KEY CONSIDERATIONS FOR INTEGRATING SSHAP
COVID-19 VACCINATION SERVICES: Social Science
INSIGHTS FROM IRAQ AND SYRIA FOR THE  Xiomamtomm
MENA REGION.

With the COVID-19 pandemic well into its third year, governments and response partners are
recognising that it no longer makes sense for COVID-19 services, including vaccination, to exist in
isolation. There is growing recognition of the potential for integration with other services as the way
forward for COVID-19 vaccination.'8 This has recently begun to occur in various countries,®° but
until now, there has been little evidence available as to the success of these initiatives.

Service delivery integration occurs where “managerial or operational changes to health systems bring together
inputs, delivery, management, and organisation of particular service functions in ways that are contextually
appropriate and person-centred with the aim of improving coverage, access, quality, acceptability,
effectiveness, and cost-effectiveness”®

This brief draws on evidence from academic and grey literature and consultations with partners
working in the COVID-19 response to review current integration efforts (as of August 2022) and
explore potentially effective ways to integrate COVID-19 vaccination into other services in the Middle
East and North Africa (MENA) region. Recent guidance on integration from WHO has also been
cross-referenced where relevant. Iraq is taken as a detailed case study due to efforts already made
there on integration of COVID-19 and routine immunisation (RI) services. Global integration
experiences and a brief discussion of integration efforts in Syria are also included. The brief is part of
the Social Science in Humanitarian Action Platform (SSHAP) series on social science considerations
relating to COVID-19 vaccines. It was written for SSHAP by Nadia Butler supported by Soha Karam
(Anthrologica), Amaya Gillespie, Aarunima Bhatnagar and Elnur Aliyev (UNICEF). Verbal
consultations and reviews of the draft were provided from response partners in Iraq and other
locations within the region (IFRC MENARO, Irag MoH, UNICEF Iraq, UNICEF MENARO, UNICEF
Syria, WHO EMRO). The brief was requested by the UNICEF Middle East and North Africa Regional
Office (MENARO) and is the responsibility of SSHAP.

KEY CONSIDERATIONS FOR INTEGRATION IN MENA

DESIGNING CONTEXTUALLY APPROPRIATE INTEGRATION MODELS

e There are multiple, interconnected influencers that affect people’s decisions and abilities to receive
a COVID-19 vaccine. Integration of COVID-19 vaccination into other services may help to address
barriers such as physical access and inconvenience, as well as cost of delivery. But integration
efforts need to be holistic, addressing multiple barriers and levels at once, including psychological
(individual) barriers such as vaccine hesitancy, sociological (household and community) barriers
such as social norms, and environmental (structural) barriers such as physical access, resources,
logistical considerations, and trust in authorities.'?

e Integration efforts should be based on evidence about the specific services the target groups need
to access, how they prefer to access them, and what barriers need to be overcome to facilitate or
encourage acceptance, access, uptake, and delivery. Where feasible, evidence should be
gathered through literature reviews, patient consultation, social listening activities, community
feedback provided through regular mechanisms and demand generation activities, and primary
and/or secondary qualitative and quantitative research if feasible.

e Evidence gathered can be used to design interventions in a way that is people-centred, tailored to
specific contexts, locations, and population groups. Creative, multilevel, and intersectoral
programming can work to address the multitude of issues in people’s lives, such as protection
concerns, food insecurity, education, and health and wellbeing.
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It can be useful to look beyond health services to bundle COVID-19 vaccination with other services
that are most needed, frequented, or trusted by specific groups. This may be especially true in
areas where health services are not well frequented, due to issues of access, trust, social norms,
religion, or any other. It makes sense to integrate COVID-19 vaccination with services or platforms
that are already working well and are trusted.

Mobile outreach can be highly successful, as it takes vaccination to where people are, be it the
market, mosque, or at home, thereby reducing the effort, energy and inconvenience that may
prevent people from receiving the vaccine.

Integrated programmes (whether mobile or fixed site) should be accompanied by demand
generation and awareness raising activities, using multipronged communication strategies, to
reduce hesitancy and address concerns and fears. Likewise, demand generation activities and
community engagement for COVID-19 vaccination should be accompanied by vaccine delivery, so
people can act as soon as they make a decision.

Global literature suggests that if effectively designed and delivered, integration can reduce costs
by consolidating efforts, while enhancing convenience and service experience, and therefore
uptake for the target group. If approached holistically, integration could also strengthen systems.

IDENTIFYING ENTRY POINTS FOR SPECIFIC POPULATION GROUPS

Little attention has been paid to designing integrated programmes for high-risk groups such as the
elderly, clinically vulnerable, and people with disabilities. The elderly could be reached through
home visits and community dialogues, and at primary health care centres (PHCCs) or aged care
facilities. Clinically vulnerable people could be reached through PHCCs, pharmacies, NCD, HIV
and TB clinics. People with disabilities could be reached through long-term care and home visits.'3

Refugees, internally displaced people (IDPs), and returnees need similar services whether residing
in camps or non-camp settings. The key humanitarian priorities need to be identified for different
populations but may include health or other humanitarian services like nutrition, WASH, social
protection, cash distribution, or psychosocial support. Linking to services, partner networks, and
community groups may be easier in camps because services and networks are well established.
Outside camps, mapping may be required to tap into existing services and entry points.

Some women have expressed a preference to be vaccinated within their communities or homes,
with adequate privacy and with female vaccinators. Women’s networks can be engaged, and
services frequented by women targeted, such as maternal, newborn, and child health (MNCH),
antenatal and postnatal care and family planning, as well as services like cash distribution.

Men can be reached through services they often frequent, such as health checks for common
ilinesses like diabetes and hypertension, as well as through mosques and workplaces.

NEGOTIATING CHALLENGES AND ENABLERS TO SUCCESSFUL INTEGRATION

Enablers of successful integration include strong health worker capacity, public trust in health
workers or volunteers, vaccination acceptance and confidence among health workers, a service
delivery platform that is already frequented by and convenient for the target group, enabling social
and gender norms, an enabling policy environment, appropriate infrastructure, adequate funding
for transport and other expenses, solid procedures and record keeping, reliable supply chains,
strong coordination among partners and sectors, a strong health system, strong community
engagement structure and mechanisms, and a commitment to monitoring and evaluation.

