
Internal Meeting will begin shortly ς la réunion va bientôt commencer - A reunião começará em breve



Internal

Coffee Break

Pause café

We will return shortly!

A tout de suite!

For technical difficulties / Pour les problèmes techniques: please use the Zoom Chat and/or email info@tiseh.com

Lunch  Break

Pause déjeuner

We will return shortly!

A tout de suite!

Panel discussion 

Integration of health 

services: When and 

how does it work 

best? Opportunities, 

pathways and 

practical limits for 

malaria prevention 

campaigns
For technical difficulties: Please use Zoom chat or contact the supplier at info@plbe.info



Integration of Health Service Delivery
ÅWHO Framework on Integrated People-Centred Health Services (IPCHS) calls for shifting health 

systems from disease-specific, fragmented care to holistic, coordinated delivery across the life 
course. It prioritizes primary care, aiming to improve quality, access, and efficiency, thereby driving 
progress toward Universal Health Coverage.

Å Five core components/ strategies for implementation:

Å Engaging and empowering people and communities: Involving individuals in their own care and 
decision-making processes.

Å Strengthening governance and accountability: Ensuring policy frameworks support integration and 
holding systems accountable for results.

Å Reorienting the model of care: Shifting focus from merely treating illnesses in hospitals to 
preventative, promotive, and comprehensive care (including mental health and NCDs) closer to the 
community.

Å Coordinating services: Aligning care across different providers, levels of care, and sectors (e.g., 
integrating HIV/TB with primary care).

Å Creating an enabling environment: Reforming health systems management, financing, workforce 
training, and information systems (like Electronic Medical Records) to support, rather than hinder, 
integration.

https://www.google.com/url?sa=i&source=web&rct=j&url=https://www.who.int/health-topics/integrated-people-centered-care&ved=2ahUKEwjeuf26kvSSAxVJ2gIHHfwNB_4Qy_kOegQIARAB&opi=89978449&cd&psig=AOvVaw1oi5FpBX4GHS9mrvY5nA7Q&ust=1772091782643000
https://www.google.com/url?sa=i&source=web&rct=j&url=https://www.who.int/health-topics/integrated-people-centered-care&ved=2ahUKEwjeuf26kvSSAxVJ2gIHHfwNB_4Qy_kOegQIARAB&opi=89978449&cd&psig=AOvVaw1oi5FpBX4GHS9mrvY5nA7Q&ust=1772091782643000
https://www.google.com/url?sa=i&source=web&rct=j&url=https://www.who.int/health-topics/integrated-people-centered-care&ved=2ahUKEwjeuf26kvSSAxVJ2gIHHfwNB_4Qy_kOegQIARAB&opi=89978449&cd&psig=AOvVaw1oi5FpBX4GHS9mrvY5nA7Q&ust=1772091782643000
https://www.google.com/url?sa=i&source=web&rct=j&url=https://www.who.int/health-topics/integrated-people-centered-care&ved=2ahUKEwjeuf26kvSSAxVJ2gIHHfwNB_4Qy_kOegQIARAB&opi=89978449&cd&psig=AOvVaw1oi5FpBX4GHS9mrvY5nA7Q&ust=1772091782643000
https://www.google.com/url?sa=i&source=web&rct=j&url=https://www.who.int/health-topics/integrated-people-centered-care&ved=2ahUKEwjeuf26kvSSAxVJ2gIHHfwNB_4Qy_kOegQIARAB&opi=89978449&cd&psig=AOvVaw1oi5FpBX4GHS9mrvY5nA7Q&ust=1772091782643000


¦ƎŀƴŘŀΩǎ ŜȄǇŜǊƛŜƴŎŜ ǿƛǘƘ LƴǘŜƎǊŀǘƛƻƴ
ÅEngaging and empowering people and communities: Continuous

ÅStrengthening governance and accountability: Aligned policies NDP IV, MOH 
Strategic plan, Malaria Elimination Strategic Plan. Champions MOH Top Leadership

ÅReorienting the model of care: PS released a circular to all districts, Orientation 
meeting, Guidelines for integration, Roadmap for Health services and systems 
integration, Health Systems maturity Framework, Trainings at all levels National to 
District, Health Facility, Community. 

ÅCoordinating services: Integration Task Forces and Advisory Committees, District 
work plans, Health Facility Activity plans to bring actors together

ÅCreating an enabling environment: Reforming health systems management, 
Digitisation (Electronic Medical Records), workflow reorganization ς Laboratory,  
engagement of partners, realignment of financing- USG, GC8, Relationship building



²Ƙŀǘ Řƻ ǿŜ ƳŜŀƴ ōȅ άƛƴǘŜƎǊŀǘƛƻƴέΚ 

ñIntegration ò in health is 

approached in different ways, from 

collaboration or partial integration 

to co-delivery of interventions, 

where appropriate. 

Integrated health campaigns  do 

not  necessarily mean co-delivery 

of all the interventions - partial 

integration  can include 

governance, health workforce, 

monitoring, tools, guidelines, 

technologies etc.
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01
No Integration (Vertical)

Programs are completely 

independent, with 

separate planning, 

logistics, and delivery 

04
Co-delivery (High Level)

Two or more interventions are 

delivered simultaneously to 

the same person at the same 

time and place, resulting from 

the coordination of all key 

components 

02
Coordinated/Collaborative Planning (Low Level)
Programs share information, calendars, or 

communication strategies to avoid overlap, 

even if they deliver separately

03
Partial Integration (Mid Level)

Programs share specific operational or 

administrative components to improve efficiency 

without combined delivery at the service point 

(e.g., shared training, census information, 

microplanning data, social mobilization efforts).



