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1.1 Background on Ethiopia

Ethiopia is a large (426,400 mi?), landlocked country located in the Horn of Africa. With a population of
just over 110 million, Ethiopia is the second most populous country in Africavidaitézation is

increasing, 81% of the population currently lives in rural areas, which have substantially lower standards
of living than urban areas.

Ethiopia has the fastest growing economy in Africa, growing by an average of 10.3% per year from

2006/07to 2016/17, compared to a regional average rate of growth of 5l#&4@ross Domestic Product

(GDP) grew from $8.24 billion in 2000 to $64.47 billioited States Dolla{USDin 2015.This economic

growth has led to a reduction of poverty (measured by the proportion of the population living below

$1.90 a day) in the country, from 38.7% in 2004 to 23.5% in 2015. However, regional differences in

poverty persist, in 2011, the poerty headcount ratio based on the national poverty line ranged from

MMOM2 AY | FNIFNR (2 ocdm: Ay ! FIN®P 9GKAZ2LALI Qa Kdzyl
study period, increasing from 0.283 in 2000 to 0.451 in 2015. Despite this improy&tiéopia remains

one of the poorest countrigs the worldwith a GDP per capita of $645.47 in 2015.

In addition, Ethiopia has faced challenges due to conflict over disputed land on the EtBrtpaam

border of the Tigray and Afar regions, whichtéed state of war between the two countries beginning in
1998. In addition to an estimated 70,000 total casualties on both sides, both countries experienced
massive displacement of civilians and exacerbated economic problems, leading to food shoitages. Th
hasimpactedunder-5 mortality (U5M) and is explained in more detail beldw.July 2018, fter the
conclusion of the study period, the leaders of both countries signed a joint declaration formally ending
the state of war.

Ethiopia is also an extremathnically diverse country consisting of more than 90 distinct ethnic groups

who speak over 80 languages. Per the most recent (2007) national census, the largest ethnic groups in
9UKAZ2LIAL IINB GKS hNRY2 |yR ! YKI NI opulatio® YI 1S dzLJ om
respectively. The most common religions in Ethiopia are Ethiopian Orthodox Christianity (44%) and Islam
(35%).

Pastoralist areas make tyo-thirdsof all land in Ethiopia (see Figdde The pastoralist population of an
estimated 1612 millionpeople live in several regions of the country. The large majority of pastoralists live
in the Somali (53%) and Afar (29%) regions, though pastoralism also exists in Tigray, BeGistmazgul

and Gambella. These differences in population characteristiGnamportant contextual factor in
9GKAZ2LIAL Q& efidenkbasédinted/entidnsfBRand reduce USM.
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1.2 Causes of Under -5 and Neonatal Mortality

Between 2000 and 20185, Ethiopia dropped its USM from 166 per 1,000 live births in 2000 pe67

1,000 live births in 2016, with the fastest rate of reduction in U5M in this period (5% annually) compared
to countrieswith similar economic statusordering Ethiopia, including Kenya (1.5%), Sudan (286b)
Djibouti (2.3%). While the rate was dtityh (for example, Kenya was 47/1000 live births in 2016), this
progress in USM spanned wealth quintiles (from 159 per 1,000 live @intioeg the poorest and 148

per 1,000 live births among the richest in 2000 to 89 per 1,000 live births among thet@ya &6 per

1,000 live births among the richest in 2016), though the equity gap remained. The actual declines in some
regions was also remarkab@ambella fell from 233/1000 live births to 88 and Somali from 184 to 94
deaths/1000 live births. Ethiopi¢sa dropped theineonatal mortality rateNMR although at a slower

rate from 97 per 1,000 live births in 2000 to 48 per 1,000 live births in 2016. However again they
outperformed the surrounding countries in their drop in NMR.

The topcauses of deatitQ@9 in the under5 (U5)population older than one montivere respiratory
infection(Rand diarrheal disease in 2016. Within the case study period, the rRiemipped from

488.9 per 100,000 children undgin 2000 to 160.4 per 100,000 children un8en 2016 (67% decline).
Diarrhealrelated mortality rates fell from 423.8 in 2000 to 191.4 in 2016 (54.8% reduction). The rates for

GKS ylIiGA2yQa ySEG GKNBS Yzald O2YYsefinglidatks S& 2F ! pa
declined, from 384.1 in 2000 to 69.9 for measles, from 211.6 per 100,000 chitdten5to 56.5 for
YEEYdzZAINARGA2YZ MMHDY (G2 oydo F2NI YSYAyIAAGAad ¢g2 2
2000 U5M profileg malaria andHuman Immunodeficiency VirudI{) ¢ both declined substantialjywith

the malaria death rate falling by 92% and the HIV death rate by 90% between 2000 and 2016.

The top threeCOB in the early neonatal (@ days) population in Ethiopia were preterm bitiinth

asphyxiaand birth trauma. EarBpMMRs of birth asphyxia and birth trauma (combined statistics via

Institute of Health Metrics and EvaluatiddME) declined from 57,878/100,000 live births in 2000 to
38,562/100,000 in 2016, while mortality causegbsterm birth improved from 40,629/100,000 to
20,601/100,000. In late neonatesZ8 days), the top threEODst the start of the study period were

Rls sepsis and other neonatal infections, and birth asphyxia and birth trauma. Late neonatal mortality

due to Rk decreased from 13,024/100,000 in 2000 to 6,178/100,000 in 2016 and deaths caused by sepsis
and other neonatal infections declined from 2,637/100,000 to 2,352/100M0Aality due to birth

asphyxia and birth trauma also improved in the late neopapulation, from 2,043/100,000 in 2000 to
711/100,000 in 2016.

1.3 Dropping U5M in Ethiopia

The success of Ethiopia represents a combination of the implementation and expansion of many EBIs

known to prevent or reduce the mortality from the most comn@dDss well as broader contextual

factors that aided U5M indirectly and improved resiliencefanifitation of EBI implementation. These

included health systems strengthening through improved human resaiitBysand water, sanitatign

and hygiene (WASH), nutriticand prepoor interventions. Broadly, other contextual factors such as
availability2 ¥ R2y2NJ ' yR LI NIYSNI NBaz2dzNDSaz adNRy3a AyidSNa
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literacy YR &a2YS adz00Saa Ay aGNBy3IGKSyAy3a ol aStays
rapid economic growth in the country were also importantifatilrs of U5M reduction.

National policies and programs increased the resilience of individuals and families through reduced
poverty and improved nutritional status (reduction in stunting). Ethiopia also achieved notable progress
in WASH during the stugheriod, with improvement in both open defecation and access to improved
water sources, a key contributor to reduction of incidence of diarrhea and contributing to mortality from
diarrhea in children undes.

1.4 Evidence -Based Intervention Implementation: Successes and
Challenges

Ethiopia implemented most of the prevention and curative EBIs known to address the leading and other
CODBfor U5 in Ethiopia. These included vaccinations, treatment of malaria, diarrhea, and pneumonia, as
well as pevention of malaria and reducing neonatal mortality through improving care in the antenatal,
perinatal and postnatal periods. Most of the EBIs in 2000 had extremely low coverage rates such as
health facility deliver{5%9, four or more antenatal caréAfNC44) visits(10.4%, measles vaccination

(2799, and careseeking for diarrhefl4.2%. While there was an improvement in coverage of many of
these EBIs, contributing to the reduction in U5M, the success in reaching all and achieving equity was
mixed. Thisvas particularly evident for theastoralistregions (Afar and Somali), rural vs. urban areas

and more broadly wealth inequities, all of which are described in more detail below.

Ethiopia was successful in achieving coverage in a number of EBIs vilnilgftimaccinations such as
pentavalentand rotavirus vaccin@gRTVand elimination of neonatal tetanus through vaccination of
women ofchildbearingage. However, evenithin high national coverage, geographic disparities
remained in coverage of the pentdsat vaccination, ranging from 90% in Addis to 20% in Afar.
contrast to pentavalent, measles vaccination only increased from 27% to 54% nationally, remaining
overall belowthe universal level®0-95%)needed to move to elimination of measlBispariiesin
measles persisteavith rates ranging from 30% in Afar to 93% in Addis.

Others EBIs saw significant improvement despite not achieving near national coverage. Implementation
of FacilityBased Integrateanagemenbf Childhoodlliness (FBMCI) andommunity-DeliveredIMCI
(Communitylntegrated Management of Childhood Ilined$/1C] or Integrated Community Case
ManagementiCCM) was completed at the national level. Gaeking improved throughout the study
period, with careseeking for ARIs increasing from 18% in 2000 to 34.1% in 2016 and receipt of treatment
increasing from 3.9% in 2000 to 22.9% in 2016. Oral rehydration therapyehydration saltORSand

zinc) for diarrhea improved from 19% in 2000 to 38% in 2016.

As mationed previously, facilithased delivery was very low at the beginning of the study period, but
increased nationally from 5% in 2000 to 26.2% in 2016, though rates are still well below national
coverage. Rates were especially low in Afar (increasimgdfit? in 2000 to 15% in 2016) and Somali
(5.6% to 18%). Thigasdue to a combination of resistance to faciliggsed delivery as well as challenges
with quality of care which also contributed to women choosing to deliver at home.

f

20
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Other EBIs which focus®n reducing deaths in this age group not mentioned above include:

1 Pneumococcal and meningococcal vaccinations

1 Malaria interventionsifisecticidetreated netgITN$ andindoor residual sprayiféR$vaccine,
intermittent treatment of malaria during pgmancy)

1 HIV Interventions (Prevention of Mother-Child Transmissid@MTCTand early infant
diagnosis and treatment of HIV)

1 Management oevere acute malnutritio(GAM)

Vitamin A distribution

1 Neonatal interventionsAN@+), management gfregnancy associated hypertensive disorders,
basic and comprehensive obstetric and newborn care (BEmONC and CEaEdé@an
section, clean delivery strategies, corticosteroids for active labor, partograph use, neonatal
resuscitation, Neonatal Intensi@are Units (NICUs) and Kangaroo Mother Care (KMC),
management of neonatal sepsis and goattum visits

=

Tablel: Coverage of Selected EBIs in Ethiopia,-200® (Source: DHS)

USCause |\ ention 2000 2005 2011

of Death

Children with symptoms @icute respiratory
infection AR) taken to health facility

Children with symptoms of ARI who received
Acute antibiotics

Respiratory | Vaccination: 3 doses Bheumococcal

18.0% 20.9% 30.9% 34.0%

- 3.4% 8.1% 22.9%

Infections | Conjugate Vaccin®Cy - - - 49%
Vaccination: 3 doses of DPT/pentavalent vacq - - - 53%
U5 with symptoms of ARR weeks preceding 24.4% 12.6% 7 0% 6.6%
survey
Oral rehydratiortherapy (either ORS or RHF) | 19.1% 27.3% 29.6% 38.1%
Diarrheal Vaccination: 2 doses of rotavirus - - - 56%

Diseases Children with diarrhea taken to health facility | 14.2% 21.6% 31.8% 46.3%
U5 with diarrhea 2 weeks preceding survey | 23.6% 18.0% 13.4% 11.8%
Household ownership of ITN - 3.4% - -

Proportion of childremnder 5who slept under
ITNon night prior to survey

Advice or treatment of fever sought from a

- 1.5% - -

Malaria . : 20.4% 18.3% |25.6% 36.4%
health facility or provider
Tre_atmen_t ofchildren with fever with 3.0% 3.7% 3.6% 779
antimalarial drugs
U5 with fever; 2 weeks preceding survey 28.4% 18.7% 17.1% 14.3%
Measles Measles vaccination coverage 26.6% 24.9% 55.7% 54.3%
Exclusive breastfeeding frordb0months 54.5% - 52.0% 57.5%

Malnutrition | U5 receiving vitamin A supplements in the six

. - - 53.1% 44.7%
months preceding survey
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U5 stunted 57.7% 50.8% 44.4% 38.4%
U5 wasted 12.2% 12.2% 9.7% 9.8%
HIV counseling duringNCvisit% - - 13.6% 23.3%
HIV i i
HIV Festmg duringNCor labor and results i i 20.0% 34.3%
received
Other
vaccine Full vaccmanon coverage with 3 doses DPT, 14.3% 20.4% 24.3% 38.5%
preventable | doses polio, measles, and BCG
diseases
Total fertility rate (119) 5.5 5.4 4.8 4.6
Antenatal care: 4+ visits by a skilled provider | 10.4% 12.2% 19.1% 31.8%
Vaccination: Tetanus protection at birth - - 48.3% 49.0%
Delivery in a health facility 5.0% 5.3% 9.9% 26.2%
Neonatal Delivery attended by skilled provider - - 10.8% 27.7%
CODs Delivery by @ection 0.7% 1.0% 1.5% 1.9%
PNCPostnatal visit for baby within 2 days of
. - - - 13.1
birth
P!\IC Postnatal visit for mother within 2 days of i 6.7% 16.5%
birth
Median birth interval (months) 33.6 33.8 33.9 345
Teenagers who have begun childbearing 16.3% 16.6% 12.4% 12.5%

1.5 EBI Implementation Strategies

In implementing the EBIs, Ethiopia utilized a variety of -cutigg implementation strategies which
supported the work, althoughs noted aboveot all were successful. The most common implementation
strategies were:

1.
2.

10.
11.
12.
13.

Nationalleadershipand accountabiliy including financial commitments for addressing U5
Integration of EBIs intaationalpolicy development and planniegmmunityengagement and
education

Donor coordination and engagement and leveraging expertise and resources

Data use for decisiemaking(e.g. using global evidence, monitoring and evaluation, data use for
adaptation and prioritization)

Smaliscale testing and rapid scale

Stakeholder engagement including community engagement

Decentralizatiorof service delivery including into the commuyrithroughoutreach/community
based delivery

Focus on equity

Leveraging and integration into existing systeespecially the Health Extension Prog(&t&P)
Free service delivery for some aréasg. immunization)

HR strengthening (e.g. trainiregipportive supervision, mentoring)

HR task shifting largely bealthextension worker§HEW)

Systems strengthening
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In particular, strategies that were identified as most critical in EBI implementation were the national role
of government including natiohpolicy and development plannirigyeraging and coordinated strong

donor and partner support, and a commitment to using data for evidbased decisiomaking. The
approach tdchealth systems strengthenirfglSS) was also critical leveraging and integraito existing
systems. The existitEWProgram was particularly important in implementing EBIs targeting US5M to
ensure acceptability, reach, and feasibility, although again, it was not universally successful particularly in
the pastoralistareas and iexpanding faciligpased delivery. This program focused on decentralizing
resources to increasing health posts and community health wolkEM/§, especially in pastoralist and

rural areas. HE®Wvere crucial in the implementation of EBIs at the commuensg| (with varying

success) including iCCM, routine vacciaetenatal careANQG, facilitybased delivery, postpartum
servicesand ITN.

1.6 Contextual Factors  Including Other Health Interventions

As noted previously, the varied success in achieving coverage and equity-gipét5iid EBIs suggests

that diversecontextual factors (discussed below) including broader public health interventions played a
role in USM reduction. These interventions imldnutrition programmingWASHand policies

addressing factors associated with USM such as access to reproductive health, female empqwerment
and economic development.

For nutrition, stunting, a risk factor for USM, improved from 60% in 2000 to 40%emreén 2014, and

was addressed by significant investment in agriculture and policies to increase resilience (an important
initiative given the major droughts which impacted Ethiopia during the study period). This led to
increased production of consumabpfwutritious crops, which in turn contributed to improved household
food security and nutritional status.

Ethiopia also invested in WASH policies and programs and coneualtipehavior change campaigns

which dramatically reduced the rate of open defemanationwide (from 82% in 2000 to 27% in 2015),

likely contributing to a decline in infections. Diarrhea incidence dropped dramatically for all regions,

especially in high population areas such &dzi KSNY bl A2y as bl GASNPRf AGASEAX
(the 39 most populated area) where diarrhea incidence halved from 29% (the highest in the country in

2000) to 14% in 2016. This was likely not dueTidgiven itdate rollout mentioned above. Though care

seeking behavior acroize board remainedow e.g. for ORS and zinc coverage, this drop in incidence

impacted U5M attributable to diarrhea.

Q9UKA2LIALIQa KSIf UK adeaidSya aidNBy3aaKSyAy3da g2N] Rdz2NR
progress and provided the platform for many of the lenmentation strategies for EBIs. The government

prioritized expanding access to primary health ¢Bi¢C)particularly in rural areas. This was reflected in

0KS O2dzyiNBEQ&a FOUADGAGIASEATE GgKAOK AyOf dzREhealttd2 y a i NHzO
centers), some strengthening of hospital managementHRidr health improvement through

expanded training and creation of new cadres of providers such as HEWtegratedemergency
surgicalofficers(IESOs). In particular, establishmenthef HEP in 2003 to improve geographic access in
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rural areas was key to delivering maternal ehiddcare The HEP included trained and supervised HEWs
originally in the rural areas and more recently expanded into urban areas as well as expansion of their
swpe.

Establishment of this program created health posts in rural areas manned by HEWSs, who provided
selected health services and community education and engagement both at health posts and homes in
their communities. Though the program was originallytece#o provide education and preventative

services, its scope expanded widely during the study period to provide a platform for the delivery of key
EBIs such as iCCM, vaccines, ANC, and management of neonatal sepsis. HEWSs are responsible for 16
primary hedth care packages of services, including family health, communicable disease prevention and
management, hygiene and environmental heatid educational outreach. While HSS efforts and
establishment and leveraging of the HEP improved access to health services (though not as successfully in
the pastoralist regions as in the agrarian ones) and aided implementation of EBdsekamg remaied

a notable challenge to achieving high coverage of many EBIs in Ethiopia as described below.

There were a number of other contextual factors which facilitated the decline in U5M at the global and
nationalMinistry of Healt{MOH) levels as well as atealcommunity and individual levels, even in the

face of persistent gaps in coverage of a number of important EBIs and geographic inequity in mortality,
morbidity, and coverage. At the global level, these factors included the setting goals and prioritization
U5M by the Millenium Development Goals and organizations sud@s$d Health OrganizatiofMHQ

and others and expanding availability of donor resources. At the national/MOH level, strong national
leadership, the strengthening of the health systemstuding a commitment to PH&xilitated progress

as noted above. Finally, the national culture of data use to identify and prioritizegdjrsjestment in
health which was used as a strategere facilitators.

A significant national effort which weastical to the reduction of the USM was the implementation of

major poverty reduction policies and social safety net programs that helped boost household income and
food security by extension, in turn improvid§child health and reducing incidence cdatfises and

improving access and resilience.poor policies such as the Sustainable Development and Reduction
Program (rolled out in 2000), and the Plan for Accelerated and Sustained Development to End Poverty
and the Growth and Transformation Plansléabut in 201615) were introduced to reduce poverty. In
addition, Ethiopia established the Pharmaceuticals Fund and Supply Chain Agency in 2006 (which aimed
to increase affordability and accessibility of pharmaceutical products) and a health develapment
(HDA)which aimed to increase uptake in health care servigigls)community solidarity funding in 2012.

The government also funded projects that addressed priority health problems (e.g. construction of
maternity waiting homes at health center levad)identified by community, promoted community health
education, and developed a community health insurance scheme of 2015 to reduce financial barriers in
accessing quality health care services for the poor.

The government also implemented a social pricdacprogram called the Productive Safety Net
Programmebeginning irR005 whichtargeted chronically foodnsecure woredas (districts) in six regions
of the country (Afar, Amhara, Orom&quthern Nations, Nationalities, and PeopB$NF, Somali, and
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Tigray). Participating households receive cash or food payments in exchange for work building
infrastructure or protecting the environment. However, poor households with limited labor capacity
receive payments without requirements for labor. Program asseésm&@ Kl @S aK2gy G KI
benefits include improved food security, likely contributing to improved nutritional status of children
under5 and subsequently reduced vulnerability to m&@Ds

Similar to other Exemplar countries analyzegrior case studies, at the community and individual levels,
women@ empowerment improved and there was increased uptake of reproductive health services.
Unmet need for contraception dropped from 37% in 2000 to 23% in 2017, and satisfied demand for
family ganning increased a large amount from 19% in 2000 to 63% in 2014 (although demand was very
low in some regions such as Afar). Adult female literacy improved @nin 200 to 42% in 206

nationwide, even in the setting of stagnant rates of completigriofary schoot:? These improvements
were seen across all regions in Ethiopia excgmstoralistregions such as Somali where women literacy
rate improved only slightly from 9% in 2000 to 12% in 2016 compared to Amhara where rates improved
from 16% in 2000 to 45% in 2016.

Nonetheless, the work of Ethiopia from 2€8@L5 has been challengégt a numbe of contextual

factors which have been barriers in U5M reduction efforts. These have occurred at the global, national
and local/community levels. Like many countries, climate change presented a challenge, including major
droughts in regions including @n. and were associated with periods of stark food insecurity. Ethiopia
also had areas of conflict particularly along the Eritrean border affecting the regions of Tigray and Afar.

Other factors were present preventing the country from achieving equityvierage, and posing as
potential threats to sustaining and continuing progress. While the Federal Ministry of Health (FMOH)
focused on increasing access to low coverage areas, especially through the HEP progreemadhece
large inequity of coverage many EBIs and higher NMR and U5M across regions and populations
including rural and most poor, and in areas with a high proportion of pastoralist populations.

One challenge has been how to ensure equity among the pastoralist community, facing geeméphi
cultural barriers. Access to heattare in these regions with large pastoralist populatiwasalso limited
in part by the largely nomadpastoralistifestyle. The pastoralists in Ethiopia have a highly male
dominated culture and report low litacy rates and completion of primary educatiBor example, Afar

reported a 6.1% primary school completion rate for girls in 2016 versus the national levels overall of 54%.