Barriers to successful integration include inability to attract and retain health personnel, limited
capacity of health personnel to deliver a variety of services, lack of trust in service providers,
restrictive social norms, difficulty accessing service sites, logistical and security challenges for
outreach, supply challenges, inadequate infrastructure and funding, and restrictive policies.

There is a lack of data on integration efforts, particularly on the challenges and the success or lack
of success of integrated programmes. Integration efforts need to be better documented, including
challenges, successes and lessons learnt, to design better programmes.
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COVID-19 VACCINATION INTEGRATION EFFORTS IN MENA

MENA is a region of multiple, protracted, and large-scale crises. At the end of 2021, the region was
home to 16 million forcibly displaced and stateless people, many living in vulnerable and hard-to-
reach settings.'® Many countries experience ongoing violence and fragile governance, and there are
shortages of medical equipment and physicians, WASH services, and health infrastructure. People
grapple with hunger, unemployment, poverty, and other immediate threats daily, meaning that
COVID-19, and by association vaccination, are not at the top of their list of priorities or concerns. For
this reason, if COVID-19 vaccination rates are to increase, there is a need to bring COVID-19
vaccines to where people are and make the process as effortless as possible.

Countries in the MENA region are beginning to integrate COVID-19 vaccination with other services.
At this stage, this is mostly occurring with routine immunization (RI) for children. There are limited
documented examples of integration with other services. In some countries (e.g. Yemen,
Afghanistan, and Sudan), COVID-19 vaccine delivery support and funding is being integrated into the
delivery of existing primary care services and humanitarian assistance.>® 20) [n Egypt, the Ministry of
Health and Population is developing an interactive mobile phone-based service to offer guidance and
advice on COVID-19 prevention and vaccination, as well as health and nutrition for children under
five, with a focus on targeting refugee and migrant communities.'® In other countries, (e.g. Lebanon),
there is strong advocacy for the integration of COVID-19 vaccination into the national primary health
care (PHC) network, but it is still unclear the extent to which this has already occurred.” Because of
the novelty of this type of integration, there is little documentation available, and most of the
information used to inform this section of the brief has been shared by operational partners in the
region.

Table 1 provides information on current integration efforts being made by selected countries in the
region:

Table 1: COVID-19 vaccination integration efforts in MENA

Country Services Model/approach | Efforts at country level
integrating COVID-
19 vaccination

Iraq Routine child Mobile outreach Intensification of Rl integration with COVID-19
immunisation from PHCCs, while | vaccination (3iS) by outreach from PHCCs was

continuing Rl and supported since February 2022. The approach has
COVID-19 varied according to geographical access, and
vaccination at fixed | cultural, social, and linguistic differences. The public
sites, community health information and communication about Rl and
programmes, COVID-19 vaccination has been adapted for specific
schools, young audiences and programmes based on evidence
people groups, IDP | around vaccination and other services.

and refugee camp

communities, host

communities, and

religious

congregations

Syria MoH Routine Health services and | Mobile vaccination teams paired with teams
Immunisation and mobile outreach delivering awareness activities on both COVID-19
School Health with health vaccination and RI. People were able to receive the
Programme, Back to promotion teams vaccine immediately after participating in community
School campaign, dialogues. Specific groups were targeted, such as
Children with women, and the approach varied according to
Disabilities programme governorate.

Djibouti Routine child Mobile outreach: Used buses staffed by young volunteers in Djibouti
immunisation, RUTF camels for rural city, and camels in hard-to-reach localities to offer a
distributions areas, cars for city | full package of activities that included medical

consultations, screening for acute malnutrition with
distribution of Ready-to-Use Therapeutic Food
(RUTF), and targeted RI.
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Fixed health facilities
immunisation services,
MNCH programmes

Yemen

Mobile outreach
including in IDP
camps, fixed health
facilities

Mobile outreach in Yemen helped to reduce access
barriers. Intensive social mobilisation was done to
increase demand and ensure people were aware that
COVID-19 vaccination was available along with the
usual child-targeted outreach services. However, in
some localities, integrating Rl with COVID-19
vaccines resulted in a reduction in Rl vaccine uptake
from previous years.'” Meanwhile, integration of
COVID-19 vaccination with other services at facilities
was not able to overcome access challenges faced
by people who had to travel long distances and face
significant out of pocket expenses to receive a
vaccine.

Sudan Cash distribution
(Mother and Child
Cash transfer
Programme), bed nets

distribution, PHCC

Mobile outreach at
cash distribution
points, and
deployment of
vaccinators and

In some states, intensive outreach activities are
thought to have resulted in higher coverage. Health
promotion activities such as mobile cinema and
interactive drama were also delivered at mother and
child cash distribution sites to encourage vaccination.

services social mobilisers at | However, there is not yet enough evidence to know

the same time how effective these programmes will be.

* The information included in Table 1 was provided by UNICEF Country Office staff during a small internal survey about COVID-19
vaccination integration activities in the region.

Most of the above examples have employed a combination of fixed site distribution and mobile
outreach. According to operational partners, this works well when considering the varying access
needs of different population groups and helps to address vaccine hesitancy at the point of
distribution, using more interpersonal communications where necessary to build trust.

Inadequate resourcing and inappropriate planning and implementation were among the main barriers
to effective integration cited by partners, including lack of health workers with sufficient capacity.
Mobile outreach is particularly resource intensive, requiring funding for vehicles and travel, and can
leave fixed sites understaffed. Low demand also remains a barrier to uptake, driven by low
perception of COVID-19 risk, the persistence of misinformation, information overload, and lack of
trust in vaccines and vaccinators. Hesitancy among health workers in certain situations exacerbates
the problem, given that they are important influencers for the broader population.'® The challenge of
coordinating with multiple partners to integrate services, including government bodies, UN partners
and non-governmental partners, was also mentioned.

