZD and UV children.

The Uttar Pradesh Technical Support Unit (UP TSU) was formed in 2013 to provide techno-managerial support to the Government of Uttar Pradesh (GoUP) pursuant to the Memorandum of Cooperation between the
GoUP and the Bill & Melinda Gates Foundation. The University of Manitoba (UoM) leads the program and has partnered with IHAT to support the government in strengthening its Reproductive, Maternal, Newborn
and Child Health (RMNCH) and Nutrition programs.

Population projections for India and States, 2011-2036, Report of the technical group on populations (July 2020), National Commission on Population, Ministry of Health and Family Welfare, New Delhi.
https.//main.mohfw.gov.in/sites/default/files/Population%20Projection%20Report%202011-2036%20-%20upload_compressed_0.pdf on 05.11.2020

2 India Health Action Trust (2022), Strengthening Antenatal Care through Community Interventions, https://www.ihat.in/wp-content/uploads/2022/04/Strengthening-ANC-through-Community-Interventions-in-Uttar-
Pradesh.pdf on 14.08.2024.
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2. University of Manitoba, Winnipeg, Canada

Background

One of the major challenges to reducing the burden of zero-dose
children has been identifying these children who are not reached by
the immunization program, which is considered a program with the
largest reach. Over the past few years, with advancing technology,
many interventions have been targeted at estimating the
denominators and identifying these children, including but not limited
to geospatial analysis and electronic immunization registries.

It is also well-established that these Zero Dose (ZD) children belong
to communities often facing multiple deprivations and vulnerabilities,
including lack of services, socio-economic inequities, and often
gender-related barriers’.

Most efforts have limited this identification to socio-demographic-
geographic profiling of ZD children, which, although quite insightful,
has limited practical utility in identifying actual children in the field.

However, the coverage of primary healthcare services — especially
MNCH services has improved across LMICs over the past two
decades?, with countries striving to achieve universal health
coverage.

Objective

The objective of the study was to explore service contact for MNCH
services amongst ZD children and their mothers.

Methods

The analysis was conducted for eight of the ten countries with a
high ZD burden (India, Nigeria, Indonesia, Ethiopia, Philippines,
Pakistan, Angola, Myanmar) using the most recent Demographic
and Health Surveys data from 2015 to 2022 to estimate ZD
prevalence and MNCH service contact.

Service contact among ZD families was analyzed for four MNCH
services (Antenatal care visits, Institutional delivery, Vaccination,
Vitamin-A within the last six months).

Findings

Over 92% of ZD children/their mothers in India, Indonesia, and
Pakistan received at least one of the four MNCH services.

Service contact amongst ZD children/their mothers for the same
four services stood at 89.5% in the Philippines, 86.1% in Myanmar,
73.2% in Nigeria, 67.1% in Angola, and 64.2% in Ethiopia. Service
contact for postnatal care visits, birth registration & availability of
vaccination cards added smaller incremental gains to the “Any
Service Contact”.

Recommendation

Designing integrated digital systems to track service delivery
information across the MNCH continuum of care could identify a
significant proportion of ZD children across high-burden countries.

While this evaluation limited its scope to four MNCH services,
countries could potentially evaluate service contact among ZD
families for non-MNCH services like malaria, HIV, etc., and develop
contextual strategies.
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Fig.1 Immunization Coverage

10.9 13.2 13.0 13.5

224

34.4 23.6

India Indonesia Mayanmar Nigeria Ethopia Philippines Pakistan Angola
(N=43247) (N=6143) (N=3399) (N=1028) (N=1442) (N=1975) (N=2595) (N=849)

= All basic vaccination®* = Partially Immunized Zero dose

Fig. 2 MNCH Service Contact Among Zero Dose
Families

m Service contact No service contact

34.4

9.2 29.6

22.4

India Indonesia Myanmar  Nigeria Ethiopia Philippines Pakistan Angola

Indonesia Myanmar | Nigeria Ethiopia Philippines ’ Pakistan m

370 112

768

2113 230 187 266

Indicators

Institutional delivery 80.5 63.0 31.8 14.4 19.2 61.5 45.6 21.4

78.9 84.9 74.4 47.8 43.1 69.1 58.7 48.8

itamin-A in last 6

e 51.3 52.5 17.0 244 229 59.3 60.9

Received any vaccine [y 37.3 39.9 43.8 14.4 14.2 123 35.7

Any contact (all of the
above)

94 .4 92.1 86.1 73.2 64.2 89.5 93.7 67.1

*All basic vaccination-BCG, MCV/Measles/MMR/MR, and three doses each of DPT/Penta and
polio vaccine (excluding polio vaccine given at birth)
**data for “Vitamin-A in last 6 months” not available

1GAVI (2024) Zero-dose children and missed communities. Available at: https://www.gavi.org/our-

alliance/strategy/phase-5-2021-2025/equity-goal/zero-dose-children-missed-communities

(Accessed: 13 August 2024).

°Hasan, M.M., Magalhaes, R.J.S., Ahmed, S., Ahmed, S., Biswas, T., Fatima, Y., Islam, M.S.,

Hossain, M.S. and Mamun, A.A., 2020. Meeting the global target in reproductive, maternal,
newborn, and child health care services in low-and middle-income countries. Global Health:
Science and Practice, 8(4), pp.654-665.
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and never-immunized children under two years of age in Kashmore and
Sujawal districts of Sindh, Pakistan: an analysis of household survey data

nteractive Research & Development

Estimating prevalence and identifying predictors of zero-dose pentavalent @ IRD

Manaksha Memon', Sundus Iftikhar!, Muhammad Siddique’, Vijay Kumar Dharma?, Ahsan Ahmad3,
Nauman Safdar?, Mubarak Taighoon Shah?, Hamidreza Setayesh#, Danya Arif Siddigi¢®", Subhash Chandir.%6"

" Background

Globally 1.5 million people die = Of the 2,091 children surveyed, 23.8% (497) were zero-dose
14.3 million children are e;,-ach vear from vaccine- penta, and 28.1% (587) were never-immunized, amounting
zero-dose . to a community-based prevalence of 51.9% (1,084/2,091)

preventable diseases

""""""""""""""""""""""""""""""""""""""""""""""""" = Qver 70% (795/1,084) of these children came from

Pakistan households not visited by vaccinators, and 56% (606/1,084)
0.4 million children are ¢ Ninth-largest number of were from households not visited by lady health workers
zero-dose - zero-dose children (LHWS)

= Absence of antenatal care (ANC) significantly increased the
risk of children being classified as zero-dose penta
(RRR=1.68; 95% CI: 1.04-2.72; p<0.035) and never-
immunized (RRR=2.07; 95% CI: 1.25-3.45; p<0.005)

Lack of precise data to accurately assess the extent of zero-
dose penta and never-immunized children

8 Figures and Maps

3] Objective

Figure 1: Distance from EPI Centers to zero-dose vs. non-zero-dose children

To assess the community-based prevalence of zero-dose | |
penta and never-immunized children aged 12-23 months in " | |
two low-coverage districts of Sindh Province and identify | |
associated socioeconomic characteristics and risk factors * moge |

‘ ;e 0 o Tero-dose
i e, S Sy o Non Zero-dose
Distance fram EFPI to Child

—— Iero-dose
Non Iero-dose

| - Pupul;ﬂion | —— Lero-dose
| Methodology |
B4 44. o tuay oltes B > 3,500 | 1,501 - 2,500
\ District Boundary | * P = 2 501 - 3.500
Districts Kashmore (50%) & Sujawal (48%) were selected as Asen g s Dt Boundary
they had the lowest Pentavalent coverage at the time of study |

Zero-dose children in both districts are located further from EPI centers compared to non-
zero-dose children

& Conclusion

District Kashmore

District Sujawal - | - = 1 out of 4 children were found to be zero-dose penta and 3
- | out of 10 were never-immunized in high-risk districts

= Zero-dose children were mainly located in households not

arr visited by vaccinators or LHWSs, highlighting the need for
enhanced targeted outreach
45K = Lack of antenatal care is associated with a 68% increased risk
of children being unvaccinated
Conducted a cross-sectional, door-to-door household survey ry R dati
in selected districts from August 10 to December 19, 2022. P rRecommendations
Using a three-stage cluster sampling technique, we selected | | _ o
6,395 households = High prevalence of unvaccinated children is linked to a lack
of healthcare worker visits and the absence of antenatal care
Bl 4c: Inclusion Criteria = Strengthening antenatal care programs and improving

healthcare worker outreach are critical to increasing

Caregivers of children aged 12-23 months who lived in the childhood immunization rates

sampled houses for six months or more were eligible for
inclusion in this study
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tJIRD

Leveraging Geo-technology to cover zero-dose
children through a provincial electronic iImmunization

nteractive Research & Development

registry in slum areas of Karachi, Pakistan

Muhammad Siddique’!, Waqar Fatima', Manaksha Memon?, Sundus Iftikhar!, Fatima Miraj’,
Vijay Kumar Dharma?, Mubarak Taighoon Shah?, Danya Arif Siddiqi¢3", Subhash Chandir!24"