Integration of Health Services: When and How Does It Work Best? 
Opportunities, Pathways, and Practical Limits for Malaria Prevention

ÅDefinition of integration : a spectrum of collaboration across health 
programmes to improve efficiency, reach, and impact, rather than a 
single delivery model. 

ÅIntegration has multiple levels , depending on country context, 
intervention type, and operational feasibility:

ÅCoordination (minimum standard) т shared calendars, 
aligned microplanning, information exchange, data sharing
 
ÅFunctional / partial integration т shared platforms (including 

digital) , workforce, logistics, supervision, or systems without 
full co-delivery

ÅCo-delivery  т delivering multiple interventions together in time 
and place where appropriate

ÅKey message: integration can add value even without co -delivery

ÅCoordination: minimum & achievable step across all country 
contexts.
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MODÈLE D'INTÉGRATION DE LA CAMPAGNE DE CHIMIOPREVENTION 
DU PALUDISME SAISONNIER AVEC LA DISTRIBUTION DE SEL DE 

REHYDRATATION PAR VOIE ORALE ET ZINC

DISTRICT SANITAIRE MOULKOU , MAYO KEBBI EST

Dr. Kodbessé Boulotigam

Coordonnateur Adjoint/PNLP

Réunion annuelle de l'Alliance SMC 2026
Kampalaï Uganda 

24 ï 27 février 2026

Dr. Hassane Moussa Mahamat

Point Focal CPS Tchad

Dr. Justine Nagorngar

Directrice Pays Malaria Consortium



PLAN

ÅSection 1: Vue globale des interventions de lutte 

contre le paludisme au TCHAD

ÅSection 2: Integration CPS/SRO-ZINC



Section 1: Vue globale des interventions de lutte contre 

le paludisme au TCHAD



Cadre dôintervention

11

Donnéesdu paludisme(PNLP, 2024) :

* 1ère causede consultation(47%), dôhospitalisations(34%) et de

mortalité(31%)

* 3 948682casdepaludismesuspectésenregistrés

* 3 725416casdepaludismetestés(94,35%)

* 2 556012casdepaludismeconfirmé(68,61%)

* 2 265100casdepaludismetraités(88,62% descasconfirmés)

* Personnesles plus touchées: enfantsde moins de cinq (5) ans

38,73%

Prévention

* 560411MILDA distribuéesenroutineparlesformationssanitaires

* 9 713 825 MILDA distribuéeslors de la CDM2023 (4 157 219

ménages),CDM2026encours

* 684 549 chambrespulvériséespour couvrir 1 190 466 personnes

danslesarrondissementsdeNôDjamena, soit63,76%

* ProportiondeFE ayantreçule TPI3 : 42%



Zone éligible CPS

12

Couverture CPS 2025
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RESULTAT GLOBAL DE LA CPS 2025
La couverture nationalede la CPS2025:

ÅCible2025micro planifiée: 1 325245soit 18,82%

ÅEnfantsdénombrés1 726264

ÅNombredesenfantsayantreçuaumoinstroiscycles: 1 627330soit 94,26%

ÅLa proportiondesenfantsqui onteudeseffetsindésirables: 0,13%

Ces chiffres représentent les données collectées auprès des 49 DS soutenus par le FM, 

Malaria Consortium, Unicef et MSF France.

ÅLa campagne est entièrement digitalisée dans 27 districts sanitaires sur les 49.



SMC CHAD 2026

TOTAL DS 

ÉLIGIBLES 
DSCOUVERTS GAP DS

141 85 56



Integration CPS/SRO-ZINC



ÅFardeau sanitaire élevé: maladiesdiarrhéiques,causemajeuredemorbidité

etdemortalitéchezlesenfantsdemoinsde5 ans(UNICEF,SMART 2024).

ÅUtilisation dôuneplateforme existante: couplageavecla CPS.

ÅPartenariat stratégique : Co-développépar PNLP & Clear Solutions&

MalariaConsortium.

ÅAccent sur lô®ducationsanitaire : distribution porte-à-porte par les ASC

avecun accentsur la sensibilisationdesparentsdesenfantsàlôutilisation

correctedu SRO-Zinc, renforçantainsi leur capacitéde prise en chargeà

domiciledecasdediarrhéesimple.

CONTEXTE ET JUSTIFICATION



ÅRéduire la morbidité et la mortalité infantiles liées aux maladiesdiarrhéiqueset au

paludismechezlesenfantsmoinsde5 ansdansle district sanitairedeMoulkou ;

Å Introduire un modèleintégré et efficient dedistributioncoupléedeCPSet SRO-Zinc ;

ÅRenforcer les capacitéscommunautaires à gérerles épisodesdiarrhéiquessimplesà

domicile;

ÅTester la faisabilité opérationnelle delôint®grationdu SRO-Zinc dansla campagne

CPS,enidentifiantlesdéfiset lesopportunitésdôam®lioration;

ÅGénérer des donnéesprobantes pour orienterune éventuelleextensionnationaledu

projet.

OBJECTIFS DU PROJET



ÅPhase1, cycle 1 (Test pilote, 21ï24 juillet 2025) : Mise en

îuvreà petiteéchelledansle CS de Moulkou urbainpour tester

la faisabilitédu modèleintégréCPS+ SROZ,identifier les défis

opérationnelset recueillir lesretoursdesASC et desgardiens/nes

dôenfants.