In Somali and Afar regions, where the large majority of pastoralists live (52%amd the pastoralist
population respectively), the USM dropped by over 100 deaths/1000 the USM between 2000 and 2016.
In 2016 USM was 94 per 1,000 live births in Somali and 125 per 1,000 live births in Afar, compared to the
U5M in Addis Ababa (the capitd Ethiopia), which had a USM of 39 per 1,000 live births in 2016.
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In comparison to regional and rural/urbdifferences the wealth inequity gap was virtually eliminated
for U5 mortality as shown belofdgure 1) Thidikelyreflected a combination of improved EBIs
accompanied bgontextual factors which targeted tipoorest While it also decreased for NMR, some
differences still remainegfgure 2)

Under five mortality rate Neonatal mortality rate
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Figure2: Equity Analysis of UndérMortality Rate  Figurel: Equity Analysis of Neonatal Mortality Re
in Ethiopia (Source: Victora et al, 2018) in Ethiopia (Source: Victora et al, 2018)

1.7 Transferrable Lessons

There are a number of transferable lessons which emdrgedEthiopia that would be relevant for
20KSNJ O2dzy GNASa FAYAYy3 (G2 | OOSEtSNIGS | pa NBRdAzO0A 2
These represent the success in dropping U5M and NMR, as well as the work that remains to ensure
equity in covemge and reduction in morbidity and coverage. Ethiopia illustrates the importance of broad,
intersectoral approaches to improving health outcomes, focusing within and beyond the health sector to
address leading causes of mortality, reducing incidemkimproving resiéince and accesd his was
donethrough prepoor initiatives, public health initiativeend addressing nutrition as a key risk for UsM

and NMR.Actionsincluded health systems strengthening targeting a strong PHC system which reflected
the identified barriers including geographic accé#8and facility coverage, and work to address cultural
and regionakpecific barriers by building on existing health system capacity rather than investing in
vertical programs. Ethiopia alspecificallyshows the importance of building and leveraging a strong
community health program and expanding to address emerging or persisting challenges from community
engagement and education through service delivienyekample througmeonatalsepsis

interventiong.

Additional effort is also needed to ensure quality and deeper engagement with communities to address
the low uptake of HEMielivered and some faciligyelivered services. Other transferable lessons include
engaging and leveraging the expertise ofaalkders and ensuring their alignment with national vision

and goals as well as local priorities and barriers, using available evidence and data to identify need and
work to improve data quality a large ongoing initiative in Ethiogiand building capdiy to develop

locally relevant evidence for decisioraking andntegraion of new initiatives.
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2.1 Exemplars in Global Health

The Exemplars in Global Health project was started by Gates Ventures and cofoutheedsillksy

Melinda Gatesdundation to inform high impact global health decisions by making it easier to replicate
largescale national and global health successes through evidesesl narratives. The core of the

project is to identify the knowledge and evidence detailing theesses, as well as drivers of and

oF NNASNAE (2 (K2&a$S & dzpddifva duBer ountrias zhyt BaverdSnkoBsirdidtl || N& &
outperformance relative to peers or beyond what might be expected given context and/or financing. The
content goes beyondaditional research and peeeviewed literature to better understand how these
Exemplarsvere able to achieve success beyond their regional neighbors and other comparable countries.
The analysis and conclusions are designed to bediiaen and rigoroudyut also to create knowledge

that is transferable and accessible and has the potential to be used across a range of key stakeholders.
Therefore, the content developed by the Exemplars project is intended primarily for an audience of
national policymakergmplementers, and funderspeople with the potential to significantly impact

global health policy and implementation at scale.

2.2 Exemplars in Under -5 Mortality

As a part of the broader Exemplars project, the University of Global Health Equity i@¥@iH&)g with

teams at Gate Ventures andthe Bih St Ay Rl DI 1Sa C2dzyRIFaGAz2zy (G2 o6SG0GSN
successes in reducing U5M between 2000 and /2813 his work was designed with two aims: 1)

developing and testing an implementation researcm&aork and mixed methods approach to

understand the successes of these countries, and 2) extracting actionable and transferable knowledge

focused on implementation strategies and key contextual factors to inform other countries working

towards the same gbarhe scope of mortality was limited to amenataases of death (COBD)hose

which are potentially preventable with a stronger and higher quality health care system. The work was

divided into a number of activities. These included: 1) identifying evidisesl interventions (EBIS) in

use in lowand middleincome countriegLMICSs); 2) developing and applying an implementation seience

based approach to understanding how the EBIs put into place byEkeseplacountries were

prioritized, adapted, implemented, and sustained; 3) understanding how the evidesed

interventions implemented by a country were prioritized, adapted, implemented, and sustained through
research into both existing publicly available sources and primary key informant interviews; and 4)

identifying the key contextual factors and policy interventiohsicih OF £ (G2 Sl OK 02 dzy (i NB Q:
was guided by the developed framework, which was informed by a number of frameworks in use for USM

(e.g. Countdown 2015, WHO) and implementation science. The framework and identified EBIs can be

found in AppendiA.

With input from a technical advisory parsdyenO2 dzy i NA S& YSSGAy3a GaSESYLX | NE
chosen based on the rates of decline in USM compared with countries in their region or with similar
economic resources. These countries were also cHosena larger list of Exemplar countries to
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represent a range of locations and sizes, with the goal of identifying varied implementation success
factors common to countries that have oygrformed in USM.

2.3 Ethiopia
Background

Ethiopia is a large 26,400 mi?), landlocked country located in the Horn of Africa (Fyuré shares

borders with Eritrea to the north, Djibouti and Somalia to the east, SardiBouth Sudan to the west,

and Kenya to the south. The country features great geographiessitiiv A large part of the country is

comprised of mountain ranges and high plateaus, which are divided by the Great Rift Valley. More than
KFEfTFT 2F GKS O2dzyiNB tASa F1020S mIpnn YSGSNBR 020S
monsoonwith three main topographimduced variations in climateDega (cool) in the highlands over

2,500 meters above sea level, Weina Dega (warm to cool) in highlands between 1,500 and 2,500 meters
above sea level, and Kolla (warm to hot) in lowlands. Ettiapithree main seasons. The first, known as

Belg, is a short raimperiodfrom February to May. Kiremt is the longer rainy season for most of the

country, lasting from June to September. The third season, Bega, brings dry and cool weather for most of

the countrybetween October and January 9 G KA 2 LJA | Q& dzy AljdzS (2 LJ123INI LK& |
health, particularly due to the effect on malaria transmisditighland areas abowadtitudes 0f2,500

metersdo not experience any malaria transmission. Hangvighland fringe areas betweatiitudes of

1,500 and 2,500 metsexperience frequent malaria epidemics. Lowland areas below 1,500 meters have
seasonal patterns of transmission, while stable malaria areas of the country experience transmission
throughauttheyea¢ NI yaYA aadA2y 2F0Sy 4rbné paiteyn withdayga vatiaiioh S ¢ S LIA
in caseload from year to yetEthiopia has also experienced several severe droughts in recent history,

which have contributed to significant food insecurity, migration, and political instadilityportant

factors impactigwork to reduce USMDuring the study period, significant droughts in 2082and 2011

led to food shortages and econonmisecurity in the country.

Ethiopia is composed of nine regional states and two city administrations @igure

Regional States City Administrations ki

Sudan Y Tigray )

Afar 1 Addis Ababa 7 : -
Ambhara 9 Dire Dawa Il :‘/ Amiiors / libout
BenishanguGumuz  (Sishang
Gambella L. St "o\ Somalia
Harari e

. ,{V‘AGambe!a
Or0m|a Southern ¥ i Somali
Somall South iz
Southern Nations, Sudan %, _(an)”
Nationalities,
Yy R t S2LJ Pl
(SNNPR)

1 Tigray

S
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Figure3: Map of Ethiopia (Source: Relief\Wyeb
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Regional states and city administrations are divided into 800 woredas (districts), which are further divided
into over 30,000 kebeles (sulistricts)®

With a population of just ovel00 million, Ethiopia is the second most populous country in AlAitée

urbanization is increasing, 81% of theoplation lives in rural areas, which have substantially lower

standards of living than urban ared®e majority of the population lives in the Amhara, Oromia, and

Southern Nations, Nationalities, and Peop&NPregions, which together comprised an estimated

yM: 2F GKS O02dzy i NE QK Si 202yt iaah@izexpanded steadilyyoventime, H
ANRGAYI FTNRY ccodp YAtTETtA2Y AY wnnn (2 dohpddp YATTAZ2Y
under the age of 14.

It is also an extremesthnicallydiverse country consisting of more than 90 distinct ethnic groups who
speak over 80 languages. Per the most recent (2007) national census, the largest ethnic groups in

Ethiopiawerethe Oromo and Amhara, whoadeupo i’z ' yR HT: 2F (GKS O2dzy i NEQa
respectively. The most common religions in
Ethiopiawere Ethiopian Orthodox Pastoralistareds

Tigray

Christianity (44%) and Islam (35%).

Afar

Pastoral areamade up two-thirds of all Amhara
land in EtthpI&S%l Figured). Thg ol =
pastoralist population of an estimated-10 Gumuz Fiana
12 million people live in several regions of s Harar
the coun-try. .The. Iargmajorlty.of B o
pastoralists live in the Somali (53%) and Somali
Afar (29%) regions, though pastoralism also B konaiines
and Peoples

exists in Tigray, Benishanguimuz, and
Gambell&. These differences in population
characteristics are important contextual

factorsin EthibJA  Qa 62N)] G2 SELIVR& 9. LA
and reduce USM. Figure4: Pastoralist Areas of Ethiopia (Source:
OpenLearn Create)

Economic Status and Development

Ethiopiahad the fastest growing economy in Africa, growing by an average of 10.3% per year from

2006/07 to 2016/17, compared to a regional average of 5.4%. Its gross domeditict §&@DP) grew

from $8.24 billion in 2000 to $64.47 bilionin2049. 0 KA 2 LA Q& SO2y2YA O 3AINRGUK A
attributable to agriculture, construction, and services. Its top exports in 2015 included coffee ($900M),

refined petroleum ($693M), cut flowe($606M), and gold ($577M).

This economic growth has led to a reduction of poverty (measured by the proportion of the population
living below $1.90 a day) in the country, from 38.7% in 2003.&92in 2015 However, regioal
differences in poverty persidh 2011, the poverty headcount ratio based on the national poverty line
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ranged from 11.1% in Harari to 36.1% in A¥ari KA 2 LA Q& KdzYly RS@Sf 2LIYSyid A
over the studyperiod, increasing from 0.283 in 2000 to 0.451 in Z01Bespite this improvement,

Ethiopiaremaired one of the poorest countrieis the worldwith a GDP per capita of $645.47 in 2015.

However Ethiopia has one of the lowest levels of income inequality in Africa, @it andex of 39.1 in

2015%°

The Ethiopian governmehas utilized fiverear Growth and Transformation Plans since 2010 to guide

economic improvement in the country. It is heavily engaged in the economy, owning key sectors such as
telecommunications, banking and insurance, and power distribution. The geu@rhas also retained
26YSNARAKALI 2F ff fFyR aAyOS moppmI I LRfAOE O2yFAN
it provides longerm land leases to tenants.

Political Landscape and Context

Ethiopia is the oldest independent country in Africa and the only country on the continent to eever b

colonized. The Ethiopian Empire was established in about 1270 and was overthrown by the Derg, a
YAEAGFNE 2dzydl X Ay | wmdoprn O02dzJ RQSGFG GKIFG- RSLIR2AS
Leninist state in Ethiopia led by Mengistu Haileidarthat lasted until 1991 and was marked by political
repression and resulting deatfrsm a violent political repression campai@ey Shibir) from 197681

9UKAZ2LIAIlI Qa F2dz2NI K I yR OdaenBsiablishiotReyradaral Detnockasicy ¢ a | R
wS LJdzo f A O 2 T nireriédloha? stafes and twolcity lidménistration councils undmrstitutional
FSRSNIf ada2adSyode 9QUKAZ2LALFQA I20SNYYSYyd A& I FSRSN
The executive branch includes the Prime Minister, Council of Ministers (including the Minister of Health),

and Council of State. Thedeg t G A @S 0N} yOK Ay Of dzRSa GKS 1 2dasS 27
Representatives. The Judicial branch includes federal and regional courts.

In 1998, conflict over disputed land on the Ethiogaitrean border of the Tigray and Afar regionstéed

a state of war between the two countries. In addition to an estimated 70,000 total casualties on both

sides, Ethiopia faced a number of challenges as a result of the conflict. Both countries experienced

massive displacement of civilians and exacerbatedomic problems, leading to food shortages.

Ethiopia additionally stopped using Eritrean ports for foreign trade in 1998. As the country is landlocked

and reliant on foreign ports, its maritime traffic was handled by the Port of Djibouti. Though a peace
agreement was signed by both governments in December 2000, tensions continued until leaders of both
countries signed a joint declaration formally ending the state of war in July2DIBK A 2 LJA | Q& LINRA Y S
minister, Abiy Ahmed, subsequently received the Nobel Peace Prize in 2019 for his peacemakitig efforts.

Education

h@dSNIfttx GKS SRdzOFGA2y L+t &dFiGdza 2F 9QUGKAZ2LALFQa LI LJ
The overall adult literacy rate in thewsdrygrewF NB Y H T2 AY Mdpdpn G2 nd> AY HA
primary school entrance increased remarkably from 40% in 2000 to close 85% in 2015 (76% for girls
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however primary educatiortompletion(of the total population) was lower at 54%, although still an
improvement from the 22% in 2008'°

Gender Equity

Gender equity has improved in some areas but remains a challenge in Ethiopia. Entrance into primary
school increased, but remained lower for §idsdin 2016, the literacy rate of adult women was only
42%, compared t67% in adult meR.In contrast, completion rates of secondary education in 2014 were
comparable between men and women (92% and 91% respectiely).

t NEINB&da gl a aSSy 20SNJ GKS &dddzReé LISNA2R Ay 23GKSNJ
percentage of married women currently employed increased from 32% in 2005 to 48% in 2016 (though

still less than half of the rate 88% of men emplged)?2The2 2 NI R 902y 2YA O C2NHzYQa H)
Gender Gap Report ranked Ethiopia®Litvgender equity of 149 total countries (compared to1.6D

115 countries in 2006)eflecting further progress requiréd.

Under -5 Mortality in Ethiopia

Following consistent but fairly slow progress in reducing U5M in Ethiopia leading up to the study period,
U5M dropped from 166 deaths per 1,000 live births in 28090 2 dzy (i NBHS & Demaghaphic and
Health Survepo 67 per 1,000 live births in 2016 (FigByeDecreases in U5M have occurred in all wealth
quintiles (Figuré®), with the large gap between the wealthiest and other wealth quintiesly
eliminatedduring this time period, although the pattersisowedthat, during the first part of the study
period, thepoorestquintile wasnot always the group with the highddbM. U5M has decreased across

all regions of the country (Figur® However, regional differences in USM remaamnging from 39

deaths per 1,000 live births in Addis Ababa to 125 deaths per 1,000 live births in Afar%tf 2016.

180 66 Under five mortality rate
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Figure 5Under5 Mortality Rate (per 1,000 live birtt  Figure 6 Equity Analysis of Undé&rMortality Rate
in Ethiopia (Source: DHS 2000, 2005, 2010, 2016 in Ethiopia (Source: Victora et al, 2018)
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Figureb: Map of Ethiopia Showing Trend of Und
5 Mortality, 20002016 (Source: IHME 2018)

Table2: Under5 and Neonatal Mortality Rates (Per 1,000 IBughs) by Region (Source: DHS)

Region Under5 mortality Neonatal mortality
2016 2016
Addis Ababa 114 39 43 18
Afar 229 125 46 38
Amhara 183 85 60 47
BenishanguGumuz | 198 98 65 35
Dire Dawa 176 93 42 36
Gambella 233 88 57 36
Harari 191 72 54 34
Oromia 194 79 61 37
SNNPR 192 88 49 35
Somali 184 94 60 41
Tigray 169 59 68 34

Neonatal Mortality in Ethiopia

Ethiopia has also shown impressive declines in its NMR. Per the DHS, NMR in Ethiopia dropped from 97
deaths per 1,000 live births in 2000 to 48 per 1,000 live births in 2016 (8)g8imilar to USM, NMRs

have decreased across regions and wealth qusntiletably, equity plots (Figul®) show that NMR was
actually highest in the™and wealthiest quintiles in 2016. However, a key informant expressed that this
may actually be due to undeeportingof mortality in the lower wealth quintiles, particuladue to high

levels of home deliveryGeographidifferencesalsoremain(Table 2 and Figu®; in 2016, Addis Ababa

had the lowest NMR (18 per 1,000 live births), while Amhara had the highest (47 per 1,000 liv& births).
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While Ethiopia saw a relative reduction of USM and NMR by 60% and 50%, respectively, there was
subnational variability with decreases in rates from 4&f4r) to 67% (Addis Abab&glre 11) for USM

and from 58% to 14% for NMRHowever, while Ethjma did have some success in reducing the
geographic equity gap in U5M rates from 119 to 86 it remained relatively unchanged in NMR (26.3 t029
absolute difference in rates, +2.7 gapPotential contextual factors which were identified as more
common in the lowest coverage areas included lower female litéfdigher proportion of pastoralist
communitiesd border conflict and higher residual rates of stunfifg.
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Health System Organization and Governance

Health System Structure

9GKAZLMAL Q& KSIfGK aegtisy m SrBmemdn C A 3 dzNB

Specialised hospitals 3.5 -5 million

1. Primary

. . . General referral hospitals 1 —1.5million
The primary level includes the Primary Health Care

(PHCWnit, which consists of five health posts, one 3 Woreda health system

health center, and one primary hospital in rural areas. Primary hospital 60,000 - 100,000
Health posts are staffed by two health extension L

workers (HEW) (see below) who provide preventive, e - e iiﬁoﬁﬁ =MLLL
promotive, and basic curative services in addition to He i i e
communitybased activities for populatistf 3,000 to /// \

5,000 people. YY) i’aoc?woﬁps’ooo

Health centers, which serve a catchment of 15,000

25,000 are staffed by around 2@ealth care workers Figure10:9 K A 2 LIA-TieRHealth K N.
(HCW) including health officers, nurses, midwives, System (Source: Teklu, 2019)

and sometimes general practitionéfsT hese facilities

also provide preventive and curative care, inpatient and ambulatory services,greathtommon
psychiatric disorders, and dental servidaslivery services armhsic emergency obstetric and newborn
care BEmONYare provided at health centers.

Primary hospitalsyhich are staffed by about 53 HCWs including physicians, health officers, nurses,
midwives, anesthetists, and integrated emergency surgical offl&&8)rovidecomprehensive
emergency obstetric and newborn ca@EmON)Services anémergency surgitaervices including
Caesarean sectiorf€sectior) in addition to services provided by health centers. These facilities cover a
catchment of 60,00@00,000 peoplé&®

The primary level differs in urban areaghere it consists of one health center serving 35,000 people.
2.  Secondary

The secondary level consists of general, district level hospitals semilligrito 1.5 million people.
These hospitals are staffed by approximately 234 staff, including siqahgkicians and nurses, and
provide both inpatient and ambulatory services

3. Tertiary

The tertiary level, which is the highest level of the health care system, insixsiescialized hospitafs.
Specialized hospitals have a staff of around 440 (including physicians and nurses). These hospitals serve as
referral centers for general hoisgls for catchment areas of 3nillionto 5 million people?
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Beginning in 1998, thieederal Ministry offealth FMOH has invested in expansion of public health

facilities under the Health Sector Development Programs through funds from both the central treasury

and the n@aonal Millennium Development God¥IDQG Pool Fundparticularly in order to improve access

to PHCThe FMOH entered agreements with regional governments to share costs of construction of new

health facilities, particularly health centers and primary hospitals, to expand access to health services.

Though the financing of construction was split evenlthb FMOH and regional governments, the FMOH
O2YYAGGSR G2 SldALIWAY3I it yS¢ FILOAT{AGASE o0dzAf (i dz
system grew to 14,416 health pos2689 health centers, and 1publichospitals.

Similarto the publt health sector, the private health sector in Ethiopia has experienced substantial
growth. In 20078, Addis Ababa alone had 25 private hospttdlttilization of care at private facilities also
increased during the study periothe 2016 DHS reported that 1.1% of women nationaliyy22.2% of
women in Addis Ababdelivered at a private fadili compared to 0.5% and 11% respectively in 2805.
Private facilities are also increasingly utilizechireseeking for childhood illness. In 2016, 16% of children
with symptoms of ARI and 20% with diarrhea for whom adviceamntent was sought visited a private
sector facility2 However, a 2011 study revealed that the private health sector in Addis Abasezed
similar challenges as faced by the public sector, such lack of trained specialists, health worker turnover
and availabilityand quality of drugs and servicé&s.