1 Background

Pakistan ranks fourth globally in contributing to 14.3
- million zero-dose children

Geospatial technologies are crucial to effectively
identify and reach children missing out on vaccines
- + Accurate geospatially disaggregated estimates of zero-
7 dose children are required at a granular level

2, Objective

2 To deploy advanced geospatial techniques to identify and
locate zero-dose children in Karachi's slums using the
Government’'s Sindh Electronic Immunization Registry
(SEIR; aka ZM-EIR)

2 Individual child, geo-coded immunization records were
extracted from the SEIR (2017-2024)

1 Conducted geospatial analysis to identify the prevalence,
location, and coverage of zero-dose children

2 Examined the accessibility of health facilities to children in
slum and non-slum areas

4 Findings

2 Prevalence of Zero-Dose Children

= 9.6% (186,224/1,947,661) of children were identified as
zero-dose

2 Coverage of Zero-Dose Children

= 51.6% (3,477/6,732) of zero-dose children in slum areas
were uncovered

= 46.2% (32,779/70,944) of zero-dose children in non-slum
areas were uncovered

Health Facility Accessibility

= Non-slum areas had a closer median distance of 0.12 km
(IQR: 0.39 km) to health facilities, compared to 0.27 km
(IQR: 0.52 km) in slum areas

Zero-dose Clusters

= Slum areas showed a higher proportion of zero-dose
clusters at 25.8% (46/182) whereas the proportion of zero-
dose clusters in non-slum areas was 20.1% (187/932)

ZERO-DOSE LEARNING WEEK
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= Slum areas had 19 zero-dose children per cluster, while
non-slum areas had an average of 35 zero-dose children

Figure 1: Zero-dose and Non zero-dose children cluster map
== || District Boundary
J I'l Population per 5q.Km
" <=0

1 - 5000

5001 - 20000

20001 - 30000
11 30001 - 50000
I 50001 - 70000
I 70001 - 90000
B 90001 - 120000
B > 120000

# of Children in each Cluster
Bl 1-5

6 - 10

11-15

16 - 20

21-25

26 - 30
5 .T;Eluh - }3[]

. Spatial Distance Analysis

= Uncovered zero-dose children had a closer median distance
of 0.30 km (IQR: 0.36 km) to health facilities, compared to
0.33 km (IQR: 0.43 km) of covered zero-dose’

Figure 2: Distance of covered and uncovered zero-dose children from EPI centers

= Slum areas had a higher proportion of zero-dose children and
are further away from immunization clinics compared to non-
slum areas

=  Geospatial analysis can help identify locations of zero-dose
children and precisely pinpoint high-risk areas and clusters

= Geospatial analysis can inform data-driven decisions on
planning the locations of vaccination centers and outreach
activities

= Boost vaccination coverage in slums using innovative
interventions such as mobile vaccination units, intensified
outreach by health workers and targeted community
engagement initiatives

= Train health workers to collect household-level geocodes
to allow geospatial analysis for informed decision-making

= |ntegrate GIS technology with EIRs for evidence-based
decision-making, real-time monitoring and enabling rapid
responses to close immunization gaps

"Covered zero-dose is defined as children who have received Penta-1 after 12 months of age
2Uncovered zero-dose is defined as children who have not received Penta-1 even after 12 months of age
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Leveraging Geographic Information System (GIS) @IRD
and advanced geospatial analytics to identify, target,

and track zero-dose hotspots across Sindh, Pakistan

Muhammad Siddique’, Sadaf Khalid?, Sundus Iftikhar!, Fatima Miraj', Mariam Mehmood', Manaksha Memon’,
Vijay Kumar Dharma’, Mubarak Taighoon Shah?, Danya Arif Siddiqi*®", Subhash Chandir?%4"

2 Gender Distribution
= Qver 52.4% (55,573/106,089) of boys were covered zero-dose?

1 Background

Pakistan ranks among the top 10 countries contributing

to 58% of the global 14.3 million zero-dose cases = The crude male-to-female ratio was 1.10 for covered zero-
Sl dose children, compared to 1.06 for uncovered children,
— | Limited insight into the number, identities, locations, and risk indicating more girls were left uncovered

factors hinders targeted interventions for zero-dose children -

Geospatial analysis precisely locates zero-dose children,

enabling tailored strategies to address vaccination = The mean distance from fixed immunization sites to
inequities at the microgeographic level enrollment locations was 0.99 km for zero-dose children,
compared to 1.32 km for non-zero-dose children

Distance to Immunization Sites

& Objective 5] Figures and Maps

¥4 Identify the spatial distribution and prevalence of zero-dose
children using data from Government’'s Sindh Electronic Figure 1: Hotspots of uncovered zero-dose Figure 2: Geolocations of covered and

Immunization Registry (SEIR; aka ZM-EIR) Ghiidren UhcoNered zeIoossichidn

-
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" Hotspot analysis

= (Gender inequity analysis

m i . Lar'ge zero-dose children hdtspdts were
RUF8| urban assessments " identified in the Karachi division _ “in urban areas, contrasting with the clustered

_____________________________________________________ i ' - distribution observed in rural settings

=  Assessed geographic disparities, identified high-risk
clusters, analyzed gender-based differences, and
evaluated proximity to immunization services of zero-

dose children = 1 out of 10 children remain unvaccinated, with clusters
concentrated in Karachi and a concerning gender gap leaving
more girls uncovered

= Despite the proximity of zero-dose children to urban
Immunization clinics, significant vaccination gaps remain,

6. Conclusions

Enrollment highlighting the need to address non-physical barriers to access
= Qut of 10,727,353 children enrolled in SEIR (2017-2024), |
9.6% (186,224/1,947,661) were zero-dose children |7 Recommendations

- Intensify efforts in Kaachi, where 56% of zero-dose clusters are
found, using interventions such as mobile clinics, community

Geographic Distribution

= Significant variations in vaccination coverage were outreach, and targeted communication
identified = Implement gender-sensitive interventions through female health
= A cluster! with over 300 zero-dose children, was workers, address social norms that impede vaccination for girls,
predominantly found in the Karachi division (56%; 89/158), and provide tailored education for caregivers
with the rest spread across Sindh province = |nvest in real-time data systems to enable rapid, data-driven

decision-making and targeted interventions in low-coverage

= 67% (125,137/186,224) of zero-dose children were found .
areas to prevent disease outbreaks

In urban areas, while 33% (61,087) were in remote rural
areas?

'Clusters are defined as a union council
2Remote areas classified by the School Education and Literacy Department as 'hard area UCs' in remote
coastal, desert, or mountainous regions

3Covered zero-dose is defined as children who have received Penta-1 after 12 months of age
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Interventions for reducing zero-dose and under-immunised
children in eight countries in sub-Saharan Africa: A review

1 1 1 2 3
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' London School of Hygiene & Tropical Medicine, ? University of llorin, 3 Armauer Hansen Research Institute, 4 Save the Children Fund MEDICINE T

TABLE 1: Interventions by country, type/subtype, and antigen (® Routine, ® Measles, ® Penta, ©® Polio)

BACKGROUND

@ Polio

Angata Inintive PE

oan oo
Despite the effectiveness of routine immunisation (RI) in = e R
reducing child illness and child mortality a significant e e 67 e i
number of children remain under-immunised (Ul) or zero- n;“';‘:"'m ‘”‘“M‘: m?:‘:{“o, ::"’;‘g’w ‘”’::
dose (ZD). There are large vaccine equity gaps globally; i i 500 cot iy
however, these gaps are wider in certain settings including, SRR ot | Gt e Shkbgten. e
for example, those characterised by high income disparity. s OV e ™

Polio Project (cQn
(CGPP)

To understand the types of interventions used to reduce

Madagascar

® Vaccination ® Health systems
weeks strengthening
(HHS) intervention

the numbers of Ul/ZD children we carried out a systematic
review of the empirical literature reporting on the design

Mauritania

@ Technical
assistance
services

and implementation of interventions to reduce the number riatrand
of UI/ZD children in eight countries in sub-Saharan Africa.
Specifically, we aimed to determine which factors impact
the success of these interventions.

