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Key Messages 

To identify lessons learned regarding the routine delivery of vitamin A supplementation (VAS) in 
Côte d’Ivoire, Helen Keller International studied the effectiveness of VAS delivery in 28 districts 
where this intervention is provided through the routine health care system. 

• Under the routine VAS delivery model, health posts and community health workers must be 
involved in setting monthly coverage goals. 

• Low stocks of medication pose a substantial challenge to VAS delivery in Côte d’Ivoire. 
Factors that contribute to these shortages include limited knowledge about the populations 
served, as well as insufficient monitoring capacity. 

• For routine VAS delivery to succeed, it is important to raise community awareness about the 
availability and benefits of this intervention. 

• Multisectoral collaboration is fundamental to planning, implementing, and supporting the 
transition of VAS to the routine health care system. 

• Tailored support promotes uptake in hard-to-reach areas. Existing health systems should 
serve as the foundation for reaching these populations with VAS. 
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Abstract 

Background and objectives: Vitamin A supplementation (VAS) remains a lifesaving intervention for 
children under age 5, but coverage through the routine health system remains low in Côte d’Ivoire and 
much of sub-Saharan Africa. Door-to-door campaigns have reached high coverage historically, but 
funding for these campaigns has dwindled and the government of Côte d’Ivoire has begun to transition 
VAS to the routine health system. The aims of this research were to (1) assess strengths and weaknesses 
of the VAS delivery model in 28 districts of Côte d’Ivoire providing VAS through the routine health 
system and (2) assess the effectiveness of corrective strategies on routine coverage. 

Methods: The study employed a cross-sectional mixed methods design. A qualitative assessment 
identified strengths and bottlenecks of the existing VAS routine delivery mechanism through interviews 
and focus groups of key informants, including children’s caregivers, community actors, and health 
system actors (n=52) . The Consolidated Framework for Implementation Research (CFIR) was used to 
identify and systematically assess bottlenecks and strengths in key domains of the routine health 
service. A quantitative survey conducted in 24 health districts in Côte d’Ivoire assessed VAS coverage 
among households (n=1,826) and knowledge, attitudes, and practices of national, district, and 
community health staff (n=172). 

Results: We identified four major constraints. First, targets are determined at the district level and many 
health posts and community health workers do not have monthly targets. Corrective action to achieve 
adequate coverage over 6 months cannot be taken, resulting in very low facility-based coverage and the 
need to organize ad-hoc campaigns at the end of the semester to reach more children. Second, stock-
outs of capsules and management tools to conduct VAS are widespread. Unavailability of monitoring 
tools, difficulty in accurately estimating the target population size, and discrepancies in reported and 
actual number of children supplemented all contribute to stock sourcing issues. Third, caregivers are not 
aware of the availability of routine VAS. Fourth, constructive feedback and community appreciation 
contribute significantly to the motivation of community health workers, although this motivation is 
hampered by lack of remuneration and high perceived workload. 

Conclusion: To reduce stock-outs and increase health posts’ ability to take corrective actions to meet 
coverage, efforts should strengthen the capacity of health posts to set monthly targets and strengthen 
health workers’ ability to report and review coverage by streamlining monitoring tools and ensuring that 
existing tools are available and used. There is a need to increase community awareness of vitamin 
availability at health posts and the benefits of supplementation for children, in order to increase 
demand for VAS. 

Introduction and Background 

Bi-annual vitamin A supplementation (VAS) remains a lifesaving intervention for children ages 6–59 
months in much of sub-Saharan Africa. Studies have shown that in populations with high under-5 
mortality and low intake of vitamin A, bi-annual supplementation achieving 80% coverage of VAS 
resulted in as much as much as a 24% decrease in child mortality [1]. VAS has traditionally been coupled 
with door-to-door vaccination campaigns and has achieved high coverage rates at minimal cost. In 
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recent years, diseases such as polio have progressed toward elimination, and external funding for 
national door-to-door campaigns has diminished. As a result, funding for VAS campaigns has become 
less secure and many governments have identified a need to transition VAS to the routine health system 
to continue to provide supplements to children. 

Recognizing this need, in 2016 the government of Côte d’Ivoire put in place a four-year plan to 
progressively transition all districts from door-to-door campaigns to routine delivery of vitamin A 
through the health system, notably at the health post, during community outreach events, and during 
community health worker activities. To date, however, only 41 of 113 districts have transitioned from 
campaigns to the routine model, and an updated plan to transition the remaining districts has been set 
for 2023. In districts where transition has occurred, administrative coverage for VAS is routinely well 
below the targeted 80% semester coverage. In the first semester of 2021 coverage was 20% before 
catch-up campaigns and 65% after catch-up campaigns, with 14 districts still reporting coverage below 
50% [2]. 

There is little implementation research documenting the transition of VAS from campaigns to routine 
health systems, the barriers that health systems face, and the possible strategies to overcome these. 
Evidence is needed to inform the transition process, especially in the Sahel where the highest under-5 
child mortality rates are observed and where countries are in various stages of transition from 
campaigns to routine provision. Mali and Guinea have drafted transition plans, Niger and Cameroon 
have piloted routine approaches, Senegal has fully transitioned, and Côte d’Ivoire is in the process of 
scaling its transition, where evidence of existing barriers and effective solutions is needed to guide its 
effective scale-up. 

Generating evidence of effective strategies to support the transition using implementation research 
methods may also serve as a resource for future countries and efforts. Various implementation research 
frameworks have been developed to identify and assess key elements of health service delivery. The 
Consolidated Framework for Implementation Research (CFIR) drew on over 500 health service delivery 
frameworks globally to define widely applicable dimensions of health service delivery [3]. It has been 
used in low- and middle-income countries to assess disparate types of health programming [4]. 