Despite the work to strengthen the health care delivery, health systems remain weaker in pastoralist
areas of the country, which are affected by issues in infrastructure andsas explained by a key
informant:

oMost policies and guidelines that are developed federally focus on reaching the huge

L322 LJdzt F A2y FyR aSdiddf SR O02YYdzyAGASa 6KAOK | NB S
lot of change. IfyougototHell a G 2NF £ A&dd O2YYdzyAdASa (GKS Ay TN
really work alone, there are other infrastructures needed and development is generally

$SFE1 IFNRdzyR GKSNB® ¢KIFGQa ¢Keé (K2aS 3IS23INJ LKA
andXthe health outcome will bgery poor. In addition to that, most of the guides,

principles, and successes are usually in the settled communities. The ways they do business

are structured and routing

Service Provision Assessment Plus (SPA+) data frorfodfdi#ariable availabilit of basic services,
including child vaccination, curative care for children under 5, family plaantegatal careANG, and
normal delivery, in facilities across Ethiopia. While availability of services for curative care for children
under 5, family [anning, and ANC were provided at most health posts and Heglerfacilities,

availability of normal delivery services was not universal (65% #faadit post facilities and 45% of
health posts). Most health posi82%)provided child vaccination séces, though less than half (49%) of
higher level facilities digFigure B).*°
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Figurell: Facilities Providing Selected Basic Health Services in Ethiopia in 2014 (Source: ESPA+ 2014)

Human Resources for Health

Like many countries in the region, Ethiopia has faced challenges with both number and distribution of

health care human resourc@d4R)in the country (Table 2}. In 2010, the country had low nationakalth
workforcedensityof 0.7 per 1,000 population, far lower than the minimum 2.3 per 1,000 population
recommended by the WHBTheGovernment2 ¥ 9 (0 KA 2 LIA | dza Sv& 10 24 (RS SNBE KRS
level cadres of health workers to rural areas. However, distribution of these providers is uneven across

regions of the country, with more providers per population in Addis Ababa, Dire Dawa, and Harari but

fewer per population in pastalist regions (Table 3).Gaps in other trained HCWs including nurses and

critically midwives were also documented. Alley F 2 NY' I yi SELX FAYSR 90KAZ2LALI Q:
HRs for health:

z

G/ dZNNByGfe wAye (KS LlzofAO0 aSOG2NE Yz2ald 2F (K¢
salary they are getting, with the due payment they are getting, with the allowance, and so
on. Even if you have very good infrastructure, very good software system, very good
equipmentif you do not have the skillful, competent, and motivated human resources, you
O2dzf R y20 I OKAS@®S lyeiKAy3a FyR (KSaS I NB

[N
P
(V)
(@]

National Health Seat Development Plans focused ldRdevelopment to alleviate shortages. The
government continued to emphasize expansion of health service training institutions throughout the
country in order to increase the number of graduates entering the health systemviders. As a result

of these efforts, the number of universities and health service colleges has increased from five in 2003 to
22 in 2009

In 2009, the majority of health workers overall in Ethiopia worked in the public;sad§ob.8% of all

health workers formally worked in the private sector. However, this was quite different for physicians,
with 15% of general practitioners and 40% lofgician specialists reported working full time in the

private sector. Dual practice in both public and private sectors is also common in Ethiopia, with many
workers in the public sector seeking additional work in the private sector to supplement lamspator
incomes*
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Table3: Total Numbers and Density of Key Health Worker Categories in Ethiopia, 2009

Category Number ‘ Ratio per 1,000 population
Physicians 2,152 0.03
Nurses 20,109 0.36
Midwives 1,379 0.02
HEWSs 34,382 0.43
Health officers 1,606 0.02

Table4: Distribution of Physicians, Nurses, Midwives, and HEWs Across Regions Addh@iistrations of

Physicians Nurses ‘ Midwives HEW

Ethiopia, 2009

Region Physician: Nurse: Midwife: HEW:
Physicians Population Nurses Populaton Midwives Population HEWSs Population

Addis Ababa 934 1:3,056 3,377 1:845 244 1:11,699 N/A N/A
Afar 15 1:98,258 185 1:7,967 - - 572 1:2,577
Amhara 304 1:58,567 3,790 1:4,698 212 1:83,983 7,471 1:2,383
Benishangul 12 1:59,309 452 1:1,575 37 1:19,235 499 1:1,426
Gumuz
Dire Dawa 53 1:6,796 272 1:1,324 20 1:18,009 142 1:2,537
Gambdia 13 1:25,585 91 1,3,655 4 1:83,150 457 1:728
Harari 29 1:6,655 276 1:699 29 1:6,655 47 1:4,106
Oromia 378 1:76,075 5,040 1:5,706 287 1:100,197 13,856 1:2,075
SNNPR 242 1:65,817 3,980 1:4,002 316 1:50,404 7,915 1:2,012
Somali 71 1:65,817 314 1:14,882 45 1:103,844 1,427 1:3,275
Tigray 101 1:44,880 2,332 1:1,944 185 1:24,502 1,433 1:3,163

Inresponsetothegapk S Cahl ¢2N]J SR G246 NRa YSSGAy3a (GKS O2dzy/i
through innovative programs such as tealth Extension Program (HEP) in 2002 and the IESO initiative
in 2009, which created new cadres of providers to support task sharing discussed below.

Health Extension Program (see also Contextual Factors)

The Government of Ethiopia introduced the HEB® first national community health program in the
country,in 2002 to provide expard communitybased care, working towards univerBalCcoverage.
The HEP introduced a cadre of-firtle, salaried, supervisefémale(with few exceptions in certain
regions)HEWSs in 2003. HEWad tobe at least 18 years old, completed at least'adrf@de education
(except in some pastoralist areas), and speak the local languagevereeglected from the
communities they sergeby committees nominated by the communénd representatives from woreda
offices. HEWs complete a opear preservice training utilizing a curriculum which prepared them to
offer a service package of 16 servigeg Table 3) at the community lev@hispackage was broad,
expanding beyonthat of community health workerf@CHW) in many countrie$o include provision of
services such ahildbirthdeliveryand administration ofaccinations

" Exemplars in USMEthiopiaCase Study 31



. Collect, maintain, and
utilize community health
data

. Perform community
mobilization and provide
health education

. Promote and implement
hygiene and
environmental health

. Prevent and control

common communicable
diseases

. Prevent and control

common
noncommunicable
diseases

. Promote community
nutrition

. Pramote and provide
ANC

. Promote institutional

delivery and provide
delivery service

. Promote and provide
postnatal caréPNC)

10.Promote child grvival,

growth and
development, and apply
Integrated Community
Case Management
(iCCM)
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Table5: Health Extension Program Services Package (2014)

Service package Key elements

Plan and prepare necessary materials for data collection

Collect data to be entered into health database

Collect vital events and surveillance data

Prepare and submit reports

Contribute to working withammunity to identify health needs
Participate in determination of community health education needs
Participate in preparation of health information

Provide health promotion and educatiservices

Train model families

Perform advocacy of identified health issues

Promote community health mobilization on identified health issue
Promote and provide environmental and personal hygieneattuc
Establish and demonstrate commurétgpropriate sanitation
technologies

Provide environmental health service

Educate the community on early detection and prevention of
communicable diseases

Perform disease surveillance

Follow up cases

Educate the community on healthy lifestyle and early detection of
disease

Screen and refer clients requiring further investigation and
management

Follow up caes and promote communityased rehabilitation
Collect appropriate information for preparing nutrition education
Provide basic nutrition information/education to clients

Monitor client response to the information/education

Provide antenatal examination and information for pregnant wom
Conduct home visit and refer pregnant women with health problel
Support women during childbirth

Provide normal delivery

Provide immediate neonatal care

Provide services for lactating mothers on infant care, nutrition, an
exclusive breastfeeding

Organize and follow up maternal health programs

Promote child survival and growth and development activities
Assess and manage common childhood illness
Refer children requiring further care
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Service package Key elements

11.Promote andmplement i Plan immunization programs
immunization 1 Conduct immunization programasid administering vaccines
12.Promote and provide 1 Educate the community on family planning options
family planning services 1 Educate adolescents on family planning and STls
1 Plan and promote adolescent and youth reproductive health serv
13.Promote and provide 1 Provide familplanning
adolescent and youth . . .
reproductive health 1 Provide reproductive health service package
1 Register and document reproductive health registers
1 'aasSaa FtyR ARSyGuATe OftASyidQa
14.Provide first aid 1 Provide first aid
1 Refer clients providing further care
1 Follow organizational guidelines, understand healtlcpaind service

delivery system

Work ethically

Provide team leadership and assign responsibilities

Establish quality standards, assess and record quality of service
delivery

Manage work and resources at a health post

Lead workplace communication

Prepare for and evaluate emergency situations

Act in an emergency

Apply essential first aid techniques

E N ]

15.Manage community
health service

=

16.Respond teemergencies

= =4 —a o -9

Two HEWSs are assigned to one health post, which covers a catchment area of 3,000 to 5,000 people.

HEWSs spend time working both in the community and at the health post. Although health posts are run

by HEWs, HEWs are supervised by personnel at healthZent®r2 NNE & L2 Yy RAY I (G2 G§KSANJ
catchment area.

The HEP initially focused on health promotion and prevention activities at the time of its launch in 2003

(Table 3)As shown in Figuretz G KS LINP INJF YQa&a & SNIDA Ongédlov@rtieI SR dzy R
study period that expanded its scogeK S I2 SNy YSy i oNRIFI RSYySR (GKS ao02Lls
package from 2005 to 2007. These changes allowed HEWSs to treat malaria, diarrhea, and severe acute
malnutritionin addition to providing otheservices such ahildbirthdeliveryat health postsThe

LINEANJ YQ&a &aSNIBAOS LI QN dase Bllowg fgrfIV ghdz8BRNnclidad is2B08Hny R & A
HAMAE LlYSdzY2yAl GNBFAGYSyd FyR A/ / a 6SNBEBF2NXNI &
section on ICCMWith the intention of improving the quality of care provided athlalth post to

upgrade the HEWANd to respond to gaps identifiél the HEWevelthree curriculum, a new level of

HEW called LAHEW was initiatBdtween 2010 ané013, over 4,700 HEWs from across the country

enrolled in the upgrading progratt®® Communitybased newborn careCBNEwas also added in 2014
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w Original 16 service packages introduced ]

w Management of childhood diarrhea with ORS added
w Diagnosis and treatment of malaria added

w Outpatient theraputic program for malnutrition introduced for treatment of severe acute malnutrition
w Injectable contraceptives added

N\

w ART, PMTCT, and TB treatment added
2008 )

w Contraceptive implants added

w Diagnosis and treatment of pneumonia in children introduced
w National introduction of iICCM

w Communitybased newborn care (CBNC) implemented
w Communitybased nutrition added

w Modified level IV service package

€E€E€€E€ECECC

Figurel2: Evolution of the Health Extension Service Package

The Model Family concept was added to the HEP in 2006. HEWSs train model families to adopt healthy
practiceso serve as role models for their peers in the community. These families receive 96 hours of
training by HEWSs as part of a course coverind @te 18 healthpackages. Following completion of this
training, model families promote healthy behaviors suhse of insecticideated nets (ITN) and
breastfeeding in their communities under supervision of HEWSs.

In 2012, further expanding communitased resources, the FMOH introduced fiane, unpaidHealth

Development ArmyHAD)olunteers to strengthen thHEP. This cadre of community health volunteers

who were members of model familiegnsised of Women Development Groups (WDG) comprised of 30
K2dzaSK2f R& 2NJ | 62dzi ™mp Ao-FLAS2RY Jf ySShithaA N gERySIltedr waild T A @S
workwith five households oabout30 people. WDG Leadesspervisdf S| RS NEo-figef a2y S

Yy S s aIwaréRA NBOGE & AdzLISNDAESR 08 19240 228y Qa 5808
HEWSs by reducing the HEW outreach buraieth promoting service utilizatioiheir activities include

assisting with promotion of immunization campaigns, monitoring pregnancies and illnesses, and aiding

with communications between HEWs and the houseltblels servel. HDA volunteer alsoet weekly

with community members to discuss topics related to child health, maternal h&blighnutrition, and

hygiene:’:s,3624

By 2009/10, the governmehiadtrained and deployed 34,482 HEWSs across all regions of the country
excluding Addis Abatfdecause the focus was in rural aréas 2009/10, regional availability of HEWs
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varied widelyg from 1:728 population in Gambella (pastoralist) to 1:6,031 in the urbaro&ktarari

(Table 4). These HEWsdnied and graduated over 12 million model families and mobilized almost
443,000 HDA¥%.In 2017, after the study period was ended, there were more than 42,000 HEWs across
the country3®

Key informants emphasized the important role of the HEP in reducing-bimdertality(USM)in
EthiopiaAs one key informant explained:

{2 YdzOK 27F (KS Hbor&lkus@aferteyhiraiuctomaf he] Aealhli a
Extension Programs, particularly for the urglehild mortality reductiod &ere is not one
single bullet but there [was] multifaceted effort and bear fruits tatwile are today. It is
difficult to say there is one and only one initiative but the major umbrella | would say could
be the health extension program into whjalas]imbedded management of childhood
illness and the newborn communityased initiatives al@ with integration of child
immunization program into the Health Extension Program and this Health Extension
Program encompasses both rural and urban communiliest is one area that has
contributed much of the reductiontoundeY 2 NI I £ A (& ®¢

Howeverthe large scope of the HEP and increasing burden of work placed on HEWs remains a challenge
despite thecreation ofmodel families anthe HDAo focus on community educatipactivation and

follow-up. According to a key informant, HEWs are becomindavéeneddue to their growing scope of

work, contributing to burnout and turnover.

Table6: Population to HEW Ratio by Region, 2009710

Region Population per 1 HEW

Addis Ababa Not available
Dire Dawa 4,867
Harari 6,031

Amhara 2,775
Oromia 2,234
SNNP 2,126
Tigray 3,600
Afar 3,930
BenishanguGumuz 1,426
Gambella 728

Somali 4,248
National 2,545
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Decentralization

¢tKS O2dzy i NEQa aS 02y Rollawikd iritisl dezehtrakz&tianSvithiadtbtioriof theli A 2 y
1994 constitutionoccurred with the2002 Districlevel Decentralization Prografhhispushed

administrative and management (including financial and HR) functions from the regional to the
district/woreda level. Under these changes, woredas received block grants from regions and rttemaged
allocation of funds to public governmental health offices. They became responsible for recruitment of all
government staff working at the woreda, including at tefzcilities and assumed responsibility for
planning, construction, and management of these facilities. Woredas also developed their own health
strategies, implementation plans, and monitoring and evaluation frameworks in alignment with national
policies Though decentralization provided regions and the administrative levels below them with more
independence and agency, one key informant noted that subnational activities still had to align with
federal priorities in order to receive federal fundifgwe\er, a key informant notethat regions are

often still able to focus on their own specific priority areas based on regional needs. For example, while a
newHealth Sector Transformation PigddSTPmay focus on improving quality of care, a region may still
receive FMOH support focus on improving access if this area of focus of the premaiisal health

planstill needed improvement.

Health Sector Planning and Coordination

Health sector activities in Ethiopia are guided byyaear strategic plans. Tée plans are developed

based on national health policy launched in 1993. The FMOH develops the strategic plans in collaboration

with stakeholders, civil societies, professional societiesteggidnal health bureakHB}hrough a

series of consultative eetings and workshops. It sets priorities using both local data, sitdaih

Management Information SystefidiMI§ and national surveys, and international evidence. Explaining the
importance of datébased planning and decisiomaking in Ethiopia, one k@yormant notedd 6 K Sy & 2 dz
develop evidenebkased policy formulation process, you have to have clear data. Even if you engage
stakeholders, the stakeholders should be supported by local and international data and | think this data

led us to prioritizethe YL NI F y i AYAGAFGAOGSE Ay RNIFGAY3I &GN OGS

These plans contain strategic objectives. Each year, the FMOH drafts a core action plan guided by these
objectives. Reflecting the decentralization of authoRtigBswhichfall underautonomous regional
governments, develop their own plans and budgets, but as noted above, are still expected to align with
the FMOH strategic plan priorities in order to receive federal funding. Every two months, heads and
planners of all RHBttendjoint streaming committee meetinghaired by the Minister of Health in

order to coordinate activities. Planning also occurs at the woreda level supported by the RHB and the
FMOH, which allocate money to support planned activities.

Health sector planning alseciudes involvement and coordination of implementing partners and donors.
9OKAZ2LIAIlI dzaSa | a2yS LIXIy> 2yS 06dzRISGE YR 2yS NB
R2Y2NR Ay GKS O2dzy (iNE Ydzald |t A 3¢ planskResoddelmappingd A G A S &
is used to coordinate implementing partner plans and allocate resources towards government priorities.
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Health Financing

.806SSy Hnnn YR HampX 9GKAZ2LAlIQa G2GFt KSIFfGK SE
increasedriom $700.4 milliotUnited States DollaUSDto around $2.9 billion USD. Its health

expenditure per capita also increased from $11 USD to $29 USD (Bigittevievereven in the face of

economic growth, the percent of GDP spent on health has remaiirtgdunchanged since 2000 (5.2% to

5.4% in 2015). In 2018he percent of GDP spent on health in Ethiopia (5.4%) was similar than its

neighbor Sudan (5.2%), lower than Kenya (6.4%) and Somalia (13.1%), and higher than Eritrea (3.9%) and
South Sudan (3.1%)

QGKAZ2LIALFQE yIdA2ylf KSItGK SELSYRAGAINBE A& 1 NBSt e
external organizations and governments. The proportidarafing from external sources rose over the

study period. In 2000, external funding made up only 15% of total health spending, though this

proportion grew to 28% in 2015. Government spending as a proportion of this total declined from 41% in

2000 to only21% in 201%Figure 6).*° ¢ KS O 2 alryblipbicke@@OR expenditure per capita

remained steady from 2000 to 2005 and then steadily increased from $2.08 USD in 2005 to $9.18 USD in
2015%° O0P expenditure as a percentage of health expenditure in Ethiopia also remginddrhig the

study periodreaching a high of 46% in 2011, though a decrease was observed over the next four years to
38% in 2015.

In2015, the FMOH established the 3 $35

MDG Performance Fund to finance th 5 29
health sectof! ¢ KS O2 dzy G N. g $30

partners and donors contributed to 8 s25 $22

this pooled fund. The FMOH then 5 620

allocated this money, which was not S

earmarked for specificrpgrams or % $15 si1 $13

disease areas, into its own priority L% $10

areas such as infrastructure £

improvement. This fund was replaced %“5 $5

by theSustainable Development Goal $0

(SDG Performance Fund in 2015, 2000 2005 2010 2015
which uses the same strategy to _ _ o o
support theHSTP Figurel3: Health Expenditure Per Capita in Ethiopia (22005)

Health Insurance

During nost of the study period, there was no national level health insurance. In 2012, combasaty

health insurance (CBHI) was piloted in 13 woredas in Amhara, Oromia, SNNPR, and Tigray, which possess
GKS fINBSal aklNB 27F (K &cceSshddyeddfi@zncialBarddtn relatell dy = G 2
seeking health servic@s the poorest populationsThis insurance is primarily intended to cover essential

health service packages at the health center level and include both inpatient and outpatient care fo

those covered under the scheme.
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' v RS NJ 9 GBHpragtain, lkebdle (the smallest administrative unit in Ethiopia) offices screen poor
households for CBHI eligibility and woréelgel managers determine eligibility based on income. If
eligible, enrollment to the scheme is done on a household, rather than individual, basis. Households
contribute amounts ranging from $0.56 to $0.86pending on the regigeach month. These premiums
are pooled into a collective fund managed by membehns;iwis used to cover health care cdétshe
federal government provides a 25% subsidy for all members, while woredas and regions finance a
solidarity fund for the poorest hoebolds*

¢KS LINPBINFYQa OF
steadily from about 144,000
households (about 660,000
beneficiaries) in 2012/2013 to over
3.9 million households (nearly 18
million beneficiaries) in 2017/2018.
By 2017/18, CBHI schemes covere
Fo2dzi wmy: 2F 90K
popuation. TheHSTRestablished a
target of reaching 80% of woredas

and 80% of the population by 2020rigure14: Domestic Expenditure as % of Total Health Expenditul
requiring further progres¥' Ethiopia (2002015
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Health Equity in Health Care

The Composite Coverage Index used by the Countdown to 2030 initiative to track progress in coverage for
reproductive, maternal, newborn, and child health shows improvement across all wealth quintiles. There
are the greatest disparities between the

poorestand wealthiest quintiles IANC(75% in Composite coverage index 2030
Q5 vs. 17% in Q1) and in skilled birth services @ @ @ o [ e
utilization (45.6% in Q5 vs. 1.7% in Q1). wol @
However, it does not show any major - -
narrowing of the equity gap composite
coveragebetween 2000 and 2016 (Figuré)l
2011 [ =
Between urban and rural areas, the Countdown - —

to 2030 initiative reported a decrease in
disparityof rural vs.urban disparity USM
between 2000 and 2011. Due to initial large Figurel5: Composite Coverage Index in Ethiopia b

differential, there was a greater rate of decrease\Vealth and Year (Source: Victora et al, Countdow
in USM in rural areas, and geographic disparity 2030 Equity Profile)

still remaing®
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The methodology was designed to achieve the following gbgknerating new and actionable insights
through applying implementation science methods to selected Exemplar countries to:

1 ldentify and evaluate the methods of deciding on the policies and EBIs to t¢sMand their
implementation strategies arekecution
1 Understand supporting and obstructing contextual factors from these countries

3.1 Project Framework

Both the desk review and the primary research are informed by an implementation science framework
designed specifically for this project (see é&pjix A)While we are often able to identify policies and EBIs
chosen by a country to reduce U5M, the key lessons in how these were chosen, adapted, implemented,
and sustained are often missing from available published or gray literature. Because tipelgaese

and interventions brought different results in different countries, implementation science offers
important tools for how to think more holistically about how and why countries were able to reduce
U5M, and from where lessons in replication camltzavn. To guide the overall work, we developed a
framework to understand the contribution of contextual factors and the different levels of actors
involved: global, national, ministry, subnational, facility, and community. Details and the framework can
be found in the appendix.

3.2 Desk Review

TheGates Ventureand UGHE teams undertook an extensive review of available information and

published data on the rates and progress of U5M, including policies, strategies, EBIs available to potential
Exemplacourtries, and the uptake and implementation of these EBIs in Ethiopia. Initial secondary
NEASEFNDOK gFad LISNF2NYSR (GKNRdzZZK a95[Lb9 6tdzwmaSRO |
Y2 NI F € A G epé Y22NNTIGHdzyARISSNT | Y R 9 (i K A Bpelifit EBIsCaabel ¢ Gehith, 3 S | NO K
2NJ O2y(8SEGdZ f FLOG2NE UNBEGBBROKS(ISENNFAGYBOAMALLIYAS
G2N] SNEEVD® LYAGAFE RS&a1 NBaSINOK o6& GKS {GNXGS3aAxo
University of Wshington was synthesized and then reviewed by the UGHE team for accuracy and
completeness. Following this, additional support was provided by the UGHE team to increase the capture

of published literature relevant to the work.

The desk review was an itexagiprocess, with ongoing additions occurring throughout the primary
research process as additional sources (published articles, reports, case studies) were identified.
Reflecting the scope du5M-specific interventions (EBIg)e did not include irdepth reviews of

important contextual factors includingterventions that contributed to USM reductiosiych as

education, poverty reduction, water and sanitation, and programs designed to improve nutritional status
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beyond sever acute riraitrition and breastfeeithg, but included evidence of increased coverage of EBIs
where available and relevant and from existing reviews of those factors in Ethiopia.

3.3 Primary Research

In collaboration with our keountry partners in Ethiopidonitoring, Evaluation, Research, Training and
Quality ImprovemenfMERQ Consultancy, we identified key informants reflecting a broad range of
experience and viewpoints. Key informants were chbssed on the topics identified in the desk review
and through other analyses in the close collaboration wittoimtry partners, prioritizinthosekey
informants(Kk) able to provide information on the EPI&Rploration, Preparation, Implementation,
Adaptation, and Sustainmerg)ages during the period of study. Key informants included current and
former MOHemployees responsible for higgavel strategic direction of the ministry or specific disease or
intervention areas; implementing partners; andetimultilateral organizations or donor organizations
who had managed partnesupported or partneted activitiesSomeinformants represented more than
one area or role based on their experience over the 16 years and were interviewed for each of their
multiple viewpoints. While we prioritized individuals active in the study period but were able to also
capture some experiences from 199800 and after 2016.

Informed by the framework and review of relevant literature on contextual factors and implementation
outcomes, we developed core interview guides for four main routes of inquiry.

