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GLOSSARY
CDPO- Child Development Program Officer
CM- Chief Minister
CNSY- Chacha Nehru Sehat Yojana
DHFW – Department of Health and Family Welfare
DI- District In-charge
DtWI- Deworm the World Initiative
ICDS – Integrated Child Development Scheme
IEC- Information Education Communication
IFA- Iron and Folic Acid
M&E – Monitoring and Evaluation
MCD- Municipal Corporation of Delhi
NCT- National Capital Territory
NDMC- New Delhi Municipal Corporation
SHS – School Health Scheme
STH- Soil Transmitted Helminths
WCD- Department of Women and Child Development
WHO – World Health Organization
WIFS- Weekly Iron and Folic Acid Supplementation
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SUMMARY
2.38 million school-age and preschool-age children across 2,417 government schools and 10,591
anganwadis were dewormed by teachers and anganwadi workers on 3rd and 5th October 2013 under the
aegis of the Chacha Nehru Sehat Yojana of Delhi State School Health Program.1 This achievement is an
outcome of the coordination and successful collaboration among the Department of Health and Family
Welfare, Department of Education, and Department of Women and Child Development of the Government
of National Capital Territory Delhi, offices of the Municipal Corporation of Delhi East, Municipal
Corporation of Delhi North, Municipal Corporation of Delhi South, the New Delhi Municipal Corporation,
the Cantonment Board of Delhi and technical assistance partner Deworm the World Initiative. The
Michael & Susan Dell Foundation provided funding support to DtWI for providing technical assistance to
the program. The program’s success translates into a continued sustainable deworming program to
reduce the prevalence and intensity of worm load infestation at schools and anganwadis, to benefit all
school-age as well as preschool-age children in the state of Delhi.

Key Achievements

11 Distrcits

•North West, North, North East, East, New Delhi, Central,
West, South West, South, South East, Shahdara

Institutions
covered

•2,417schools
•10,591anganwadis

Children
reached
Trainings
conducted

•1,704,361 Children in schools Dewormed
•678,156 Children in anganwadis Dewormed
•2,382,517 Total Children Dewormed
•State level : 650 participants from Department of
Education, MCD, NDMC and cantonment board, 350
participants from WCD

Note: The program targeted 3,032 schools and 10,500anganwadis. As on the cutoff date for report collection, 15 December
2013, data from 603 schools was pending. The above data is based on a dataset comprising 2,417 schools and 10,591
anganwadis.

1

The Directorate of Health Services representing the Government of NCT of Delhi started a school health scheme in 1979 to provide
comprehensive health care services to school-going children.
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1.

BACKGROUND

i.

The Rationale for School Based Deworming

In India, approximately 241 million2children are at risk of infection with intestinal worms, which can
cause malnutrition and anemia and stunt children’s physical and cognitive development. Rigorous studies
have shown that dewormed children have increased school attendance, better educational outcomes and
even earn higher wages as adults than similarly vulnerable children who are not regularly dewormed.
There is a simple solution: by providing a single dose of safe, effective medicine to each child once or
twice per year, worm infections can be treated and prevented. The existing and extensive infrastructure
of schools provides the most efficient way to reach the highest number of children, and teachers, with
support from the local health system, can administer treatment with minimal training.

2.

MASS DEWORMING PROGRAM FOR NCT DELHI

The goal of the government-led NCT Delhi school-based deworming program is to provide treatment to all
school-age and preschool-age children at risk for worm infections in government schools and anganwadis
across all 11 districts of the state.

i.

Program Background

The Government of Delhi, along with the DtWI, launched a schoolbased deworming program throughout the NCT on February 21st
2012 targeting 3.6 million preschool-age and school-age children
across government schools and anganwadis. The Delhi school-based
deworming program is jointly led by the Directorate of Health
Services, Directorate of Education, Directorate of Health & Family
Welfare, and Department of Women & Child Development.

“We have observed the
children have become more fit
and active after giving the
deworming drug.”Municipal
Corporation Primary School,

Dheerpur I
After the first round of deworming, Delhi’s Chief Minister announced
that deworming would be a regular part of the school health program
in the state. In early 2013, the Government of India launched a new
program, the Weekly Iron and Folic Acid Supplementation Program in schools and included deworming as
an integral component of the program strategy. The Delhi Government launched the WIFS program on
31st July 2013, with an agreement to follow up with a deworming round on 1st August 2013.

ii.

Round 2 (2013) mass deworming program

With the launch of the WIFS program, deworming efforts were integrated into all program components of
WIFS, including planning, training, drug supply and administration at schools. For example, the training
manual and communication plan for WIFS integrated deworming efforts with IFA supplementation.
Following the launch of the WIFS program few adverse events3were reported, which garnered extensive
media coverage. As a result, the Government of Delhi decided to postpone the deworming day to 14th
2

2012, World Health Organization, Soil- transmitted Helminthiases, Number of children (Pre SAC-SAC) requiring preventive
chemotherapy for soil transmitted helminthiases2012, Retrieved from http://apps.who.int/neglected_diseases/ntddata/sth/sth.html
3 Intake of IFA tablets can cause minor side effects which can easily be managed at school level and primary health care centers as per
the guidelines provided in the adverse event protocol.
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August 2013, to allow for stabilizing the program. As a result of the adverse events, the WIFS program
was put on hold and drug administration was stopped. The government decided to first roll out the IFA
supplementation phase wise (district-wise) and only then proceed for deworming . The program however
was further deferred and no new dates were announced. DtWI played a vital role in ensuring that
deworming was put back on priority by advocating with government officials and ministers to explain the
importance of deworming within the larger WIFS program. As a result of multiple meetings and visits, the
government finally agreed to hold the deworming round and the launch took place on 24th September
2013 and was presided by the Honorable Health Minister. The drug administration days were decided to
be observed on 3rd and 5th October 2013.
DtWI also played a crucial role in integrating the mass deworming efforts with the WIFS program which
has deworming as a key strategy. DtWI worked closely with SHS and DHFW in planning and implementing
the different activities under the WIFS program. For example there was a combined training manual and
training session prepared for both programs. The drug logistics were also planned in a way that the
albendazole and IFA tablets are supplied together to schools and anganwadis. DtWI also supported the
government in the development of a common data base for schools and anganwadis so that there is ease
in managing both the programs.