ÅPhase2, cycle 4 (extension,19-22 octobre 2025) : Déploiement

élargi dansleshuit autrescentresdesantédu district sanitairede

Moulkou.

ÅPhasede recherche: évaluationavantet aprèsle cycle 4 avec

intervention(Moulkou)et sansintervention(Guelendeng).

ETAPES DE MISE EN OEUVRE 



ÁTouslesenfantsâgésde0 à 59 mois (CPS

de3 à59mois).

ÁZonesdôintervention:

ÅCycle1 (MoulkouUrbain): 2 837

ÅCycle4 (8 autresCS): 10539

ÁTotal estimé: 13376

POPULATION CIBLE



ACTIVIT ÉS RÉALIS ÉES (1)

ÅRéunion préparatoirePNLP, DSP,

DS,MC

ÅDiscussions leaders

communautaires,ASC,RCS,DS

ÅFormation (Moulkou Urbain) des

ECD,RCS,ASC Suproxet crieurs

ÅSensibilisation (radio, mosquées,

églises)

ÅDistribution (2 SRO + 10 cp 

zinc/enfant)

ÅSupervision

ÅBriefing et debriefing

ÅRéunion de coordination

ÅCollecte de données

Avant cycle 1 Pendant cycle 1



ACTIVIT ÉES RÉALIS ÉES (2)

ÅRestitutionauniveauduDS

ÅEvaluationcycle1: DS,ASC,RCS,

Superviseurs.

ÅRéunionprogrammatiqueà Bongor

(PNLP, MC, DSR, DSC, DSP,DS,

CS)

ÅMise à jour des modules de

formation

ÅRépartitiondetachesentreASC

ÅEnquêtefin decycle(LQAS)

ÅRefresher training: ASC de 8 

CS, RCS, DS

ÅDistribution (1 co-pack/enfant) 

dans 8 CS

ÅSupervision +++

ÅBriefing et debriefing

Après cycle 1 Avant et pendant cycle 4



ACTIVIT ÉS RÉALIS ÉES (3)

ÅRestitution au niveau du DS

ÅValidation 

Après cycle 4



RÉSULTATS



CONNAISSANCE ET GESTION DE LA DIARRH ÉE AU 
NIVEAU COMMUNAUTAIRE

ÁPerception de la Diarrhée

La diarrhée: une maladiegravecomparableau paludismeet à la malnutrition, touchantparticulièrementles

enfantsdemoinsdecinqanssurtoutàcertainespériodesdel'année.

ÁConnaissance et utilisation du SRO-Zinc

Le SROestbienconnuetutilisédansla communauté,tandisquele zincestmoinsfamilier.

ÁOutils de sensibilisation 

Lesfichesd'instructions: claireset adaptéesauxpersonnesalphabétisées,dessupportsvisuelssontrecommandés

pourlespersonnesnon- alphabétisées.

ÁIntégration de SRO-Zinc à la CPS

L'intégration de la distribution de SRO-Zinc à la campagneCPS a été accueillie favorablementpar la

communautéet le personneldesanté.



RÉSULTATS_CYCLE 1

ÁCouverture et acceptation élevées: la couverture administrative était de 106 % desenfants,avecuneforte

acceptationdesSROetduZinc.

ÁSupervision et évaluation rapide: lessupervisionsont montréun respectdu protocole,et les communautés

ontappréciéderecevoirdestraitementscontrele paludismeet la diarrhéeenuneseulevisite

Age Population cible 

SRO-Zinc

Population cible 

CPS

Enfant ayant reçus 

SRO-Zinc (%)

Enfant ayant 

reçus CPS (%)

0-59 months 2 837 2 680 2 997 (106%) 2 894 (108%)



RÉSULTATS DONNÉES DU CYCLE 4 (SRO-Zinc)

Centres de santé

Cible
Nombre d'enfants ayant reçu de 

SRO-Zinc
Couverture

0-59 mois 0-11 mois 12-59 mois0-59 mois 0-59 mois

AL AFIA (PRIVE) 848 264 1000 1264 149.06%

BAHAWALIASSOU 1302 301 1122 1423 109.29%

GUIZANDJORO 1942 496 1629 2125 109.42%

KOUMAKAYAM 1011 233 758 991 98.02%

NGOURNAIDA 1615 376 1547 1923 119.07%

SARKAYE 1185 292 1149 1282 108.19%

SOUDIO 638 192 498 690 108.15%

TCHIKALI 1998 460 1821 2281 114.16%

MOULKOU DISTRICT 10 539 2 614 9 524 11 979 113.66%



RÉSULTATS DONNÉES DU CYCLE 4 (CPS)