Global and national level actors;

Ministry of Health (MOH) actors;

Project managers and implementers for spe€ifaD®r EBIs; and
Other partners

P

The interviews were designéal address the EBI implementation process, from exploration to

preparation, implementation, adaptation, and sustainment. iflcisided critical contextual factors at the
relevant global, national, ministry, and local levels. The interviewslalgdied additional sources of

data and information which could be added to the knowledge base and understanding already developed
from the desk review.

All interviews were led by the projaeeisearch associates or thedgountry principal investigatpwith
suppot from in-country researchers taking notes and operating recorders. Following the close of the
interviews, tape recordings were transcribed.

All interviews were conducted in English.
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3.4 Analysis and Synthesis

The UGHE team used a mixed methods explanatory approach, applying the framework to understand the
progress (or lack thereof) for ea€i®Dand coverage of chosen EBIs, as well as facilitators and barriers at
the local, national, and global levels. This apph aimed to create a better understanding of what, how,

and why the Government of Ethiopia was able to achieve success in decreasing U5M and what the
challenges were. The analyses were also informed by the extensive work completed by other initiatives,
including Countdown 2015, WHO maternal and child health initiatives, the International Center for Equity
in Health, and others.

Kl interviews were coded by the researchesisg a codebook developed from the framework and
expanded based on findings from pi@us and thisramework was used to extract the E@E$ploration,
Preparation, Implementation, and Sustainmestps and contextual factors. A priori codes for
contextual factors were adapted and expanded as emerging themes were identified. Due toeresou
constraints and the range and diversity of interviewees, qualitative analysis using software was not
planned.

3.5 Human Subjects Review

The study was reviewed by the relevhrgtitutional Review BoasdlRB in Rwanda and Ethiopia. Rély
informantintervieweesprovided verbal informed consent before interviews were conducted
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We prioritizedEB$ based on the specif@ODdor childrenunder5 in Ethiopia based on modeling from

the Institute for Health Metrics and Evaluatig¢iiMB of relative rates of differef£ODsn U5 and

neonatal populationsTables 3 and 4Rk and diarrheal diseases were the leadi@Pshroughout the
study period. Masleswhich was the 8leading COD in 200éhowed the most dramatic drofollowed
by malaria, tetanus, and HIV/AIDS.

Table7: Causes of Death in Ethiopia Per 100,000 of Population Under 5 (Source: IHME)

Cause of Death

Rate ofdeaths per 100,000 of U5 population (% of deaths)

2000

2005

2016

Respiratory infections (RI) 571.5 (17.1%) 444.3 (17.7%) 178.8 (14.1%)
Diarrheal diseases 423.8 (12.7%) 304.2 (12.2%) 191.4 (15.1%)
Measles 384.1 (11.5%) 197.5 (7.9%) 69.9 (5.5%)
Malnutrition 211.6 (6.3%) 140.7 (5.6%) 56.5 (4.5%)
Malaria 78.6 (2.4%) 78.6 (3.1%) 6.2 (0.5%)
Meningitis 112.8 (3.4%) 90.5 (3.6%) 38.3 (3.0%)
HIV/AIDS 171.3 (5.1%) 106.5 (4.3%) 17.6 (1.4%)
Tetanus 46.8 (1.4%) 23.9 (1.0%) 6.3 (0.5%)
Diphtheria 13.1 (0.4%) 4.4 (0.2%) 0.9 (0.1%)

Table8: Causes of Death in Ethiopia Per 100,000 of Neonatal Population (Source: IHME)

Cause of Death

Rate of deaths per 100,000 of neonatal population (% of deaths)

2000

Early

Late

2005

Early

Late

2016

Early

Late

Neonatal Neonatal Neonatal Neonatal Neonatal Neonatal
Preterm birth é%’.i%/i) 1,839 (8%) (?éz:l_'ZSQOZ) 1,421 (7.7%) (21%%002) 711 (7.1%)
Sll‘lrctihb?:f? Tgl:?na (%2.87?’/?) 2,043 (8.9%) é77,_(;_80/§) 1,792 (9.7%) (33%.57?)2) 935 (9.4%)
ﬁeegrsl:t:ind ol %éé';g (]:?,5(?3;3) 10,970 (7.1%)| 3,450 (18.7%)| 8,981 (8.5%)| 2,352 (23.6%)

infections

Congenital birth
defects

3,970 (2.3%)

673 (2.9%)

4,524 (2.9%)

677
(3.7%)

5,547 (5.3%)

594
(6%)

Respiratory 0 2,340 0 0 6,178 0
infections 13,024 (7.6%) (18.8%) 11,021 (7.2%)| 3,240 (17.5%) (5.9%) 1,308 (13.2%)
Diarrheal 2,139 0 0 0 0 0
diseases (1.3%) 2,038 (8.8%) | 1,661 (1.1%)| 1,452 (7.2%)| 1,356 (1.3%)| 1,005 (10.1%)
Tetanus 3,538 (2.1%) | 1,621 (7%) | 1,920 (1.3%)| 853 (4.6%) 552 (0.5%) 218 (2.2%)
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Among neonates, birth asphyxia remaineddhasefor onethird of early neonatal deathfllowed by
preterm complications in onfurth of deaths For later neonatal deaths (defined as death between 7
and 28 days of birth), infections were leading cause of mortabty Appendix A for a complete listing of
U5M CODsnd EBIs considered in this case study.

4.1 Pneumonia, Diarrhea, and Malaria
4.1.1 Facility -Based Integrated Management of Childhood lliness

Table9: FacilityBased IMCI Key Implementation Strategies

Implementation Strategies ‘

Adaptation from global recommendations

Pilot testing

Rapid expansion aftg@ilot

Data use for planning, prioritization, and action

Use of country experts and professional organizations
Donor support and partner support in implementing
Donor and implementing partner coordination

Rapid deentralization of scale capacity

Supportive supenvisn and algorithms to improve quality

—a =4 —a & —a -8 8 _a a2 -9

Decision aids

EXPLORATION

Integrated Management of Childhood Iliness (IMCI) was developed by Wit@ Bimited Nations

Children's FUn@UNICEFiNn 1996%¢ KS A G NJ 6 S3& F20dzaSa 2y AYLINRGAY3I K
diagnose and treat common illnesses in countries with high child mortality, strengthening health systems

and improving family and commitly health behaviors through integrating health education. The

Governmentof Ethiopia was an early adopter of IMCI after playing a key role as a collaborator in the early
development of the stratedf/.

Ethiopia started with amall pilot- & LJ NIi 2F GKS RS@St2LISyid 2F 21 hQa
workers in health centers in the Gondar District in IMCI in the first test of a draft version of the

WHO/UNICEF IMCI course. However, astudyde@nd SR Ay MdbdT F2dzy R DI NRFo6f S
ability to assess, classify, and treat sick children under the age of 5 after training. Assessment of

commonly seen signs for IMCI ilinesses had sensitirgj@esenting ability to diagnosengingfrom

67-91%, though assessment of less commonly seen or less easily quantifiable signs was fair er poor (20

45% sensitivity). IMChse managememharts were subsequently revised based on these findings.
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PREPARATION

Following the pilot, Ethiopia adopted IMCI in 1997 as the main strategy for improving child health. Going
beyond the typical scope of IMCI prevention and control of diarrhea, acute respiratory infésRdns
andmalaria,the program soughto address major childhood illnesses in Ethigpaainclude

malnutrition, measles, aneiventuallyHIV/AIDSollow-up. The FMOH worked with partners such as the

Ethiopian Pediatric SocigtyadaptWHh Qa ISy SNA O La/ L YFGSNRIFta G2 FAd
training modules, other materials for use in the facilities such as chart booklets and handbooks were

adapted in preparation for introduction of IMCI.

After adaptation, IMCI was subseqtigipiloted in 27 facilities across Addis Ababa, SNNPR, and Tigray
beginning in May 2000. Each of the three regions established regional IMCI task forces and conducted
regional orientation workshops to ensure effective implementétion.

IMPLEMENTATION

Expansion of the IMCI program began in 2001 aiming for all regions in Ethiopia with support from a range
of partnersincluding??HO, UNICEF, and additiopaitnersvarying by region. These partners aided in
financial supporandnationwide training at the zonal or facility levels. Expansion of i@yl fraining to

the entire country was conducted over a period of approximately one year. Regions were prioritized to
receive training based on factors such as disease burden, while individual facilities were prioritized based
on burden and patient flolsy RHBsAs a key informant explaineaihe Ministryof Healthgave us the

contacts of regional health bureaus and tegional health bureaus told us their budget and sent us the
number of people to be trained. We conduct accordingly and people were selected from different health
T I O A fFécilitiksSexaivéd additional support through pmaining followup visits caducted within six

weeks after the initial training. The FMOH also condugtedterly supportive supervisiaisits to

facilities, often in tandem with implementing partners that conducted supervision every three to six
months.

To help ensure highuality of implementation at the facility level, IMCI chart booklets containing
algorithms for case managememere available and utilized at health centers and hospitals for
classification and treatment. To further support scale and sustainabilitypidsGloao integrated into
pre-service training for health workerespite this focus on ensuriggality, a key informant noted that
the quality of IMCI implementation has still been challenged by high rates of health worker turnover at
the facility level.

Although theHealth Sector Development Programr&S DRI set a target of 80% of facilities providing

IMCI, in 2006, only 29% of districts had at least one health facility providing IMCI and 39% of hospitals and
health centers evaluated had at least one heualtinker trained in IMCP An evaluation of the HSBP

identified budget constraints and delajige to financial regulations and lack of trainers as barriers to full
rapid program expansion. The next iteration of the national Health Sector Development Program, the
HSDRII, was released in 2005. In order to improve delivery of family health setlvecssategy set a

target of expanding implementation of IMCI from 36% to 90% of health facilities in the country by 2010.
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In order to increase the number of health providers trained in IMCI, it also aimed to improve availability
of pre-service IMCI traing from 65% to 95% of health professional teaching institutions through training
of additional instructors and provision of financial and material institutional sufSport

Despite this workthe 2014 ESPA+ found ongoing gaps in the capacity and provision of IMCI services in
faciliiesacros® G KA 2 LA = Y2NB GKIFy | RSOFRS I FGUSNI 6KS LINEZ3
surveyed offering outpatient curative care for sick children, 69% possessed IMCI guidelines. Only 28% of
facilities had at least one staff member wiad received irsenice IMCI training, but this assessment did

not account for incorporation of IMCI into pservice training antikelyunderestimated the availability

of trained providers. However, the quality of care as assessed by direct observations was also low. For
example, in observed cases, providers only assessed 5% of children for all IMCI danger signs (inability to
eat, drink, or breastfeed, vomiting everything, and convulsions). Treatment rates were somewhat better
but varied with conditionAvery high percentagy(83%) of children diagnosed with pneumonia were

given antibiotics, buiewer thanhalf (40%) of children diagnosed with malaria received antimalarial drugs
and 20% receivedrtemisininbased combination therapAC7. ORS was prescribed for 69% of chiidr
diagnosed with diarrhea without dehydration and 66% of those diagnosed with diarrhea with

dehydration. Provision of zinc was much lower and was prescribed for only 16% and 8% of children in
these groups, respectivel§.

Despite these challenges, DHS reported that-saeking at health facilities for children un&ewith
diarrhea, ARI symptomar, fever increased from 2000 to 2016 (Figus Hut still remained low in all
three conditions, with the greatest increase for diarrhea from 14% in 2000 to 46% in 2016.

Increased utilization of IMCI services at facilities likely reflected both higher availability of these services
at primary health facilities, demassitleinterventionssuchascommunity engagement plus provision
through the HERspart ofiCCM &s described belowThough improvement in caiseeking was

reported, regional differences still remainasl shown in Table Bor example, the 2016 Difsported

that regional careseeking for fever ranged broadly from 59% of children in Harari to only 27% in Somali.
Equity plots (Figure99120, and21) show that while carseeking has improved nearly across wealth
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Figurel6: Careseekingat Facility for Children Under 5, 202016 (Source: DHS 2000, 2005, 2011, 2(
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Figurel7: Equity of Car&eeking for Fever 20016
(Source: Victoria et al. 2018)
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Figurel8: Equity of Car&eeking for Diarrhea 202D16

(Source: Victoria et al, 2018)
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Figurel9: Equity of Car&eeking for Pneumonia 2000

2016 (Source: Victoria et al, 2018)

quintiles, gaps in equity of caseeking for
diarrhea and fever hamnot improvedFor
careseeking for diarrhea, the equity gap
remained virtually unchanged, with very
similar coverage in the first four wealth
quintiles and much higheare-seeking in
the wealthiest. For fever, improvement in
coverage was limited and while the gap
between the walthiest and quintiles 2, 3,
and 4 did lessen, it remained nearly
unchanged between the poorest and
wealthiest. The equity gap did narrow for
care-seeking for pneumonia. While
coverage for the first four quintiles was
extremely similar, a gap persisted between
the wealthiest and all others.
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TablelQ: Care-seeking at Facility for Children Under 5 by Region, 2016 (Source: DHS 2016)

Children taken to health facility by illness (%)

Region
Diarrhea ARI ‘ Fever
Addis Ababa 50 Not available* 57
Afar 59 53 45
Amhara 41 28 32
BenGumuz 65 Not available* 44
Dire Dawa 66 Not available* 66
Gambella 61 Not available* 52
Harari 62 Not available* 59
Oromia 45 30 39
SNNP 50 45 35
Somali 46 Not available* 27
Tigray 52 39 39
*: regional data not available from DHS due to inadequate sample size

ADAPTATION DURING IMPLEMENTATION

In response to growing resistance against sulfadepymienethamine in Ethiopia, updated national

malaria treatment guidelines released in July 2004 established arterethefantrine, an ACT, as the

new firstline drug and for rapid diagnostic testifgDTonfirmedP. falciparunmalaria case%

Introduction ofACT in the public sector began the following year, reaching all levels of health facilities. In
the first year of ACT introduction, 10.2 million courses were distriSétedwever, as discussed above,

the 2014 ESPA+ found Ipnovision of ACT (20%) in children diagnosed with malaria even a decade later.

In 2013, the original Xday training in Ethiopia was shortenedstodays, improving feasibility and
reducing training costs in addition to the earlier change in inclusjme-gervice training® Over the

study period, national IMCI guidelines and training materials have been adapted several times in
FEAIYYSYld 6AGK 21 hQXelikKang ratdaally pddudedNddta. i YSy G 3 dzA

SUSTAINMENT

Implementation of facilitpased IMCI continued and was later accompanied by a comntasiéd
program in 2010. ThdSTRor 2015/16to 2019/20 called for further expansion of IMCI. The plan set a
target of achieving coverage of 100% of health facilitiegiginglntegrated Management of Neonatal
and Childhood IllinegEMNC) services in Ethiopia by 202By 20162017, 3,778 healtfacilitiesacross

all regions of the countigrovided IMNCI servicethough coverage within regions was incompldie
ensure quality, th&MOH collaborated with its partners and relevant stakehotdestsvelop a three

year Quality Improvement and Transition Plan for the progfam.
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Tablell: FacilityBased IMCI Implementation Strategy and Outcomes

e Implementation Strategy Evidence
Outcome
Appropriateness
. Careseeking at facilities increased, but

Acceptability remained <50% or lower
Pilottesting and adaptation
Adaptation to reflect updated national
treatment guidelines

(+) Scale up to having some IMCI facilities

Donor and implementing partner support | all regions by within one year

Feasibility and coordination

Preservice training and reduction in trainin
duration

Use of country experts and professional
organizations

(-) Full coverage was not achieved as
planned

Effectiveness and
Coverage (Reach

Rapid scale after pilot
Training and supportive supervision

Change imalaria treatment due to
resistance

Rapid decentralization of scale capacity

(+/-) While improved, less than 50% of
children under 5 with diarrhea, ARI, and
fever received care at facilities (see Figure
18)

(+/-) Decrease in deaths attributed to lowe
respiratory infections (14.6% to 13.1%) an
malaria (2.4% to 0.4%) from 2000 to 2015
though no improvement in diarrhealated
mortality (12.7% to 15%)

Use of supportive supervision

Use of algorithms

(-) Only 28% of facilities assessed in 2014
ESPA+ had at least one staff member whc
received irservice training (although may
underestimateas preservice training had
expanded)

Fidelity Data use foplanning, prioritization, and
action (-) <50% of children by046 seeking care fo
the 3 main areas (Fever, diarrhea, ARI) frc
Decision aids facilities and varying rates of correct
diagnosis and treatment
Cost Shortening of training duration to improve
costs beginning in 2013
Sustainability Nati(_)nal HSTP (2Qﬂ)20)emphasizes
continued expansion of the program
Expansion in alegions
Equity

Free services provided
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4.1.2 Integrated Community Case Management

Tablel2: Integrated Community Case Management Keglementation Strategies

Implementation Strategies ‘

Integration into existinglEP
Leveraging donor and partner support
Coordination of partner support
Monitoring and evaluation

Data use for decisiemaking

Adaptive management

Supportive supervision

Quality improvement activities

—a & —a -8 —a -8 _—a 98 -2

Decentralization and standardization of training

EXPLORATION

The first utilization of community management of childhood illness in Ethiopia began well before the
official development of iCCM. In 1987, the Butajira Rural Health Program, a collaboration between Addis
Ababa University and Umea University built heatitgin the Butajira area and trained community

health agents to administer cotrimoxazole for presuiRé@aracetamol for fever, and to refer to health
centers for immunization and severe illnéss.

Additional regionalevel community health efforts were introduced in Ethiopia over time. During
QUKAZ2LIALI Qa OAGAf g NICHWKo§rant ok FHORG vdluntedsAving dimp&iandl 6 f A & K
GNBFGSR YFEFNARIFE Ay ¢A3INI & tS2LSQa [A0SNIGAZ2Y CNEP
conclusion of the war, the Tigr&HBdeveloped a formal communityased malaria control program with

a cadre oCHWswhose activities included diagnosis and treatment of mal4fta.

PREPARATION

As described in the Introduction sectiéonK S C BIFRva® aunchedh 2003 Thecurative services

included iNnCCM were not originally intended to be providedib S  LINBEWSBNY Waie not

included in their initial scope of wothut this program would later provide a platform for iCEMlork

G2 SELI YR GKS 4021 2F GKS 19238 aGFNISR -08F2NB8 (K
implemented studies dematrated feasibility of iCCM provision by HEWs and led to policy changes

gradually resulting in introduction of iCCM components. For malaria,-phase pilot project from May

2005 to April 2007 showed the feasibility of integrating the use of RDTs abgt NEWSs. During the

LINE 2SO0 Qa T A NHuihefdnliire s Histributidd $a33 HEAS Bidd at health facilities in the
intervention district, but solely at health facilities in the control districts. In the second phase, half of the

HEWSs in the tervention district used RDTs to confiBmfalciparuninfection and dispensed artemether
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lumefantrine to only RDpositive patients. In the intervention district, HEWs provided rapid diagnosis
and treatment to almost 60% of suspected malaria cases. Haailities in this district had a nearly 46%
lower case load of malaria. There was a significantly decreasedmalaagspecific mortality in the
intervention district compared to the control distrbét.

Largescale of curative services at the community level began in 2007 afteM@é& permitted malaria

and diarrhea treatment by HEWs. However, provision of antibiotics for treatment of pneumonia by HEWs
began three years later. Growing global evidence that CHWs could effectively diagnose and treat

Ll Sdzy2y Al f SR (i K&dlvoCateHor allGwind BIEME ty Ash Frovide2this care in Ethiopia.
UNICEF, the Ethiopian Pediatrics Society, the National Child Survival Strategy Working Group, and other
partners strongly urged the FMOH to introduce pneumonia treatment by HEWs and tihgrexfimit the

full set of iCCM interventions. However, the Prime Minister and FMOH leadership were hesitant to allow
this change despite the strong urgingRifiBheads following a mutdtakeholder trip to India to observe
administration of antibiotics b HWs. Despite this advocacy and strong global evidence, the FMOH
informed its partners that it required local evidence on feasibility of HEWSs providing antibiotics prior to
integrating this service into the HEP.

In response to this request, John Snow Incif@Bligmented a pilot study to generate this evidence. From
20060209 > W{ LQa 9aaSydAlft {SNWBAOSaE FT2NJISIftdK Ay 90l
08 19238 Ay (GKS .2ft2a2 {2NB 22NBRI 2F 9UKA2LMALlI Q& {
and mentorship on the elements of iCCM (managementadditia, diarrhea, pneumonia) expanded to

include essential newborn care. In addition, they were trained in classification and referral for newborn
infection, severe malnutrition, and HIV. The project further strengthened other HEP packages such as

provisian of immunization and feeding promotion for infants and young chifdren.

Similarly, in 2007 Save the Children started implementing another child survival project that further

informed development ofiCCMY 9 0 KA 2 LAl X SyGAdGf SR aLyy2@0FGA2y T2
Extension Package thetwog 2 NBRIFa ¢AGK &a2YS 2F (GKS KAIKSald ! pa
Lanfero woredas) from 20&2013. This project expanded the work of HEWSs already wonkihin the

HERo include IMNCI. Activities of the project included conducting clinical IMNCI training for HEWs and
advocating for policy change to enable commulatiel assessment and treatment of pneumonia with

oral antibiotics by HEWHDAvolunteerswere utilized to promote behavior change and increased use of
expanded services.

In 2010, the FMOH released a policy change in pneumonia treatment guitiinesincided with
planning activities for implementation of the emlcedHEPand the iCCM program. As part of this
change, treatment of pneumonia was introduced into the mandate of HEWSs six yeaifseai¢zase of
WHO/UNICEF recommendations that pneumonia be treated at the communit§} Bivele Ethiopia
previously endorsedll global policy recommendations for iCCM, addition of the new pneumonia case
management policy resulted in a fatlope iCCM program in place within HiEP
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Since the country already had a strong national community health platform and several compbnent
iCCM had already been integrated, the FMOH planned to introduce a formal national iCCM program
within the HEP, implemented by HEWSs at households and health Adsstsplained by a key informant,

G2 KSy Lab/ L g+ a AydNERRdzOS halth gerite2shighek BvelO 2 dzy G NB A

facilities whereby curative services are given, health workers are trained and dégpibyed

the access was not really as huge as it was expected. Then the government decided to have

the Health Extension Program/Workergtovide some preventive and promotive services,

S0 iCCM is a revolution of IMNCI at a community level. Ethiopia chose to implement iCCM

with the Health Extension Program because it did have that platform already and it was

GKSY | @SNE f23A0Ff OK2AOS®:¢
TheFMOHeveragedhe support of many partners during this planning process as well later during the
LINEANF YQA AYLX SYSyGlFdAz2yd ¢KS LINRPINIY ¢l & RSaAdays
and a range of other implementing partners (including 8a/€hildren, JSI/Last Ten KilomefeddK
Project, andUnited States Agency for International Developnfg®AIIR & Ly G SINIF 6 SR CIF YA€ @
ProgramIFHP). The FMOH established Technical Working Groups (TWG) at national and regional levels.
Members of the TWG included local universities, the Ethiopian Pediatric Society, and individual
O2yadzZ GFrytad ¢KSAS IANPRAzZLIAQ LINGnratiomalinipemdatationpla, FA G A S &
standardized training materials, job aids, and monitoring and evaluation frameworks and tools.