Partners in the region have suggested other potential entry points for COVID-19 vaccination
integration that they believe would work well in specific contexts. These include both health and non-
health-related services: early childhood development (ECD), and schools (Iraq); birth registration
services, health campaigns to screen for chronic diseases such as diabetes and high blood pressure
(Djibouti); higher education institutions (Yemen); emergency response, including distribution of
trauma kits, hygiene kits, malaria bed nets, life-skills training (resilience and social cohesion), and
other capacity building initiatives (Sudan); pharmacies and mobile clinics (Libya); family planning for
women, and diabetes and hypertension services for men (regional). Partners also highlighted the
strategic importance of working with community health workers (CHWSs), religious leaders, young
people, and other influencers to advocate the advantages of vaccination. There is some concern that
integrating COVID-19 vaccination with other services, particularly routine immunisation, may have the
effect of tainting those services with COVID-19-specific doubts (such as lack of trust, safety
concerns, and the perception of vaccination as a foreign agenda). This concern has been raised by
health colleagues and is also of concern to polio teams, who fear hesitancy specific to COVID-19
vaccination may negatively affect efforts to combat polio.'® In addition, a reliance on outreach
services may diminish participation in other health services provided at PHCCs.
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Case study: Iraqg’s 3iS campaign

The following section describes Iraq’s experience with integrating COVID-19 vaccination services into
routine childhood vaccination efforts through a community mobilisation outreach approach. This is
called the 3iS (Intensifying Integrated Immunisation) campaign. Information provided is drawn from
consultations with partners working on the campaign, unless otherwise indicated.

THE RATIONALE

In September 2021, the first goal set by the WHO for COVID-19 vaccination in Iraq was achieved — to
reach 10% population coverage. The demand was highest in November 2021, but after that it began
to drop. COVID-19 risk perception fell and misinformation continued to circulate, reducing demand.
By late 2021, COVID-19 vaccination was being provided mainly in PHCCs and results from mass
vaccination interventions were not promising. At the same time, coverage of childhood RI was
lagging. This was due to ongoing issues including hesitancy and access challenges, compounded by
pressures of the pandemic on the health system. The pandemic resulted in the funnelling of
resources toward COVID-19 to the detriment of R, risking the resurgence of vaccine preventable
disease (VPD). Directorates of Health (DoHs) and field offices lacked resources to sustain Rl
services, especially in humanitarian settings. In 2022, ample funding became available from donors
to support COVID-19 vaccination. As such, the EPI department at the MoH, in partnership with
UNICEF and WHO, sought to integrate Rl and COVID-19 vaccination through a nationwide outreach
campaign that would mutually enhance both services.

The Intensification of Integrated Immunisation Services (3iS) campaign, launched in February 2022,
had five objectives: 1) accelerate control of COVID-19 by improving COVID-19 vaccine uptake,
particularly among hard-to-reach groups; 2) reduce the probability of VPD resurgences; 3) bridge
coverage gaps and reach children who had not received a single dose of routine vaccines; 4) raise
public awareness about the risks of COVID-19 and other diseases; and 5) strengthen ties between
health systems and communities.?%2! The campaign is ongoing at the time of writing and has a
particular focus on remote, hard-to-reach, and underserved areas. Thinking longer term, partners
saw opportunities for an integrated approach to be built around community mobilisation and
community engagement, not only to improve RI and COVID-19 vaccination coverage, but also to
improve access to and uptake of other essential health services and strengthen health systems.

THE APPROACH

The 3iS campaign has a national framework, timeline, and reporting channels so the impact can be
measured across the whole health system, but with a bottom-up microplanning approach. The
campaign is now being implemented in all DoHs in Iraq, and in 94% of districts across the country. It
covers 1320 sites in 1064 PHCCs, with around 7000 visits per month nationwide.?%?! The campaign
has been ongoing for seven months at the time of writing and is planned to continue until at least the
end of 2022.

One outreach team was created for each of the selected PHCCs. Each team consists of six
members: one RI vaccinator, one COVID-19 vaccinator, two logbook registrars, one IT officer, and
one health promoter or community mobiliser.?' Teams carry all routine antigens and three types of
COVID-19 vaccine and are trained on their use. Often, the teams incorporate people with experience
working on national polio and measles campaigns. These teams visit specific communities with a
mobile clinic or set up a vaccination point in a village ‘health house’, shrine, or public park. The
community mobiliser then walks through the locality talking to families about vaccination, answering
their queries, attempting to build trust, and encouraging them to visit the mobile clinic. The teams visit
schools, universities, shopping centres, and other key local sites. Sometimes, the community
mobiliser goes house-to-house, identifying unvaccinated people and talking to them about (routine
and COVID-19) vaccination before the vaccination team visits the house.

The community mobilisers and other team members are familiar with the context of the local area and
know the community leaders and other influencers. They involve community leaders, both male and
female, religious leaders, and health workers in awareness sessions and encourage them to talk to
their neighbours about vaccination. The community mobilisers are trained on interpersonal
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communication and key messages, which they deliver using culturally specific job aids (videos, flip
charts, and interactive materials).

The MoH and DoHs carry out monitoring and supervision at national, provincial, district, and local
levels, sometimes accompanied by UNICEF and WHO staff. The campaign has its own data
submission channel. At the end of each month, it is possible to see exactly how many people have
been vaccinated through the campaign and how many through service delivery at health facilities.

Flexibility to adapt to the local context

Although the campaign is national, partners working on the campaign described an approach that is
bottom-up and flexible, with input from the service points whose personnel are familiar with the needs
of the local population. DoH managers have decision-making capacity about the approach taken in
their province, which allows them to use MoH and DoH statistics to decide which localities or
population groups to target and how. Teams may engage with women’s groups, religious leaders,
medical students’ groups, or youth groups as entry points, depending on the demographics and
needs of each locality.

Overall, teams are driven by one of three strategies:

e RI driven, where unvaccinated children are identified through facility records and the team deploys
to the areas with the highest number of children in need of RI. While there, they identify people in
need of COVID-19 vaccination.

e COVID-19 driven, where the team visits an area known to have a low COVID-19 vaccination rate.
While there, they check children’s RI cards and identify children in need of vaccinations.

e Mixed, where the team knows of an area with low COVID-19 vaccination rate but high Rl rate. In
this case, the team may split, with half staying to carry out COVID-19 vaccinations and the other
half visiting a nearby area with lower rates of RI.