Objectives and Research Questions 

The aims of this research were to evaluate the effectiveness of the transition of vitamin A 
supplementation (VAS) to the routine health care system in 24 districts of Côte d’Ivoire using a health 
service delivery framework and to identify possible corrective strategies to improve coverage. The 
specific objectives were to: 

1. Identify barriers in the delivery of routine VAS at all levels of the health system using the CFIR 

2. Determine coverage of vitamin A supplementation among children ages 6–59 months in 
districts providing VAS through routine health facilities 

3. Identify specific strategies to boost the implementation of routine VAS 
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Methods 

Setting 

Twenty-eight districts in the northern and central regions of Côte d’Ivoire delivering VAS through the 
routine health system were included in this study, out of the 30 districts implementing routine VAS in 
Côte d’Ivoire in 2020. Health districts, the unit of organization for health activities in Côte d’Ivoire, are 
led by the district steering committee that oversees all nutrition activities, including VAS. These 
committees oversee health centers that are responsible for the implementation of VAS. Health center 
workers (HCWs) include a lead nurse or doctor, and in some cases a midwife. Each health center has a 
certain number of community health workers (CHWs) who work and reside in communities to deliver 
care. CHWs are a formal and remunerated health cadre designated by the Ministry of Health. They 
receive a monthly stipend of 20,000 CFA for the implementation of the minimum package of nutrition 
interventions. They may receive additional compensation for discrete activities outside the minimum 
package, such as community drug distribution or vaccination campaign [5]. In addition to the Health 
District Committee, administrative bodies coordinate activities of other ministries in the district 
(prefecture). Some of these coordination bodies also target children 6–59 months of age for other 
services. Of note are the Ministry of Women, Families and Children, the Ministry of Education, and the 
Ministry of Social Protection. 

Design 

The study employed a mixed-methods design. We conducted (1) a qualitative assessment of the routine 
VAS delivery model using the CFIR as a health service delivery framework; and (2) repeated cross-
sectional coverage surveys to assess the evolution of VAS coverage through the routine health system. 
Results presented are from the 2021 survey. The second cross-sectional study will take place after the 
grant period. The qualitative assessment included semi-structured interviews and focus groups with 
caregivers of children, community actors, and health system actors. 

Sampling 

Quantitative 

The surveys employed a cluster randomized design and World Health Organization coverage survey 
sampling methodology [6] to generate a representative sample of households with children 6–59 
months of age in 28 of the 41 districts that were implementing routine VAS in 2019. All households with 
caregivers of children 6–59 months of age residing in one of the selected districts who provided consent 
were eligible to participate in the study, as were all CHWs and two HCWs (nurses, midwives, and 
doctors) residing in the selected enumeration areas. 

Qualitative 

A total of 52 qualitative interviews were planned. At the community level, this included semi-structured 
interviews with 16 caregivers of children segmented by child age (6–11 months and 12–59 months) and 
supplementation status, 6 community leaders, 2 HCWs, and 6 CHWs. Six focus groups were organized 
separately with fathers and mothers of children 6–59 months of age and community health workers. 
Additional detail can be found in Annex 1. 
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Data Collection and Tools 

The CFIR was used to identify key domains of the routine health service to ensure that all elements of 
the health delivery system were systematically assessed. In a 2-day workshop the research team and 
members of the National Nutrition Program (NNP) identified the domains of the CFIR framework 
pertinent to the transition to routine VAS, and adapted them for VAS delivery model (Table 1). For each 
of the domains of the implementation system, relevant sub-domains and specific qualitative or 
quantitative measures were identified. All enumerators and qualitative researchers had experience 
conducting health surveys and spoke the local languages (Baoulé, Dioula Senoufo, and Malinké) in the 
study site. Qualitative data were collected by 12 social science PhD and masters students with training 
on qualitative methods. All data collection tools were finalized and pre-tested in both French and local 
languages to ensure shared comprehension and standard use of tools. 

Data Analysis 

Quantitative household data were weighted to account for the population proportion in each of the 
clusters. Bivariate analyses were conducted using STATA 15. Qualitative data were recorded and 
transcribed by the interviewer. A codebook based on the domains of the CFIR was developed by the lead 
qualitative researcher. Transcripts were coded with pre-determined codes as well as a grounded theory 
approach, which allowed for the identification of emergent themes, as outlined in the results section. 

Limitations 

Originally, Helen Keller International planned to support the NNP to implement promising strategies to 
support routine VAS identified jointly as part of the initial phase of research and to assess their impact 
on coverage through a randomized controlled trial. Strategies were co-developed by Helen Keller 
International and the NNP in a national workshop. In July 2021, however, partner organizations provided 
funding to organize large-scale, door-to-door catch-up campaign activities in districts implementing 
routine VAS. As a result, few children were eligible for supplementation through the routine system 
during the study period (July through October 2021) and therefore, it was believed that there would be 
no discernible impact of support for routine activities on coverage rates. Helen Keller International 
provided technical assistance to districts to improve planning, data quality, and sensitization. Support 
was not provided for the organization of advanced and mobile strategies as planned due to the lack of 
eligible children during the study period. A coverage survey was organized in October 2022 and the 
results will be reported after this grant period ends. Sensitization efforts to improve community 
knowledge of routine VAS implemented during the study period were believed to have an impact on 
caregiver knowledge, which is reported in this brief. 

Results 

Data collection occurred in July and August 2021. We conducted 53 semi-structured interviews, focus 
group discussions, and quantitative surveys of health staff, caregivers, and community members. The 
coverage survey included a representative sample of 1,828 households with children 6–59 months of 
age, as well as 112 CHWs and 96 HCWs. Characteristics of the sample are presented in Annex 2. 
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Table 1 presents results according to each CFIR domain: characteristics of the intervention, the outer 
setting, inner setting, knowledge and beliefs of individuals involved in delivery, implementation process, 
and characteristics of the system/funding landscape. 

Table 1: Summary of Findings by Domain of the Consolidated Framework for Implementation Research 

Sub-Domains  Findings  

Domain 1: Characteristics of the VAS routine delivery model 

Evidence strength and quality  (+) All actors agree a transition is pertinent, (-) but reservations 
exist in implementation.  