Extensive involvement of TWG members in development of training materials helped ensure
standardization of training despite miple implementers that would later providegervice training to
HEWSs. ICCM was covered in five of thelEBV trainingnodules: 1) family health, 2) environmental
sanitation and hygiene, 3) disease prevention and control, 4) health education and contionyraca
5) maternal and child healffi.

Additional preparatory activitidsy the TWG included establishment of a national database for iCCM
managed by the FMOH and UNICEF. This database consisted of data collected from training, supervision
visits, ancperformance review clinical mentoring meetirfgse Implementation), which wantered by
implementing partners. These data were intended to be used for both monitoring and quality
improvement of the prograrff.

IMPLEMENTATION

QUKAZ2LIALIQa ylFdA2y It A//a LINBINIY GIHEP 2FFAOAIf & f
Implementation was supported by different funding sources, including the Canadian international

Development Agency, the MDG pool fund, and other funchngmitments from the FMOH and its

development partnersThe program was launch@da phased manner, which improved feasibility of

expansion in the large countiywas first introduced at a small scale in seven zones in two regions, which

were selectedased on the strength of tHdEHRN those zones. Operational challenges were identified in
implementation and used to inform further scalp. ICCM was then scaled to 14 zones and eventually to

0KS SYGANB O2dzyiNE® ¢KS Oa iy BNN®, aFdXidedl) werd Ridt NA |y N
targeted for implementation due to their greater population density and strength of implementation of
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the HEP. In 2013, iCCM was expanded to three additional regions (Beni€hangal Gambella, and
Afar)and later,it finally reached the remaining two regions of Harari and Somali. The number of health
posts providing iCCM increased rapidly from 4,510 in 2011 to 13,500 in 2013. Over thygdnneeriod,
HEWSs treated a total of 290,950 cases of malaria, 323,883 oA suspected pneumonia, and 562,044
cases of diarrhe®.By 2014, nearly 30,000 HEWs working in 14,500 health posts eigiussgons

were participating in iCCMt that time,86% of districts in Ethiopia were covered by iGEMices.

However gaps in implementation coveragemained in areas such as tBemali regiol§?

Training of HEWsseda cascaded, traithe-trainer approach often utilized in introduction of new
programs and interventions in the countiybegan with esevenday national training of a group of

master trainers from the FMOH, implementing partners (typically internatiogahizations), and local
universities. These master trainers then cascaded training to regions and woredas. For increased
efficiency, districtevel trainings were organized by various implementing partners depending on where
the partners already workétHEWSs receivedsixday training on management of pneumonia, diarrhea,
malaria, and malnutrition among children under 5 in addition to the standandioh2h training for
HEWSsUseof standard training guidelines helpadhieveconsistency throughout theountryregardless

of the implementing partner conducting the traininGCM was also integrated into standard-geevice
training for HEWsensuring new HEWSs trained after introduction would also be educated in this area

The program also utilized clialanentorship and supportive supervision to ensure full,-ighity
implementation of iCCM at health posts. Trainers visited each health posts four to six weeks after the
initial training to monitor performance. In some areas, HEWSs did not receivieagotif until after this
follow-up visit occurred. Yeanberformance review clinical mentoring meetiradso begarsixmonths

after the training. These twday meetings were facilitated by health workers trained as trainers 60 20
HEWSs. Day one of tlmeetings consisted of registry review by supervisors andipEgvs to assess
consistency, completeness, and caseloads (in comparison to expected caseloads). Day two of the
meetings was dedicated to mentoring of HEWSs by peer HEWSs. In addition to thesgsyédEWs
received supportive supervision visits on a quarterly basis, with iCCM integrated into routine HEP
supervision. Though ensuring continued supportive supervision occurred through integration into the
routine supervision was identified as a chajlelny key informantsadvocacy by WG and inclusion of
iCCM indicators in the HMIS facilitated integration of these visits.

A 2012 study assessed strength of iCCM implementation and quality of care provided by HEWSs in the
Jimma and West Hararghe zoné©oomia, about one year following beginning of iCCM implementation

in the areas where iCCM had been introduced. It found that 98% of HEWSs working in areas in which iCCM
had been already implemented received thedgly iCCM training. HEWSs in 87% of hgadtts in these

areas reported receiving at least one supervision visit related to iCCM in the previous three months, with
85% of iCCM health posts received supervision that included register review or observation of patient
consultations. In addition, 5886 HEWSs received instruction in iCCM clinical practice at a health center in
the same time period. Quality of care assessed in iCCM areas through direct observation was variable.
Most children (81%) seen at iCCM health posts were assessed for the prfsemagh, diarrhea, fever,

and malnutrition, though fewer (62%) were assessed for all four general danger signs. HEWs in iCCM
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areas correctly classified 53% of children for all major iICCM illifessgisatory illness, diarrhea, malaria,
measles, and malitrition) and correctly treated or referred 64% of children for these illne8ses.

Though implementation of iCCM likely improved geographic access to curative child services in many
rural areas bthe country, challenges in caseeking behavior likely limited the coverage of iCCM services
and benefits of the progrand key informant noted that community behaviors challenged iCCM
implementation sincé dza dzl f f @ LIJS2LJX S R2 y24 ¢lyd G2 GF1S GKSA
GKAY]1l GKFEG AG A& I Acusterandomi2el study corislucted/irR2012 AsgeSsdittie
effect of iCCM implementation on caseeking and treatment dd5illness and mortality in 31 woredas

in Oromia. It found that while iCCM implementation was overall strong in intervention areas, the program
did not significantly increase caseeking for and appropriate treatment of pneumonia, diarrieeéever

in childen under 5. Likewise, while USM decreased by 12.7% in the iCCM implementation area, this
decline as well as the difference in mortality decreases between iCCM and comparison areas were not
statistically significarft.

UNICEF and PATH conducted &dlitee review on barriers to utilization of HEP services that may have
affected careseeking at health posts noted above. It found that caeking was likely limited by poor
knowledge of caregivers about symptoms and danger signs of childhood illtesktsnal beliefs, and

lack of awareness about services offered by HEWsugh provision of curative child health services at

the community level improved access to these services, geographic and financial challenges in accessing
health posts remained some area$®

The 2014&SPAidentified high availability of iCCM but ongoing gaps in capacity and provision of iCCM at
health posts across Ethiopia. Availability of curative care services for children under 5 Wwiaghyverivh

96% of health posts providing these servielmyever directobservation of consultations with sick

children found that providers assessed all danger signs in only 43% of cases observed at health posts.
Treatment rates varied with conditior6% of children with cough or other upper respiratory illness were
referred to higher facilities, while 11% were given antibiotics in alignment with guidelines. Of children
diagnosed with malaria (through RDT, microscopy, or clinical assessment), ordgeivéd antimalarial
drugs. Provision of ORS was highelt children with any diarrhea without dehydration were given ORS.
However, none were given zinc. Treatment may have been affected by low availability of essential
medicines. At health posts offegirturative care services for sick children, ORS was the most highly
available drug (90%). However, only 37% of health posts were found to have zinc tablets in stock. Just
over half (53%) of health posts had ACT available. Availability of antibiotice/wasghH@nly 23% of

health posts having amoxicillin in stéek.

ADAPTATION DURING IMPLEMENTATION

The FMOH implemented a number of adaptations to the iCCM program, some of which addressed
challenges noted above. Introduction of tHBAcadreinto the HERn 2011helped strengthen HEP
activities, including iCCM, by increasing uptake of sertizesigh demand generatioand linking
community members and HEWEhesevolunteersengaged in community engagement to improve
utilization of services and strengthen ownepsbf health.
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Ly NB&aLRyaS G2 aG201 2dziaz GKS A//a LINRPINIY GNIvya
aealdsSyo c2tft26Ay3 GKAA GNIyarAdAz2y FyYyR AYyUGSaNraGAz2y
logistics and pharmaceutical systeHEWS themselves requested drugs and other supplies from the

health center every two months based on consumption data. According to a key informant, this

adaptation minimized drug wastage, improved access to drugs at the health post level, and improved

equity.

At the time ofthe widespread introductionf iCCMcareseeking for sick newborfisr A / /| aefviges

was limited As described in further detail in the Management of Neonatal Sepsis section of this case

study, theFMOH launched the nation@BN@rogram inMarch 2013n collaboration witHJNICEHR,10K

IFHRand Save the Children. The program aimed to improve antenatal, intrapartum, postnatal, and

newborn care by strengthening tiHQunit approach and thelEPR It scaledip communitybased

maternal and newborn health services in several areas. The programplasented in two major

phases. Phase | was implemented in all woredas of seven zones in the Amhara, Tigray, Oromia, and SNNP
NEIA2yaz 3FAy aStSOGSR RdzsS G2 GKS adNBy3adkK 27 (K
launched in January 2015twthe intention of ensuring national coverage. A midline assessment was
conducted in November 201Bour hundred and twentgight(428)younginfants were treated across

240 health posts over a periodtbfee months. High rates of adherence to protooskye seen for less
complicated cases95% of infants classified as having a local bacterial infection were treated with

amoxicillin and 100% with dehydration were provided with ORS arfd Hiowever quality was lower

for more complex cases including management of possible bacterial sepsis of newborns, an area of
innovation in Ethiopia included in their iCCM progr@aMBC protocol tegment of neonates with severe

bacterial infection by HEWSs includes-peéerral doses of antibiotics, which was done in 94% of infants.

SUSTAINMENT

The iCCM program has a high degree of sustainability due to its integration into the packagel&Bf the
which is a core activity of theSHFIP2015/16¢ 2019/20)* By 20162017, the program grew to be
provided in 99.4% of health postsrural and pastoral woredas across the coufftihen asked about
the current status of iCCM in Hipia, a key informant noted:

G/ dZNNBy Gt esx AF @&2dz 32amo all health pdstR pfdvidehi@AOMNI G A @S N
services; even pastoralist regions wherever the health post exists, these health posts are

staffed with health extension workers, the llle@xtension workers have been trained on

Al lad {2 (KS& LINPOARS A//a aASNBAOSaz Al A& dzya

In addition, according to a key informant, thoull iCCMprogram was previously supported at the
woreda level by many implementing partners, planned ploasef implementation by partners began
recently to increase government ownership and sustainability.
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Tablel3: iCCM implementatiostrategiesand outcomes

Implementation
Outcome

Appropriateness

Implementation Strategy

Adaptation of existing guidelines

Expansion to include major CODs,
including neonatal sepsis

Evidence

iCCMwas appropriate given the high burden o
malaria, diarrhea, and pneumonia in Ethiopia
GKS dAYS 2F (GKS LINER3

Acceptability

Prior implementation oHERproviding
communitybased services

Delivered by HEWSs, who are residents ¢
the communities they serve and selecte|
by communities

Involvement of key stakeholders in
development and implementation

(-) Lowercareseeking (9%) from HEWs
compared to highelevel public facilities (16%)
in 20137

Integration into existinglEP
9 Over 34,000 BWs deployed prior of
iCCM progrardt

Decentralized supply chain

(+)By 2014,
1 Nearly 30,000 HEWSs in 8 regions
participated in iCCM

Feasibility o Lo . 1 iCCM implemented in 86% of districts
Initial introduction in four regions : )
nationally
Collaboration with implementing partner (+) High availability of curative child services &
already working in implementation areag h€alth posts (96%) per 2014 ESPA+
Integration into HMIS
Effectiveness Integration intoHEPRserving rural areas _ o -
dc (-) Careseeking behavior impacts utilization ar
alg ﬁverage Adaptation to meet needs of neonatal | coverage of iCCM services
(Reach) mortality
Standardized national curriculum within| (-) A 2012 study found that HEWs in areas
Fidelit HEW training program implementing iCCMorrectly classified 53% of
y children for all major iCCM iliness&milar gaps
Utilization of supportive supervision in quality were reported by the 2014 SPA.
A 2012 study found that the total iCCM cost p
HEW was $237. The economic cost per
Cost treatment was $12.40, higher than manytfoé

other countries in the study but still lower than
Ghanaf®

Sustainability

Integrated intoHER a key activity ahe
HSTR2015/162019/20)

Inclusion in preservice training for HEW¢
National protocols
Development led by FMOH

Gradual planned phase out of
implementing partner run programs
integrating into national

Equity

Implementation in all regions
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4.1.3 Other Diarrhea Interventions

4.1.3.1 Oral Rehydratioolutionand Zinc
Tablel4: ORT and Zinc Key Implementation Strategies

Implementation Strategies

Following internationalecommendations
National policy and planning

Data use for prioritization

Integration into existing programs
Utilization of CHWs

Publieprivate partnership

Community engagement

Rapid scaleip

—a -4 8 -8 —a -8 _—a 98 -9

Supportive supervision

EXPLORATION

In 1978, WHO adopteatal rehydration solution (ORS) as its primary tool recommended for treatment of
diarrhea®®

Prior to the study period, ORS was very underutilized in Ethiopi@H®ieported that in 2000, only

13.1% of Ethiopian children undgewith diarthea received oral rehydration thera@@RTJrom an ORS

packet, one of the lowest rates of child utilization of ORS amongstidowe countries. Children were

more likely to be given increased fluids (3&#)er than ORShough 39% of children receivad

treatment for diarrhea. Knowledge about ORS was variable but higher than use. There was alsq inequity
60% of women in the poorest wealth quintile versus 87% of women in the richest quintile reporting
having heard about ORS,

In 2004, WHO and UNICEF released a joint statement recommending use of zinc supplementation for 10
14 days alongsid®@RS use following demonstration that supplementation during an episode of acute
diarrhea reduces both duration and severity of the episéde.

PREPARATION

Ethiopia decided to incorporate ORS and zinc into the fazdttgd IMCI and iCCM in 2000 and 2010,
respectively. Due to this integration, health workers were trained to provida@RSc at primary care
and highedlevel health facilities, while HEWs were trained to provide this care at the comeweitat
the lower level health posts.

{SS dat NBLI NI (A 2 yBasedlBG and iE@Mifor ughMddeddilsOA £ A G &
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IMPLEMENTAON

ORS and zinc were expanded through fadilised IMCI in 2000, with scaip reaching all regions
beginning the following year. This program includes fabiised management of diarrhea, including
treatment with ORS and later also zinc, as a mairpooent (see section on HABICI).

Prior to 2007, the HEP only provided preventive services and com+hasdy provision of ORS and zinc
was not availablé® Diarrhea treatment for children under 5 bW, consisting of provision of ORS,
began in 2007 as part of what would become the national ifGitam three years later.

The 2011 DHS reported a doubling of children with diarrhea receiving ORS from a packet from 2000 from
13% to 26% but still overall low utilization. A higher percent (40%) received either ORT (including ORS or
recommended homddids) or increased fluid€hildren residing in rural areas were more likely (45%) to
receive ORS than those in rural areas (29%). UtilizationSsfa@&d by region from 45% in Gambella to

24% in Oromia but underutilization persisted countrywide.

The 2014 ESPA+ evaluated capacity and provision of IMCI services, including management of diarrhea, in
facilities across the country. In facilities above health padi®rence to the national guidelines

remained a challenge as many healtbyiders were inclined to prescribe antibiotics rather than the
protocoldefined ORS and ziatoneto children with diarrhea. A remarkably high 81% of children with
diarrhea without dehydration and 80% of those with diarrhea with dehydration were prascribe
antibiotics, higher than provision rates for ORS (29% and 66% respectively). Provision of zinc was even
lower in both groups8%and 16%with andwithout dehydration respectively). In health posts, adherence

to guidelines for ORS was much higher, digeall children presenting with diarrhea, but in contrast zinc
was never given. Barriers identified included recent training, with only 7% of interviemwelEWchild

health service providers in facilities reported receiving training on diarrhea diagntvsstment in the

24 months preceding the survey, compared to 43% of HEW&y informant explained that whilgis

lack of training may be affected by rotation and turnover of staff at health facilities, the actual coverage
of training was likely higih as management of diarrhea is included in IMCI and iCCM trainings and is part
of inservice educatioff

Coverage was also affected by community perceptions of diarrhea and acceptance of ORS and zinc. In
Ethiopia, many caregivers did not bring their children with diarrhea to the health center to receive ORS
and znc due to the perception that diarrhea is not a serious othifeatening disease. For children that

did visit health facilities and were prescribed ORS and zinc, a key informant noted that the unpalatable
taste of ORS and long,-tldy recommended reginmeof zinowvere also believed to impact adherence.
Discussing contributing factors to low ORS coverage in Etlanptagrkey informant explained that

many providers prescribe antibiotics rather than ORS and zinc:

G¢KSNE O2dz R 0S [id]Hré&at withNaatiBiatiBs S thdt douldiod alzR S
issue. The other is when we look the perspective of caretakers may force or pressure the
prescriber to prescribe antibiotics [rather] than ORS because ORS is not considered as a
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medicine so this may lome issue for the underutilization of ORS and zinc but over
prescription of antibioticer under5OKA f RNBY 6AGK RAF NNKSI ®¢

In response to the results, work was done to address both demand and supply bamienrsber of

community education and engagentexttivities were implemented in response to this low utilization.

From the start of the iCCM program, HEWsldDAvolunteershave used promotional communikgvel

activities to counsel mothers on prevention and treatment of diagrtieagh these activigs required
strengtheninglIn 2015, the FMOH partnered with DKT Ethiopia to release print materials, including fliers
and posters, promoting ORS and zinc across the country. All households in the country were also provided
with a Family Health Guide boekla national guide translated into local languages instructing caregivers

on how to identify diarrhea, seek care, and treat it. That same year, the FMOH began using televised
promotion of ORS and zinc throughout the country to increase knowledge aa Wiptough messages
translated into local languages.

Stockouts improved with the Ethiopia Service Availability and Readiness AsséSamRagonducted in
2016whichreported ORS to be the most available essential medicine in facilities surtteyagh

availability was still far from univers@RS was available at 55% of faciliesluding health posts.

Availability of zinc was lower at 33%. Availability of both drugs ranged widely by region with lowest rates
of bothin Hararic ORS availabilitymged from only 34% in Harari to 81% in Somali and zinc availability
ranged from 0% in Harari to 72% in Somali. Availability of ORS and zinc was similar in health posts (49%
and 31%, respectively) as in the higlesel facilities?

The 2016 DHS reported that knowledge about ORS packets for the treatment of diarrhea had increased to
two in three women (66%) ages 15 &, 4lthough reported carseeking and treatment remained low

with ORS and zinc. Only 30% of children with diarrhea in the two weeks preceding the survey received
ORS with higher rates in urban versus rural areas (41% versus. RRilg2dlion of ORS forgatment of

diarrhea continued to vary by region, ranging from only 23% in Oromia to 56% in Addis Ababa. 35% of
children with diarrhea during this period were reported by their mothers to have received zinc and only
17% received both ORS and Zihc.

Use of ORS improved modestly acrossedlithquintiles from 2005 to 2016 but remained low even for
the wealthiesiand the equity gap remainedse in 2005 was very low in the poorest quintile (14%) and
more than twice as high in the wealthiest (37962016, use of OR#d increased, with the lowest rates
in the 4" quintile (23%) and the highest in the wealthiest quintile (4T#gugh the gap between the
wealthiest and all others has narrowed slightly, improvement is needed across quintiles.

ADAPTATIODURING IMPLEMENTATION

The increased focus on community education and adaption of the family booklet were done to address
low uptake
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SUSTAINMENT

Despite ongoing challenges in attaining high coverage, ORS and zinc remain sustainable interventions for
management of diarrhea due to their integration iriézility-based IMCI through higher level facility
o0FraSR OFNB |yR AyG2 A/ / &HEP & LI NI 2F GKS O2dzy i NEB QA

A key informant noted that an ongoing challenge in attaining high ORS and zinc canctarga for
future workis the growing role of the private sector in diarrhea treatment and use of antibiotics a private
facilities explainng:

! O0O2NRAY 3 wii28 GKS 951 { NBLIR NI &likell5%@ y &8 A RSNI o €
20%c are going tathe private facilities and the contribution of the private health sectors

has been gradually increasing. We can no more ignore the role of the private facilities in

the case management of undediarrhea. We have not done much about it and here most

of the antibiotic administration for undésis undertaken in the private health facilities

and that is an area to be explored. We need strong partner support for the ministry and the

regional health bureausnd | can say that it is a big project and it is a tricky one working

GAGK GKS LINAQGIGS KSIfGdK aSO02NAR® 22Nl Ay3 gAGK

After the study period, the FMOH began transitioning to a system of distributprerked ORS arzihc

to facilities to address stockouts and provider adherence4nasagement guidelines that affected
coverage of ORS and zinc. A key informant explained tipatckang began in selected zones with high
caseloads df)5diarrhea. Expansion was plannedtivo phases to ensure existing stocks of loose ORS
and zinc are utilized prior to full, national seaye

Tablel5: Oral Rehydration Therapy and Zinc Implementation Strategies and Outcomes

Implementation

Outcome Implementation 8ategy Evidence
Appropriateness High burden of diarrheal disease in childre
pprop under 5
Community engagement activities through
HEP and mass media . . .
(-) Ongoing community perception of
Treatment at community level by HEWs diarrhea as disease not requiring care at g
. health facility
Acceptability
Publleprlvate partr_1ersh|p o produce. (-) Low uptake although slight increase
educational materials on ORS and zinc .
towards theend of the study period
Integration into Family Health Guide
Inclusion of ORS and zinc into I (-) Low availability of ORS and zinc at hea
iCCMguidelinesand training facilities, although some inase by the end
- of the study period and high rates of ORS
Feasibility Utilization of existing HEP
(+): High availability of ABICI and iCCM
Inclusion in facility essential drug list servicesat facility levels
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(-) Variable rates of recent provider trainin
(possibly underestimated due to pservice
training)

Effectiveness and
Coverage (Reach

National plicy and standard forrpvision of
ORS and zinc at all facility levels and
community levelbased on international
recommendations

Use of HEW& to provide ORS and zinc
(integration)

(-) 2014¢ ORS given tonly 29% of children
with diarrhea without dehydration and 669
of those with dehydration treated at health
facilities excluding health posts and zinc
given to only 16% and 8%, respectively

(+/-) Higher coverage of ORS at health po
(100%), but no admistiration of zinc

(-) Per key informant, growing proportion ¢
diarrhea cases treated in private facilities
but tendency to prescribe antibiotics rathe
than ORS and zinc at these facilities,
requiring future efforts to address
treatment in the private seor

Inclusion of ORS and zinc into Ik
iCCMguidelines

(-) Low rates of providers receiving in
service training on diarrhea diagnosis and
treatment in 2014 43% in health posts an
7% in all other facility types

Free provision

Fidelity Training (preand inservice)
Supportive supervision for IMCI and iCCM (-) Low provider adherence to national
programs guidelines and preference to prescribe
antibioticsin facilities, varying use of zinc
Cost Not found Not found
Sustainability '(’:E%r)a“"” into IMCl and ICCM programs |y ~-ianges with maintaining stocks
(+) Remaining inequities in coveragger
Kl, possibly due to higher health literacyl a
Translation of Family Health Guides into access mlurban areas,.as well as cultural
local languages practices in rura[aregs. o
Equity a2S 02YS U2 0UKS Od

practices, the more rural | would say peop
may stick to the tradition and avoiding tha
meal or this meal and giving that tradition
based iNtNIDSy G A 2 y X ¢

4.1.3.2 Rotavirus Vaccination

Tablel6: Rotavirus Vaccination Key Implementation Strategies

Implementation Strategies ‘

= =& —a —a -8 -9

Adoption of global evidence on effectiveness
Databased decisiomaking
Localdatagenerating and surveillance
Rollout plans reflecting other priorities

Donor coordination and engagement
Leveraging donaesources
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Government cdinancing

System strengthening

Informed by existing data

Integration into existing programsduding vaccingon, HEP, and PHC
Adaptation of global training and assessment resources
Training(decentralizecand standardized

Supportive supervision

Planning for scale from the start

Rapid scaleip

Outreach activitiethrough media and social mobilization for commufotyeducation sensitization, and
vaccination utilizing HEWS

Addressing geographic access through HEWs and mobile immunization

1  Sociamobilization and media activities for community education and $zaisin

= -4 4 -8 -8 -—a 2 _—a _—a _—»

EXPLORATION

In 2008, Ethiopia contributed 6% (28,218) of deaths globally due to rotesfiatesd diarrhea. The FMOH
conducted rotavirusurveillancesupported by WHO from August 2007 to 2009. This surveillance, which
took place at Tikur Anbessa Specialized Hogpitaddis Ababa, identified confirmed rotavirus in 27% of
children under the age of 5 hospitalized with acute diarfhea.