Centres de santé

Cible Nombre d'enfants ayant reçu de CPS Couverture

3-59 

mois
3-11 mois 12-59 mois 0-59 mois 3-59 mois

AL AFIA (PRIVE) 801 228 1 000 1228 153%

BAHAWALIASSOU 1231 265 1 122 1387 113%

GUIZANDJORO 1834 399 1 631 2030 111%

KOUMAKAYAM 955 188 758 946 99%

NGOURNAIDA 1526 309 1 547 1856 122%

SARKAYE 1120 259 1 149 1408 126%

SOUDIO 602 126 498 624 104%

TCHIKALI 1887 426 1 821 2247 119%

MOULKOU DISTRICT 9 956 2 200 9 526 11 726 118%



RÉSULTATS ENQUÊTES MÉNAGE PAR LES ASC CYCLE 4

Centres de santé

Diarrhée dans les 4 

dernières semaines

Prévalence 

diarrhée
Traitement de la diarrhée

0-11 12-59 0-59 0-59 mois SRO Zinc ATB Autres Référence

AL AFIA (PRIVE) 9 19 28 2.22% 2 0 25 1 0

BAHAWALIASSOU 83 53 136 9.56% 0 0 47 52 0

GUIZANDJORO 40 54 94 4.42% 0 0 32 42 7

KOUMAKAYAM 5 5 10 1.01% 10 10 0 2 0

NGOURNAIDA 25 27 52 2.70% 0 0 10 25 0

SARKAYE 16 10 26 2.03% 0 0 16 10 0

SOUDIO 28 29 57 8.26% 0 0 3 13 0

TCHIKALI 34 40 74 3.24% 0 5 47 21 0

MOULKOU DISTRICT 240 237 477 3.98% 12 15 180 166 7



DIFFICULT ÉS/SOLUTIONS

Difficult és/défis Solutions 

Charge de travail très élevée des ASC 

(CPS+SRO-Zinc)
Fiche de répartition de tâches

Modules de formation plus théoriques
Modules de formation plus pratiques avec 

jeux de rôles

Durée de formation des ASC très courte
Formation en un jour pour le volet CPS et un 

jour pour SRO-Zinc

Poids des médicaments très élevé à 

transporter
Participation communautaire: disponibilité 

de vélos par la communauté aux ASC



LEÇONS APPRISES

ÁFaisabilité de lôint®gration: L'intégration du SRO-Zinc dans le CPS est faisableet bien acceptéepar les

communautés.

ÅForte relation de partenariat : PNLP, DSR, DSC, OMS, MC, DSP, district, centres de santé. 

ÅEngagement communautaire: participation communautaire, soutien par la disponibilité de velos pour les ASC.

ÅBriefing et debriefing: correction des manquements et solutions en temps reel.

ÅPerformance des equipes: supervision, coordination, planification

ÅFormation et outils: formation pratique, aides memoires, repartition de taches entre les ASC.

ÅRôle des ASCs: lesASCsjouentun rôle crucialdansla distributionet la sensibilisation,malgréunechargede

travailaccrueetdesdéfis.



PROCHAINES ÉTAPES

ÅPartage de résultat de la recherche sur la faisabilité-impact 

CPS/SRO-Zinc (mars 2026)

ÅPartage le rapport final du projet

ÅExtension du projet dans 26 districts sanitaires dans 2 

provinces (MKE et MKO)



COđTS GLOBAL DE LôINT£GRATION 

La phase pilote de la co-
administration CPS/SRO-Zinc 

est de57 878 USD 



Logo du 
pays

33
MERCI , AKPE, THANK YOU, OBRIGADO, GRACIAS, ϜϽЫІ



Utilisation du système des agents de 

santé communautaire pour la 

prestation de services intégrés

R®union annuelle de lôAlliance SMC et 

AMP Kampala, 24-27 février 2026



1. Introduction

2.Exp®rience du B®nin dans la mise en îuvre 

des campagnes digitalisées 

3.Structure de Politique Nationale de Santé 

Communautaire au Bénin

4.Performance dôun syst¯me int®gr® 

5.Défis

6.Conclusion 



Introduction (1/2) 

Situé en Afrique de lôOuest

o 114 763 km2

o 12 606 998 habitants en 2025

o 12 départements

o 77 communes

o 34 zones sanitaires

o 546 Arrondissements

o 5292 villages/quartiers de Villes

o 1911 formations sanitaires

Bénin  



Au Bénin, plusieurs programmes de lutte  contre les 

maladies end®miques ou prioritaires sôappuient sur des 

campagnes de masse  pour atteindre leurs objectifs.

Ԃ Recours à des acteurs communautaires

Ԃ Résultats divers: discordance couverture 

administrative et couverture issu du monitorage

.

MIILD CPS Onchocercosis 
(MDA)

Introduction (2/2) 

Programme de 

lutte contre le 

Paludisme 

Programme 

elargi de 

vaccination

Programme de 

nutrition

Programme 

de lutte 

contre les 

MTN



   

Les autorités sanitaires ne 

disposaient dôaucune vue 

en temps réel sur les 

activités des relais, limitant 

la supervision, la réactivité 

et la prise de décision en 

temps utile.

Les rapports passaient par 

plusieurs niveaux manuels 

avant dô°tre transmis

Incomplétude

Erreur

Les informations collectées 

sur papier étaient difficiles à 

agr®ger, rendant lôanalyse 

globale difficile.

Faible visibilité des 

activités terrain

Retards dans la 

transmission des 

rapports

Manque de données 

consolidées

Expérience du Bénin dans la mise en oeuvre des 
campagnes digitalisées (1/3)

Avant 2020 : 

Ԃ Collecte manuelle (outils papiers) des données des interventions communautaires 

Ԃ Cette approche avait plusieurs limites :

 

Paiement 

Difficultés de 

justification du travail 

réalisé par les acteurs

Paiement maladroit 



A partir de 2020.........

Campagne 

MILD 2020

CPS 2020 CPS 2021 CPS 2022 CPS 2023

Campagne 

MILD 2026
Campagne 

Oncho 2021

Campagne 

Oncho 2022

CPS 2024 CPS 2025

Campagne 

Oncho 2023

RedRose CommCare

Santé Communautaire 

(2023) 

Exp®rience du B®nin dans la mise en îuvre des 
campagnes digitalisées (2/3)



Quels étaient les nouveaux challenges à partir de 2020? 