Nigeria

2 METHODS

The review included the top three countries characterised
by high numbers of ZD children (DRC, Ethiopia, Nigeria),

Somalia

® High-intensity ¥ Directly @ Supplementary ® Public-private @ Geographic @ State switch @ Integrated ® Traditional and @ Ensuring
CHW intervention Observed Oral immunization partnership (PPP) Information committees mobile vaccination Religious Leaders accountability in
delivering Polio Vaccination activities (SIAs) System he (TRL) engagement implementation of
community-based (DOPV) Technology @ Partiolpstory supplementary

@ Directly actionresearch @ Various polio- . PR

servicedelivery | v [ T T TR L jmmunis ation
(CBSD) Steetved Orel W latisahiotd: ® SMS reporting miaiad activities
Polio Vaccina tion based Nt interventions
® Engaging (DOPV) microplanning P
traditional barbers . exercise @ Geographic
3 @ Supplementary
::fi:rent:fy 2‘::5 immunization # N-STOP 'sn;::? ':tion
activities (SlAs) ® Microplanning Technology
@ Supplementary verification
“mf‘f““"’ immunization process
mobilisers (VCMs)

COREGroup Polio activities {SiAs) ® Community
Project (CGPP) surveys

@ Volunteer
@ Integrated
mobile vaccination

@ |Integrated

® Civil society ® GIS ward maps supervision
organisations

(CSO0s) ® Tracking @ Polio

Vaccination Teams Eradication

® Commun ity using GIS Initiative (PEI)
Theater for
Immunization
(CT4l)

@ Youth Group
Engagement

@ Tracking
Vaccination Teams
using GIS

® @ Conditional ® Cross-border
cash transfers and health initiative
mHealth audio
messaging

high proportion of Ul (Angola, CAR, Somalia), and high
numbers of ZD children living in rural/remote areas (CAR,
Madagascar, Mauritania) (see FIGURE 1).

We searched EMBASE, Global
Health, and MEDLINE databases for
papers published between 2013 and

2023. We included grey literature. '

ol

We used a narrative synthesis to describe
challenges and success factors based on a
typology of intervention types. We also extracted
data about risk factors for Ul/ZD.

/

Finally, we reviewed the included papers in
the Gavi Pro-equity Evidence Map (1)

. High numbers of ZD children . High numbers of ZD FIGURE 1: Eight countries included
children living in in the review: Angola, CAR, DRC,
. . . rural/remote areas Ethiopia, Madagascar, Mauritania,
. High proportion of Ul children Nigeria, and Somalia.

A total of 14842 sources were identified. We extracted data from 46
studies. The majority of (85%) the identified studies reported on
Interventions in Ethiopia (n=11) and Nigeria (h=28). We found only
four studies reporting on interventions in Angola, CAR, and Somalia
despite high proportions of Ul children in those settings.

Intervention design

Interventions fell into one of four types (i.e. supply/provision,
demand/uptake, integration, and governance/policy) and 10 sub-
types (see TABLE 1).

The most common interventions were those aimed at improving
service/programme quality (supply), and those aimed at increasing
community mobilisation and/or health promotion activities
(demand). Proportionately few studies reported on interventions
involving reminders (e.g. text/SMS), incentives, increasing reach, or
Improving policy. Few studies included a thorough description of
Intervention design.

Communications

Community
mobilisation

Health system

ncentiv Mass campaigns ;
icoatives paig strengthening

Planning Quality Reach Integration Governance/Policy

Governance/

Demand/Uptake Supply/Provision Integration

Policy

Success factors

All studies reported positive outcomes. Success factors included,
engagement of political leadership, collaborative planning, leveraging
existing structures, and uncomplicated intervention design.

Risk factors for ZD/UI

Reviewed papers have frequently (and uncritically) reported factors
related to maternal knowledge, maternal literacy, maternal social
status, etc. as determinants of immunisation uptake despite a wealth
of qualitative studies describing shared-decision making or
predominantly male decisional authority in decisions around
vaccination of children.

4 RECOMMENDATIONS

Evaluation of integrated interventions is complex and requires careful
planning and a clear understanding of limitations. Interventions
should be simplified to improve design, implementation, evaluation,
and sustainability.

Women’s role is key in childhood vaccination; however, isolating
these determinants without understanding and analysing how they
Interact with other determinants will hinder any progress in
vaccination. Intervention design should address issues around male
decision-making, and risk factor studies should be subject to greater
scrutiny of assumptions implicating mothers in the status of
children.

5 REFERENCES

1. Gavi (the Vaccine Alliance). Pro-Equity Scan the QR code

Evidence Map Geneva: Gavi; 2023 [Available for a list of

from: https://zdlh.gavi.org/resources/evidence- references of

map#evidencemap. studies included in
our review.
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Understanding the Factors Contributing to Zero-dose Children
in Pastoralist areas: Evidence from Gavi project in Afar and

Somali Regions of Ethiopia
Melaku Tsehay (MPH, PhD)

Background

Over the past several decades, immunization coverage in Ethiopia
has shown improvement. However, challenges persist, including
geographical inequities and a high number of zero-dose and under-
immunized children. Ethiopia ranks fifth in the world among
countries facing these challenges. To address these gaps, Ethiopia
has committed to global agendas set out by Gavi's strategy for
2021-2025 (Gavi 5.0) and WHO’s Immunization Agenda 2030
(I1A2030).

Methods

Study Design: This study employed a community-based cross-
sectional design utilizing both quantitative and qualitative methods.

Study Population/Targets: The study targeted mothers and
caregivers of children aged 12-23 months for the survey.
Additionally, it included mothers of zero-dose children for in-depth
interviews (IDIs) and EPI-focal personnel for key informant
interviews (KIlIs).

Sample Size: The sample size was determined using the EPI
method, with 10 households per cluster, assuming the zero-dose
rate in 2019, and accounting for the design effect for the cluster. In

total, 240 households from 24 kebeles were included, along with 8
Klls and 12 IDls.

Data Collection and Analysis: Data were collected by trained data
collectors using the Open Data Kit (ODK) to interview mothers with
children aged 12-23 months. IDIs and Klls were conducted with
mothers of zero-dose children and EPI-focal personnel,
respectively. The data were analyzed using SPSS for Windows
version 25 and thematically. Ethical approval was obtained, and
informed consent, privacy, and confidentiality were maintained at all
levels of data collection.

Findings

A total of 240 caregivers of children aged 12-23 months participated
In the study, with 120 from each region. Of these participants, 95%
were mothers of the child, and 54% were caregivers of male

children. Nearly 5% of the caregivers lived more than a 60-minute
walk away from the nearest health facility.

Zero dose, under immunized and fully immunized children

u Under Immunized » Zero-dose Children

70 - B Fully [mmunized

61.7 56 9

60 -
N -

508

508
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40 - |
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3 - |
A -
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The Knowledge and Attitude of Mothers about Immunization
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30
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0

Afar Somali Total
m Good Knowledge 5 41.7 28.3
m Favorable attitude 60 6.5 33:3

The study attempted to identify factors that contribute to the zero-dose
iImmunization status of children in the project areas. Accordingly, the
bivariate logistic regression analysis identified eleven variables as
candidates for multivariable logistic regression analysis (P-value<0.25).

Nevertheless, in the multiple logistic regression analysis: age of the
father, travel time to the nearest health facility, household visited by a
health extension worker, a place where the mothers give birth, and
knowledge of the caretaker about immunization were significantly
associated with Zero dose immunization of 12-23 months years old
children.

Factors contributing to ZD and UIC at facility and community level

At the facility level, key issues include staff shortages, high workloads,
and poor immunization data quality. RED micro plans have poor quality,
especially in denominators. High vaccine wastage is due to ledger and
recording issues. Poor road infrastructure affects pastoralist communities,
and there is high staff turnover with low accountability. Interaction
between mothers and health workers is poor, and vaccine transportation
to facilities is challenging.

At the community level, lack of transportation, distant vaccination sites,
and fear of injections hinder access to immunization. Distrust in vaccines,
forgetfulness, and the nomadic lifestyle of pastoralist communities
complicate consistent healthcare access. The absence of health facilities
and low awareness about vaccination further exacerbate the issue.

Recommendations

Enhancing immunization services and implementing context-based
approaches in pastoralist areas is crucial. Improving healthcare worker
accountability and supporting the EPI program with sufficient budget,
transportation, and logistics are essential. Building healthcare providers'
capacity and using a bottom-up approach for micro-planning can improve
coverage. Strengthening newborn tracking, mapping zero-dose children,
and involving community and religious leaders in demand activities are

key steps.
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and Benefits’, Journal Of Education And Learning, 5(3), P. 288. Doi: 10.5539/Jel.V5n3p288.

e Babirye, J. N. Et Al. (2011) ‘More Support For Mothers: A Qualitative Study On Factors Affecting
Immunisation Behaviour In Kampala , Uganda’, Bmc Public Health, 11(1), P. 723. Doi: 10.1186/1471-2458-
11-723.
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8984/10/45/011.
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10.1161/Circulationaha.107.742775.

e Ethiopian Public Health Institute (Ephi) and Icf. 2019 (2019) Mini Demographic And Health Survey 2019:
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Multi-Sectoral Urban Immunization Enhancement

Using IARMM in Mid-Level Towns in Ethiopia

Amsalu Shiferaw! Getachew Y.2 Tekalign S.° Lemma K.# & Negussie S.’

