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Background: South Sudan has rolled out a neglected tropical disease programme, which envisaged deworm-
ing campaigns in states endemic for soil transmitted helminth infections and schistosomiasis.

Methods: In 2016, two deworming campaigns targeting school-age children were performed in Central
Equatoria. Distribution sites were set up in primary schools, Boma Health Initiative headquarters, health cen-
tres and markets. Training, radio adverts and community meetings were performed before the campaigns.

Results and Conclusions: Central Equatoria implemented the first helminth infections and schistosomiasis
treatment campaign, achieving a satisfactory programme coverage (>90%). Setting up drug distribution sites
and engaging the Boma Health Initiative are recommended approaches for future campaigns.
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Introduction

South Sudan established a national neglected tropical disease
(NTD) programme in 2008." Disease mapping® carried out
across Central Equatoria showed the state to be endemic for
schistosomiasis (SCH) and soil-transmitted helminths infections
(STH). Based on these epidemiological data (Table 1), routine
deworming campaigns were to be rolled out targeting school-
age children and, in some counties, adults as well. To the best
of our knowledge, deworming treatments using albendazole
(ALB) were performed during vaccination campaigns, targeting
children under 5 years; school-age children and/or adults did
not receive any treatment for STH. For SCH, only occasional
treatments were delivered in primary schools in Juba in 2010.

In 2016, based on the National Master Plan objectives,
Malaria Consortium, a UK-based non-governmental organisa-
tion, and the Ministry of Health (MoH) rolled out the first distri-
bution of ALB and praziquantel (PZQ) in Central Equatoria,
targeting school-age children. This paper briefly summarises the
results from the deworming campaigns and provides sugges-
tions for future campaigns.

Materials and methods

South Sudan is divided into states, counties and payams (see
Supplementary Figure 1). Payams are made up of bomas—a group
of villages, considered the smallest administrative division (with an
average area of roughly ~22 km?). The number of villages per
boma varies greatly due to internal migration (especially during pol-
itical instability) and the list is routinely updated at the payam level.
Two mass administrations campaigns (MDAs) were orga-
nised: one targeting Kajo Keji, Yei and Lainya counties, and the
second one targeting Terekeka county and 10 out of the 16
payams of Juba. Morobo county and the other six payams in
Juba were not targeted for security reasons. Although for some
counties epidemiological data suggested ALB treatment was
needed for both school-age children and adults, the national
NTD Master Plan envisaged deworming treatment of school-age
children as a priority; hence, only this group was targeted.
Based on the experience of other countries,® the setting up
of drug distribution sites was adopted as the most appropriate
strategy for this campaign. Drug distribution points set up by
health staff, community drug distributors (CDDs) and teachers
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were located in primary schools, and health centres; other
sites well known to the population such as markets, were also
used as distribution points. As there were not sufficient pri-
mary health care structures and primary schools, there was
the risk of not being able to reach the whole targeted popula-
tion in each boma. The recent development of the Boma
Health Initiative (BHI),* a community health structure
launched by the MoH, provided the opportunity to use also
BHI headquarters as sites for drug distribution, increasing the
total number of drug distribution sites in each boma.

Primary school teachers and CDDs were selected for the MDA
training by the MoH and the BHI representatives. The BHI repre-
sentatives also helped with the selection of CDDs in the commu-
nity that were able to read and write. A cascade training was
organised, with one training of trainers (ToTs) followed by con-
comitant trainings delivered in several locations for staff respon-
sible for drug distribution. Training material included information
about a) life cycle of worm infections, b) signs and symptoms of
these infections, c) disease prevention measures, d) importance
of deworming campaigns, e) guidance on how to provide and
record treatment, f) details on how to monitor for side effects
and record them, and g) how to answer to community questions.
The ToTs training also included recommendations on how to train
drug distributors on MDAs and the role of MDA supervisors.

A month before distribution, local radio stations promoted the
campaign every day, and several times a day, clarifying a) the tar-
get population, b) the location of distribution sites, c) the import-
ance of attending MDA, d) the importance of eating before
treatment, and e) any likely side effects. Commmunity awareness
meetings were organised in each payam, to which representatives
of the BHI and local community groups were invited. At these
meetings, messages already delivered via radio were repeated.

Results and Discussion

Each drug distribution was run over five days. During the cam-
paigns, supervisors from the MoH and Malaria Consortium visited
distribution sites to ensure that drugs were sufficient, treatment
forms were filled in correctly and side effects were recorded.
After the first two days, where attendance was decreasing at
certain sites, distribution teams were advised by the supervisors
to move to another site within the boma to cover different areas
(e.g., another market). During the second campaign, some pri-
mary schools closed due to exams and teams were advised to
add house-to-house distribution, if needed.

Tables 1 and 2 summarise the deworming campaigns, outlin-
ing the estimated population of school-age children (based on
Education Management Information System population data
[EMIS]),> number of treatments at sites and in primary schools,
programme coverage, and side effects. Based on population
data of children enrolled in primary schools (45.9%), and estima-
tion of children not enrolled (54.1%), the use of distribution
points in schools and in BHI headquarters, health centres and
markets did succeed in reaching almost all targeted children,
including those out of school, highlighting the effectiveness of
this distribution approach. The programme coverage was 91%
during the first MDA and 133% during the second one. The high
programme coverage obtained, especially in Juba, may be

Table 1. Summary of disease prevalence, estimated population of school-age children, targeted bomas and trained drug distributors

Number of trained

Number of bomas

Estimated total
population of
school-age
children

Estimated population of

Actual population of
school-age children
enrolled in primary

Schistosomiasis
prevalence (%)

Soil-transmitted

helminth

County

(as per administrative  drug distributors

system used until

school-age children not

(teachers and

CDDs)

enrolled in primary schools
(54.1% of total school age

children)®

infection

2016)

schools (45.9% of total
school age children)®

prevalence (%)

264
132
251
647
536
236
772

31

64 298
24 447
92392
181137

34785
13226
49984
97995
72893
32651
105 544

29513
11221
42 408
83142
61 845
27702
89 547

20.56
16.90
34.03

31.40
67.75

Kajo Keji
Lainya

Yei

15

53.05

68
93

Total

134738

21.62
29.62

39.52

Juba (10 payams)

Terekeka
Total

60353
195091

16.73

145

@ Registration data collected by the Education Management Information System (EMIS) in year 2015; population of school age children includes children between the age of

5 and 14 years
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explained by the current political situation, in which population
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