Exp®rience du B®nin dans la mise en îuvre des 
campagnes digitalisées (3/3)

ÅIntégration des services de santé préventifs, promotionnels 

et curatifs 

ÅDisposition dôune plateforme numérique unique pour toutes 

les campagnes de santé

ÅRéduction de coût des campagnes

ÅAmélioration de la couverture administrative

Ces challenges ont conduit à la mise en place du Politique Nationale de santé 

communautaire (PNSC) en 2023



Structure de Politique Nationale de Santé Communautaire 

au Bénin (1/3)

La PNSC a mis en place deux types d'acteurs clés :

Á Les Relais Communautaires (RC) chargés de:

Á prévention, promotion de la santé, mise enîuvredu one health

Á mobilisation sociale, IEC/CCC en communauté

Á recensement des événements vitaux (naissances, décès) au sein de leur

communauté.

Á Mise enîuvredes activités de masse et campagnes

Á Les Agents de Santé Communautaire Qualifiés (ASCQ) :

Á Profil plus technique (agents de santé formés, infirmiers, sage femmes),

Á assurent le volet curatif et référence des cas

Á traitent les cas simples de paludisme , diarrhée et pneumonie chez les

enfants de moins de 5 ans via la Prise en Charge Intégrée des Maladies de

l'Enfant (PCIME).

Á Superviseur direct des RC



Structure de Politique Nationale de Santé Communautaire 

au Bénin (2/3)

ASCQ

RC
RC

RC

01 ASCQ pour 40 RC

Grappe 

(200 ménages 

environs) 



1

2

3

5

Connus par les communautés : Choisis dans 

les zones quôils desservent, ce qui facilite 

lôacceptation sociale et lôacc¯s aux m®nages.

Formés à lôutilisation d ôAlafiacomm  (conçu 

par Dimagi) : Ils ont été formés à la collecte 

numérique via Alaficaomm,.

Disponibles dans toutes les zones sanitaires : 

présents dans chaque zone sanitaire, assurant 

une couverture territoriale complète.

Structure de Politique Nationale de Santé Communautaire 

au Bénin (3/3)



Storyline 

Collecte 

manuelle

Besoin de 

digitaliser 

Politique 

Nationale de 

santé comm

Plateforme 

Unique:

Alafiacomm

CHALLENGES



5

Intégrer la santé communautaire et les campagnes dans un seul système 

présente de nombreux avantages, tant sur le plan opérationnel que stratégique.

1 2

5

4

Harmonisation des outils et 

des pratiques
Un seul système pour les RC, ASCQ 

facilite la standardisation des flux de 

travail, des formulaires et des indicateurs.

Optimisation des ressources 

humaines

Les RC formés pour le suivi des ménages 

sont aussi mobilisables pour les campagnes, 

ce qui évite de recruter/former à nouveau 

pour chaque campagne.

Réduction des coûts et 

meilleure durabilité

Un seul système = moins de maintenance, 

moins de serveurs, moins de formations 

multiples. La digitalisation devient plus 

durable financièrement.

Meilleure couverture réelle 

des cibles
Le RC est plus proche des ménages 

de sa grappe

3

ÞƩȠǁǺȠǮžǰƚƩҠơ҄ȽǰҠȨɛȨȵƸǮƩҠǎǰȵƪǂȠƪҠѤσѕτѥ



Quelques évidences pratiques  

Å Les RC sont formés une fois 

pour les paquets dôinterventions 

Å Pas besoins de les former à 

chaque campagne comme à 

lôancienne 

Å Réduction de coût de MEO

Formations Couverture de 

intervention 

Å Pas dô®vidence dans 

lôam®lioration des couvertures 

des interventions en termes 

dôaugmentation 

Å Assurance de couvrir tous les 

ménages avec RC

Å Satisfaction des ménages 

dôavoir les prestations de service 

à domicile

Å Plus de recensement en 

prélude aux campagnes 

MIILD, CPS, Oncho

Å Absence pour le moment  

dôanalyse formelle de 

comparaison de coût de 

MEO

Réduction de coûts 

ÞƩȠǁǺȠǮžǰƚƩҠơ҄ȽǰҠȨɛȨȵƸǮƩҠǎǰȵƪǂȠƪҠѤτѕτѥ



Défis

ÅBesoinscomplémentairesde RCet ASCQ(pléthoredans

certainesgrappes)

ÅLe développementde module complémentairepour

soutenirlescampagnes

ÅLetransfertdecompétence

ÅLarémunérationdesASCaprèsle retraitdelôUSAIDdans

certaineszones

ÅLôinterop®rabilit®avecleDHIS2



Conclusion

ÅStratégie integration des 

services avec les acteurs 

communautaires bonne dans 

sa conception

ÅIl rapproche les soins des 

ménages 

ÅGarantit une couverture 

optimale et réelle des 

interventions

ÅRéduit inélutablement les coûts 

de mise en oeuvre 
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Digitalization of ITN and SMC campaigns in 
Complex Operating Environments (COE) 

Global findings and five country case studies
Presented by Brenden Williams, Co-Chair, Humanitarian and At-Risk Populations (HARP) Working Group 

Led by inputs from national malaria programmes and partners in Burundi, Chad, Mali, Nigeria, Pakistan, 
Somalia, and South Sudan

Developed by Mary Kante, Founder, Eau Claire Consulting

Photo by Haradane Dicko for CRS



Examining the Use of Digital Technologies

to Facilitate ITN and SMC Campaigns in COEs

Context 

Å HARP Working Group (WG) mandate ï To improve the operational delivery, access to, and use of 

ITNs for internally displaced persons (IDPs) and refugees. 