The WHO released a recommendation for universal rotavirus vaccination iff Eo08wing this
announcementthe Global Alliance for Vaccines and Immunizat@M) began offerig financial

support to 33 countries to aid introduction of the vacdif¢.K S Cah | Q& TW(ahch I | G A2y
included members from the FMOH and organizations such as WHO, UhEQCEE enters for Disease

Control and PreventiofCDG, the ClintonHealthAccesdnitiative (CHA), and USAID, used logaiblished
surveillancedataas well as global evidence on rotavirus and expert recommendations to consider
introduction of the rotavirus vaccif®TV,)One key informant from the FMOH described the process of
deciding to introduce th&TY stating

GoKSYy S 221 Ayid2 (GKS AYyOARSyOSa tA1S (GUKS RAa
disease, there are experts here and we have different expersnadted [Addis Ababa

University], the clinicianand pediatricians. So it will go through different consultations

FYR 6KSy 6S KI@S GSOKYyAOIFt $2NJAy3 3INRdzZI Ay
references, the position papers about rotavirus, the saggmmendations on that issue

IyR O2yGSEldzrk f ATAY3 & ¢Sttt | a dzyRSNRGFYRAY3

Following this work by thEBW& 9 i K A 2-AdericyChordingtinigChmittee, led at the time by
then-State Minister Dr. Kebede Worku, made thalfgtecision to apply to GAVI for support to introduce
the RTV

PREPARATION

In 2011, the Government of Ethiopia applied for financial support from GAVI for implementation of the
RT\Vobn a 2dose schedule, with introduction planned for March 2012. The pabpakich was approved
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in September 2011, required the governmémto-finance introductiorat $0.20 per dose with no annual
increase. The government anticipatedfc@mncing approximately $5.2 million USD of the total $127.4
million USD total vaccine ¢awer a period of four years.

IN20099 G KA 2LIAL Q& =+ OOAYyS alyl3SySyid !'aasSaavySyid 61 a d
O2dzy i NEQa @I OOAYS AYFNI a0NUHzOGdzNEd® ¢KAa FaaSaavySyi
and transport, and@accine storage temperature components as gaps which would limit introduction of

any new vaccines including rotavirus. Following the assessment, the government carried out activities at

the national, regional, district, and health facility levels to imgmid chain capacity. Due to these

STF2NI &> 9UKAZ2LIALIQa @I OOAYS Rkield Wbk aréadyGufficienttd G & | G
accommodate introduction of thRTM i G KS GAYS 2F GKS O2dzy G NBQa adzlL)
were distributedo all regions one month prior to initial introduction of tR&V They were then

distributed from regions to zones, districts, and health facilities.

Asocial mobilization and communication plad by a suliechnical team within the FMGéihd

supportedby partners such as WHO and UNICEF was developed and implemented toRTUpport
introduction and increase demand. A media campaign featuring information, education, and
communication (IEC) materials began weeks before introduction of the vaccine. Gidedithadth

roundtable talks on television and radio and radio spot messages to raise awareness of the vaccine
among policyand decisiormakers. In addition, HEWs communicated these messages across the country
at the community level

IMPLEMENTATION

9UKAZ2LIAI Qa A RTMMER iRt planged to tale pléok2812. Th&T\vasadded to the
O2dzy i NE Qa VY I A2yl &spatoMuzEdpanted Rrégsam andrciimzatiorS(EPI) in
2013’8 Roltout was delayed to later the same year for a number of reasons, including a global shortage
of the preferred 2dose presentation as well as overlapping vaccine activities in Ethiopia in 2013 that
affected capacity?

Training of health workers, cold chain storage managers, and EPl managers was carried out prior to

@ OOAYS AYGNRBRdzOGA 2y @ 5 hleSizel tehinig Kv&s cehdubted nladtalsc@ding £ 1 NB S
approach withstandardized training materials adapted from WKROrder to ensure uniformity across

the country. Following a natiorlS @St & Y I & (i S NE (TAmMiluding paftdipagtsFrord Ml A y S NA
regions and partners, the training was cascaded down through regional and&aalifyOT In addition

to background information on rotavirus burden, transmission, and risk of infection, training topics

included vaccine presentation-@@se), handlingstorage and transportation, administration, and efficacy

and safety. The FMOH also utilized supportive supervision atie-gob training at health facilities to

further support vaccine introductioff.

On November 7, 2013, Ethiopia became th& GAVieligible country to introduce thRTVhationally.
The vaccine wastroduced in all regions except the Somali Region at that time due to an active polio
outbreak response in the regi8hAs one of the vaccines includedtie national immuniation schedule
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for infants, theRTWvas administered at most health facilities. A 2012 EPI cluster study found that 97.1%

of urban health facilities and 89.2% of rural health facilities, including health posts, surveyed provided

routine immunization servds, including rotavirus, on a regular basis. Standard outreach services by

health workers, including HEWSs, were also provided for communities located &kledisim these

health facilities® The EPI utilized approaches such as Reaching Every District and Sustainable Outreach
Services to ensure high immunization covetageughout the country and particularly in areas of the

country with limited access to static health facilities. Per a key informant, in many regions of the country,

static immunization services at health facilites @@ SNE 2 6 X Y A y A ¥flthe seQ@igeg® SN} 3 S >
SALISOALEte AYYdzy AT lFdA2y ASNBAGSa:r I NB LINPPJARSR (K

After a delay ofinemonths, theRT\Wvas introduced into the Somali Region in August 20bile
vaccination services for rotavirus were utilized for Somali and well as Afarkide NB3IA 2y aQ f I NBS
areas and scattered population.

¢t KS CH8OPN@ROI0/IMH AMnkMpO ARSYGAFTASR || aoSaid OFasS aoSy
coverage rate of 90% by 2014/2015. The WHO and UNICEF estimated a lower rate of coverage for

receiving both doses of the vaccine was 56% in 2014 and 79% in 2015. The first year after introduction of

the RTV coverage was comparable to that of other routine childhood vaccines. By 2015, regavirus

coverage actually surpassed than these other

immunizaions, despite being introduced more 100

recently (See Figuzg) 83 90
80
The 2016 DHS showed large regional variatior 70

coverage ofwo doses of theRT\similar to

79
73 o8
61 -
60 56 55 56
disparitiesseen for other routine vaccines in 5
Ethiopia. Coverage was lowest in Afar, where 4
only 23% of children receivédo doses of the 3
vaccinedespite mobile immunization and 5
outreach work in the regiorit was highest in 1
Addis Ababa, with a coverage of 92%. The DH 0

also revealed notable dregppetween the first 2014 2015
and second dosesoverall coverage was 64%
for the first dose but 56% for the secqrower

than estimates by both the FMOH and Figure20: WHO/UNICEF Estimated Immunization
WHO/UNICEF Coverage in Ethiopia, 202015

Coverage (%)
o O O O

o

HRota2 mDPT3 PCV3 mMeasles

Commenting on these regional differences in coverage, a key informant noted

coverall when we look at coverage there are huge inequities by the way, in Afar, Somali,

Gambella, and Benishang@umuz] when we compare with Amhakddis Ababa, Tigray,

and Oromia there is a huge discrepar@ye thing is the system strength, the system in

Afar, Somali, Gambella, and Benisha#fiGuimuz] is very weak, even we have a platform

to support for these regions but we could not able to mahageR | GSNI (GKS RAFTFFSNE
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ADAPTATION DURING IMPLEMENTATION

Not found

SUSTAINMENT

¢KS AYyGSaINIGA2Yy 2F we+ 6l a4 RSAAIYSR G2 &dzLJLI2 NI & dz
immunization schedule for infant, with doses recommendesixand 10weeks after birth, timed to be

administered with other routine vaccinations. EPI record keeping and reporting formats, including child
immunization cards, tally sheets, registration books, supervision checklists, and reporting formats for the
national HMS$ system were updated to include R&VTheRTW | & | I Ay FSI G§dzZNBR Ay @
subsequent Comprehensive MeMear Plan (cMYP) 262620,

In 2014, the Government of Ethiopia requested an extension of its new vaccine support from GAVI for the
years 206-20207° The total expected cost of activities for new vaccines, including TNeluring this

time periodwas$514 millon USD. The government was expected to continue-fmaace these

activities at $0.20/dose. Its total-fimancing payment was estimated to total $8,856,000 over the period

of 2015 to 202@°

The WHO estimates that immunization coverage for receiwimgoses of theRT\WWemained stable at
79% in 2015 and 80% in 20 Despitenot achieving the last target, tlMYP20162020 has set a
higher target coverage of 97% in 2020.

Tablel7: Rotavirus Vaccination Implementation Strategies and Outcomes

I(r)\LFt)Leorrr::ntatlon Implementation Strategy Evidence
Surveillance data identifying rotavirus in
27% of children U5 hospitalized with acut
diarrhea at Tikur Ardssa Specialized

Appropriateness | Hospital prior to introduction (+) Vaccine prioritized and introduced withir

three years of available funding

Adoption of global evidence on
effectiveness
Utilization of social mobilization and
communication plafeaturing IEC
materials, including
Acceptability 1 Round table talks (television, No evidence of rejection by the community
radio)

1 Radio spomessages

1 Useof HEWs
Expansion of cold chain capacity prior to
vacine roltout™

(+)Available in &tegions as planned and

Feasibility Integration of vaccine indicators in newly stocked

introduced HMIS

(+) Outreach activities conducted
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Integrated into EPI routine schedule for
infants

Integrated into thenational strategy ash
timing of vaccinations

Cascadednd standardizettainingand
adaptation of global training and
assessment resources

Effectivenesand
Coverage (Reach

Rapid national scale

Use of outreach campaigns to reach rem
and unserved communities more than 5 Kk
away from health facilities

Training in vaccination and vaccine
management

(+) UNICEF/WHO coverage estimates of
infants receiving the" dose ofRTV

1 2014¢56%

1 2015¢ 7994

(-/+) The 2016 DHS reported:

1 Overall coverage of 64% for 1 dose
and 56% for 2 doses BTV

1 Regional variation in coveragérom
23% in Afar to 92% in Addis Ababa
for 2 doses

9 Higher coverage in urban areas
compared to rural ones (79% and
53%, respectively, for 2 doses)

(+) 18% reduction in proportion of diarrhea
hospitalizations due tomtavirusin children
under 1 year, decline in seasonal peaks of
diseasé

HR strengthening through training and
supportive supervision

Fidelity
Integration into routine vaccine cards and
schedule
Cost $127.4 million USD over four years
Integration into existing EPI infant vaccing
schedule
Extension of GAVI support through 2020
(+) Sustainment or increaserates with
cMYP2016-2020 set target coverage of | UNICEF/WHO estimated coverage increase
- 97% in 2026 to 80% in 2016 and 2037
Sustainability
National contribution of funding (+)Integrated into national EPI program
Integration into national strategy and HMI
and routine vaccine schedules
Leverage existing vaccine delivery syster
Free immunization services L o
(-) Remaining inequities in coverage (see
Equity Effectiveness and Coverage (Reach) sectio

Outreach and mobile efforts to reach

geographically challenged areas

above)
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4.1.4 Other Pneumonia Interventions
4.1.4.1 Pneumococcal Vaccination

Tablel8: Pneumococcal Vaccination Key Implementation Strategies

Implementation Strategies

Stakeholder engagement

Data use for decisiemaking and prioritization
Local data generath

Government cdinancing

Leveraging donors and partnesources
System assessment and strengthening
Adaptation for local context

Trainirg and supportive supervision (cascaded)
Community engagement

Integration into existing program

Outreach activities

Monitoring and evaluation

—a =& —a -4 a8 -8 4 9 _a a8 _a -2 -9

Use of catchup strategy

EXPLORATION

Vaccination with the pneumococcal conjugate vaccine (PCV) has been shown to be effective in reducing
US5deaths from severe forms of pneumococcal disease, including pneumonizeairdyitis In 2005,

WHO estimated that pneumococcal disease resulte@®030 to1 million deaths in children under the

age of 5 each year. It released a position paper in 2007 recommending prioritization of the inclusion of
PCV7 in national immunization programs, especially in countriesW& of over50/1,000 live birth§!

In 2009, GAVI, the World Bank, and other donors launchehtwemococcahdvance Market

Commitment with theobjective in assisting countries access more affordable pneumococcal vaccines.
This initiative features a variety of partners providing fiduciary (World Bank), financial (Italy, the United
Kingdom, Canada, Russia, Norway, GAVI, and the Bill & Melind&dbatgstion), technical (WHO), and
logistical (UNICEF) support in order to support vaccine introduction in 45 countries by 2015 through the
Advance Market Commitme#t.

It was already known in Ethiopia that vaccine preventable infections including pneumococcus
represented a higher burdeA. study of children between ages of 3 months and 12 years admitted to a
tertiary hospital in Addis Ababa with meningitis between June 1996 and May 1997 fourd that
influenzaeS. pneumonigeandN. meningitidi€omprised 90% of culture isolates from rmgitis cases.
Infants accounted for 58% of included cases and 68% of deaths in this study, reflecting a significant
burden of morbidity and mortalits?.
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PREPARATION

LY HAanTZI 9iKA2 LAgendy Chordialinfdbimittae hefayi didcyssing pleumonia
prevention and PCVh February 2007, a series of InfggencyCoordination Committee meetings were

held to discuss topics such as need for introduction, feasibility, cold chain storage, vaccine selection, and
time of irtroduction.

The FMOH soon expressed interest in introducing the va€alewing the meetings, the FMOH wrote a
letter of intention to introduce PCV10 by January 2010. At the time of the introduction of PCV, per the
FMOH Streptococcal pneumoniagections were the leading cause of pneumonia, an iliness that
accounted for up to 28% of all deaths among children under 5 in Ethiopia. Approx80étedy the

burden of pneumococcal disease in the country was caused by the 10 serotypes contained-in the 10
vaent PCV, leading to the decision for AD\instead of PCGY. Introduction of PCV in Ethiopia was
therefore estimated to avert 35,000 deaths in one birth cohort over a period of five*years

The InterAgencyCoordination Committethen established a pneumococcal vaccine introduction task
force to prepare the vaccine introduction plan, as well as a request for GAVI financial support to aid
implementation. The government submitted this request to GAVI support in September 2009yagich
approved in July 2010. Under this agreement, the PCV vaccine-firrenoed by the government,

beginning with $0.20/dose minimum-financing the first year followed by $0.30/dose for the remaining
four years of GAVI support. Over the course of faags; the government was expected tefc@mncea

total of about $13.4 million of supplies (vaccine doses, AD syringes, and safety boxes) and GAVI would
provide approximately $341 million for the same supgfies.

ld GKS GAYS 2F 9GKAZ2LIALI Qa NBvdisbke throdglk GEVIRAIMIUGE NI =t /
PCV13 was preferred by stakeholders as it offered coverage of additional strains, selection of PCV13

rather than PCV10 was anticipated to delay vaccine introduction. Therefore, the country chose to adopt
PCV10 in order tsave additional lives through earlier implementation while also covering more of the
pneumoniacausing strains in Ethiopia than PCV7 as noted &bove.

National cold chain inventory assessment cotetliby WHO in 2008 indicated that upgrading the
OSYiNIf O2fR NR2Y &a0G2N}3IS> G(GKS O2 dzy,vdskecessaryf@l A f | 0 f
adequate accommodation of the introduction of PCV by late 2010.

In preparation for vaccine introdtion, the country also conducted a varietypod-introduction

activities,which were funded by WHO and UNICEF in addition to GAVI. Comprehensive training materials
were prepared by the FMOH in a process led by the Training Subcommittee in order tmstanda

training countrywide. In particular, a training manual focused on best practices and handling information
for PCV waadapted from the WHO introductidrandbook for PCV for use by EPI managers and health
workers. This manual was also abridged forydeEW and was accompanied by a training video.
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PCV was added to the EPI existing infant vaccine schedule. The FMOH recommended that infants be given
three doses of PCV at 6, 10, and 14 weeks of age, alongside the pentavalent vaccine

The FMOH developedcomprehensive advocacy and communicaptam to support PCV introduction.
This plan consisted of advocacy, social mobilization, and program communication activities across the
regional, zonal/woreda, and health center/health post. Anticipated bemdfitss strategy included

creation of awareness and demand for the vaccine, reduction of dropout rates and improved
immunization schedule follow up, detection and reporting of vaccine adverse events, and creation of
community support for the prograrf?.

IMPLEMENTATION

PCWV10 was introduced countrywide in EthiopiadNiovember 201Ahs a routine vaccination included in
the national immunization schedule. Asatichup strategyunique to this particular vaccine, all children
in the country under the age afyear were eligible to receive PCV. The vaccine was given through
routine vacaation at health facilities and health posts (by HEWS) as well as outreach campaigns
(Supplementary Immunization Activit{&A$).>

5dzS (G2 90GKA2LIAI Qa f I NBS dahaih sfoke kdepets JaydER Thanagers WesS I £ (i K
conducted in a cascaded approach. Iday trainings were conducted for staffRifiBshealth

departments, and woreda health offices. Hospital and health center staff were also trained for two days,

with a minimumattendance of two staff from each facility. Trained health facility staff were required to

brief other staff at their facility after the training. MEW were required to attend a orgay training.

Supportive supervision was also used during implertientto reinforce initial training of involved staff.
Woreda EPI focal persons provided supervision for each health center as well as HEW supervisors. All
supervisors were advised to place additional emphasis on immunization activities for trexXnitalths
following introduction. Supportive supervision visits allowed supervisors to review monitoring data,
vaccine handling and injection practices, social mobilization, logistics, and stock management at facilities
providing PCV2

The FMOH relied on ongoing internal evaluation to identify and address challenges and successes of
vaccine introduction. It requested monthly reports from eachregjional level, which were compiled by
theregionsand submitted to the central level on a monthly basis. These reports included information on
successes and challenges of implementation and utilization of PCV compared pathtédvelent

vaccine. During introduction, review meetings were soheetito occur quarterly at the zonal and woreda
level and evergixmonths at the regional level. These review meetings were intended to include
participants from FMOH departments (Pharmaceutical Fund and Supply fRESEHMIS/Planning,

Health Promotin/Disease Prevention) as well as partner organizations involved in implementation
(Ethiopia IFHP, WHO, UNICEF) and follow the same format as monthly reports. In addition, programmatic
evaluations were planned fone, six, and 1&honths after vaccine imbduction. These evaluations,
conducted by the FMOH, were intended to supplement evaluations at the woreda and regional levels. A
national review meeting was also scheduled to occur after introduttion.
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¢ KS O2dzy i NB Q20150sét targddsafathird dose1RCM coverage8% in 2011, 92% in 2012,
95% in 2013, and 96% in 2014 and 2GM/HO/UNICEF estimated that these targets were not met, with
estimated coverage during these years of 12%, 38%, 63%, and 76%, respectively. However, official
covera@ reported by the FMOH was much higher and even reached the cMYP goals in 2016, when
coverage reached 96%.

The 2016 DHS found lower coverage than these estimates in 2015, reporting that only 49% of children
ages 12 to 35 months received the third dose of PCV. It showed significanutitmiween the first
(67%)second (61%), and third (49%) doses of the vaccine. Many demographic differences were also
reported. PCV3 coverage was higher in children residing in urban areas (73%) compared to those living in
rural areas (46%). Regional variation of PCV3 coveragéswagen, with coverage highest in Addis

Ababa (91%) and Tigray (78%) and lowest in Afar,(lLi88%y) related to challenges in regional coverage

noted in theRT\section As commonly seen in coverage of other vaccines, differences in equity were also
reported despite free immunization services, with coverage also differing by wgemiti 36% in the

lowest quintile but 76% in the highest receitbrkte doses of the vaccirte.

ADAPTATION DURING IMPLEMENTATION

No record found but activieonitoring andevaluationwas ongoing for implementation adjustments

SUSTAINMENT

ThecMYP2016-2020 emphasizes continued increases in PCV coverage, with a targettoir® dse
PCV coverage in 2020. It also lists establishment of a pneumococcal disease surveillance system by 2020
as a national objectivé.