Relative advantage compared to 
campaigns 

Campaigns are favored by the community and acknowledged to 
have higher coverage.  

Perceived sustainability of the 
routine model  

High perceived sustainability. Perceived to be less dependent on 
donor funds and therefore more sustainable. 

Perceived scalability of the 
routine model 

Needs additional investment to ensure stock availability. 

Domain 2: Outer setting 

External policy and incentives 
for transition of VAS 

Clear policy is in place. Health staff and community health 
workers are aware of the directives. 

Community characteristics and 
cultural environment affecting 
VAS 

Communities, especially in rural areas, prefer to receive 
supplements at home. Rural work, distance to health posts, and 
limited decision making among women hinders health seeking at 
the center.  

Domain 3: Inner Setting 

Communication networks in 
place to support routine VAS 

Communication within the program is good. Communication and 
coordination with other structures that target children 6 – 59 
months is not done regularly and can be improved.  

Readiness for implementation  

Domain 4: Individual knowledge and beliefs of frontline health workers 

CHW motivation 

  

High extrinsic motivation for work. Community recognition and 
constructive feedback from supervisor contribute significantly to 
CHW work motivation. 

Lack of special pay for routine VAS, compared to campaigns 
where an honorarium of 2,000 CFA hampers motivation. 

CHW self-efficacy  High self-efficacy to complete routine VAS. 

Domain 5: Process of implementation 
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Planning – Are tools and inputs 
requested on time and 
available? Are staff trained? 

Frequent stock-out of tools and of very frequent stock-out of 
capsules. 

Target population is unknown and figures used to base sourcing 
on is extremely variable leading to poor stock calculation and 
stock-outs. 

Most CHWs and health staff have been trained on the strategy. 

Executing – Are fixed, advanced, 
and mobile strategies 
implemented?  

Regular strategies are fixed and advanced and rarely mobile. 
Children >15 km from the health center are missed or left behind, 
likely for VAS and other health services. 

 

Evaluation – Are staff 
adequately supervised and 
provided with feedback? Are 
data used to improve 
performance?  

Supervision of CHWs is monthly and highly valued by CHWs as a 
means of improving work. 

Supervision of CHWs occurs every trimester and is valued, though 
less often perceived as constructive. 

A quarter of CHWs say they do not have access to data, indicating 
an issue of use and appropriation of data.  

Domain 6: Characteristics of the system 

Resource source and continuity  Entirely donor funded. 

External funding agent priority  Activities are donor driven. 

 
A detailed description of the findings according to the six CFIR domains follow. 

Domain 1 – Characteristics of the Intervention 

Routine VAS is integrated into the minimum package of nutrition activities, which is delivered at health 
posts and in communities during monthly outreach events. At health posts, any point of contact with 
the child is an opportunity for supplementation (fixed strategies). During outreach events, health staff 
travel to a central location in a community and offer a suite of health services, including growth 
monitoring, vaccination, VAS, and deworming, to bring services closer to people. Health centers plan for 
regular outreach events within a 15 km radius of the center (advanced strategies), and those beyond 15 
km (mobile strategies). Mobile strategies require a vehicle and additional budget, and involve both the 
community health worker and a health center worker. Advanced strategies are usually completed with a 
motorcycle or on foot by the community health worker. In addition to the routine activities, door-to-
door catch-up campaigns at the district level (intensifications) are routinely organized at the end of each 
semester. These activities differ from mobile and advanced strategies in that they are not a part of the 
routine delivery system, are centrally planned by the district, and are costlier. 

Overall, actors at all levels of the health system agreed that the integration of VAS into the minimum 
package of nutrition interventions delivered through routine channels is a relevant and needed strategy 
to reach children sustainably. Although most actors saw the pertinence of the strategy, they also 
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expressed that more preparatory work is needed upstream to successfully introduce and scale routine 
VAS while maintaining high coverage. Health staff at peripheral and community levels in particular 
highlighted issues with the supply chain, stock-outs, and setting targets. 

 “In my opinion, this is not a national priority because as soon as you start, there is a 
stock-out and [stock provisions] do not take into account all the health structures. For 
the moment, routine activities are not carried out as they should be, there are always 
stock-outs.” —Member of District Management Team 

 
Domain 2 – Outer Setting: External Environment Affecting Routine VAS Delivery and 
Uptake 

Policy Environment: Policy Is Clear and Health Workers Know and Have the Guidelines 

National guidelines for the integration of VAS into the minimum package of nutrition interventions 
delivered through the routine health system have been elaborated and disseminated. In fact, the vast 
majority of HCWs (90%) knew the guidelines and 76% had them available at facilities. Results did not 
vary between urban and rural areas (Annex 2, Table 2). 

Community Characteristics: Preference for Home Visits, Gender, and Cost Barriers 

Community members expressed a clear preference for receiving health services at home. The following 
quotes illustrate how distance and lack of transport limit caregivers’ ability to go to the health center 
and that there is limited awareness of supplementation dates or the need to go to the health center. In 
the first semester of 2021, 66% of supplemented children received VAS at home and the primary reason 
caregivers cited for non-supplementation was that health workers did not come to the home (30%). 

Fixed strategies. Vitamin A supplementation (VAS) is offered at health facilities. All eligible children 
6–59 months of age who come in for any preventive care service are offered VAS.  

Advanced strategies. VAS, and other services, are offered at a central location in communities 
within a 15 km radius of the health center. Health centers organize regular outreach events to bring 
essential health services, such as VAS, screening for malnutrition, and vaccination, closer to 
communities closer to communities. Community health workers travel by motorcycle or bicycle to 
offer these services.  

Mobile strategies. VAS, and other services, are offered at a central location in communities beyond 
a 15 km radius of the health center. Mobile strategies differ from advanced strategies only in that 
they require a vehicle and are led by health center workers, rather than community health workers 
alone.  