“In one of the DoHs, they decided not to send teams to all areas, but to instead use some of the
resources to communicate with communities and encourage them to come to the health facilities to get
vaccinated. They would then visit only those who did not come. The benefit of this approach was that it
allowed the teams to visit communities that were the most hesitant and as such had many zero dose
children, and to open a dialogue with them.” (UNICEF Iraq CQ)

Different approaches are being used for different settings and population groups.

IDP and refugee camps usually have established, and well-frequented clinics run by community

health workers, which offer nutrition, maternal, and newborn health, and immunisation services. A
COVID-19 vaccination team is then added to the clinic. The community mobiliser goes tent-to-tent
making people aware of the COVID-19 vaccination services available at the clinic.

For IDPs and returnees living in informal settlements, Rl and COVID-19 vaccination is offered by
health workers delivering routine healthcare services to these communities by outreach. These
services are often overstretched and struggle to include all returnees.

For IDPs and returnees living within host communities, outreach teams are deployed in the same
manner as with other underserved communities.

Women are sometimes reached through home visits, since they are less likely than men to be
accessible outside the home. Teams connect with local people to find out how to reach women who
do not have children. Most teams have at least one female vaccinator dedicated to work with women.

In remote and hard-to-reach areas, the team communicates with the local population beforehand
as to when and where they will be arriving, or alerts caregivers listed on their database via SMS or

phone. Some villages have permanent health houses where two health workers are stationed. The

health workers inform the population that a vaccination team will be arriving, and the outreach team
sets up their clinic in the health house on arrival.

Access is challenging in areas where security remains poor, usually those formerly claimed by
ISIS. The MoH coordinate with security forces in these areas to develop appropriate ways to reach
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people. Security forces issue the teams with special identification cards to allow them to access these
places.

Teams are not able to access some disputed areas. Instead, local health workers from tribal
societies in these areas, who have experience working on the national polio and measles campaigns,
lead campaigns in these areas. The approach for including these locations in the campaign is
managed on a case-by-case basis by the DoH.

There is no specific approach to target the elderly or clinically vulnerable populations through the
3iS campaign, although specific messaging has targeted these high-risk groups. People travelling to
Mecca for pilgrimage are required to be vaccinated, so this was one way to reach the elderly
population. However, the maximum age of pilgrimage has been reduced to 55, removing the impetus
for this older cohort to be vaccinated. In general, although the target group for COVID-19 vaccination
in Irag includes the population above the age of twelve years, there is not enough capacity for
programmes to specifically target young people under eighteen through the 3iS campaign.

Attempts to integrate with other services beyond RI

The focus on the community mobiliser role allows the approach to be versatile. The community
mobiliser can be trained to engage communities on different topics and services, not just vaccination.
As an example, some DoHs have used this approach to integrate cholera prevention activities into
the 3iS campaign.

“When we had cholera resurgence, we reached for those community health mobilisers. We provided
them with the Aquatab for water purification and with messages. And we said, since they are going to
underserved communities targeted for cholera response, then we can integrate with this.” (UNICEF Iraq
CO).
Public health messages on hygiene practices have been integrated with COVID-19 vaccination in
schools in Baghdad. Prior to the 3iS campaign, UNICEF also tried integrating COVID-19 vaccination
awareness with the winterisation campaign in Baghdad.

“We tried to integrate COVID-19 vaccine in some of our activities, especially the winterisation
campaign, which was basically about getting cold-weather supplies to the IDP children returning to
school. So, we trained the youth volunteers to raise awareness and talk to them about the importance
of getting vaccinated, and they did a great job of convincing people to get vaccinated, but at that point
there was no COVID-19 vaccination near where the camp was, and we tried to find another solution to
get them vaccinated later”. (UNICEF Baghdad Field Office)

THE OUTCOME

In February 2022, 207,276 COVID-19 vaccines and 381,585 routine vaccines were administered
through the 3iS campaign in Iraq.?° Between February and May 2022, the percentage of COVID-19
vaccines administered through the 3iS campaign averaged monthly 20.5% of all doses administered
in the country, indicating that the campaign was not insignificant on a national scale.?° The 3iS
campaign also made a strong contribution to improving Rl coverage. The percentage of children
vaccinated through the campaign as compared to through other strategies in February 2022 was
27% for OPV3, 20% for Penta1, 30% for Penta3, and 37% for MMR1.2° Coverage rates for Penta3
and MMR1 were up by 17% and 27% respectively when comparing between March 2021 and March
2022, reaching 98% and 99% coverage in March 2022.2° Partners attribute this increase in large part
to the 3iS campaign.

The success of the campaign lies in its emphasis on outreach and community engagement.
Importantly, teams had the ability to vaccinate people on the spot or at the nearby mobile clinic if they
made the decision to be vaccinated. The DoH in Baghdad found that offering small incentives, such
as cookies, also contributed to improving uptake. Another positive result from the campaign was that
more women than men were reached through this approach, particularly in refugee and IDP settings,
while the opposite is true for vaccination at health facilities. Each health promotion team in Basra
includes at least one woman. Being able to send gender appropriate team members to speak to
people is thought to have contributed to the campaign’s success and public acceptance. Women
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visited at home were not always able to make an immediate decision to take the vaccine, however,
needing to first discuss with their husband and family.

“The other day | saw a health team travel three hours by road to reach a very remote village where they

had five to six families. They found that 95% of children were zero dose. This is the beauty — you can

reach very remote areas where you can find not so many, but zero dose children. Very risky to have

even one zero dose child, so [it is] a very valuable exercise in reaching for those communities.”

(UNICEF Iraq CO)
Despite the apparent overall success of the 3iS campaign, partners have noted that it seems to have
been somewhat less successful for COVID-19 vaccination than for Rl. Compared to the large
increases in rates for RI, the percentage of fully vaccinated Iraqi people remains at 18.5% nationally
in September 2022, up from 10% in September 2021.2? In some cases, people agreed for their
children to be vaccinated with routine immunisations, but refused the COVID-19 vaccine. Itis
interesting to note that respondents in a UNICEF study indicated a strong preference to receive
vaccines at hospitals or PHCCs, rather than smaller secondary clinics or health houses, or other
locations such as workplaces, community centres, and pharmacies.?>2* More investigation is
warranted to understand how widespread this sentiment is.