unicef &

for every child

I_ BaCkg fou nd Figure 1: Proportion of assessed children by age and town

< Diverse Urban Communities: Urban areas in Ethiopia have . 3 T8 - e o
widespread and uneven socioeconomic backgrounds, making it g . = ¢ g .
challenging to track and immunize all children effectively, I I I II I I - I I I I II i II
eSpeCiaIIy in margina”zed and Urban Slum Communities (USAlDa 0 D/Birhan (N=395) Dilla (N=5,470) Gondar (N=529) Sodo (N=18,682) Woldia (N=222) Hossana (N=21,823) Total (N=47121)
2023; UNICEF, 2024). Towns

m0-11 months 12-23 months ®24-35 months ®m36-59months

4

L)

» Barriers to Access: High population mobility, inconvenient health
facility locations, long waiting times, computing priorities, providers
attitude and misinformation contribute to low immunization rates,

L)

Table 1: Immunization coverage by key antigens and towns, 12-23 and 24-35 months aged children

particularly among low-income families (WHO, 2022; USAID, Penta Penta3 MCV1 MCV2
2023; UNICEF, 2024). Towns 12-23mos |24-35mos | 12-23mos | 24-35mos | 12-23mos | 24-35mos | 12-23mos | 24-35mos
_ _ D/Birhan (N=141/118) 97.9 966 | 964 | 949 | 901 | 90.7 | 532 | 805
. . L
* Differentiated Interventions: Through financial support from |, "\ _1508/960) 969 | 969 | 941 | 949 | 894 | 924 | 622 | 86.2
CDC, UNICEF Ethiopia, with the Ministry of Health, has Gondar (N=196/162) 044 06 9 28 8 039 80 6 00 1 490 o8
Implemented multisectoral urban immunization improvement ¥ N<4286/5129 95'6 95'9 91'9 93'0 83'8 87'5 53'8 79'5
interventions during the first half of 2024 in six mid-level towns ossana (N= ) | ' ' ' | | | |
(UNICEF, 2024). Sodo (N=4939/5078) 97.4 982 | 950 | 966 | 89.0 | 925 | 625 | 848
Woldia (N=88/83) 97.7 940 | 932 | 807 | 886 | 711 | 500 | 614
. Purpose Total (N=10778/11530) 966 | 970 | 936 | 947 | 869 | 901 | 585 | 822
“ To document the process of multi-sectoral urban immunization
iInterventions using the IARMM approach in mid-level urban areas Figure 2: Dropout rates of for key antigens among children aged 12-35 months
of Amhara, Central Ethiopia, and South Ethiopia. gg 20.6 30.6

lll. Methodology 25

0 20
“* Implemented town-specific methods using the ldentify, Advocate, o 15 92
Reach, Monitor, Measure (IARMM) approach. 10 4 9 33
5 16 25 27
. . O

% Conducted rapid community surveys and household headcounts

L

to determine the immunization status, focusing on identifying (N=259)  (N=2088)  (N=358)  (N=10017)(N=171)  (N= 9415) (N 22308)
zero-dose (ZD), and dropout children, as well as assessing Debre Birhan Dilla Gondar Sodo Woldia Hossana Total
nutrition interventions and the prevalence of birth certificates. The Towns

sample sizes for the assessment ranged from 222 to 21,823 u Pental to Penta3 DOR (%) = MCV1 to MCV2 DOR (%)

children per town, culminating in a total sample size of 47,121
children across all towns.

_ o Table 2: Binary logistic regression analysis of Penta1 coverage by explanatory variables, N=16,573
% Advocated using preliminary results of the assessment for local

Penta1 coverage Odds SE z-value p-value [95% Conf Interval] Sig

stakeholders, including local political and administrative leaders, caucaion (Noformateduation) : . . . . .
sectoral heads community leaders, and service providers to raise e — T — —
awareness and get support for service integration and multi- Mertasatus
sectoral interventions. Perceived Wealh status (Low) 1 . . . . .

High 1.299 .704 0.48 .629 .449 3.759

« Implemented targeted home visits and community-based outreach =~ cemen
sessions to reach ZD, and under-vaccinated children.

PSNP beneficiary status (Current ben.) 1 . . . . 5

% Utilized different monitoring tools such as Kobo, ODK Collect, o -
and paper-based approaches for ongoing data collection and o
tracking of immunization status, nutrition interventions, and birth i :

certificate issuance. Analyzed data using STATA 15.1, employing e 1

No 1.005 .366 0.01 .988 492 2.054

descriptive, bivariate, and multivariate analyses to assess the Time tovisitnearest HF (230 minutes) 1

Less than 30 minutes 1.125 .258 0.51 .607 718 1.765

urban immunization, identify key predictors influencing ;

Immunization coverage, and measure the impact on nutrition and e torsmccinaton (Hother I B

blrth regIStratlon' Taizt:hildtovaccination(Both) 2'(1)32 '5.72 2'.52 .0.12 1'.17 3'5.27

** Measured coverage progress through DHIS2 and using survey o torvmccination e o

and head count estimate in each town including tracking the ~ ~

identified and registered ZD and under vaccinated.

Nutrition Screening (No) 1 . . . . .

IV. Re s u I ts Vit?(r:;n S 1.;98 .4.72 1.;59 .1'13 .8;36 2.552
% The highest proportion of assessed children is in the 36-59 et ) coyemment (10 —

months age group (40.1%), followed by the 24-35 months group
(37.4%) (Figure 1).

< Among the assessed children, 3.4% aged 12-23 months and 3.0% V. Recommendations
aged 24-35 months were identified as ZD. Additionally, 6.4% of . . ..
children aged 12-23 months and 5.3% of those aged 24-35 % CoIIabqrate with relevant sectqrs, SCO§ ar)d pommgnltl_es to boost advocacy
months were under-immunized for Penta3. For MCV'], 13.1% of of Multisectoral approaCh and intervention in immunization.
children aged 12-23 months and 9.9% of those aged 24-35
months were not vaccinated. Furthermore, 41.5% of children aged
12-23 months and 17.8% of those aged 24-35 months were o App|y human centered approach for enhancing demand

under-immunized for MCV2 (Table 1).
_ . _ . % Implement differentiated strategies to reach ZD and lower dropout rates and
< All identified ZD and under-immunized children vaccinated, others, enhance monitoring systems.

screened for malnutrition, and provided deworming and Vitamin A.

*+ Reduce travel and waiting times and expand services in underserved areas.

\/

% Advocacy efforts were emphasized developing tailored strategies, eference

securing community support, and enhancing partnerships to . United States Agency for International Development (USAID). (2023). Ethiopia: Immunization. Retrieved from
improve immunization services. https://www.usaid.gov/ethiopia/global-health/immunization
. United Nations Children's Fund (UNICEF). (2024). Immunization in Ethiopia. Retrieved from
oo |mpr0ving maternal education’ promoting health faC|||ty b|rthS, https://www.unicef.org/ethiopia/health-and-nutrition/immunization
retaining EPI cards, and encouraging joint decision-making are . World Health Organization (WHO). (2022). Immunization, vaccines and biologicals: Data, statistics and

graphics. Retrieved from https://www.who.int/immunization/monitoring_surveillance/data/en/

key to improve Penta1 coverage (Table 2).
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Predictive modelling of zero-dose children and
vaccination dropout in India reveals common

drivers of immunization shortfalls
Ritika Singh*, E. Spandana™®, Mira Johri® and Sumeet Agarwal*

Background

e Addressing the persistent challenge of zero-dose children and
understanding dropout trends where the system fails to retain
children throughout the complete vaccination regimen is crucial to
Improving immunization coverage and reducing child mortality.

e \We develop models for predicting zero-dose and Dropout children in
India and evaluate the potential of neural network models to improve
traditional targeting methods for immunization programs.

e Adopting a subnational perspective, we develop state and region-
specific models to improve predictive accuracy.

e We also study if a similar modeling approach and features can be
applied to predict both zero-dose and dropout children, enhancing
our understanding of vaccination gaps.

Dataset and challenges

e The NFHS data (2019-2021) offers a robust, nationally representative
dataset, with granular details down to the district level, collected
through rigorous and standardized procedures, offering
comprehensive insights into health and demographic indicators
across diverse populations.

e Its granularity enables precise analysis of regional variations and
supports the development of tailored public health interventions.

e The prevalence of zero-dose children is 6.82%, while the prevalence
of BCG-MCV dropouts is 7.40%.

e Due to the low prevalence of both classes, models exhibit a tendency
to predict the majority class (non-zero-dose and non-dropout).

Methods

Outcome variables
We selected children in the age range of 12-23 months.

e Zero-dose: Zero-dose children are those who have not received the
first dose of the diphtheria-tetanus-pertussis (DTP1) vaccine.

e BCG - MCV Dropout: When a child receives the BCG vaccine but
misses the MCV vaccine.

e DPT1 - DPT3 Dropout: When a child receives the first dose of DPT
but misses on subsequent doses.

Logistic Regression

e Used class weighting to assign higher importance to the minority
class (zero dose, dropout).

e The model is adjusted to take errors in predicting missed vaccines
more seriously, ensuring better accuracy for these cases.