Intensifications. District-level catch-up events organized over 7 to 10 days at the end of the 
semester to reach areas with low coverage. Vaccination is offered at homes, central community 
areas, and high-traffic areas (e.g., markets). These differ from campaigns in that there is no national 
supervision and less social mobilization ahead of time.  
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Prevailing gender norms may also limit VAS uptake outside of the household. Overall, 14% of caregivers 
affirm that fathers alone decide whether their child will receive VAS outside of the household (Annex 2, 
Table 1). 

“To get vitamins and deworming, it is during the campaigns, the vaccination sessions, 
there are people who walk around the village to distribute to women. Otherwise there is 
no one who knows the time or the date and immediately gets up to go to the hospital to 
get this kind of medicine.” —Father of child 6–59 months of age 

“Very often women say that they are busy. There is also the lack of means of travel.” —
Mother of child 6–59 months of age 

As shown above, cost due to travel to the health post and the time away from income-generating 
activities is another barrier to uptake of VAS in routine settings. 

Domain 3 – Inner Setting: Supporting Structure to Implement Routine VAS 

Networks and Communication With Partner Programs: Opportunity to Invite Other Ministries 
to District Committee Meetings on Child Health 

Within the NNP there is an established communication system, but coordination with other actors 
targeting children 6–59 months of age within the district does not occur systematically. The Health 
District Committee organizes monthly coordination meetings to review performance of all health 
activities and take corrective actions. However, representatives of programs that target the same age 
group under other ministries in the district are rarely invited. For instance, Centers for the Protection of 
Childhood (Ministry of Employment and Social Protection), preschools (Ministry of Education), and 
mother’s groups (under the Ministry of Family, Women, and Children ) all target children 6–59 months 
of age. This lack of coordination is a missed opportunity to raise awareness for routine VAS in the 
community. Relevant ministries and platforms are presented in Table 2. 

“I think what needs to be done is communication. I take the case of schools and 
preschools, there are days when we arrive [to sensitize about VAS] and the teacher 
refuses because she says she has not received a word from her hierarchy and if her 
inspector has not given her authorization, she does not accept. So communication is 
needed to facilitate the task of the actors. We need to give this information in real time 
so that everyone can do their part.” —Focal point for education 

Just over half (61%) of health centers reported including social mobilization for VAS activities as part of 
their work plan, and only 36% of CHWs had communication materials available for VAS sensitization. 
Some actors suggested fully involving the focal points of the social centers, social assistants in nutrition, 
in their sensitization activities because they are credible in the eyes of the community. 

“We need to be associated, we, the social center. We are listened to by the population, 
we have a lot of credibility in front of the population when we travel.” —Focal point 
social assistant in nutrition 
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Table 2: Delivery Mechanisms of Vitamin A Supplementation by Government Agency 

Government Agency Delivery Mechanisms Relevant to VAS  

Health  

Ministry of Health and 
Public Hygiene 

Agency responsible for the implementation of all health and nutrition 
activities in the nation.  

National Nutrition 
Program 

Operational program within the ministry responsible for nutrition and VAS.  

Regional Health 
Directorate 

This body is the regional representation of the Ministry of Health. Each 
region covers multiple health districts.  
Relevant platforms: The regional health directorate coordinates all health 
activities in the health region. Coordination meetings occur monthly.  

Health District This body ensures the implementation of all health activities at the district 
and peripheral levels.  
Relevant platforms: Works closely with community representatives (leaders, 
interest groups such as women’s and farmers’ groups, other stakeholders) to 
create community protocols and communication and engagement plans that 
meet the needs of communities in each district. 

Additional Ministries  

Ministry of Women, 
Families and Children 

Social centers provide services to mothers and children 2–5 years of age. 
Relevant platforms: Offers women’s groups and social safety nets for 
vulnerable households with children.  

Ministry of 
Employment and 
Social Protection 

This ministry assures child protection and rights. 
Relevant platforms: Centers for the Protection of Childhood (Centre de 
Protection de la Petite Enfance or CPPE) for children under 5 years of age, 
Preschools for children under 5 years of age (Centres Sociaux Educatifs), and 
discussion spaces for parents.  

Ministry of National 
Education and 
Literacy 

The ministry is responsible for formal education. 
Relevant platforms: Provides nurseries, preschools, and kindergartens 
targeting children under 5 years of age.  

Administrative 
Authorities 

Administrative authorities include the prefect and the sub-prefect of a 
department* and coordinates activities of all different sectors in an 
administrative area. 
Relevant platforms: Conducts monthly coordination meetings with the 
representatives directors of each ministry active in the department (e.g. 
health director, education director, social protection director). 

 

 
* Health activities are linked to health districts. Administrative activities are linked to departments. These are 
closely related but not always exactly the same geography. 
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Communication Within the Implementing Organization: Lack of Health Center Real-Time 
Monitoring and Management Tools for Supply 

Unlike district and regional health committees, health centers do not have formal meetings to review 
and track progress. A health center report is submitted to the district at the end of every month, 
including VAS coverage figures, but there is not a tool that allows the health center to track their 
progress toward their semester target coverage on a regular basis. This is unlike other programs 
delivered in the health center, such as vaccination, which has a specific tool that allows users to chart 
monthly targets and visually track performance against reference curves (Annex 3). The organization of 
review meetings and the tracking of cumulative targets is largely decided by the health center lead. 

Readiness for Implementation: Mechanisms to Source Capsules and Management Tools 
Result in Frequent Stock-Outs 

Key dimensions of readiness to implement routine VAS are the supply chain for capsules and the system 
to provide health centers with management tools to track VAS. 

Annually, the NNP plans capsule needs fulfilled by UNICEF. This stock is warehoused at the National 
Pharmacy (Nouvelle Pharmacie Santé Public, NPSP). Each month districts can make requests for vitamin 
A stock to the NPSP via an electronic system (eSIGL). Health centers report on stock management and 
use through their monthly activity report. The district summarizes needs and submits a capsule request 
through eSIGL, which is reviewed and approved by the NNP. The district is provided with stock monthly 
and health center staff can either pick up stock or have it delivered. Despite an established system to 
order inputs, close to two-thirds of health centers report capsule stock-outs (Annex 2, Table 2). 