Å CRSô Global Malaria Strategy, Priority Area 5 ï To position multisectoral approaches as a global best 

practice for reducing malaria, particularly in humanitarian and emergency contexts.

Å Recommendation of the HARP WG multi-sectoral roundtable meetings to address the challenges of 

malaria prevention in humanitarian relief settings ïto collect and share data for evidence-based 

decision-making and accountability. 

Objectives of the Review 

Å Identify and synthesize key trends, successes, and challenges for improving digital technology for 

monitoring COEs, ensuring the strategic allocation of resources, and enabling stakeholders to track 

progress and quantify the malaria needs of IDPs and refugees.



Methods 
Literature review  

Å Compiled key relevant findings from the literature review were compiled in MS Excel, including 

information from national malaria programmes (NMP) and key project partners, including AMP, CRS, 

and the United Nations Development Programme (UNDP). These included case studies, MS 

PowerPoint presentations from meetings and webinars, handbooks, and landscaping reports. 

Key informant interviews (KII)

Å Organized and conducted with 24 key informants, including NMP Coordinators, AMP ITN 

digitalization consultants, and partners including UNICEF, UNDP, Against Malaria Foundation (AMF), 

eGov Foundation, Malaria Consortium, and Clinton Health Access Initiative (CHAI).

Å Provided an overview of experiences with different digital technology solutions.

Å Represented a range of COEs at national and sub-national levels and a range of geographic regions 

and partners.

Case studies 

Å Five case studies developed to provide in-depth overviews of NMP-led exploration, design, 

implementation, and continuous improvement for digitalization across key components of ITN and 

SMC campaign distribution. 



Key Findings
Successes in the development and extension of digital technology for ITN and SMC campaigns 

Å Improved Data Quality and Decision-Making. NMPs are leading the use of real-time digital 

dashboards to identify and correct registration errors mid-campaign, ensuring accurate data-driven 

decisions that were previously impossible with paper reporting.

Å Enhanced Operational Efficiency and Campaign Equity. Digital mapping and tracking tools have 

significantly increased campaign coverage and equity, successfully reaching remote or difficult 

terrains in countries like Nigeria and Mali.

Å Cost-Effectiveness and Resource Optimization. Moving to digital platforms generates long-term 

savings by reducing logistical costsðsuch as a 90% reduction in printingðand preventing over-

procurement through more accurate population estimates.

Å Building Local Capacity and Collaboration. The transition to digital systems fosters national 

ownership by training local government staff to manage technical operations, reducing reliance on 

external support and improving the user experience for field volunteers.



Key Findings
Overcoming challenges in extending digital technology for ITN and SMC campaigns 

Å Human Resource and Capacity Gaps. To address digital literacy gaps and high staff turnover, 

programs are deploying specialized technical support groups from Ministries of Health to provide 

continuous, on-the-ground training for field teams.

Å Connectivity and Infrastructure. Persistent power and network barriers are being overcome through 

robust offline application functionality and the provision of solar-powered charging solutions for 

volunteers in remote areas.

Å Security and Privacy. In high-risk or conflict zones, teams mitigate security threats by employing local 

data collectors, using protective gear for devices, or pivoting to hybrid paper-based systems where 

mobile phone use poses a physical risk.

Å Data issues. To tackle challenges like duplicate registrations and naming inconsistencies, programs 

are initiating pilot phases to refine app functionality and streamline data cleaning processes before 

full-scale rollout.

Å Interoperability and Scalability. Countries are breaking down "data silos" by integrating campaign 

tools into national platforms like DHIS2, allowing household registries to be reused across different 

health interventions like immunizations and SMC.



Case Studies
Review of Technology to Facilitate ITN and SMC Campaigns  

Photo by Nanhassengar Emmanuel Nagorngar, PNLP Tchad



Case Studies

Country Case Study 

Burundi Tsinda Malariya ï Defeat Malaria

Burundiôs use of the DIGIT HCM platform to promote ITN access and campaign 

efficiency

Chad Use of Mobile Device Management, KoboCollect, DHIS2, and Power BI to mitigate 

flooding and security challenges during the 2023 ITN Campaign 

Mali Strengthening ITN and SMC campaigns in Mali through DHIS2, where security 

allows 

Pakistan Pakistanôs leadership in Designing and Implementing the Digitalization of ITN 

Campaign Microplanning with DHIS2

Somalia Somaliaôs Digital Transformation for Malaria Vector Control: Pioneering ITN 

Distribution and Innovative Use of DHIS2



Burundi: DIGIT HCM for ITN distribution ( Tsinda  Malariya )

Background and ITN Campaigns

Å Recent campaigns face complex challenges, including internal displacement from climate-related 

floods and an influx of over 40,000 refugees from the DRC in early 2025.

Digitalization of Campaigns

Å The 2025 "Tsinda Malariya" initiative uses the DIGIT HCM open-source platform to manage micro-

planning, household registration, ITN distribution and monitor supply chain.

Addressing Identified Challenges

Å Fuel shortages limiting electricity: Volunteers received power banks or linked to facilities with solar-

powered charging.

Å High staff turnover and digital literacy gaps: Census-trained officers were paired with 11,485 

community health workers for on-the-job capacity building.

Results and Achievements

Å During the 2025 pilot distribution coverage reached 97%.