THE CHALLENGES AND ENABLERS

“Planning and training from the start is crucial for successful integration, and communication and

participation are important too.” (Iraq EPI department, MoH)
Challenges specific to the 3iS campaign mainly relate to financing and resources, logistics, and
coordination. Most of the financial and logistical challenges are likely to apply to any outreach
activities, regardless of whether integration is involved. The issues around coordination and political
buy-in apply to any integration activities, regardless of the modality. Table 2 lists both challenges and
enablers specific to the campaign. As well as financial, logistical, and coordination-related enablers to
offset the challenges, a clear enabler is the community engagement aspect and trust built between
outreach teams and communities. Partners have noted that continuing to work in a siloed approach
will not be sustainable in the long-term, regardless of the challenges around integration.

Table 2: Challenges and enablers arising from the 3iS campaign
Challenges Enablers

Financing / resources

Lack of financial stability for continuation of integrated Integration can increase opportunities for funding.
immunisation services. Very high cost for transportation | R| personnel have experience from polio and other

to communities. campaigns, and solid mechanisms for how to target
Team fatigue and lack of reimbursement for personnel geographic locations and trace unvaccinated populations.

costs. Turnover of qualified personnel due to workload,
especially in rural areas.?®

Resources inadequate to reach entire country. Targeted
areas only.

Shortage of ICT equipment and internet access to input
and share data in a timely fashion.

Logistics

Shortage of fuel at governorate/PHC level. No problems with cold chains across the country.

Challenges of carrying all (six) routine antigens plus
three types of COVID-19 vaccine.

Reaching hard-to-reach areas and groups such as
deserts, marshes, remote areas, mobile populations.

Coordination / political will

Ad hoc cooperation among key stakeholders. MoH understand the need for integration and moving
Challenges of different sectors in the ministries working | forward with a total programme-oriented and HSS-oriented
together. package.

Different sections in PHCCs (i.e. COVID-19, R, health
promotion) have different plans, approaches and
strategies that must be reconciled.
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Trust and community engagement

Outreach campaigns can have the adverse effect of Community-based initiatives helped facilitate awareness
making people dependent on outreach and accustomed | sessions, etc.

to receiving services with little effort. If the outreach Teams know the local area and community leaders and
activity ceases, people may be less likely to make the have prior experience working in those areas.

effort to seek the service than before. Most communities accepted the 3iS campaign teams and

the COVID-19 vaccine because they trust RI.

Iraq has a well-developed RCCE strategy in place. RCCE
Technical Working Group (TWG) members guide and
implement community mobilisation on the ground.

Reporting and data

The burden of recording individual service contacts, Each PHCC now has access to wireless internet and
vaccine doses administered and performance data in notebook computers for monthly data recording and

each outreach point, and integrating that data into reporting.

PHCC records, currently all paper based. District-level integration of PHCC data and reporting to DoH
Recording and reporting on the content, volume, and and national level.

quality of contacts made with communities. Nascent work on mapping of catchment population

settlements and coverage, facilitating microplanning
according to need and numbers.

Digital birth registration to ensure all beneficiaries are
registered and denominators are accurate.

ADDRESSING MULTIPLE BARRIERS

The available evidence sheds light on several persistent drivers for low COVID-19 and RI vaccine
uptake in Iraq, most of which are also common in other countries in the region. These include:

e Psychological barriers such as low risk perception of COVID-19 — especially among young people
— due to low case count and mortality rates,? concerns about vaccine efficacy and safety,?"#
rumours that COVID-19 does not exist, and brand preference, with Pfizer preferred.?

e Sociological barriers such as gender norms and a belief among women that they are safe since
they spend most of their time at home, while men require vaccination certificates for business
affairs or travel. Along with concerns that the COVID-19 vaccine could affect women’s fertility, this
resulted in lower uptake among women than men (40/60%), especially in rural areas.

e Environmental barriers such as difficulties accessing PHC centres and prohibitive transport costs,
especially for rural and remote areas, IDPs and refugees,? difficulties accessing the vaccine due
to long wait times, inconvenient hours of operation, difficulty making appointments despite
availability of the vaccine in nearby centres,?3?4 low service quality, lack of trust in government and
its services, sometimes extending to vaccine teams,?® and lack of enforcement of government
mandates and vaccine-related restrictions on entry and movement.?! It is interesting to note that
health workers and health sector representatives generally have a much more positive perception
of the accessibility of health services than the general population, as per the findings of a KAPB
study from February 2022 and consultations conducted for this brief.24

What is interesting about the 3iS campaign is that it worked to address barriers on all three levels. It
aimed to reduce hesitancy, adjust social norms, and build trust through community mobilisation and

engagement, while also alleviating access- and convenience-related barriers by bringing vaccines to
where people needed them.

LOOKING FORWARD

The Iraqi MoH, with support from UNICEF, plans to release a new multiyear strategy in September
2022 focusing on broader integration mechanisms. The strategy will be implemented in 2023 and will
be oriented toward full, long-term programme integration, and health systems strengthening. As well
as including the COVID-19 vaccine annually in the Rl plan under the EPI department, the strategy is
intended to move beyond immunisation to incorporate other interventions, including PHC services
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such as antenatal care (ANC), postnatal care (PNC), non-communicable disease (NCD) control, and
nutrition.

Moving forward, community mobilisation will be a cornerstone of integration efforts in Iraq, using the
role of the community mobiliser to create links between communities and the various services
available to them, at the same time building trust and gathering evidence needed to create better
interventions in the future. Digitalisation will be an important aspect of this approach, with electronic
reporting of doses given and eventually the establishment of individual electronic health records.
Digitalised communications with community members using mobile phone messaging and
applications will build on nascent approaches already being introduced.

Consultations with partners and a review of available literature shed light on numerous possible entry
points for integration of COVID-19 vaccination into other services for different target populations in
Irag (see Table 3).