Issues with stock management and supply relate to the inaccuracy of the target population size, late 
requests from health centers, and distance of health centers from the district. Health centers far from 
the district tend to pick up stock later due to access issues and may experience stock-outs as a result. 
Requests for stock must be made a month ahead of time and there are guidelines on maintaining 
minimum stock, but these are not always respected and often result in stock-outs at health posts. 

Distribution of stock to health centers is at the discretion of districts. Districts report making more than 
one month’s worth of stock available to faraway districts to avoid stock-outs due to lack of transport. 
However, when more than one month of stock is provided to a health center, there is no reporting 
mechanism to signal this to NSPS or the NNP, which may result in stock issues across the territory. 

Similarly, the NNP’s logistical team, in coordination with the monitoring and communication team, 
initiates an annual order for monitoring and communication tools. This provisioning is done on an 
annual basis for registers and activity reports and on a semester basis for monitoring forms. Budget 
limitations at the time of material ordering has limited the availability of these materials and 
contributed to material shortages observed (Annex 2, Table 2). 

“The agents are ready to carry out the activity, but when we do the supervision missions, 
the big problem that they note is the lack of inputs and even collection tools. The supply 
circuit is a bit long, you have to get the data out, make the orders before a certain time 
so that you can be delivered, which also makes the activity stop.” —NNP stakeholder 
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Domain 4 – Knowledge, Motivation, and Self-Efficacy of Frontline Staff 

This domain pertains to the characteristics of the individuals involved in the delivery of VAS, notably 
health post and community health worker self-efficacy, motivation, and perception of the routine 
strategy. The majority of CHWs and HCWs involved in the implementation of routine VAS report having 
high self-efficacy to perform routine VAS when asked. CHWs in particular felt that they play a central 
role in ensuring the success of health interventions and appreciate the recognition of the community, as 
illustrated by the quote below. 

“I am motivated to do it. When I do this work, it is for the village, at the beginning if it 
remained between the nurses and the population, nothing would go forward. The nurses 
don’t have the courage to go into the village... there has to be an intermediary and the 
intermediaries are the CHWs. What motivates me, there are women who start to 
congratulate me... When the CHW is not involved, the information concerning health 
does not pass well, the CHW must be involved or if you want to do without the CHW to 
carry out your activity, it will be a failure.” —Community health worker 

CHWs and CHWs also report supervision, coaching, and feedback from their supervisors have a 
beneficial effect on their work. CHWs feel valued and elevated by the visit of their supervisors. 

“He calls us to work at the center there and when people see us together, they think we 
are doctors too.” —Community health worker 

However, payment to CHWs remains a factor that dampens motivation, according to them. During VAS 
campaigns, CHWs received a small stipend during distribution days. With the integration of VAS into the 
minimum package on interventions, these payments have disappeared and one-third (30%) of CHWs 
report not receiving any compensation. 

“When we were doing the campaigns, they paid us 2000 francs a day. For the campaigns 
they take many people. We do 4 days. Others stay in town and others go to the camp. 
There we win many children. But for the routine, it’s us CHWs and the nurse, there he 
doesn’t take people because it’s not paid, he doesn’t pay people like for the campaigns, 
so it’s us CHWs and then the nurse...” —Community health worker 

Domain 5 - Implementation Process 

This domain pertains to the process of implementing VAS including the planning, execution, and 
reflection and evaluation processes. 

Planning 

Activity planning: Stock management and training issues hamper district and health center 
operational plans for VAS. An annual action plan for inputs, tools, and training of actors is developed by 
the NNP at the national level. Based on this action, operational plans are developed by each district and 
health center. Over 80% of health posts reported that routine VAS was integrated into their annual 
action plan. Two-thirds (62%) have a mobilization strategy (Annex 2, Table 2). Although planning does 
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occur, activities are difficult to implement due to stock, monitoring, and training issues described above. 
These difficulties delayed the scale-up of routine activities planned for 2021. 

Setting targets: Varying target population estimates affect supply and coverage levels. Districts use 
disparate sources to determine their target population. At the beginning of each year, the NNP 
determines targets for the entire country based on information from the Directorate of Informatics and 
Sanitary Information. A target for each district and health center is then calculated based on the most 
recent national census. However, health centers often note discrepancies in estimated targets and 
observed target populations as reported by the census done by CHWs. Further, the vaccination program 
sometimes has a different target population than the target population for VAS. These inconsistencies in 
the target population led some health centers to update their target based on the most up-to-date 
information. Less than half (44%) of the centers use their own estimates to set targets, and 43% use 
targets set by the districts (Annex 2, Table 2). The different estimates used may under- or overestimate 
coverage and may lead to under- or overprovision of capsules. 

Capsule supply: Inadequate data capture on capsules and lack of recording and management tools 
contribute to stock-outs. Over 70% of health centers report experiencing capsule stock-outs. The supply 
chain to receive supplements at health posts is perceived as complex. Half (57%) of health posts order 
monthly, and most health posts report that capsule sourcing is integrated into the supply chain for other 
medicines the center purchases. Health units must fill out a monthly activity report on the number of 
children supplemented. The number of children supplemented that month is subtracted from the 
previous month’s stock, and this amount is supplied to the health post. Children are supplemented daily, 
however, and this information is not consistently recorded at the time of supplementation, especially 
during community outreach activities. A third (32%) of CHWs report not having forms to record 
supplementation outside of the health posts (Annex 2, Table 4). This challenge is well summarized by 
the following quote from a NNP staff member. 