Neural Network

e The Neural Network has a structure where information flows forward
through two hidden layers to make predictions.

e During training, L1 and L2 regularization techniques are used to
prevent the model from overfitting, and focal loss is used to reduce
the impact of clas, which means adding rules to limit the model’s
complexity.

Optimizer
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Learning Rate Decay
Polynomial

‘Regularization L1, L2
Activation: RelLU
Nodes: 50

child_age ' sex_of_child ' Urban Mother’s_education ' birth_order ‘
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Neural network vs Logistic regression
National modeling

Zero Dose Status - Data Imbalance . . .
Zero Dose All India - Test Set - Class=1
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Key takeaways

e Many factors influencing ZD and dropout are similar, suggesting
a common approach for prediction.

e Certain features that are critical in certain states may have little
to no effect in others emphasizing the need for state-specific
modelling.

e Neural networks are better at identifying true dropouts

e Machine learning can effectively predict ZD and dropout, aiding
In targeted interventions.
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Leveraging rapid-cycle phone surveys for improved
immunization: a case study for Madagascar . GLOBAL

< FINANCING
N FACILITY

Azals V.7, Neill R.7, Reerinck |I.', Rakotomanana A.H.", Sieleunou |.", Ramahatanaharisoa A.W.3, Andriantavison R.L.%,
Yasmine L.L.%2, Hanitriniala S.P.3, Randrianasolo F.H.2?, Rasamiharimalala L.Z.3, Raharinivo M.S.M.3, Andrianirinarison J.C.3,
Nomenjanahary N.P.M.°, Rakotondratsara M.A.?, Andriambelo M.M.3, Lorin J.°, Hansen, P".

'Global Financing Facility for Women, Adolescents, and Children, “Ministry of Public Health of Madagascar; *National Institute of
Community and Public Health; “World Bank; *Gavi, the Vaccine Alliance

Figure 1. Surveyed facilities and Zero-dose _
BACKGROUND prioritized districts in Madagascar Survey sample:
N =656 CSB
Addressing the needs of zero-dose children requires the timely 23% of all 2,817 functional
CSB facilities

identification of immunization barriers. The Madagascar Ministry of
Public Health, in partnership with the Global Financing Facility and
GAVI, is conducting a quarterly health facility panel phone survey
to monitor immunization service readiness over time, capture the
iInfluence of external shocks on readiness, and compare readiness
across zero-dose priority and non-priority geographies.

vmu 12 June-02 July

% Data collection

@ 42 minutes

Average call duration

METHODS

The first round of the GFF’s FASTR rapid phone survey was
conducted in a representative sample of 656 basic health centers
(CSB) (Figure 1). Probabilistic sampling was conducted with
stratification by facility type, geography, and Gavi's zero-dose area
priority status. Composite indicators were constructed to assess

CSB type |38% CSBI1
62% CSB2

Geography | 8% Urban
93% Rural

Zero-dose |50% high
priority priority

o
immunization service readiness. Two-sample tests of proportions status g?i;rirt‘)?”
compared results between Gavi high-priority zero dose and non-
priority areas.

| [_1 Gavi zero-dose
prioritized area
. - . - - - Not prioritized
Figure 2. Child immunization readiness snapshot
® Surveyed facility
@ National @ Gavi zero-dose priority Non-priority
TEST OF GROUP
IMMUNIZATION READINESS DOMAINS % of health facilittes DIFFERENCES* RESU LTS
User fees > |
kil andiias sl by 99% glea:ﬂzp%g #1 Health facilities in Madagascar met an average of 57% of the
SERllees esioranialg e Bl o immunization service readiness tracer criteria. The rapid survey
Service availability ] |den.t|f|ed cqn&derablg ggps N |mmun|zat|9n ser\{lce readiness,
Percegtagﬁlgf,facmtles tthat . P-value: 0.21 particularly in the availability of tracer vaccines without stockouts,
roviae cniia immunization FE- ' . - - . . . .
services both on-site and as 97%  Diff: 2% points continuous electricity, and sufficient staffing and immunization
QulieacT training (Figure 2).
Vaccines -0 &
Vi @ P-value: 0.05 _ :
o S e e aaAes T e 569 Diff: 8% points #2 Nearly half of surveyed facilities reported being affected by
OF fai Storhollist] e Dast external shocks, mainly natural disasters and outbreaks (due to the
: malaria season) (Figure 2).
Equipment K P-value: 0.03* ) (Fig )
7 Percentfa_ge otfacnities that . Diff 70/' : t # 3
ave a reirigeratlor, a vaccine I~ /70 POINTS " 1 _ I I _
Cold Bos, ohid Bontinions 24% . .leferences betwegn high zero dpse p.rlo.rlty areas and non-
electricity in past seven days priority areas were minimal, though high-priority areas had relatively
PStaﬂ’ting ?pdl_sratipitng pe B valin: () 55 higher service availability and readiness scores. However, facilities
s{;ﬁfégnﬁ?yes?afgae‘ﬁ gfcsord?n_g‘{g, 11% Diff: 2% points in zero-dose areas were significantly more likely to report shocks in
norms an ave receive I I I I
U aton (ol b Bact their catchment area that impacted service delivery.
two years
0 100
RECENT EXTERNAL SHOCKS RECOMMENDATIONS
Presence of shocks L . .
Percr?néagtel of f?cilitieshthag PP P.value: 0.01* Findings demonstrate the importance of capturing contextual
reporiead at least one snoc : ; - " " Ty 1 1 1 "
sieefing the communitythey 43% Diff- 10% points mformatlor) on shocks in gddltloq to .s.upply-3|de rgadlness indicators
serve when monitoring the service availability and readiness of health
Impact of shocks 000 P-value: 0.00° fac!lltles. Future rognd_s of th!s survey will ca.pture a.ddlfuonal |
Percr?néagﬁ of f?cilitieshthal;[ 22% Diff: 9% points iIndicators and qualitative insights related to immunization and will
affeching thelf hoalth s Shices track the availability of key vaccines and related commodities at
0 100 PHCs over time.
Note: * Indicates that the differences between the two groups are significant at the Reference: [1] World Health Organization and UNICEF. WHO-UNICEF Estimates of
9% level. All the indicators presented in this figure have been constructed by National Immunization Coverage, 1990-2022: Immunization Madagascar 2023
combining various survey questions. country profile
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Transit point vaccination and care group mothers:
An innovative model to identify, reach and vaccinate zero dose children
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Eunice Kilonzo?!, Abdinur Ahmed?! Asma Ali?

Introduction

Immunization is one of the most cost-effective measures

to prevent morbidity and mortality in children against common
childhood illnesses. According to UNOCHA, two-third of the
Somalia population cannot access health care, while world
bank statistics records Somalia’s infant mortality rate as high
as 68/1000 live birth in 2022.

Health security has been threatened with the porous borders
between Somalia, Kenya and Ethiopia, which has resulted
In the international spread of polio cross these countries.

To support strengthening of Somalia’s grappling health system,
the CORE Group Partners Project (CGPP), with funding from
the Bill and Melinda Gates Foundation, initiated transit point
vaccination (TPV) sites along Somalia-Kenya, Somalia-Ethiopia
borders, tracking of zero dose children (ZDC) from Somalia
arriving in Dadaab refugee complex in Kenya, and utilization

of care group mothers (CGM) model.

All these strategies aimed to reduce ZDC in Somalia.

Methods

The TPV sites were mapped in major informal crossing point
with highest human traffic traversing Somalia-Kenya and
Somalia-Ethiopia borders, and TPV teams deployed to screen
and vaccinate under-immunized children. In the Kenya's
Dadaab refugee complex, newly arriving ZDC from Somalia
were tracked and vaccinated. Through CGM model, refugee
women are empowered to participate and take ownership

In Immunization activities as well as make decisions regarding
their children health.

Tracking of zero dose chidren in Dadaab refugee complex

-~

Step two
The promoters (Community
mobilizers) identify and register the
farnilies with the help of block leaders

Step Four

Mothers are sesitized on
immuinization and reffred to the
health post to have their children
vaccinated

Figure 1: illustration of zero dose tracking process for new arriving
families in the Dadaab refugee complex

Results

Between July 2023 to June 2024, a total of 3,949 under

5 children were screened and vaccinated in nine TPV sites,

of whom 1,365 (35%) were ZDC. Majority of the zero dose
children originated from Lower Juba (1,407), Gedo (1,581) and
Middle Juba (435) regions. 3,132 of these children arrived in
the Dadaab refugee camps while 561 crossed over to the and

Somali region in Ethiopia.
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Figure 3: Geographical origin and destination
of the children screened at transit points
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Figure 4: A TPV team vaccinating a child on
transist in Tulo-Barwaqo TPV site Somalai

A hundred CGM sensitized 660 neighborhood mothers back in
Somalia, of whom, in total had 1,380 under 5 children, of whom
863 were ZDC. Lack of health facilities (247), non-operational
health facilities (19) the nearest health facility being very far
(549) were the main reasons the neighborhood mothers
reported as the barriers to seeking vaccinations services for

their children.