Table 3: Potential entry points and service integration by population group in Iraq

Population Potential entry points Potential services to be integrated
group
Communities PHCCs, markets, household visits, public WASH (hygiene promotion, COVID-19 IPC,
places, gathering places, women’s centres, cholera, menstrual hygiene management
youth centres, police engagement, shrines and | (MHM), dental hygiene)?8, management of
mosques (especially during special events (i.e. | malnutrition, diabetes, hypertension, ANC,
Ramadan and Arba’een rituals), religious delivery care, PNC2%, ECD screening
leaders?’
Vulnerable women | Social workers (Ministry of Social Workers and | Social protection (domestic violence (DV),
and children Social Affairs), non-governmental gender-based violence (GBV), sexual abuse,
organisations (NGOs), local government psychosocial support (PSS), legal services,
collaboration?® family tracing and reunification, emergency
alternative care, release, rehabilitation and
integration), birth registration, early stimulation,
safe drinking water, nutrition, good parenting
practices?28-30
Children, Health and education sector (health facilities, School health programme, ECD services,
adolescents, young | schools, universities) WASH (hygiene promotion, COVID-19
people infection prevention and control (IPC), cholera,
MHM)28
Vulnerable Directorates of Youth and Sports Life skills training (team building,
adolescents communication, leadership, creativity skills,
digital skills, employability)3
Out-of-school Civil society organisations (CSOs), NGOs, Nutrition, non-formal education programmes,
adolescents (in groups for out-of-school adolescents, Ministry | life-skills training (personal development,
conflict situations, of Youth in KRI and Federal Iraq active citizenship, youth entrepreneurship,
rural areas, low digital skills, leadership)?8-2°
income, girls)
Prisoners Detention centres, juvenile detention centres WASH, social protection, life skills training,
education
Humanitarian PHCCs, tent-to-tent / house-to-house visits, Nutrition, MNCH, RI, breastfeeding and infant
settings (women, community gatherings, CHWs, community and young child feeding (IYCF), growth
children, mobilisers®!, transit points'3 monitoring, nutrition, micronutrients, WASH
adolescents) (hygiene promotion, COVID-19 IPC, cholera,
MHM, distribution of hygiene products)28.29.31
Returnees Door-to-door social mobilisation campaigns, WASH, MNCH, nutrition, RI32
transit points'3
Syrian refugees in Door-to-door / tent-to-tent visits by child IYCF, health and nutrition, child protection,
camps protection community mobilisers and hygiene promotion
partners33
IDPs (children) Winterisation campaign through youth Winterisation response (provision of clothes to
volunteers children)
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Programme design should consider the context of each location and population group, bearing in
mind needs, preferences, and barriers. For example, PHC services such as ANC, delivery care, and
PNC are better attended in KRI than in South-Central Iraq.3* Students in one study in Mosul, Ninawa,
have been found to prefer to receive awareness through teachers and school-organised
campaigns.3?

Syria’s integration of COVID-19 vaccination with demand generation activities

In Syria, although COVID-19 vaccination is yet to be systematically integrated into routine
immunisation or other services, integration has occurred with RCCE interventions relating to both
COVID-19 and routine immunisation. Mobile vaccination teams have paired with implementing
partner health promotion teams (such as Syrian Arab Red Crescent — SARC) and Directorate of
Health communications teams to deliver both awareness activities and vaccines to people where they
need them. This has been successful in some governorates (e.g. Deir ez-Zor), where most of the
people involved in the awareness activities subsequently chose to get vaccinated. The teams
conducted household visits and community dialogues involving healthcare professionals and
influential people, and people had the option to be vaccinated immediately after the dialogues.3®

Evidence collected through KAP studies, social listening exercises, and community engagement
mapping exercises was used to tailor interventions to different locations and population groups based
on their situation and needs.3%36 For example, in Homs, a group of medical and science
undergraduate students known as ‘hakeem (doctor) teams’ engaged in science-based dialogues on
the importance of COVID-19 and routine vaccination, working to build trust among high-risk groups
including health workers, the elderly, refugees, and people with comorbidities. It was found that
bundling routine immunisation with COVID-19 vaccination increased trust in COVID-19 vaccines
since people were familiar with and largely trusted routine vaccination, having had experience with it
since their childhood. In Northeast Syria, governorate-specific demand generation strategies were
used to counter misinformation and confusing health guidance. This included engaging religious
leaders from mosques and churches, working with women, especially in camps populated by people
of various nationalities, and featuring community influencers in social media videos and campaigns.
In Deir ez-Zor there was an emphasis on improving frontline service quality, especially in hard-to-
reach areas. SARC worked with the most vulnerable, and women’s networks were engaged, given
that women were generally more hesitant than men.®

The integration of RCCE teams with vaccination teams appears to have resulted in an increase in
demand for COVID-19 vaccines, particularly in Al-Hasakah governorate. The process was facilitated
by strong coordination between UN agencies, NGOs, camp management and directorates of
health.3> Challenges to integration included a preference among the population for certain vaccines,
such as Astra Zeneca, which were not always available, low prioritisation of COVID-19 vaccination
among communities, limited resources, including health workers, health infrastructure, electricity and
water, and logistical challenges of ensuring availability of, delivering, and storing both COVID-19
vaccines and routine childhood vaccines, as they cannot use the same cold chain. An additional
challenge is the very low uptake of COVID-19 vaccines among health workers, who are highly
influential on the population.'® Challenges differed according to the context of each governorate. For
example, in Homs there is constant movement of people in border areas, in Northeast Syria people
are dispersed in small, sporadic villages, and in Deir ez-Zor sandstorms hampered campaign days.3°

In a future project, mobile teams will work to raise awareness not only about immunisation, but also
about nutrition, education, WASH, and child protection.3” A Measles and Rubella (MR) campaign is
planned for October 2022, and an integrated approach is currently being developed aimed at
increasing uptake of COVID-19 vaccination among parents. In addition, integration of COVID-19
vaccination with routine immunisation and polio immunisation through integrated demand generation
interventions is being planned.
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Using evidence to build creative programmes addressing multiple barriers

Bearing in mind that each intervention should be tailored to a specific group, location, and context,
Table 4 provides, in broad brushstrokes, some potential entry points and services to consider for
different population groups, as gleaned from the literature and discussions with partners working in
the region.