“The complexity is that it is a routine nutrition activity, and it is an activity that needs to 
be done every day. And at the end of each month, we have to take stock of the routine 
data, according to the data that will emerge from this point that we will provide you 
with inputs. The most complex problem is the target population because each semester, 
the target population is already determined for a district, for a health center, for a 
dispensary or for a general hospital. This population must be reached every month. It is a 
bit complex even for the health centers, often they do not have their target population, 
and to reach them you have to be able to go and find them, because people do not come 
directly to the health center and this population can change. So it is according to those 
that you will have supplemented as children, it is according to that that you will be 
supplied with inputs.” —NNP stakeholder 

Management tools: Shortages of registers, tally sheets, and other management tools were also 
common. About half and one-third of health centers were lacking management tools or communication 
materials, respectively (Annex 2, Table 2). Management tools include registers, health cards, and tally 
sheets. 
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Execution 

Coverage: Overall, 73% of children were reached with VAS in the first semester of 2021 in the study 
districts. About half (49%) of children supplemented were girls. Results did not vary in urban vs. rural 
areas (Annex 2, Table 1). 

Delivery platforms: Few (20%) health centers report conducting mobile strategies to the remote 
populations (>15 km away) and most of routine VAS is delivered through fixed (96.8%) and advanced 
(88.4%) strategies. As a result, communities that are far from the health center have limited access to 
VAS or other preventive health services offered during outreach visits and may be considered missed. 
Among children who receive VAS, 65% do so at home (Annex 2, Table 3). Intensification strategies 
account for the majority of VAS coverage. Analysis of available administrative coverage showed that in 
2020, coverage through the routine system was 15% and increased to 41% after intensification (Annex 
2, Figure 1) . 

Supervision: Supervision is conducted regularly, and is generally perceived as constructive and 
supportive by health staff. VAS has been integrated into supervision tools for CHWs (73%). Most 
community health workers are supervised at least monthly (99%) and report feeling more motivated to 
do their work after supervisor feedback (94%). HCWs are supervised once a trimester and also report 
receiving constructive feedback (84%), although less commonly than CHWs (Annex 2, Table 3). 

“When the supervisor often encourages us with constructive feedback it is very 
motivating. even if we have difficulties on a daily basis to carry out the activities of 
vitamin A supplementation and deworming.” —Community health worker in Andokro 
Prikro 

Reflection and evaluation: Monitoring tool availability, data quality, and target settings remain a 
significant issue for routine VAS, as reported in Annex 2, Table 4. Coverage is to be reported monthly in 
the DHIS2, but submissions are irregular and data quality is a recognized issue. Monitoring tool 
availability is irregular, leading to poor reporting. Just under one in five (19%) of health centers report 
monthly review meetings with their staff to look at coverage data. Two-thirds report district-level audits 
or monthly review sessions with the head of the health center. Appropriation and use of data at the 
health center level, which is needed to guide corrective action to meet coverage, appears to be limited. 
A quarter (23%) of health center staff report not having access to monthly coverage figures (Annex 2, 
Table 4). 

“Also, data management [is an issue]. Follow-up of our targets to know that child X who 
received his dose of vitamin A today and who must receive his second dose in six months, 
how could we follow up this child, to tell the family that the child must receive the next 
day his second dose? We do not have the means to follow up the targets.” —NNP 
partner 
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Domain 6 – System Characteristics: External Funding Sources 

The funding source for VAS remains almost entirely external—90% of the funds come from partner 
organizations. The apparent decrease in funding from external funders in part motivated the transition 
to routine VAS. 

“For sustainability, if we transition to routine, the government should be able to mobilize 
because if tomorrow the partners’ resources are exhausted, it will not be for that reason 
that we should stop the routine.” —NNP stakeholder 

The fact that funds are largely externally sourced has an impact on what activities are prioritized and 
limits the NNP’s agency according to interviewees. Certain donor funds, for instance, are available for 
specific activities and not others. 

“We would have liked our expectations to be placed at the level of the state general 
budget, which would make us much stronger in our decisions because when your 
resources are placed at the level of the partners, you are a little dependent on them.” —
NNP stakeholder 

“What I think is that sometimes [the nutrition program] feel that their priorities are not 
being addressed enough. Often the program feels that these priorities are not taken into 
account by the donors. The donor, when it gives it money, also directs where it wants the 
money to go. So if [the donor] says that its money is for this or that activity, the 
campaign for example, and that the campaign is not really a priority for the national 
part, that it is more routine, they will have the impression that the donor does not take 
into account their priorities. Sometimes they feel that way, but there is also the fact that 
the donor sometimes supports based on the need expressed by the national side. A 
funder can’t come in if you haven’t expressed a need for this or that area that here is the 
money to do that. But maybe there’s something else they would like to do, but if the 
funder doesn’t support that kind of thing, they’re not going to support you. You’ll have to 
look for another type of donor for that.” —NNP partner 

“If you have a donor who says he can only support a campaign, for example, you will 
tend to want to carry out campaign activities because that is why you have the money 
for, but in any case the final decision belongs to the national party.” —NNP stakeholder 

For instance, advanced strategies that regularly bring a suite of health services to communities, 
including VAS, are underfunded and these activities are rarely organized. Without this element of the 
health system functioning, remote or hard-to-reach communities cannot be reached with routine VAS. 
Intensification activities are then organized at the end of the semester at the district level to offer catch-
up doses of just vitamin A and improve coverage. Advanced strategies offer the same community level 
supplementation as intensification activities do, except that they offer a suite of services not just VAS, 
are a part of the health system, and managed by the health post. However, if funds are earmarked for a 
specific program rather, the government has limited latitude to invest in activities that may strengthen 
the health system more generally. 
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Promising Practices 

Based on the above findings the National Nutrition Program, with support from Helen Keller 
International and partners, drafted a strategy document outlining corrective strategies to support 
routine delivery of VAS. It is currently being rolled out by the government of Côte d’Ivoire. Below we 
note the most promising practices: 

1. Set up, monitor, and evaluate a system for developing and monitoring monthly VAS targets 
at the most peripheral unit. To improve supply forecasting, outreach activities, and 
appropriation of coverage data, HCWs and CHWs should know what their target is for each 
month and be able to implement corrective strategies when coverage is not being attained 
before the end of the semester. This self-monitoring approach has been successful in Senegal, 
one of the few African countries to have transitioned fully to routine VAS. The use of visual 
tools to track coverage relative to the objective each month, and the funding of health center 
coordination meetings to review these data regularly, can contribute to better planning and 
reach. 