Å Digitization effectively reduced the time required for household registration to just 8.5 days.

Lessons learned

Å Important to complement initial theoretical training with practical training, i.e., scanning barcodes on 

bales rather than paper 



Chad: Use of technology in mitigating flooding, security challenges  

Background and ITN Campaigns

Å Chad is Africa's fifth-largest country and hosts more than 1.2 million refugees and 300,000 internally 

displaced persons (IDPs) while facing significant climate vulnerability.

Digitalization of Campaigns

Å Transitioned in 2023 to a fully digital solution integrating three cloud-based platforms: KoboToolbox 

for household data, DHIS2 for analysis, and PowerBI for visualization.

Addressing Identified Challenges

Å Heavy rains and floods: To protect expensive hardware, staff were provided with specialized rain gear 

and carrying cases.

Results and Achievements

Å The transition demonstrated that a nationally led, digitalized campaign could be implemented within 

standard timelines even in highly complex regions.

Lessons Learned

Å Continuous improvement: Incorporated user feedback and applied lessons from a 2022 SMC pilot to 

reinforce the digital platform for operational realities.

Å Standardized Infrastructure: Moving to cloud-based systems (DHIS2/PowerBI) proved more effective 

than maintaining local physical servers in a fragile environment.



Mali: Strengthening ITN, SMC campaigns with DHIS2

Background and ITN Campaigns

Å 2023 campaign split into two phases due to security and logistical constraints.

Å Mali implements annual SMC during the rainy season.

Digitalization of Campaigns

Å Began as 10-district pilot for 2022 SMC campaign, with lessons applied to the 2023 ITN campaign.

ÅWill ensure interoperability with wider DHIS2 which Ministry of Health is adopting in 2025.

Addressing Identified Challenges

Å Security: In northern Mali, carrying digital devices in public is a security risk; digitalization is thus 

restricted to "office-based" supply chain management and supervision to protect staff.

Å Cultural Context: Digital tools helped identify multi-generational households (sharing one compound) 

that did not fit standard definitions, allowing ITN allocation adjustments.  

Results and Achievements

Å SMC: coverage increased from 60% in 2022 to 95% in 2024.

Å ITN: achieved a 99.26% distribution rate across 46 districts.

Lessons Learned

Å Device Quality: Procurement is a hurdle; over 20% of initial devices had operating system problems, 

highlighting the need for rigorous hardware testing before deployment.



Background and ITN Campaigns

Å Floods (2022) caused malaria cases to quadruple, particularly along border with Iran and Afghanistan.

Å Operating environments are highly complex due to violent extremism, tribal feuds, and a massive 

influx of refugees in border areas.

Digitization of Campaigns

Å DHIS2 used for microplanning, household registration, using coupons, and ITN distribution.

Addressing Identified Challenges

Å Security Concerns: In high-risk areas, the program uses Hit and Run strategies (rapid door-to-door 

distribution) and recruits personnel from local communities to build trust and ensure safety.

Results and Achievements

Å The 2024 ITN campaign achieved a coverage rate of 93%.

Lessons Learned

Å Integrated Surveillance: Leveraging Pakistanôs experience using DHIS2 for flood monitoring and 

malaria surveillance made the transition to ITN campaign modules faster and more cost-effective.

Å Due to these successes Pakistan intends to conduct cost-comparisons across all campaigns since 

2018 to further refine the economic efficiency of digital tools.

Pakistan: Leadership in designing and implementing the 
digitalization of ITN campaign microplanning with DHIS2



Background and ITN Campaigns

Å Somalia has several COE contexts due to fragility, natural disasters (droughts and El Niño flooding), 

and significant population displacement.

Digitalization of Campaigns

Å DHIS2 for household registration, geospatial tracking of distribution sites, and a "Last Mile Monitoring" 

app to track stock from procurement to district warehouses.

Addressing Identified Challenges

Å Security & Robbery: Field staff navigate risks of phone theft and interference from armed groups by 

engaging district commissions for security support.

Å Data Duplication: To address the lack of national ID systems and common naming conventions, 

technical teams use close ground-level coordination to eliminate duplicate registrations.

Results and Achievements

Å The digital system allows for spot checks via household phone numbers to confirm they received the 

correct number of ITNs.

Lessons Learned

Å Local Context Nuance: It is critical for technical developers (often based externally) to maintain 

dialogue with local teams to capture Somali-specific needs, such as the different categories of IDPs.

Somalia: Pioneering ITN Distribution and Innovative Use of DHIS2



Thank You
Digitalization of ITN and SMC campaigns in COEs

brenden.williams@crs.org
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SMC Annual Alliance 
Meeting - 2026



Contents

1) South Sudan Context 

2) Why SMC is Critical in Refugee & IDP Camps 

3) SMC performance in 2025 

4) The Opportunities to deliver cost effective 

SMC in South Sudan if Scaled up

5) Key Operational Challenges in South Sudan 

6) Lessons Learned from Implementation 



South Sudan Context

South Sudan gained independence in 2011 from 
Sudan  after a referendum ending two decades of 
civil war

High child mortality persists at 98.7 deaths per 
1,000 live births

Malaria is the leading cause of morbidity and 
mortality responsible for up to 49% of outpatient 
visits and 30% of inpatient admissions. 

Conflict, floods, and displacement have created 
overcrowded camps with limited access to health 
services, increasing malaria exposure for children.

SMC was Funded by GiveWell 



Context Cont.