In 2014, theGovernment2 ¥ 9 G KA 2 LAl | LILIX ASR F2NJ SEGSyarc¥y 2F (K
by GAVI. This program extension was designed to provide additional GAVI funding for PCV activities

through 2020, with the government dimancing $0.20 per dose the entire periddin 2018, the

government cefinanced $920,000, or 300,000 doses, for PCV actitaties.

Tablel9: PCV Implementatio Strategies and Outcomes

I(r)r:j[:l:eor:\neentatlon Implementation Strategy (all vaccine) Evidence
(+) PCV introduction reflected high
pneumococcal disease burdéop cause of
pneumoniain Ethiopia

Appropriateness | Data use to understand disease burden (+) 80% of pneumococcal disease was
caused by serotypes covered by PCV10,
leading to introduction of that presentation
rather than PCV7

(+): High levels (negrlL00%) of general
acceptability of vaccines in the community
according to interviewees in a 2015 stbdy

Utilization of advocacy, social mobilization

Acceptability and program communication at regional,
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zone/woreda, and health center/post levelg

through stakeholder engagemeincluding:

- Meetings with regional bureaus, religioy
institutions and leaders, d¥-
governmentabrganizations (8O3,
school leaders, and women and youth
groups

- Launching ceremony and rally

- Messaging for schools, religious, and
traditional institutions

- Dissemination of short messages and
educational programs through mass
media

Feasibility

Expansion of cold chain capacity prior to
vaccine rotout

Integration of vaccine indicators in newly
introduced HMIS

Integrated into routine schedule and
concurrent with pentavalent

Donor funding and government-onding

(+) PCV successfully introduced and no
stockouts noted

Effectiveness and
Coverage (Reach

Local data to understand serotypes and
burden of disease

Use of outreach campaigns to reach remot
and unserved communities

Integrated into EPI routine vaccination
schedule

Catchup vaccination for children under 1
year during introdution

Decision to rapidly implement with PCV10
versus waiting for PCM capacity

Training andupportive supervision

(+/-): Increases in coverage for vaccination
all geographic districts and both urban and
rural areas but remained belaargets

(-) Challenges with achieving coverage go
(+) WHO/UNICEF estimates of coverage ¢

PCV3 increasing from 12% in 2011 to 769
2015

Training

Supportive supervision

Fidelity Close monitoring of implementation

Integration of PCV into routine schedule af

EPI system
Cost Approximately $354 million over five years

Integration into existing EPI infant vaccine| Integrated into national EPI program and
Sustainability schedule strengthening of surveillance planned
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Extension of GAVI support through 2020
Government cdinancing

National target of 97% PCV3 coverage by
2020 established by theMYP2016-202078

(-) The 2016 DHS reported:

1 PCV3 coverage varied by region,
ranging from 18% in Afar to 91% i
Addis Ababa

1 Urban area§73%) had higher PCV|
coverage than rural ones (46%)

9 Variable coverage by wealth
quintile, ranging from 36% in the
lowest quintile to 71% in the
highest

Equity Free immunization across regions

4.1.4.2 Haemophilus Influenzagpe B Vaccination

Table20: Hib VaccinatioiKey Implementation Strategies

Implementation Strategies

Adoption of global evidence on effectiveness

Local data generath and use

Leveraging donors and partners

System strengthening

Integration into and leveraging of existing systems

Free service

Training and adapting existing training program for local context
Partner engagement

Government commitment to efinancing

—a -4 & -8 & 8 -2 _—a a2 -2

Adaptation for local context

EXPLORATION

In 1998, WHO recommended introduction of th@emophilus influenzagpe B (Hib) vaccine into

national immunization programs of countries with a high Hib burden. An updated position statement
NBfSIFHASR Ay Hnnc AGNRy3Ifeé NBO2YYSYRSR Ay (NBRAZOGA 2
immunization schedules, regardlegsisease burdef?.

A study of 136 children with menitigibetween the ages of 3 months and 12 years admitted to a tertiary
hospital in Addis Ababa between June 1996 and May 1997 founid.thdluenzagas well a$.
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pneumoniaeandN. meningitidisccounted for 90% of culture isolates. Infants accounte88&s of
included cases and 68% of dedths.

Tikur Anbess8pecialized Hospital in Addis Ababa began collecting and reporting sentinel surveillance
data on bacterial etiologies of pediatric meningitis in 2001 after joining the Pediatric Bacterial Meningitis
network. In 2004 this surveillance data found tHairfluenzae type B was identified in 44% of a total

107 suspected meningitis casés.

PREPARATION

After discussions between the government and partnar@003 theGovernmentof Ethiopia reached
the consensus to introduce new vaccines containing HiliHepdtitis BKlepB into the routineEPI
schedule The government submitted a request to GAVI in 2005 for support of introduction of a
combined DTwdRepatitis BHib B (pentavalaghvaccine. This request was approved by GAVI and the
country received an introduction grant of $100,000 USD for the first phase of GAVI suppe0@B)00

LY HanpZ GKS 32@8SNYYSyid 62N] SR 6AGK LI NIeBE G2 S
to support new vaccine introductions. At the central level, four additional cold rooms were procured by

WHO andhe HIV/AIDS Prevention and Control Office, increasing total central cold room storage capacity

to 175 n¥. Approximately 1,400 refrigaas procured with support by UNICEF and the Government of

Ireland were distributed to regions, doubling cold storage space at the regional level # 2005.

Prior to introduction of the vaccine, the FMOH updated standard immunization recordkeeping and
reporting formats to include the pentavalentceine. After finalization, the FMOH distributed the
updated immunization cards and vaccination monitoring forms to the regions for distribution to sub
regional levels down to the population and lower facility levels.

The FMOH aimed to introduce the perghant vaccine idanuary 2006However, as the global supply of

the pentavalent vaccine was limited at the time of its GAVI proposal, the government expressed its

willingness to delay introduction in favor of introducing the pentavalent rather than galedtivaccine.

Although introduction of the pentavalent vaccimasmore expensive than introduction of the

quadrivalent one, thEMOHo St A SPSR G KI & (G KS -teidpentfidinto8efing JF OOA Yy S ¢
hepatitis B as well and reduced associatedvamine costs outweighed its slightly increased price. Due

to aglobal shortaggethe initial supply of the vaccimiéd not arrive in Ethiopia unflecember 2008°

IMPLEMENTATION

The pentavalent vaccine was introduced into Bidin March 2007, replacing the previddiphtheria
PertussisTetanus DP7J vaccine Citing concerns that equity issues could arise from a phased

introduction, the government rolled out the vaccine at a national fVelvas the firshew vaccine to be
AYyGSaANI GSR Ayid2 GKS O2dzyiNEQa SEAAGAY3I AYYdzy AT GA
DPT, administration ofhree doses was recommended to be given to all children at 6, 10, and 14 weeks of

age. Introduction of the vame did not include a catalp strategy for children older than 12 months of
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age’*Following its inclusion in the immunization schedule, the vaccine was administered at public health
facilities, including health posts, as well as those supported bgmmrnmental organizations (NGOSs)
free of charge.

The FMOH utited the WHO new vaccine introduction module, which included three main components of
the pentavalent vaccine: basic information, practical issues, and logistics and cold chain. The FMOH
conducted a masteFOTcourse at the national level. The training ween cascaded down to the

regional, zonal, and health facility level for health workers, including HEWs.

LG GAYS 2F AYUNRRAZOGA2Y>S (GKS dawSlFOKAYy3 9@OSNE 5A4ai
Ethiopia. The FMOH utilized and expanded this approach to implement the pentsaat@né. Activities

included micreplanning in all woredas of the country, regular supportive supervision by EPI staff,

quarterly woreddevel review meetings and-annual regional review meetings, and engaging

community leaders.

The EPI and JSI Reseannth Training Institute conducted a study of 1,181 children from three randomly
selected woredas in three regions between February and April 2013 to assess coverage of the
pentavalent vaccine. This assessment utilized both immunization coverage surnsgioan/eys to
RSGSNX¥AYS O2@SNI IS | y Rbagey deisihhakindré&yardiray btiategges t§ 3A RSy OS
pursue nationwide universal child immunization in Ethiopia. While coverage estimated using
administrative records in 20Xanged from 80 to 90%, coveragg&timates using coverage surveys
(utilizing vaccine cards, maternal recall, and EPI registers) and serosurveys found that that administrative
rates overestimated coverage. Coverage surveys estimated coverage ranging framaz@finfants &
months of age in the Arbegona woreda of SNNPR to 87% among todell& snbdths of age in the

Hintalo Wajerate woreda

100 96 96 of Tigray. Coverage
0 o 86 87 83 84 estimatgd by .serosurvey
— 80 9 also varied widelg from
o 72 73 3 L . .
< . 5 31% in infants in Assaieta
S 5 5 2 2 o §o! woreda of Afar to 93%
o 2 53 toddlers in Hintalo
o .
o Wajeratel®
g 40 37
§ 30 This discrepancy was also
20 reflected in differences in
1 coverage estimates
0 between FMOH data and

2008 2009 2010 2011 2012 2013 2014 2015 2016 UNICEF/WHO estimates. ]
Ly Cahl Q&8 S&GAYL

utilizing administrative
data, Penta3 coverage
reached 81% by 2008 and

® FMOH (official) ™ WHO/UNICEF = DHS

Figure21: Penta3 Immunization Coverage Estimated by FMOH, WHO/UN
and DHS (2008016)
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96% by 2015. However, similar to the study above and with other vaccines, WHO/UNICEF estimates of
coverage were much lower at 52% and 73%, in 2008 and 2015 respectivelyX3jiguitaough other

countries havdéound challenges with denominators used in these estimates. WHO/UNICEF estimates also
found a dropout between the first and third doses of the pentavalent vaccine, from 85Bérital to

73% for Penta3 in 2075.

The 2016 BIS also found lower rates of Penta3 (measured”a8)xoverage (53%) and also found
inequity in urban versus rural almost 80% of children in urban areas rettewedoses of the DPT
vaccine, while only half of those living in rural areaswittl regional differenceshe lowest coverage
reported in Afar (20%) and the highest in Addis Ababa (86%).

ADAPTATION DURING IMPLEMENTATION

The FMDH addressed the drequt rate of this vaccine through a tracking mechanism utilized at the

community level. Under this system, HEWéstified, registeed, and trackd unvaccinated children in

their communities. However, a key informant identified ongaing2 &  OOSLJiF 6t S¢ RNER LJ2 dz
FMOH standards between doses as a continuing challenge requiring improvement.

SUSTAINMENT

The Government of Ethiopia beganftmncing pentavalent activities in 20%2The 20162020 EPI

cMYP set new objectives to reach 90% national coverage and 80%ldigtticbverage of all vaccines,

including pentavalent, by 2020. Strategies established to achieve these faaietied reducing the

national dropout rate to 2% (and to less than 50% in all districts) and ensuring availability of immunization
ASNIBAOS Ay |ff 1S0StSa 6GKS OZdzRkENEQA | DYl bt §a2yI R
for Newborn and Child Survival (2€A(19) identified pentavalent vaccination as g keervention for

improving child survival. This plan set a national goal of increase pentavalent coverage to 96%°by 2020.

In 2015, theGovernmentof Ethiopia applied for and was given additional funding by GAVI to support
implementation of the pentavalent vaccine through 2020. This agreement provided a bfidgetly

$12.6 million for pentavalent activities in addition to the $213.5 million the country received from 2007
to 2015. The government danded approximately $1.5 million in 2016 for these activities, with a
commitment of $0.20 per dose. In 2014ethovernment estimated it would €mance approximately

13% of the total costs for the pentavalent vaccine from 2017 to 2020.
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Table21: Hib Vaccine Implementation Strategies and Outcomes

Implementation
Outcome

Implementation Strategy

Evidence

(+) Pentavalent vaccine introduced to

Appropriateness | Data use to understand disease burden | address burden of both Hib and Hepiat
disease
Acceptability Free immunization services No evidence of refusal found
Application folGAVkupport of pentavalent
introduction
Expansion of cold chain capacity prior to | (-) Delayed inwductionfollowingglobal
vaccineroll-out shortage
(+)Introduction in all regions achieving
Integrated into routine immunization coverage shown igffectiveness and
Feasibility schedule Coverage (Reach)

Decision to delay introduction to use

pentavalent vaccine due to low global
availability and preference over tetravalent
vaccine

Cascaded training for health workers

GAVI funding

Effectiveness and
Coverage (Reach

Integrated into EPI routine vaccination
schedule and EPI monitoring

Useof the pentavalent vaccine

Free immunization

(+/-) High Penta 3 coverage in 2016 per
administrative estimates (96%), though
lower coverage estimated by WHO/UNICE
(73%) and DHS (53%ith significant gaps

Regular supportive supervision as part of

(-) Challenges idropout between Penta 1

Fidelity GwSk OKAYy3 9@SNE 5A 4| andPenta3
Cost GAVIfunding Not found
Integration into existing EPI infant vaccine
schedule
Sustainability No evidence of stockouts seen and ongoin
Extended GAVI funding commitment to continued vaccination
Government cdinancing
(-) Variability of coverage at regional legel
. L . from 20% in Afar to 96% in Addis Ababa p
Free immunization services
. 2016 DHS
Equity

Use of HEWSs (for geographic coverage)

(-) Lower coverage in rural and lower weal

populations in 2016
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4.1.5 Other Malaria Interventions
4.1.5.1 InsecticideTreated Nets
Table22: ITN Key Implementation Strategies

Implementation Strategies

1 National commitment
1 Leveraging donor and partner support
1 Free distribution
Data use
Monitor coverage and quality of distribution
Accountability
Communityregistration
0 Prioritization
Target setting
Training (cascaded)
Community engagement, empowerment, and mobilization
Social marketing
Leveraging on existing systems including HEWs
Multiple strategies for distribution
0 Enhanced outreach strategy
Routine distibution
Doorto-door distribution
Campaigns
Gommunity empowerment and mobilization component

= =4 —a —a -8 -
o O O O

O O O O

EXPLORATION

Approximately 75% of Ethioflad i rhajér endemiagovering all regions except Addis Ababa, with
GKS YIe22NARGe 27T (Kg§GinthRaayeasNEafsinissior delinfs pritnari® i aréak i@ A Y
Ethiopia with altitude under 2,000 meters, though endemic areas also exist above 2,000 héthile

the country experiences cycles of malaria epidemics every five to eight years, low levels of malaria
transmission continue during n@pidemic years, typically between September and December, following
the main rainy seasofi! Though malaria transmission occurs in most areas of Ethiopia, its contribution to
USdeaths in Ethiopia ast@sated by IHME is quite smaglin 2000, malaria was estimated to cause only
2.4% of alU5deaths in the country?®

Distribution of ITNs through the Ethiopian health care delivery system began in the returnee and
resettlement sites in western area of the Tigray region abutting Eritrea in 1997. ITNs wersrdisedi
in the Oromia, Amhara, and SNNPR regions in-1998 with the support of WHO and the Italian
Development Cooperation.
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PREPARATION

In 2000, theGovernmentof Ethiopia signed the Abuja Declaration on malaria. In signing this document,
the government made a commitment to implement strategies for Roll Back Malaria, including ensuring
that by 2005 at least 60% of those at risk of malaaald benefit from protetive measures such as use

of insecticidetreated mosquito net$®

Recognizing the existing gaps and in preparation for-targle distribution of ITNs, the government
submitted a proposal to the Global Fund Round 2 for support from the period of January 2003 to
December 2007. This funding allowed the FMOH to peogumillion longasting insecticidal nets (LLINS)
for free distributiont%” Additional partners such as UNICEF, World Bankha@hrter Center also
provided substantial support for procurement of IT®#n particular, the Carter Center aidied
acquisition 620 million ITNs for national distribution. This distribution (see below) did not start until
2005

The FMOH anBHBgpartnered with UNICEF to develop a national ITN database, which records the
number of ITNs distributed in each kebele of the countryeUtids system, all households receiving ITNs
are recorded in a community ITN register book, which are then compiled byglistith health officeand
sent to the RHB and federal lev¥fs.

Implementation

Prior to largescale, national distribution of ITNs, srasathledistribution campaigns occurred between
2000 and 2003 with the donation of 1.42 million ITNs by UNEEF.

Although use of ITNs had been an area of emphasis in the @€tHNational Fivérear Strategic Plan

for Malaria (20022005), the 2005 Ethiopian DHS found that only about 6% of households owned either
treated or untreated nets and even fewer owned a treated net (3.3%), reflecting the delay in distribution
until 20052110

As part of the new initiative to increase ITN coverage, the FMOH initiegedi$tribution of LLINS in

2005, with a goal of distributing two LLINs per household in malaria endemic areas below 2000 meters
altitude. Three main delivery strategies were utilized for distribution of free LLihal)ced outreach
strategy EO$ 2)routine distribution through health facilities, and 3) deedoor distribution by HEWSs.
Though the program initially relied heavily on routine distribution, it later utilized distribution campaigns
implemented by HEWSs. During these campaigns, whidntareled to occur everthree yearsdue to

the lifespan of the nefHEWSs are responsible for both community education and actual distribution.
HEWSs mobilize their communities to register to receive ITNs. Each household is entered into a community
register which is later used for auditing. Recipients of ITNs then sign the register and are given ITNs by
HEWS, who remove packaging prior to distribution to ensure the nets are not resold. To ensure effective
usage, HEWs also provide education about transmiss$imalaria and preventive measures, including
correct use of ITNs, through hodsehouse visits, larger community meetings, and at health posts.
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As was the case for largeale training initiatives for other EBIs, training for the ITN distributiomgonog

dzi Af AT-BRoYVEé BGOLBA OF RAY 3 | LILINE I OK ®TOTKtBe natianal leveLINE @A R S
with support from the Global Fund. Training for the distribution program was then cascaded to the

regional level, then down to the lowest health plesel byRHBswho were provided budgets by the

FMOH to conduct training activities.

The FMOHnonitored quality of distributiothrough several methods. It collected and reviewed data
from community registration books to evaluate quality of registratidheatime of distribution.
Meetings with alRHBsand stakeholders were also used to evaluate the overall process of each
distribution campaign and ensure ITNs were properly used. In additiordiptrgiution assessments
were performed for each campaign

¢t KS O2dzy i NBE Qa ar&aOSrgitdyic Blan ok NajariaPrev@riiah &nd Control in Ethiopia
20062010 was released in April 2006. This plan identified ITNs as a vector control activity targeted for
areas with transmission periods of three asrmmonths. It set a new goal of achieving distribution of on
averagewo ITNs per household in 90% of target areas by 2807.

LLIN distribution campaigns were also implemented in 2010 and 2015. This strategy resulted in
distribution of 23.8 million LLINs by the end of 2007. Betv2@@5 and 2011, continuation of this

distribution plan led to provision of a 43.1 million LLINs to people living below 2,000 meters in all regions.
While increased, ownership of LLIN®imalarious areas of the countgmained fairly lovg 66% in

2007 and 55% in 2011.

ADAPTATION DURING IMPLEMENTATION

The National Strategic Plan for Malaria was revised in 2010. In efforts to build upon the gains made in the
20062010 period, this new plan featureccammunity empowerment and mobilization componéont

malaria prevention and control, especially in areas of unstable malaria transris§ltia.component,

which utilized theHER aimed for 100% of people living in malarious areas recognizing the importance of
using an LLIN and 100% of health posts in these areas providing a full health extension package, which
includesoutreach services, social communication and mobilization, and model family hous&hhes.

strategy for distribution of LLINS began to utilize a continuous rolling campaign approach with households
receiving new LLINs every three years, the estimated lifespan of the nets. This strategy ensured continued
coverage of hoseholds irmalaria endemikebeles beyond initial distributidf?

LY HammI (GKS Cahl Qa [[Lb RA&AGNROdziAZ2Y aidN}XGS3e 41
malaria endemic ared$® Despite these efforts, gaps remained. In 2015, the Ethiopia National Malaria

Indicator SurveyMIS)reportedthat only64%of households in malarious areas less than 2,000 meters

above sea level owned at least one LLIN. In addition, only 32% of households had at least one LLIN for

every two people that stayed in the house the night before the survey. The sisedgund that only

64% of existing LLINs were actually used the night before the survey, ranging from 56% in Tigray, Amhara,
and SNNPR to a high of 87% in Afar. As a resylt45% of children under the age diving in malarious

areas slept under BLIN the night before the survey. Though coverage of LLINSs remained lower than the
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target in spite of widespread distribution campaigns, this survey reported improved parasitemia
compared to the previous 20MISfrom 4.5% in 2011 to 1.2% (1.4% in childo&h'* Discussing the

low coverage reported by the survey, a key informant noted:

G { S @S NI[d carNiig Im&righed here, probably after distribution there are some
families that[have] been created, get married and some households maget the

distribution and probably the distribution was based on the population census of 2007 and
there might be changes in demography. People may migrate out of their previous area and

you know the deominator issue is always a problem. While you are allocating resources
you use the available denominafand]that resource may not be 100%. This thing may be

part of the reasoning and at times people may not go and take this ITNs, some of the reason
maybe these but we need to dig out mére

Another key informant explained that 2015 was a replacement year for ITNs and the survey was

conducted prior to ensuring ITNs were actually delivered to the households. At the time of the survey,
ITNs had been prooed but not yet distributed to all households. Therefore, coverage at the end of this

process was likely higher than reported in the survey.

SUSTAINMENT

Overall, Ethiopia received approximately $514.4 billion from the Global Fund to support malaigsactivi

including LLIN distribution, over the period of 2003 to Z&1Ethiopia received additional support from
Global Fund Rounds 5 and 8. As it wasligible to receive funds froRounds 10 and 11 for

procurementofaBA G A2yt [[LbaX GKNBFGSyAy3

submitted a Transitional Funding Mechanism to Global tuoalver distribution from 2013 to 201%he

President's Malaria Initiatiyf@M) I £ a 2

& dzLJLJ2 NI S R tilb#tiSn effoatdh It pfbaured dver &

23 million LLINs between 2008 and 2015, with plans to procure an additional 14 million ndisaaing
year(FY 2015 to 2017 fund&t?