2. Improve intersectoral coordination for communication and coverage. To increase VAS 
awareness and reach, other platforms operated by other ministries targeting children 6-59 
months in the districts should be leveraged. Partners from non-health related platforms should 
be included in district coordination meetings to increase awareness for VAS and present 
opportunities to supplement children, especially older and harder-to-reach children. The 
Ministry of National Education and Literacy, the Ministry of Women, Families and Children, 
and the Ministry of Employment and Social Protection all have programs targeting children 
under 5, and prefectural and administrative authorities and community leaders can strengthen 
the participation and support of communities and beneficiaries in Helen Keller International’s 
activities. This will require high-level support within ministries and at the prefectural level, 
which coordinates the implementation of activities in districts. 

Lessons Learned 

1. Transitions require planning and support. For VAS, investment in multisectoral coordination is 
needed to identify platforms and communication streams. The integration of a service into the 
routine health system requires multisectoral support and sensitization in addition to policy. Our 
study showed inconsistent availability of materials for routine VAS and low awareness of the 
routine VAS strategy among communities five years after the initial policy was drafted. This 
underlines the need to make pre-transition investments in logistics, planning, and leadership. 
Currently, coordination to garner support from ministries that target the same age group in 
order to successfully sensitize populations is lacking. While policy may be drafted by a program 
responsible and communicated to peripheral health staff, the involvement of community actors 
from other branches of the ministry who interact with people in communities daily, additional 
training, and logistical support are needed. This finding is consistent with research on the 
transition of services from donor funding more broadly, which finds that pre-transition 
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investments in planning and technical and logistical capacity are key drivers of successful 
transition [7]. 

2. Hard-to-reach areas may need different support. First, strengthen existing health system 
mechanisms to reach hard-to-reach, missed populations. Then, consider additional strategies 
for VAS. Children who live beyond 15 km from the health are being left behind due to 
infrequent organization of outreach strategies (mobile strategies). Lessons from immunization 
programs show that a focus on coverage, while important, may miss a critical at-risk group: 
zero-dose children, or children who are consistently left behind or missed by immunization 
coverage often due to remote or difficult access [8]. This is an issue of program equity [9] and 
gender equity—as results showed that girls are less likely to be supplemented outside of the 
house in rural areas. The impact on those who are left behind without mobile outreach 
strategies does not just concern VAS, but the minimum package of nutrition activities for 
children under 5 to ensure optimal growth. The mobile strategy is a cornerstone health system 
platform developed by the Ministry of Health to reach children with all of the minimum health 
services needed for growth. Intensifications are an approach developed to reach children with 
VAS, specifically, during the transition from campaign to routine VAS. Both may be appropriate, 
but research is needed to assess the cost-effectiveness of investing in these approaches and 
their impact on access to different child health services. Strengthening the existing health 
system should be a central consideration in transitioning services to the health system. Without 
specific attention to this, the siloed nature of global donor funds risks fragmenting health 
system approaches in countries and compromising sustainability [10]. 

3. Capsule stock-outs are rooted in multiple issues: poor knowledge of the target population, 
limited tool availability, and a lack of consistent monitoring and use of monthly coverage 
figures in health centers. Accurate population estimates for the target age groups is an issue 
not only for VAS but for other programs that target child health. Censuses are expensive to 
conduct, and as a result, are seldom updated. However, population estimates based on the 
most recent census often over- or underestimate the population and contribute to stock issues 
that halt the momentum for VAS activities. The feasibility of using technology solutions, such as 
GIS population mapping or others used in polio vaccination programs and malaria bed net 
programs to offer more accurate target populations, should be investigated further. Funding 
limitations contribute to insufficient tool availability in the field and limited staff training, which 
result in poor recording of supplementation and contribute to stock-outs. Basic health system 
planning needs are not met. Without a functioning health system, there is no architecture to 
transition campaign services to routine delivery. Activities should seek to strengthen the 
implementation of the health system as envisioned by the health structure responsible for this 
nationally, as outlined in the promising practices section. 
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Implications for Policy, Practice, and Future Research 

Several corrective actions have been identified throughout the routine VAS delivery mechanism and an 
action plan is currently being developed. Main strategies include support for target planning, training on 
data entry and use, and communication campaigns and coordination. Support for the implementation of 
mobile and advanced strategies is included in the corrective actions guide but was not funded in the 
context of this research study. However, the government and its partners have since adopted the 
strategies identified in this study in all districts implementing routine VAS. 

This study has outlined the processes and status of the transition to routine VAS in Côte d’Ivoire, a 
country in the middle stages of the transition to routine delivery of VAS. A health systems framework 
was applied to identify, assess, and document processes central to the transition of a campaign service 
into the routine health system. Despite widespread plans to transition toward routine VAS delivery in 
sub-Saharan Africa, few studies have documented the transition process, bottlenecks, and possible 
solutions. There is evidence from other disciplines studied in a scoping literature review, however; these 
findings show that transitions from donor-funded projects benefit from advance planning and support, 
and poorly managed transitions can put populations at risk of poor health outcomes and erode progress 
[7]. The transition to routine VAS requires advance planning for (1) delivery platforms that reach 
children 6–59 months of age and multisectoral coordination, (2) supply chain management for capsules 
and management tools, (3) reaching hard-to-reach areas, (4) staff training on procedures and data 
management, and (5) community sensitization. This study contributes to the literature by documenting 
transition activities and may be useful for actors involved in supporting government transitions toward 
integration of campaign services into the routine health system. 