Figure 5: A project officer tracking a ZDC in one of
the new arrival family in the refugee complex

Conclusion

Reasons for zero dose status at
the point of origin

3%

= No health facilities near the village
= Health facility present but non-operational
m Nearest health facility being very far

= Not aware | was to have my child vaccinated

CARE GROUP oi » |
. TS .
STRUCTURE '%‘ ?"%‘%‘ .g. ﬁ)
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: ? 2 Né:z%HUB:sR
coomfNATon ? i?;ii ?ig?‘{%? ﬁﬁg
SUPERVISORS PROMOTERS ?i? L ﬁ“ﬁ;

Figure 2 Care group mother model formation and its impact on
childhood immunization awareness for mothers back in Somalia
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Barriers to immunization services remains a challenge in
Somalia, resulting to high number of ZDC. Efforts to screen and
Immunize moving populations along the international borders,
tracking, monitoring and vaccination of ZDC in refugees’ camps
including sensitizing mothers on benefits of immunization is
slowly addressing immunization barriers for special populations.
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Identifying the zero-dose child: Insights from the house-to-house

registration of children by village health teams in Uganda.
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Namaalwa M3, Kakeeto S3, Banura P3, Kabwongera E3, Nankabirwa J!, Kamya M?

'Infectious Disease Research Collaboration (IDRC), 2John Snow, INC (JSI), 3UNICEF Uganda.

4 N
BACKGROUND

In 2023, the number of zero dose children (ZDC) in Wakiso district was estimated at 25,000
(DHIS2). To improve the coverage, UNICEF supported house to house (HTH) registration of
children under 5 years by village health teams (VHTs) in Wakiso district in October and
November 2023. Using the REAIM (Reach, Effectiveness, Adoption, Implementation and
Maintenance) framework, the Uganda Learning Hub for immunisation equity (LH) evaluated the
implementation of the HTH registration to inform the: i) planned scale-up of the HTH registration
to other districts, ii) implementation of the interventions proposed under the Equity Accelerator
Fund (EAF) and iii) ongoing drafting of the national zero dose guidelines. The objectives of the
evaluation were to i) assess the reach, adoption, implementation, and maintenance of the HTH
registration, ii) estimate the number and the proportion of ZDC and Ul children identified and
\reached and iii) document the challenges and enablers of implementing the HTH registration. V.
. METHODS A

STEP

STEP STEP STEP

01 02 03 04

Document review &
secondary data analysis
Selection of study sites

« 4 Sub-counties with high
numbers of ZDC

- 4 health facilities serving the
communities

« HTH regl.stratlon data 17 Klls & 13 IDIs (March —

May 2024)

Data analysis, synthesis and

Caregivers (13), VHTs (5) VHT report writing

coordinator (5), health worker
(4), DHTs (2), UNICEF (1)

\ /
- p

-~

| PATH

POAO¢/IZ00

REACH
Secondary data analysed was from in 52%
of the sub-counties in Wakiso district.
o lItis not clear whether the registration
was conducted in other sub-counties.
All the VHTs interviewed reported they
didn’t register children from all eligible
households in their village due to:
o Short timelines for data collection (3
days) with many households to cover.
o Children without cards were not
registered.
o Lack of facilitation for registration.
o Some village zones were not allocated
VHTs for registration

Figure 2: Map of Wakiso district showing
reach of house-to-house registration
(October to November 2023).

N Y

%
« // .

TG Fow me\

Number

N o-3!
Bl 31-63
I 63 -94
[ 94-126
(] 126-157

Data not recieved

ADOPTION

Respondents reported that majority of the
caregivers accepted the interventions.

~

was also reported due to;
o Being tired of government programs
o Immunisation fatigue (several new
vaccines introduced, several
immunisation campaigns).
o lack of prior community sensitization
about the registration

MAINTENANCE
Some members of the District Health
Team (DHT), health workers, and VHTs
reported willingness to continue
registration of children using PHC funds.
Some VHTs reported unwillingness to
continue house-to-house registration
without facilitation.
Some DHT members reported that they
will not be able to continue implementing
the house-to-house registration activities if
UNICEF support stops because it's a
funds intensive activity.

IMPLEMENTATION

There was no detailed plan/guiding
document on how the activities were to be
executed by all key stakeholders.

o LH developed an outcome map
against which implementation was
assessed.

All VHTs interviewed reported that they
were not trained, but rather received an
orientation. This was attributed to
inadequate funding.

All the VHTs interviewed reported they
didn’t register children from all eligible
households in their village.

All the VHTs interviewed reported that they
were not supervised. This was confirmed

o Communities know the VHT and as
such they are trusted in the
community.

o Communities complied by providing
personnel information signaling
acceptability.

\- Some resistance from some caregivers

by VHTs coordinators and was attributed
to inadequate funding.

FINDINGS
Figure 1: Number of ZD and Ul children identified (among children aged 6-52
weeks).
3500
3013
3000
2500
2000
1500
1000 816
591
0
Children registered Zero -dose children Under immunised children
identified identified
- /
/ IMPLEMENTATION CHALLENGES
Before registration 1 During registration 2 After registration 3

. VHTs were not adequately Inadequate budget for adequate training, and analysis

trained to utilize the registers supervision, and facilitation of VHTs to conduct

leading to sub-optimal data house to house registration.

quality i.e. missing data, Inadequate time allocated to VHTs for registration (3

: : days
varying age groups registered ys) | | and health workers
and wrong data entries Some VHTs received threats from community during

the registration

o ZDC for vaccination:
Lack of welfare logistics such as gumboots, bags,

umbrellas, and raincoats.
vaccinated
Some VHTs were old (60 years and above) and

physically unfit to conduct the house-to-house

_ _ immunise their children
registration.

Inadequate budget to facilitate data entry
Inaccurate data reported due to poor
handwriting and incompleteness

Data analysis was too technical for VHTs
Challenges with referring the identified

refusal by fathers to get their children

some caregivers wanted to be paid to

ENABLERS

//
N A

VHTs have good social relations in the community which can be leveraged to facilitate
acceptability of the house-to-house registration.

Sometimes VHTs , health workers and VHT coordinators used their own resources, such
as airtime, internet and transport, to ensure the smooth execution of their duties.

VHTs leveraged their prior experience from previous programs to refer zero dose and
under immunised children during registration.

Despite challenges, VHTs showed a strong commitment to their roles and advocated
for financial recognition for work done, highlighting their dedication to community health.

VAN /

LEARNINGS

-

children in the communities
those systemically missed.
i.  There is need to register even those without cards.

ii.  Future registration should anticipate and plan for resistant families.

facilitates real-time use of data at all levels.

process .

House-to-house registration by village health teams identifies zero-dose and under-immunised

2. House-to-house registration may identify children who have delayed vaccination but may not identify

3. ldentifying ZDC requires a data capture system that collects data at the community level and

4. Inclusive planning is key to ensure acceptability and smooth implementation of the registration

N

RECOMMENDATIONS \

1. Involvement of all stakeholders — including local community leaders, VHTs, care givers
and DHT) at planning and implementation —is key to a successful house to house
registration.

2. There is need to invest in digital community data capture systems to optimise analysis
and utilisation at all levels.

3. Future studies should investigate the cost of identifying and reaching a ZD child using
community health structures.

4. The sustainability of the HTH registration requires further thought, given that it is hinged

on the voluntary nature of the VHT model.

AN
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Decentralized Immunization Monitoring:

A Pilot Study in Kumbotso District, Kano — Nigeria

Attahiru A', Mohammed Y !, Mustapha T, Mikailu F ', Bello TB', Waziri H', Lawong BD ', Waziri NE ', Kamateeka M, Adefisoye A,

Abdullahi B!, Magashi AG?, Bello MM?, Sunusi B3, Bello IW3, Lawan M3, Voller N4,

Background:

Immunization coverage in Nigeria is sub-optimal with about
2.3 million zero dose (ZD) children at increased risk of
childhood morbidity and mortality especially in rural and fragile
settings. To reduce the number of ZD, Government prioritized
100 districts with the highest number of ZD children across 18
states for targeted high impact innovative strategies towards
reducing the number of ZD children by 15% by end of 2024.