Table 4: Potential entry points for integration by population group within MENA

Population group Potential integration model | Potential services to be integrated
| entry point
Elderly populations Integration into PHCCs, mobile | PHC services, chronic disease care,

and door-to-door outreach with psychosocial support
awareness, community
dialogues, aged care homes

Clinically vulnerable populations Integration into PHCCs, door-to- | PHC services, chronic disease care,

door outreach and awareness, psychosocial support
NCD clinics

Women Integration into PHCCs, door-to- | PHC services, MNCH, antenatal and postnatal
door outreach and awareness, care, family planning (FP), cash distribution
women’s groups sites, WASH, parenting programmes

Men Integration into PHCCs, PHC services, regular diabetes and
workplaces, community hypertension services, parenting programmes
dialogues, mosques

Rural communities Mobile outreach and fixed sites | PHC services, H&N, RI, WASH, education,
with awareness, schools, youth | child protection, ECD, cash distribution, bed
groups, community dialogues, nets distribution, birth registration, livelihood
engagement with religious programmes
leaders, tribal leaders, CHWs

Urban communities Integration into PHCCs, fixed PHC services, H&N, RI, WASH, education,
sites, pharmacies, door-to-door | child protection, ECD, cash distribution, bed
outreach and awareness, nets distribution, birth registration, livelihood
schools, higher education programmes

institutions, youth groups,
engagement with religious
leaders, markets, and shopping

malls

IDPs/refugees in camps Integration into existing camp- Health and nutrition (H&N), RI, WASH,
based services and centres and | education, child protection, ECD, cash
door-to-door/tent-to-tent distribution, bed nets distribution, trauma kits,
outreach and awareness, hygiene kits, life-skills training, psychosocial
engagement with religious support
leaders, mosques, emergency
response

IDPs/refugees/returnees/migrants | Integration into existing H&N, RI, WASH, education, child protection,

in non-camp settings humanitarian services and ECD, cash distribution, bed nets distribution,
mobile outreach and trauma kits, hygiene kits, life-skills training,
awareness, community psychosocial support

dialogues, engagement with
religious leaders, emergency
response

GLOBAL INTEGRATION EFFORTS BEYOND COVID-19

Service integration is not a new concept. The Alma-Ata Declaration of 1978 envisaged intersectoral
action and the integration of essential health care into primary health care. The Health in All Policies
and One Health approaches aimed to integrate health across other sectors and domains.'® The WHO
has published guidelines on integrating immunisation services3¢3° and integration is prioritised in the
global Immunisation Agenda 2030.4%4" There are numerous examples of attempts to integrate
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various services within the health sector. Among the most commonly integrated services are
immunisation, family planning, and HIV-related services.

In 2012, an issue of Vaccine documented examples of using the infant immunisation platform to
deliver hearing screening, HIV services, vitamin A supplements, deworming, malaria treatment and
bed-nets, family planning services, growth monitoring, and health education.*?> There are numerous
examples of pairing infant immunisation with post-partum family planning education and
contraceptive provision across Africa over the past decade. One review found that most of these
showed encouraging outcomes in terms of family planning knowledge, attitudes, and contraceptive
uptake, without adverse effects on immunisation services.*°

Most recently, polio teams in countries across Africa, South-east Asia, and the Eastern
Mediterranean region are beginning to expand their role beyond polio to include vaccination and
surveillance for other diseases as part of their transition programme. In India, the National Polio
Surveillance Project has been renamed the National Public Health Support Programme, with an
expanded remit focusing on overall population health.*® In Nigeria, the government plans to reposition
polio teams to work on three core health priorities: essential immunisation, disease surveillance and
outbreak response, and PHC. %3 In Sudan, staff from four areas of state-level health care — polio
eradication, immunisation, health emergencies, and health system strengthening — have come
together to work as integrated public health teams across all 18 states.*

Less common are examples of integration of services with other sectors outside health.*> HIV-related
care is a notable example where there have been innovative examples of combining HIV services
with other needs of the target groups. As well as integration with ANC, substance misuse services,
and mental health programmes, %4647 there are also examples of integration with WASH services,
parenting programmes, safe schools programmes, and cash transfers (see Table 5).464° A review of
literature on HIV integration found that conventional approaches failed to consider human rights and
the structural factors that determine risk, vulnerability, health seeking, and health equity, and that
integration approaches designed with service users at the centre had the potential to address this."°
Table 5 (next page) provides some examples of integration efforts, both within the health sector and
across sectors, and lists their enablers, challenges, and outcomes where available.

Enabling factors highlighted in these examples include strong existing health worker capacity,
community trust of health workers or volunteers, a service delivery platform already frequented by
and convenient for the target group, an enabling policy environment, and a commitment to monitoring
and evaluation.

Challenges include attracting and retaining health personnel, capacity-building, misinformation and
lack of trust, restrictive social norms, difficulty accessing service provision sites, logistical and security
challenges for outreach, supply challenges, inadequate infrastructure and funding, vertical financing
of certain services, and restrictive policies. A review of family planning and immunisation integration
experiences listed similar influencing factors: adequate staff numbers, enabling social and gender
norms, appropriate infrastructure, and coordinated and reliable supply chains.*°

These factors have the potential to apply to any intervention, but in the case of integration, they could
potentially be exacerbated due to the complexity of a multi-service, multi-sectoral programme with
various stakeholders and additional logistical and financing requirements. Reviews have also listed
factors that are specific to integration, including providing staff with sufficient training and support for
additional services and time to perform additional tasks, and clear regular communication between
programme managers from the different areas or sectors.*® Other potential challenges relate to the
coordination of a large number of collaborating actors, and having different funding sources for
different interventions, as well as the logistical complications of transporting a more diverse range of
items to outreach sites.?° More can be learnt from programmes that are inherently cross-sectoral,
such as ECD and child welfare screening where the health, education, and social welfare sectors
may all be involved in service delivery, but each with different priorities, funding, reporting channels,
and staff skill sets.