Future research should seek to determine the impact of specific strategies on routine coverage. 
Intensification, which resembles campaign activities, remains a cornerstone of routine VAS delivery in 
Côte d’Ivoire. Combinations of delivery modalities should be explored and costed to optimize coverage 
and equity. Specifically, future research should assess the cost-effectiveness of three strategies currently 
in use, and across settings: (1) routine activities, with support to improve implementation and coverage, 
(2) routine plus intensification, and (3) campaigns. 
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Supplementary Materials 

Annex 1. Methods Supplement  

Sampling 

Quantitative. The surveys employed a cluster randomized design and probability proportional to 
population size sampling methodology to generate a representative sample of households with children 
6 - 59 mo of age in 28 of the 41 districts who were implementing routine VAS in 2019 (2015 WHO 
methodology). The 28 districts were divided into two strata: an intervention group (n=14) which was to 
receive future intervention, and a control group (n=14) which would receive no intervention. A sample 
size of 1703 was calculated assuming representativity of 2 strata, a 5% precision, an ICC of 0.167, a 
design effect of 2.5, 90% non-response and 80% expected VAS coverage. All households with caregivers 
6 - 59 mo of age residing in one of the selected districts were eligible to participate in the study. 
Additionally, all community health workers and two health center workers residing in the selected 
enumeration areas were included in the survey. Health center workers include nurses, midwives, and 
doctors. These staff are responsible for routine VAS distribution at health center and community levels.  

Qualitative. A total of 52 qualitative interviews were planned. At community level, this included semi 
structured interviews with 16 caregivers of children segmented by child age (6-11 mo of age and 12-59 
mo of age) and supplementation status, 6 in community leaders, 2 health center agents, 6 community 
health workers. Six focus groups were organized with fathers and mothers of children 6 - 59 mo, 
respectively, and community health workers. For logistical ease, one to two communities selected for 
the quantitative survey were randomly selected to conduct the qualitative interviews. Community 
leaders and health workers were approached to identify respondents. At the district-level interviews 
were conducted with 2 district focal points from the Ministry of Education and Social Protection, 2 
district focal points from the ministry of women, family, and child health, 6 members of health district 
management teams, and 2 prefects. At regional-level interviews were conducted with 4 members of the 
regional health management teams. At central level, 4 financial and technical partners and 1 member of 
the NNP were interviewed.  
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Annex 2. Supplementary Tables  

Table 1. Characteristics of the sample 

Characteristics  
Number of households  1560 
Number of strata 2 
Number of districts 28 
Caregiver relationship to child 

Mother 
Father 
Other  

 
74% 
14% 
12% 

Caregiver education  
None 
Primary  
Secondary or more 

 
55% 
26% 
18% 

Location 
Rural 
Urban 

 
27% 
73% 

Age of the child  
6-11 
12-23 
14-59 

12 
22 
66 

Sex of child 
Girls 
Boys  

 
49% 
51% 
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Table 2: Planning of routine VAS in urban and rural areas 

 Urban Rural Total 
PLANNING     

% of health centers who have VAS integrated into annual 
workplan 

93 82 83 

Health center target population source :  
Health center estimate  
District estimate  
National Institute of Statistics Estimate  
Other  

 
45 
45 
0 

10 

 
42 
41 
7 

10 

 
44 
43 
4 

10 

TRAINING    

% of HCWs who know the guidelines  -- -- 91 

% of HCWs who have the guidelines on hand -- -- 77 
% of HCWs trained on VAS management tools -- -- 31 

CAPSULE MANAGEMENT    

% health centers that experience stock outs of any materials 
for VAS 

71 71 71 

% health centers who experience stock outs of: 
Communication materials 
Vitamin A capsules 
Management tools (registers, health cards) 
Other 

 
32 
87 
55 
7 

 
31 
89 
50 
8 

 
31 
88 
52 
8 

% CHWs that experience stock outs of any materials for VAS 71 74 81 

% CHWs who experience stock outs of: 
Communication materials 
Vitamin A capsules 
Management tools (registers, health cards) 
Other 

 
96 
27 
41 
9 

 
82 
23 
27 
14 

 
86 
24 
32 
12 

% of centers with reserve stock?  70 57 60 

# of days of reserve stock 18 21 19 

COMMUNITY SENSITIZATION    

% of health centers who have a VAS mobilization strategy 
integrated into your general mobilization plan? 

86 57 62 

% of health centers with communication materials  48 26 35 

% of CHWs with communication materials     

% of HCW with a way to remind mothers of doses  46 52 50 

% of HCWs with a register to follow doses administered?   91 78 84 
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Table 3: Implementation of routine VAS in urban and rural areas 

 Urban Rural All 
% of health centers who implement: 

Fixed strategies 
Advances strategies  
Mobile strategies  

 
98 
91 
25 

 
96 
86 
28 

 
96 
88 
26 

Frequency of fixed strategies 
Daily  
Less than daily  

 
72 
28 

 
59 
41 

 
60  
40 

Frequency of mobile strategies  
More than once per mo 
Monthly 
Less than monthly 

 
36 
36 
29 

 
27 
55 
18 

 
32 
44 
24 

Frequency of advanced strategies 
More than once per mo 
Monthly 
Less than monthly 

 
50 
30 
20 

 
36 
30 
34 

 
43 
30 
27 

SUPERVISION 
% CHWs who receive constructive feedback 
% CHWs feel motivated after feedback  
% HCWs who have integrated VAS into 

supervisory tools for CHWs? 
% HCWs who receive constructive feedback 
% HCWs feel motivated after feedback  

 
100 
95 
82 

 
87 
75 

 
93 
96 
73 

 
77 
87 

 
94 
95 
73 

 
81 
80 

Frequency of supervision to CHWs: 
More than 1 per mo 
Monthly  
Less 

 
34 
55 
11 

 
34 
62 
4 

 
34 
60 
6 

% of CHWs who receive any compensation  75 67 70 
% CHWs who receive monetary compensation 59 47 53 
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Table 4: Data and reporting related to routine VAS in urban and rural areas 

 Urban Rural All 
% of CHWs who have all the monitoring tools needed  71 74 73 
% of HCWs who have all the monitoring tools needed  48 51 48 
% HCWs who have access to monthly coverage figures  75 78 77 

 

 

 

 

Figure 1: Coverage before and after intensification campaigns using available administrative data 
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Annex 3. Immunization Coverage Monitoring Tool  
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