ÅCrisis erupted in Sudan in 2023

ÅOver 2 million IDPs & refugees, plus large influxes of returnees 

from Sudan, strain the already fragile systems.

Å SMC is implemented in Wedweil Refugee settlement by Malaria 

Consortium (2023ς2025)



SMC in Refuge Community in South Sudan

SM
C

Seasonal Transmission 

Especially in Northern Bahr el Ghazal 
(NBeG) where peak transmission is 
(JuneςNovember)

Coverage Scope (Quality)

Å Administrative coverage
Å Household survey coverage
Å Data quality and program 

performance indicators as part of its 
multi-country SMC programme

Approach

Å Door to Door Delivery (5 cycles)
Å Use of Community Health & Refugee Volunteers 

(identified from the refugees) for ownership
Å Integration with Existing Humanitarian Services
Å Use of Community Platforms for Sensitization
Å Reference to UNHCR Data for planning
Å Multi Language Communication (Arabic, English)



Why SMC is Critical in Refugee & IDP Camps 

Ç Limited Access to Health & WASH: Overcrowded camps + fragile health systems = poor access 
to healthcare, clean water, sanitation, and protection services. SMC ensures reliable malaria 
prevention where services are weakest

Ç Severe Food Insecurity & Climate Shocks: Conflict, displacement, market collapse, and 
flooding destroy shelters and livelihoods, leaving families without food or safe water thus 
heightening malaria vulnerability

Ç High Insecurity: Armed clashes and restricted movement block humanitarian access, leaving 
displaced families without essential services or protection

Ç Humanitarian Crises Increase Malaria Burden: Over 2 million IDPs & refugees, plus large 
influxes from Sudan, strain already fragile systems. SMC is implemented in Wedweil Refugee 
settlement by Malaria Consortium (2023ς2025) 

Ç SMC Benefits: Reduces uncomplicated & severe malaria in children under 5, providing 
continuous protection during peak season (JuneςOctober/November)



SMC intervention in Wedweil Refugee Settlement  2023-2025
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Performance of SMC in 2025 campaign 
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End of round survey 2025



Quotes about SMC  

When I heard that South Sudan will not have an SMC
Campaign, I was shattered. This is because I had 

firsthand evidence of the positive effect of SMC  My 
medical expenditure on malaria reduced because my 

children were beneficiaries

Director General, Northern Bahr el  Ghazal   



Quotes cont. 

I believe these drugs are very useful When my child
completed the doses she didn t get sick anymore

which was a relief for me. I would never intentionally 
prevent my child from taking these drugs, especially 

since they are free and effective in keeping her 
healthy

Caregiver, Wedweil Refugee Settlement



ÇLimited Funding & No SMC Planned for 2026 - Funding gaps have halted 2026 SMC 
implementation, threatening continuity of protection for children in high-burden 
counties

ÇLimited Surveillance Capacity - Weak routine surveillance systems reduce accuracy of 
burden estimates and planning. Ongoing partner-supported initiatives (e.g., Optimizing 
Malaria Surveillance Project) aim to strengthen data quality and use

Ç Concerns on ASAQ & SP Resistance - Concerns over SP resistance and ASAQ use may 
affect continued SMC implementation. MoH and partners are working towards 
adaptation of multiple first line treatment and conducting studies to inform decisions.

ÇInsecurity & Restricted Access - Armed conflict, road insecurity, and large-scale 
displacement exacerbated by refugee influx from Sudan, limit access to communities, 
disrupt supply chains, and impede SMC delivery

SMC Challenges in South Sudan



ÇStrong Community Health Workforce - Existing Boma Health Workers & supervisors already 

experienced in door-to-ŘƻƻǊ {a/ ŘŜƭƛǾŜǊȅ ǎƛƴŎŜ нлнн Ҧ ǊŜŀŘȅΣ ƭƻǿ-cost workforce for rapid 

expansion

ÇHigh Feasibility & Community Acceptance - Strong acceptance in Aweil and refugee 

settings; trusted community workers make scale-up easy and cost-efficient

ÇOperational Capacity in Hard-to-Reach Areas - Teams have delivered SMC successfully in 

flood-prone, insecure, and remote areas τ achieving >100% coverage even under pressure

ÇRobust Partnerships with MoH & Health Agencies - Strong collaboration with MoH/NMCP, 

UNICEF, and humanitarian partners provides a supportive platform for wider expansion

ÇProven Scalability Beyond Pilot Sites - Evidence shows SMC is feasible, safe, and scalable - 

ready for expansion to additional states and refugee populations beyond Wedweil Camp.

The Opportunities to deliver cost effective SMC in South 
Sudan if Scaled up 

 



Lessons Learned from Implementation in camps  
ÇEntry into  camps through camp leadership ς Facilitates coordination and collaboration 

with existing partners and trust building

ÇUse of Community Health & Refugee Volunteers (identified from the refugees)- 
Fosters for ownership

ÇIntegration with Existing Humanitarian Services- Maximizes uptake 

ÇUse of Community Platforms Increases Reach - Market Days & Schools effectively 
engage wider groups especially male caregivers, and boost targeted SMC messaging

ÇPeer Learning Strengthens Quality - Knowledge sharing harmonizes approaches and 
improves consistency in service delivery

ÇOperational Flexibility is Essential - Adjusting micro-plans for flooding, insecurity, and 
shifting populations prevents missed children and maintains coverage



The Director Preventive Medicine (holding brown book) poses for a photo Boma Health Workers Wedweil 
Refugee Settlement during Cycle 4 of the SMC Campaign (Sept 2025)