SSHAP contact — Olivia Tulloch
13


mailto:oliviatulloch@anthrologica.com
http://www.socialscienceinaction.org/

Table 5: Previous integration examples

Health services integration

Country
Egypt

Papua New
Guinea

Pakistan

Tanzania

Tanzania

Kenya,
South
Africa,
Vietnam,
USA,
Canada

Ghana

Integration model

Private post-COVID-19 clinic: provides
multidisciplinary care including
rehabilitation, physical therapy,
laboratory and radiological services,
and psychosocial health care.5’

Polio staff delivered integrated
outbreak response for polio, measles
and rubella, reaching remote
communities by helicopter, boat, and
foot.+3

Close collaboration between the polio
and immunisation programmes for a
nationwide measles-rubella and oral
polio vaccine catch-up campaign.*?

HPV vaccination with adolescent
health education (including RSH), de-
worming, and nutrition and vision
screening in schools, health facilities,
and communities. 4050

De-worming and measles vaccination
for in school and pre-school children
aged 7-14 years.%

HIV-related care and substance
misuse services (various models).'®

GoodLife Campaign is an integrated
umbrella SBC approach that promotes
a range of positive health behaviours
(e.g. MCH and malaria prevention and
treatment) through multimedia
channels.*5

Enablers

Polio teams are well
equipped to deal with
new and complex
health challenges due
to prior experience.

Makes it possible to
better meet the needs
of people who need
these two services.

Challenges

Unable to provide telemedicine to allow
more frequent monitoring of patients.

Logistical and security challenges.

Side effects of deworming believed by
community members to be attributable
to HPV vaccines, affecting uptake.
Challenge of reaching out-of-school
girls.

Misinformation, timing of interventions
during school exams, concerns about
teachers dispensing medications, large
class sizes resulting in stock-outs,
supply delays for remote districts,
failure to document logistical issues.

Fragmented health service coverage,
access (physical and financial), funder
reluctance to invest in horizontal health
care, restrictive substance use policies,
social determinants of health.

Positive outcomes

More women than men visited the clinic,
consistent with previous studies that show
more women have post-acute sequelae of
SARS-CoC-2 infection.

Over 93 million children reached with
vaccines.

Campaign reached a broad base. Sales of zinc
tablets increased 280% and 80% of women
exposed to the campaign used bed nets.
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Country

Peru

Bangladesh

Bangladesh

Nepal

Kenya

Ethiopia

Mozambique

Sub-
Saharan
Africa

Integration model

Multisectoral, data-driven set of
interventions including free health
insurance for pregnant women and
children, cash transfers and financing
to improve maternal nutrition, access
to care, and stunting rate.52

Multiple interventions including
microfinance programmes, family
planning policy changes, incentives for
girls’ education, and increased
workforce participation for women.52

Integration of hygiene promotion and
provision of handwashing hardware at
household and compound level with
cholera immunisation.53

Hygiene awareness sessions
delivered at vaccination centres with
rotavirus vaccine. Hygiene
intervention package created based
on formative research data.5?

Delivery of hygiene kits and hygiene
promotion delivered to caregivers
during infant vaccine campaigns.3

CHSS model (close-to-community —
CTC model) used to increase HIV
testing among pregnant women and
ANC service use, and improve
sanitation.

Intersectoral coordination committees
involving health, education and youth
ministries set up at national, provincial
and district levels to integrate their
various activities into a coherent
whole. Adolescents were reached in
schools, clinics and communities.5

Cash transfers, parenting support and
safe schools for adolescents living
with HIV. 4849

Integration with other sectors

Enablers

Assisted by a strong
NGO sector and local
research organisations
capable of influencing
policymaking.

Thousands of
caregivers visit
vaccination centres at
least five times during
a child’s first year.

CTC workers can offer
more support than
facilities, while linking
communities with
facilities and services.

National government
provided budget and
policy support.
Monitoring and
evaluation occurred
throughout scale-up.

Challenges

Paying community workers or
attracting volunteers, adequate training
and supervision, infrastructure and
medicine supply, transport, community
support for programme and workers.

Complexity of the multi-sectoral
approach. Resistance due to norms
about adolescent SRH and gender
norms hindered scale-up in some
areas.

Positive outcomes

Health service utilisation doubled, stunting
rates decreased from 28% to 13% between
2008 and 2016.

Increased women’s empowerment through
improved mobility, social connections, and
decision-making capability, ultimately leading
to a reduction in child mortality by 61%
between 2000 and 2017.

45% of households that received hygiene
promotion had a functioning handwashing
station compared to 22% of households that
received only the vaccine.

Hygiene and public health sectors worked
together to avoid miscommunication about the
rotavirus vaccine. The programme was still
being delivered at scale in 2021.

Instances of correct handwashing technique
doubled compared to households not receiving
the intervention.

More pregnant women registered for ANC and
tested for HIV. More postnatal outreach visits.
More households had functioning, properly
used latrines. Community relationships
strengthened.

Successfully managed and scaled up.
Provided SRH information and services to
many adolescents.

Combination of the three services had a
positive effect across seven sustainable
development goals (SDG) targets. Beneficial
effects for nutrition, cognitive development,
education, and safety.
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There is limited published evidence on how integration programmes are designed, the barriers and
challenges experienced, or lessons learnt, and programme outcomes. It is also likely that
interventions that reach publication are the most successful and that challenges or failures are less
often documented or shared publicly. Reviews have called for more rigorous evaluation of integrated
programmes with better documentation of challenges and operational factors that drive success or
failure. Objective reports are needed on implementation and impact to inform decision-making about
appropriate, feasible, and acceptable integration models and service delivery platforms in different
scenarios.40:45:50

As can be seen in the above examples, outcomes are not always reported and are not well linked to
specific factors, making it difficult to draw conclusions about the success of different types of
integrated interventions. Nonetheless, these examples on their own suggest that programmes
incorporating various services in conjunction can lead to positive outcomes across various indicators.

If effectively designed and delivered, integration may be a way to economise and reduce cost and
effort by bundling services together, while enhancing convenience and service experience and
therefore uptake for the target group. It also has the potential to capitalise on COVID-19 investments,
innovations, and lessons learnt and, if approached holistically, to strengthen systems. In any case,
intervention design should consider contextual factors and the multiple influencing drivers, including
individual (psychological), social and environmental (logistical, political), that can influence an
individual’s willingness and ability to access services.
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