Kumbotso District — one of the 15 LGAs prioritized in Kano
had the highest number of ZD and have developed a ZD
Reduction Plan (ZDROP) funded by Gavi to be implemented
over 8 months. To effectively track and monitor reduction in
/D inline with IRMMA framework, the Decentralized
Immunization Monitoring (DIM) was implemented with the
following objectives:

1. Track Routine immunization performance, and lessons
learnt
2. ldentify prioritized sub-district (wards)
3. Estimate coverage at the district level and generate
evidence for informed decision-making.
Findings Vaccination Service

TABLE OF CONTENTS (D)

AFENET

African Field Epidemioclogy Network
A healthier Africa

/

Fisseha T4, Valadez J°, Vargas W°, Correa GC®, Reynolds HW®, Nguku P’

Method:
The behavioural and social drivers of vaccination framework
Thinking and Feeling Practical Issues
Perceived disease risk Avalldnh?y
. Affordability
Vaccine confidence Ease of access
(includes perceived benefits, Service quality
safety andtrusy \ Respect from health workers
Motivation e Vaccination
Intention to get Uptake of
recommended l recommended
ccines > vaccines
Social Processes /’ -
Social norms (includes support of
family and religious leaders)
Health worker recommendation
Gender equity

Cross-sectional design approach using the Behavioural and
Social Drivers of Vaccination (BeSD) and Lot Quality Assurance
Sampling frameworks. The LQAs adopted the district as the
Catchment area and sub-districts as the supervisory areas (SA).
Multi-stage sampling technique. where Population Proportionate
to size (PPS) was used in the selection of 19 SA in each of the
11 sub-districts. In each SA, segmentation sampling approach
was adopted in the selection of Households and parallel
sampling approach for caregivers of 2 cohorts of children:
0-11 months and 12-23 months. In Kumbotso districts a total of
418 children were sampled.

\9/ About 70% of ZD Caregivers reported

1.7% Private

little or no intention to vaccinated

£
X

0.3% Others

ZD prevalence rate of 23%. Common among
children aged 12-23 months children.
Education, Economic Status and Wealth index
were key demographic determinants of ZD

2% Outreach

96% Fixed

46% of ZD Caregivers do not Trust
HCW that vaccinates children

&)

(Table 1). 83% ZD delivered non-institutionally.

Table 1 Showing Demographic Characteristics of Respondents

Characteristic Overal, N= NZD,N= ZD,N=96 p-value
418 322
Age of Caregiver 28 (24,33) 28 (24,33) 27 (25, 39) 0.8
Educational Status of <0.001* (Reca” * Card)
Caregivers BCG
Diploma/NCE/Technical 29 (6.9%) 27 (8.4%) 2(2.1%)
No Formal Education 147 (35%) 84 (26%) 63 (66%) Hep BO
Primary School Leaving Cert 44 (11%) 38 (12%) 6 (6.3%)
Secondary School Cert 186 (44%) 161 (50%) 25 (26%) OPV 0O
University / Masters/ Ph.D 12 (2.9%) 12 (3.7%) 0 (0%)
Employment Status of 0.023* Penta 1
Caregivers
Yes, I'm formally employed 38 (9.1%) 36 (11%) 2 (2.1%) Penta 2
I'm self employed 277 (66%) 207 (64%) 70 (73%)
Not engaged and no source 103 (25%) 79 (25%) 24 (25%) Penta 3
of income
Average Monthly Income of 3,000 (1,500, 4,000 2,000 (1,000, <0.001* PCV 1
Caregivers 10,000) (2,000, 3,250)
10,000) PCV 2
Penta 1 Coverage Penta 3 Coverage PCV 3
(>10 weeks — 23 months) (n = 371) (>18 weeks — 23 months) (n = 339)
62% IPV 1
76.3% (211)
(269) IPV 2
Measles 1
Measles 2 _

Recommendation:

ZD children exist within 5KM radius of Rl facilities

Need to evaluate performance of Outreach services implementation for
optimization

Need for continuous evidence-based generation to inform allocation of
resources and other decision-making process in low performing areas to
maximize impact.

ZERO-DOSE LEARNING WEEK
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Only 2% of selected children received
vaccination via Outreach services

Coverage by Antigens (12-23 Months)

Co-administered antigens with different coverages
and ONLY BCG met the national target of 80%

50% of ZD Caregivers do not
believe in Vaccine Importance

Over 90% of ZD Caregivers require
permission to vaccinate

80% Over 90% of caregivers knows where

to vaccinate yet 60% of ZD live within
SKM radius to HF

66 %
75%
73% .
66 %
61%

74%

67%

62%

69%

Legend

geo-coordinate Buffered
® Non Zero Dose Children [__] Ward_Boundaries
® Zero Dose Children Nigeria_LGA

(# Health Facilities

Dawakin Kudu

56%

57%

Sub-district prioritization

3 Sub-districts - Kumbotso, Unguwar Rimi, and
Kureken Sani failed all antigens (prioritized) while
six sub-districts failed DPT1 and DPT 3 coverage

34%

Building trust through quality service (skilled personnel, availability of service),
program integration, education on vaccine benefits is crucial.

Strengthen social mobilization and engagement activities towards Household
Heads through community/religious and other community systems.
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Addressing Challenges to Reaching Zero-Dose
Children in Nigeria: A Mixed-Methods Study
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BACKGROUND oo
* Nigeria have the highest number of zero-dose (ZD) children in ‘ Umi/earsct:?nnacii;hnefgsgs\gg?lh;rll?nzogaFleirlli\r/\Zr,sOf

Africa and face significant health risks. Motivation, Social processes and Practical
Issues

 Limited healthcare access, low socioeconomic status, and cultural
barriers contribute to this disparity.

Vaccination

OBJ ECTIVE Uptake

. ] Facilitators
« This study aimed to identify barriers hindering routine immunization Facilitators & Barriers & Barriers

(R1) access for ZD children and underserved communities in Toexplore the factors that drive and
hinder routine immunization progress,

Nigeria (Figure 1 ) delving into both the demand and

supply components
METHODS

« We employed a rapid assessment using a cross-sectional mixed-
method approach.

« We randomly selected 320 children (Figure 2) from eight Local
Government Areas (LGAs) across four high-burden states. We
assessed 32 health facilities (HFs), conducted household Borno
vaccination surveys, and interviewed key stakeholders. ﬁ . @
~

Vaccination Uptake

To explore uptake of recommended
vaccines in selected settlements

Figure 1: Major Study Objectives

* Univariate and bivariate analysis explored relationships between

variables. & i
FINDINGS B ; e Fl?ﬁ
+ The majority (62.5%) of HFs were located in rural areas with CHILDREN SAMPLED [Ele| i ]

limited resources, relying heavily on volunteers and lacking

sufficient doctors (only 2%). HEALTH EACILITIES

« While all facilities offered RI, some lacked essential vaccines.
Rural areas had fewer vaccination sessions and limited training
opportunities for healthcare workers compared to urban areas,
contributing to higher vaccination dropout rates.

* Despite strong belief in vaccine safety amongst caregivers (over CONCLUSIONS
90%), reliance on family/friends for support was higher in urban

areas compared to rural settings, suggesting weaker community

structures. Affordability (Figure 3) remained a concern, with higher | | _
prevalence in rural areas. Long wait times and service issues * Collaboration via community outreach between healthcare

further hindered access. Notably, we identified 105 ZD children, workers, community leaders, and caregivers is crucial to build
orimarily concentrated in Sokoto and Kano states (Figure 4). trust, address misinformation, and enhance service delivery.

Figure 2: Map of Study Area and Number of Children and Health Facilities Sampled

« This study highlights the need for an inclusive and equitable
approach to improve Rl coverage.

« Strengthening healthcare infrastructure, staffing, and training
across facilities is also essential for ensuring equitable

Vaccine Affordability immunization programs.
Rural Urban LESSONS/RECOMMENDATIONS
70% 62%  This study addresses the IRMMA framework by identifying

barriers (ldentify), exploring ways to reach underserved
communities (Reach), and highlighting the need for improved

Figure 3: Vaccine Affordability perception from the study participants service de|ivery and monitoring (Monitor & Measure)_ The

findings are particularly relevant to Equity Reference Group
settings, focusing on challenges faced by rural communities.
WIFully Immunized  Partially Immunized JiZero-dose  Our research emphasizes the Iimportance of evidence
generated at the community level for informing programmatic
iImprovements. We highlight both successes and limitations,
aiming to contribute to Gavi's strategy and future programming.

« By prioritizing community outreach, strengthening rural health
facilities, and addressing affordability concerns, Gavi can
support Nigeria in reaching zero-dose children and achieving
equitable routine immunization coverage.

50

llllll

Bauchi Borno Kano Sokoto

Keywords: Zero-Dose Children, Equity, Routine Immunization, Health Systems,

3
g ¢
"y
/

Figure 4: Inmunization status of children surveyed across the four Learning Hub States Service Delivery
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Innovative approach for immunizing

zero-dose children iIn Somalia
Hussein,M'., Liban, A'., Ali, A%., Shah, R3.

Background

Somalia faces significant challenges in providing equitable and
accessible health services due to decades of active conflict and
political instability, compounded by limited capacity and
iInfrastructural challenges. Somali Demographic and Health
Survey (SDHS 2020) revealed that 60% of children received no
vaccinations at all, and only 11% of children were fully

Immunized.

We implemented “Health Camps”
across 10 conflict-prone, hard-to-
reach districts in the Galmudug
and Hirshabelle states from
October 2022 to June 2024.
Considering social and structural

gender barriers, this 'Health

Camp' model functioned as
mobile outreach health facilities,
providing integrated essential
primary health care and nutrition

services for women and children.
Fig. 1: Map showing
Project districts

Objective

This innovative approach was specifically aimed to reduce the

number of zero-dose children within the project catchment areas.