Table23: ITN Implementation Strategiesd Outcomes

Implementation

Outcome Implementation Strategy Evidence
Appropriateness | Data use for prioritization
Community engagement, empowerment,
promotion and social mobilization of ITN usq (-) Per National1S(2007, 2015) only 2/3
Acceptability S of nets were used the night before the
Distribution of fee nets survey
HEWSs
Leverage of donmupportg Global Fund
(+) Widespread distribution was feasible
National commitment
Feasibility (+) Delivery achieved through using
Initial prioritization of endemic areas below | multiple approaches includirautreach to
2,000 meters prior to distribution in all ensure coverage
endemic areas

adzadl AyYSyi

RA &

27
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Leveragingf existingHEFfor distribution
o (+/-) Per MIS: Household ownership of
SDt'ritrébLijgg_n of free LLINs througbveral ITNs reached 66% areas <2000m in
19 EbS 2007 and remained steady (64%) throug
2. Routine distribution through health 2015
facilities
3. Doorto-door distribution byHEWS (+/) MIS: In 2015, almost half (49%) of
4' Campaians the population had access to an LLIN. L
Coverage and 5' Com?nugr]\ity mobilization access varied by regigrfrom 24% in
Effectiveness ’ Harari to 59% in Tigray.
(Reach) e .
Distribution every 3 years to ensure continug L N
: . (+) MIS: decline in edge parasitemia (by
effectiveness/coverage based on LLIN lifesy RDT) from 4.5% in 2011 to 1.2% in 201
L o i
Expansion of free nets to all malarious areag USparasitemia of 1.4% in 2015
Data use for menitoring coverage and (-) Access to an LLIN in the household i
community reaistration 2015 varied by region, from 24% in Har
y reg to 59% in Tigray
Training of health workefsascaded)
Fidelity Monitoring andevaluation (+) Targeting for higher risk areas
Data use for accountability
Cost
Sustainability Continued support by the Global Fund and | (-) Reliance on external funding and
PMI for procurement of nets procurement of nets limitsustainability
Mass campaigns and distribution () Access to an LLIN in 2015 varied
Equity moderately by wealth quintile:
Free distribution questc 35
Highestc 50%

4.1.5.2 Indoor Residual Spraying
Table24: IRS Key Implementation Strategies

Implementation Strategies

1 Adoption of global data on effectiveness
 Data use

0 Targeting of intervention

0 Adaptation based on resistance data
Leveragingxisting systems and structures
Communityengagement
Leveraging donand partnersupport
Training (cascadéd

= =4 —a 2
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EXPLORATION

The WHO has recommendiedioor residual sprayingR$ as a key vector control intervention for control
and elimination of malarisince well before 2000. In 2006, it released a position statement
recommending scalap of IRS as a strategy for achieving mateta&ed MDGs by 2013

IMPLEMENTATION AND ADAPTATION DURING IMPLEMENTAUODN PRE

Lw{ ¢6Fla | R2LIGSR Ay 9UGKAZ2LIAI AY wmdpd [Thoughthseh\li 2F 2 |
program was phased out globally in 1969, @e@ernmentof Ethiopia continued to carry out spraying

campaigns solely with its own funding. Blanket sprayingDuithiorodiphenyltrichloroethan@®D7) was

AYLX SYSYGSR Ay lfyvyzad +Ftf FFNBlLA 2F GKS O2dzyGNB | ¥F
eradication program was later adapted into a control program utilizing selective application IRS in the

early 1980s. However, shortage of bothding and supplies during to the 1990s resulted in inadequate

targeted sprayingt®

In the early 1990s, IRS operations were decentralized and managed entirely at the regional and district
rather than national levels. IRS is implementedatariaendemickebeles, which are selected within

each woreda baseoh factors including history of malaria cases, altitude, and presence of mosquito
breeding sites.

IMPLEMENTATION AND ADAPTATION DURING IMPLEMENTAPEDN POST

Following the funding shortage in the 1990s, the Ethiogiaernmentfunded IRS activities thugh
2005. It also received partial support for IRS activities from the Global Fund and PMI in 2003 and 2007,
respectivelyt!’

DDT was used as the primary insecticide for IRS in Ethiopia for 40 years. However, deltamethrin was
introduced as the insecticide of choice in the #200s due to growing levels of resistatw®DT in

most areas of the country. However, DDT continued to be used in areas were the local vector was
susceptible!®

¢KS Cahl FdzZNIHKSNJ I RFLIGSR Ada Lw{ adiNJERISt&Etion 2 A Y LI
of IRS into this program was intended to minimize logistical difficulties that previously limited IRS

coverage nationally. The PMI Africa Indoor Residual Spraying (AIRS) project piloted this cdrasathity

IRS model in the Kersa district of Oromia in 2012. Under the comrbasgy approach, IRS activities

continued to be planned and supervised by distréalth office teams but under this strategy were

carried out by squads &bur to fivesprayersled by HEWS?

Based on the succglsll pilot of the communitpased IRS model, this strategy was introduced in four
regions of the country (Amhara, Oromia, SNNP, and Tigray) adgonding to a key informaritad
strong enough community structure for commuHigsed spraying to be fealibA TOT was given to
people from each of these regions and training was cascaded by respddBggsing training materials
prepared by the FMOH.
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The National Fiv¥ear Strategic Plan for Malaria Control in Ethiopia €200%) established a goal of
reaching 60% IRS coverage in epidgrone areas by 2005. However, only 30% of these areas were

estimated to have been sprayed by 2007 due to lack of funds available for spraying. Coverage reached
FFGSN) GKS O2 dayndliBda digniidar iButiget foCtdegeR w2 dzy R

n T

Ay

HOAMM

activities, aiming to cover at least 90% of households in epigeomne areas by 2013°

The 2015 Ethiopia NationdllSassessed coverage of preventive interventions targeting malaria,
including IRS. This included all households, including those not targeted &mdlR&Iyrepresents an
underestimate at29% of households malariaendemicareas were sprayed in the 12 months preceding
the survey. The survey foutttat coverage of IRS in malarious areas varied greatly by region, from only
2.3% in Afar to 44% in BenisharGuimuz. However, covage inareastargeted for IRS was higher, as IRS
was not intended to be implemented in all malarious areas of the country covered in the'Swvithy
reported 92% of structures in targeted areas were sprayed in-2016%

SUSTAINMENT

Ethiopia continued to receive funding from PMI #melGlobal Funtb support malaria gvention and

control activities, including IRS. PMI provided budgets of $40 million, $38 million, and $32 for million the

years2016-2018, respectivel}{#>12%12'The Global Fungrovided $116 million in malaria grants to
Ethiopia between July 26land December 20172

Table25: IRS Implementation Strategies and Outcomes

Implementation

Outcome Implementation Strategy Evidence

Appropriateness Data use to targgt spraying priority areas (+) IRS |mplementat|on targeted specifi
based on transmission areas of malarious kebeles

Acceptability Use of communityased spraying No refusal data found
LeveragingiEP (+)IRS was able to be implemented
Utilization of donor funds (although see reach)

Feasibility Targeting areaf®r communitybased spraying (+) HEWs able to support expansion of

based orHEPRstrengthto support
implementation

Training (cascaded)

communitybased spraying to targeted
communities

Effectiveness and
Coverage (Reach

Data use to identify target areas

Selection of insecticide based on known
resistance
Use of

(-) 20022005 target for IRS (60%) not
met (30%) due to lack of funds

(+) Coverage in targeted regions was
higherg 92% oftargeted structures were
sprayed in 2015/16

(-) significant regional variability
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(+) In 2013, compliance with standard
spraying procedures was 81% in distric
using communitipased IRS and 92% in
those using distriehased IR%?

Fidelity (+) 2013 spray quality assessment in
Oromia found mortality of mosquitoes
exposed to sprayed walls to be 99.5% i
district-based IRS districts and 99.9% in
communitybased IRS distridf8

Cost Not found Not found
Sustainability Ongoing donor support Not found
Equity Not found Not found

4.1.5.3 Intermittent Preventive Treatment of Malaria During Pregnancy
EXPLORATION

Intermittent preventive treatment of malaria with sulfadoxjpy@imethamine during pregnancy (IPTp)

has been increasingly utilized in ssdharan Africa and is recommended in alhaof the continent with

moderate to high malaria transmission by WA®lowever, use of IPTp in areas of unstable or

seasonable transmission is not currently recommended. As Ethiopia haallgdoer endemicity of

malaria, IPTp is not a national strategy. The FMOH decided not to adopt IPTp for three main reasons: 1)
9UKA2LIALI Q& 0dzNRSY 2F RAASHIS ¢KSE D22zyiiNB Q&2 OBSRA & 2
rates suggest that even if IPTp was adopted nationally, the number of women reached would be very low

and 3) Concern that increasing resistance to sulfadgiiriemethamine would affect efficacy for its use

for IPTpl04

PREPARATION

The FMOH has no plans to implement IPTp in Ethiopia.

4.2 Other Vacci ne-Preventable Diseases

Table26: Other Vaccind’reventable Diseases Key Implementation Strategies

Implementation Strategies

1 Integration into existing prograsn

o HEWs

o EPI
Use of outreach activities
Communityengagement anéducation
Stakeholder engagement
Data use for decisiemaking and prioritization

= -4 —a -8
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Leveraging of don@nd partner support
Training

System strengthening

Vaccination campaigns

Free immunization services

= =4 —a —a -8

4.2.1 Measles Vaccination

Table27: Measles Vaccination Unique Implementation Strategies

Additional Implementation Strategies

Nationalcommitment(elimination goals)
Catchup strategy
Use of outreach activitigacluding ommunity education
Data use
0 Expandedurveillanceand case finding
0 Supplemental campaigns based on epidemiology
O Prioritization

= =4 -4 -2

IMPLEMENTATION AND ADAPTATION DURING IMPLEMENT-RU02N PRE

National implementation of the measles vaccine begd®&0dwith the launch of th&P] As one of six

vaccines initially included in the EPI, the measbesaining vaccine (MCV1) was part of the routine

AYYdzy AT I GA2y aOKSRdzZ S (2 o0S 3IAGSYy a | aAiay3atsS Rza
to increase national immunization coveragelb$o each year and achieve universal child immunization

by 1990. However, coverage only increased 2.9% on average per year. Civibvaein Ethiopia and

the government change impacted immunization activities in the early 1990s, with measles vaccinatio
coverage falling to 19% in 1991, then to 12% in 1992. Coverage increased between 1993 and 1997, with
measles coverage reaching over 50% for 1096

After a shorflived decline in coverage in 1998 attributedseveral factors, including tiagitrean-

Ethigpian War, the FMOH conducted a series of phased SIAs from 1999 to 2001. These activities targeted
children undes in selected zones located in all regions and vaccinated a total of 12 million children. SIAs
over the period of 1999 to 2001 had fairly high ovealierage, ranging from 75% to 79%. However, the
ranges in coverage was wide a%i2@ 100% (2001) show challenges in zéea| coverage achieved by

these SIA%¥*®Overall, the 2000 DHS found immunization coverage to be 27% nationally. Regional
coverage varied widely from 11% in Afar (typicalljdhestfor vaccinecoveragé to 88% in Addis

Ababa'?®
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IMPLEMENTATION AND ADAPTATION DURING IMPLEMENTAPIDR POST

Casebased surveillance conducted in a small number of zones in Ethiopia indicated that the burden of
measles cases hatiifted from children undes to those older tharb years of ageeflecting the focus on
catch up for U5 only. Due to this shift, the®Nlbroadened the scope of its SIAs to include children
under 15.

Catchup measles SIAs in Ethiopia resumed in 2002 due to the stagnant coverage rates, at first targeting

the highestrisk areas in the country. These activities, which were supported by WHINACEF, were

also conducted in a phased approach covering diffayeagraphic areas due to limited resources and

logistical constraints. Using surveillance data, this strategy prioritized target areas based on measles risk
levels and feasibility of eiftive implementation. e first catchup phase of this new round of SIAs was

conducted in 2002 and targeted 12.3 million children between 6 months and 14 years of age in 18

districts with outbreaks. Two supplemental immunization activities phases wehected the following

@€SINE GFNBSGAY3I OKAfRNBY 2F (GKS alkyS 13S Nry3asS Ay
between 2004 and 2005 targeted the remaining areas of the country, targeting the widened age range of
children from 6 months to 15 yesa

Largescale, casbased surveillance coordinated by the Ethiopian Public Health Institute also began in
2003. This surveillance has been supplemented by laboratory surveillance sinée 2004.

In 2005, the FMOH began implementing folgpvplans in all regions at twear intervals to reduce

accumulation of a population stisceptible children entering eligible age for immunization that did not

benefit from routine vaccination (catelzLJ0 ® ¢ KS 02 dzy (-dDpdnpaighisiwvbid dondicte®@ F 2 f f
inalJKl aSR YIYyySNI G2 I ff S@RITheSirstiiokolup tadpaigndvesi A S&4 Q 0 dzNR ¢
conducted from 2005 to 2006. This campaign targeted 12,813,189 children from 6 to 59 months of age

and achieved 89% administrative emge of targeted populations. A second phase of felipwactivities

were implemented during 2062009and had 93% administrative coverage for a target population of

nearly 13 million children aged®® months. The country continued to conduct foHogvcampaigns

every two to three years with support from GAVI.

In addition to these supplemental immunization activities, there was work to improve routine

vaccinationThe measles vaccine continued to be administered through routine vaccine services at health
facilities (including health posts) and outreach sitdeviahg national guidelines. Since 2004, some areas

2F GKS O2dzyiNEB +fa2 O29RUDVYERY OS5RAD ®éMBHhOK K{ SNBARO
These outreach activities provided immunization services integrated with other interventions such as

vitamin A supplementation and deworming for children under 5 years.

In 2011, the vaccination program encounteratesv challengeA severe drought in the horn of Africa

resulted in an influx of mostly unvaccinated refugees from Somalia in Etipiagieulaty into the Somali

region The increased measles incidence and low coverage at the zonal level resulted in additional
emergency supplemental immunization activities. The supplemental measles immunization activity, which
was integrated with polio campaigngs implemented isixregions, 32 zones, and 146 woredas
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selected based on drought situation and history of recent measles outbreaks. These activities resulted in
vaccination of 7,034,264 children between 6 months and 15 years &f age.

As is the case for many vaccines implemented in Ethiopia, there are varying estiroatesage for

measles immunization (Figu2é). Despite all the efforts, WHO and UNICEF estihtlte MCV1

coverage only modestly increased from 44% in 2006 to 65% in 2015. The 2016 DHS found greater gaps in
coverage with only 54% of children agee?B2Znonths and 55% of those aged-28@ months having

received the measles vaccine. Large geographic differences in coverage were also observed. Regional
coverage ranged from 30% in Afar to 93% in Addis Ababa. While 76% of children in urban areas received
the vaccine, only 52% of those in rural areas did. Though equity graphs show improvement in coverage
across all wealth quintiles from 2000 to 2016, large gaps in equity between these groups persist. The
2016 DHS found that coverage of the measles vaccine Wwe43% in the lowest wealth quintile and

reached 74% in the highest quinfile.2 6 SASNE (G KSNBE 6SNB RAFTFHENBYyOSa Ay
estimates that indicatkcoverage of 92% in 2015, possibly as the result of different denominator use and
data quality issues that persisted across all levels of the health sgsteonding to a key informa#t.

Measles surveillance indicated that despite increases in coverage, the incidence rate of confirmed
measles cases in Ethiopia actusltreased from 0.6/100,000 in 2005 to 11.1/100,002014 However,

it is likely that this change alsepresened strengthenirg of the measles surveillance system and its
improved ability to detect and report cases as well as persisting gaps in coverage. In addition, the shifting
proportion of measles cases in children under 5 from 56% in 2008 to 30% in 2014 indicate the
effectiveness of routine vaccine and the appropriateness of the agiatampaigns?®

Despite the efforts described aboVimited vaccine acceptance due to community perceptions may

continue to affect coveragéer ey informantd § KSNBE A& | o0StASFT GKFG YSIFaft !
can be selfimiting [and] get out by its ownvetalchCh y | Y KBstimat&hy \WHO/UNICEF may also

remain low compared to other vaccines as measles is the last vaccinedghenoutine immunization

schedule, with dongtime interval between administration of the pentavalent (14 weeks) and measles (9

months) vaccinesequiring a separate visit.
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Figure22: Measles Immunization Estimated CoveraGompared with DPT3 (262616)
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SUSTAINMENT

Ethiopia continued to conduct supplemental immunization activities supported by GAVI every two to
three years to improve and sustain coverage as well as efforts to continue routine vacéthRewon.

9GKAZLIALl Q&
StAYAYlIGA2Y 2F YSI &t 84

HAMPp

for outbreak response, and introduction of second dose KACV.

Ethiopia éso0 introduced the second dose of the measles vaccine in February 2019 with GAVI support to

b I G A 2Bfanrfing do¥uNielay/ the cbuiitdy Ainys td abkie@®NI Y Y S
@chievAgithis godl in¢lUdeéS coBdudting@ widel LILINE |
agerange campaign, improving routine immunization, utilization of supplemental immunization activities

improve immunity in the country and reduce morbidity and mortality associated with measles. This

aSO2yR R2aS$

gl a

planned for all children in the second year of'fife.

Table28: Measles Vaccine Implementation Strategies @uicomes

Implementation

Implementation Strategy

Evidence

Outcome
JUR— <’I;)aetja L:SS for prioritization of target areas a (+) Broadened scope of immunization
pprop S age group activities to reflect shifting disease burden
(-) Remaining belief in communities that
Acceptability II_Cé/ Of dzaA2y Ay &/ KAt R measlesis not severe per key informant
(-) Required separate visitt 9 months of age
Integrated into routine immunization
schedule (+)Measles vaccines given both as routine
and through catclup as well as targeted to
Feasibility GAVI funding and other partner support | meet needs of reigees
Supplemental vaccine campaigns (-) Large numbers vaccinated
Casebased measles surveillance
Integrated into EPI routine vaccination (+/-) 2015 coverage: 65% per WHO/UNICE
schedule and EPI monitoring estimates, 92% per FMOH
Supplemental Immunization Activities for | (-) See equity
increased coverage
Effectiveness (+/-) Increased in number of measles caseg
and Coverage | Free immunization over study period, believed to be due partly
(Reach) to increased sensitivity of surveillance syst
Adaptation to includsecond dose (after
study period) (+)Decrease in U5 proportion of measles
cases from 56% in 2008 to 30% in 2614
Post study period: Introduction of®lose in
2019 (-) Acceptability issues limit coverage
Fidelity Not found Not found
Cost Not found Not found

Ay UiS3INF GdSR Asfghedule, ivikhSdmdBtozyod NE Q &
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Continued GAVI funding

L . . (+)Measles vaccination is an integral part ¢
Integration into national program, ongoing

Sustainability surveillance to ensure focus on need the national USM reduction sttegy and in
the HMIS and EPI schedule
Goal for eliminatioifnational leadership)
(-) Per 2016 DHS, gaps in coverage betwe
. wealth quintiles (43% in lowest quintile to
Free services and use of supplemental L
. - _— 74% in highest)
. immunization activities
Equity

(-) Large regional variation in coverage per
2016 DHS from 30% in Afar to 93% in Add
Ababa

Leveraging HEWs

4.2.2 Meningococcal Vaccination

Table29: Meningococcal Vaccination Unique Implementation Strategies

Implementation Strategies

1 Phased approach
1 Focus on equity
1 Monitoringandevaluation

EXPLORATION

Following majoGroup A meningococcal meningitis epidemics in 1996 and 1997 that resulted
approximately 250,000 cases and 25,000 deaths, 26 African ministries of health (including the Ethiopian
FMOH) declared epidemic meningitis a public emergency. The WHO created theddieleimgitis

Vaccines for Africa project, which formalized work on an African meningitis viteiiiegococcal

Group A Conjugate VaccifMenAfrivagwas officially introduced globally in September 2010 though

mass vaccination campaigns targeting thastsvben the ages df and 29 years in three highly endemic

or epidemic countries (Burkina Faso, Mali, and Nider).

The WHO conducted a meningitisk assessment utilizing the district prioritization tool in Ethiopia in
January 2012. This study determined meningitis risk by region and identified five regions considered to be
at high risk for meningitis outbreaks. The remaining six regions abtnérg were considered to be at
moderate to low risk?®

PREPARATION

5dzS 2 AGa t20FG4A2y 2y I FNAOI QA& YSyAyairidra oSt
Government of Ethiopia submitted an application to GAVI for support of introduction of the
meningococcal vaccine in August 2012. Per this applicatiorRMtH planned to introduce the
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meningococcal vaccine vighased approach beginning October 2013. The FMOH decided to use this
phased approach for introduction based on WHO risk assessment output and availability of the vaccine.
The approach also was dgsedto respond to the increased risk of meningitis in@#&\Vfor the

campaign, which was estimated to cost $78,390,4046 per target).

As explained by key informant from the FMOH,

G¢KS LINBLINYGAZ2Y YR GKS LINRPOSaa Aa GKS alrys
conducted ifa] phasgd] manner, so we had risk mapping categonies just conducted

in three phases, the red phase gets priority then the yellow gets secortg aridrihe

INBSYy 3Sia GKANRO®DE

The FMOH utilized the 208&ccine Management Assessmand a rapid cold chain assessment
conducted in 2011 to identify gaps and ensure sufficient cold chain space was available for introduction
of the vaccine. As a resuhe FMOH identified and addressed cold chain gaps prior to its application to
GAVI

IMPLEMENTATION

As planned, in 2013, the FMOH introduced the|
meningococcal vaccine in a phased approach
utilizing mass campaigns to vaccinate individus
between 1 and 29 years of age. The vaccine w
implemented in three phases, which as
described below achieved imprassicoverage,
particularly in comparison with other vaccines
introduced in the country. Through this
approach, the areas already identified to be at
high risk for meningitis outbreaks were o]
prioritized for vaccine introduction, with mediun
and lowrisk areasgeceiving the vaccine in later
phases. Activities for implementation were '
supported by local partners, who provided Figure23: Meningococcal A Vaccine Campaign Targete:
necessary vehicles ahtfs. Areas by Phase, Ethiopia (202@315)

Scrvabs

Phase 2

Jones: 0

Targes: 14,429,665 Sl

In each phase, social mobilization and community engagement activities were utilized for introduction.
Commungations plans, advocacy materials, and IEC materials were translated into local languages for
each phase. The FMOH used the HEWdHambf the HEPand social mobilization networks to engage
and inform communities about the vaccine. Promotional messagesals® disseminated via national

and regional radio and television channels.

Phase 1 (Figui2s covered 30 higliisk zones in the Tigray, Amhara, Gambella, Benish&uguliz,
SNNPR, and Oromia regions of the country. Nearly 19 million people betweé&raage29 years
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