Empirical evidence suggests these health camps as cost-
effective service delivery model, as they provide integrated
services rather than operating through a vertical, siloed program
delivery approach.

Recommendation

Most importantly, this innovative service delivery approach has
been built on strong partnerships with local authorities, elderly
clan leaders and community members who provided valuable
support and insights for addressing complex challenges within
target areas controlled by non-state armed actors in Somalia. In
addition, innovative use of GIS mapping ensured that the health

camps reached the targeted population effectively.

Methods

The cornerstone of this innovative initiative is clan-mediated
access negotiation and community trust-building through informal
engagement. Local elders and clan leaders established 30
Community Health Committees (CHCs) for rejuvenating
community level health systems. These CHCs facilitated
scheduling, organizing and managing health camps across

multiple villages.

Two local community-based organizations recruited 38 mobile
health teams to implement health camps, while another local
consultancy firm conducted monthly monitoring and generated

quarterly evaluation reports on implementation progress.

Within targeted 10 districts, we trained 132 immunization service
providers,140 community health workers on a diverse range of
topics including immunizations, data management, emergency
care and health promotion; additionally, 140 Outpatient nurses
also received training on integrated management of childhood
IliInesses and disease surveillance and 128 received training on

the integrated management of acute malnutrition.
Findings

During October 2022 — June 2024 following key essential health
and nutrition services were delivered through 396 health camp
sessions and vaccinated 67,133 zero dose/missed children (6-23
months), 63,311 pregnant women; 98,039 children aged 6-59
months received growth monitoring and nutrition screening, 9,784

had severe acute malnutrition and 37,547 had moderate acute

malnutrition.
70 000 67 133
60 000
50 000
40 000
30000
20792
20000 14 415 14 419
10 000 7787 7709
883 1128 . .
Oct - Jan - Apr - Jul - Oct - Jan - Apr - Total

Dec'22 Mar'23 Jun'23 Sept'23 Dec23 Mar'24 Jun'24

Fig. 2: Zero dose children (6-23 months) vaccinated

Acknowledgement: This project has been implemented by Save the Children International — Somalia with funding support from the

Bill Melinda Gates Foundation. We gratefully acknowledge all necessary support from Ministry of Health in Somalia, communities

within project area, and relevant partners (including local NGOs, WHO, WFP) for successful implementation of this innovative

approach.
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Optimizing Primary Health Care to Reach
Every Zero Dose Child in Urban Poor, Peri

Urban and Rural Communities in Zimbabwe
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Background

Zimbabwe witnessing rapid demographic, epidemiological and
socioeconomic transition and over stretched health system

Rapid urbanization from 33% (2015) to 39% (2022), mobile
population (60% informal settlements); increasing urban
poverty (21% to 38%) [1]

17% of children under 1 unprotected against vaccine
preventable diseases (VPDs)

Country committed towards the Immunization Agenda 2030
and Gavi's 5.0 Strategy [2]

Broad Objective

|dentify, reach, co-design strategies, monitor and measure the
burden of zero-dose, missed and under vaccinated children

Methods

Initiative: Reaching Every Child and Adolescent through
Primary Health Care Optimization (RECA-PHCO) initiative
(June 2022—-July 2024)

Setting: 11 low performing districts for immunization with
DTP3 coverage below 70% (Fig 1)

Intervention: 3 phases to respond and close persistent gaps
In reaching zero dose children

Inception Phase — Hybrid approach: Rapid head count
mapping, GIS enabled ODK questionnaire targeting
households with under 5, desk reviews and gender analysis.

* Village Health Workers (VHWSs) electronically register
every child

* Microplanning with community leaders & VHWSs

Co-creation Phase — development of package of interventions
(Table 1) with subnational structures guided by the Modified
Tanahashi Model (Fig 2)

Figure 2: Modified Tanahashi Model to analyse bottlenecks in reducing Zero Dose Children

Effective coverage for demonstrable
readiness and quality for impact on

reducing zero dose children.

Gap

g | Quality ‘

Adequate coverage — continuity of essential
PHC services

| Demand
Initial utilization — first contact of multiple contacts
for children, adolescents & women services

Accessibility of vaccination and PHC services I

l

] Availability of skilled health care workers and CHWs | - Supply ’

Availability of essential lifesaving vaccines and essential
health commodities

| Target Population — Newborns, Under 5s, Adolescents, Women

Implementation at scale - Integrated service delivery platforms

* Household visitation and tracking

« Multidisciplinary Monthly and Quarterly integrated outreach/
mobile clinics (Table 2) & Super Sunday” initiative

* Deployment of climate smart transportation system

* Engage Mobile App for tracking, reporting, follow up

ZERO-DOSE LEARNING WEEK
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for every child

Findings/Results

Figure3: Description of Zero Dose Children by Place

Facilities With Zero Dose Cases

@) Religion — Vaccine hesitancy
o Peri urban — Emerging informal
settlements
Agriculture — New
resettlement/farms
Mining — Mobile artisanal mining
@ Terrain — Health facility distances
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51.9% of ZD concentrated in selected population groups (Fig 3)

Figure 4: Intervention Districts Zero Dose Analysis
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Overall, the 11 districts contributed 35% to 68% of the total
national zero-dose children (Fig 4)

Most reasons for being unvaccinated were religion (38.4%),
chronic illness (12.6%), no birth certificate (52.6%), challenges
in accessing service delivery points (23.4%)

Cities managed to track and vaccinate 100% of the identified
zero dose children.

11 districts are contributing 39.4% of the unaccounted population

Conclusion

Evidence showed that communities where children do not have
access to PHC services are more likely to be zero dose

Recommendations

Implementing tailored programs and strategies codesigned with
marginalized communities to be prioritized

Revitalize/ establish multi-sectoral coordination platforms for
community oversight on reaching ZD children

Expand electronic registration and tracking systems for all
children under five to reduce missed opportunities.
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Background

Gavi 5.0 vision aims to achieve global immunization equity
through reducing zero-dose (ZD- missed Penta1 vaccine) and
under-immunized (Ul- received Penta1l but missed Penta3
vaccine) children (1). Around 15%-20% children in Bangladesh
are ZD/UIl but the pockets of high ZD/Ul children remain
unknown (2). Aligned with the Gavi's mission, Bangladesh
Country Learning Hub (BCLH) is implementing activities
following ldentify, Reach, Monitor, Measure, and Advocate
(IRMMA) framework where the first step was to identify the
pockets of ZD and Ul in Bangladesh (3). However, the
identification of missed communities including children with ZD
and Ul through conventional sampling is resource intensive.
Lot quality assurance sampling (LQAS) is a quick low-cost
method to identify the pockets of ZD and Ul children (4).

Objective

To identify and confirm missed communities- the pocket areas
of high ZD and Ul children in Bangladesh.

Methods

A rapid assessment (RA) conducted by BCLH included
analyses of survey and DHIS2 data on immunization to
identify 30 areas from diverse landscapes of Bangladesh-
haor/wetlands, hilly, coastal, char/silty lands, plain land and
urban slums. Two sub-districts within the same geo-located
districts and two wards from the zone of City Corporation (CC)
with high ZD identified through RA were selected for LQAS

[LQAS Process

 LQAS infers about a lot or cluster based on the probability
of having inadequate service to be less or equal to a
specified number (5)

« LQAS method under single sampling plan was applied to
select clusters with high (= 10%) ZD/UI for this study

* Required sample size in each cluster was 28 households to
detect the ZD/UIl prevalence =20.10 and decision value 5

* If any cluster had five or more households with ZD or Ul
children, it was identified as a missed community

[Study population ]

Caregivers of children aged 4.5 months to 23 months were
interviewed

Findings

* Except one, all areas identified by rapid assessment were
found missed communities

« The LQAS found that about 32% of children were ZD/UI
and 8% belonged to ZD (Figure 1)

« Urban slums had the highest percentage of ZD/UIl (59%),
followed by rural haors (38%). Plain area had the lowest
prevalence of ZD/UI (22%). The percentage of ZD/UI for

coastal and char area were 29.5% and 24.1% respectively
(Figure 2)

ZERO-DOSE LEARNING WEEK
GHC, GENEVA - SEPTEMBER 2024

Findings (cont.)

Figure 1: Prevalence of ZD and Ul children
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Figure 2: Prevalence of ZD and Ul children at missed communities
by study areas
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Recommendations
* Though administrative data are ideal for primary identification
of missed communities, micro-level information on
Immunization is needed for confirmation of ZD and Ul
children areas
 LQAS can be utilized to confirm missed communities with ZD
and Ul and monitoring changes over the time
« Evidence based effective interventions should be
Implemented in these six geo-locations, especially in hoar
and urban slums, to mitigate ZD/UI| cases
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