Figure 1: Dr A.K.Walia launching the deworming program by giving deworming drug to children

iii.

Program Resources

As in round 1, the major support for the program in round 2 held in October 2013 was provided by the
Government of Delhi. The largest inputs from the government was towards use of its infrastructure for
drug storage, drug re-packaging, providing for training sites and resources (per diem to participants,
venue and training materials like boards charts etc.) for district-level training, as well as the
4

administration of drugs on deworming and mop-up days. The primary in-kind contribution from the
government came in the form of human resource support from schools and anganwadis for trainings and
drug administration. Approximately 30,000 (assuming 10 teachers in every school on average) teachers,
3,032 headmasters and 10,500 anganwadi workers were involved in drug administration. On the
deworming day and mop-up day, the existing and tiered health infrastructure of the government,
including 41 health sub-centers4, 8 primary health centers 5and central control room numbers of
Directorate of Health Services, was kept on alert to deal with any adverse events.
The government officials were also involved in the monitoring of the program. Government circulars were
sent out to district officials to monitor the deworming program. About 11district education officers,
49Child Development Project Officers, 28 zonal officers, 12 school inspectors and 11District In-charges
are estimated to have made field visits.
The government, provided the venue for trainings at 11 district headquarters, and funded the training
through payment of travel and daily allowances to master trainers, and arrangement of refreshments for
participants. A total of 650 trainers (Inspectors/zonal officers and principals) from education and 390
trainers (Child Development Project Officers and anganwadis supervisors) from women and child
development department were trained at these district-level trainings.
The government also supported the program by procuring deworming syrups for preschool-age children
and for class 1 and 2 of school-age children through Directorate of Health Services. For procuring 1.7
million syrup bottles, around INR 5.5 million (or around 92000 USD @ INR 60 = 1 USD) was spent. The
government’s commitment can be gauged from the fact that procurement of deworming syrups under
WIFS program was included in the National Health Mission’s Program Implementation Plan.
The Michael & Susan Dell Foundation, an international philanthropic organization, funded the technical
support activities of DtWI. The program also benefitted from the generous pharmaceutical donations
through WHO-coordinated global drug donation program, which provided 3.6 million deworming tablets
for school-age children.

iv.

Operational Plan

The program was rolled out in the entire state of Delhi, comprising of 11 districts: North, North East,
Central, New Delhi, North West, West, East, South East, South West, South and Shahdara with concurrent
administrative structures of Department of Education, MCD East, MCD North, MCD South, NDMC and the
Cantonment Board. SHS was responsible for implementing the program in schools and the DHFW was
responsible for implementing it in anganwadis and to out of school adolescent girls in the slum
community, as these girls are already registered with them for several other programs. For timely and
effective implementation and monitoring of the program, a multi-sectoral state deworming coordination
committee was set up with a representative from each of the stakeholder groups. This group met monthly
to take all critical decisions regarding the program and receive updates on program implementation.
4

Health sub-center- as per NRHM: “The unit closest to the community is the sub center. It is staffed by an Auxiliary Nurse
Midwife, covers a population of 5000 (about 3-5 villages) and offers a mix of center based and field outreach. The sub
center is expected to provide services for a range of primary health care interventions, but is substantially focused on
maternal and child health.” Retrieved from http://nrhm.gov.in/nhm/nrhm/guidelines/nrhm-guidelines/intersectoralconvergence-between-dwcd-and-dhfw-dohfw.html
5
Primary Health center: as per IPHS: a PHC is developed at the community development block to provide comprehensive
health care facility to a rural population of 30000 people. Retrieved from: http://tripuranrhm.gov.in/Guidlines/24-07c.pdf
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v.

Treatment Regimen

To determine an appropriate drug dosage for deworming treatment, a technical committee comprising of
representatives from DHS, DHFW, DOE, pediatricians from recognized institutions (who are part of other
technical committees relating to child health issues), technical assistance partners namely Global Health
Services and DtWI, was convened by the School Health Scheme where findings from round 1 data was
shared. A key discussion from round one was the administration of drug to younger children in the preschool age for whom chewing a tablet was seen as a difficulty. Hence keeping in mind the scale of the
program, with an objective of making it a safe public health initiative the committee decided that
deworming would be implemented across all districts following the World Health Organization (WHO)
sanction in administering albedazole 400 mg tablets and the GOI guidelines under the WIFS program for
administering the syrup vial. They also decided to opt for Albendazole200mg dose suspension for 2-6
year children as it is a single dose for this age group which leads to lesser error in administration, while
Albendazole 400mg tablets for older children.

Figure2: Albendazole 400 mg tablets (left), Albendazole200 mg 10ml suspension (right)

vi.

Drug Coordination and Storage

Drug requirement for deworming round 2, was assessed from enrollment data at schools and anganwadis
across the state, factoring in a 10% buffer to account for non-enrolled children. DtWI facilitated the drug
requisition from WHO- global drug donation program with the department of Health.
The government DHS store provided space for the storage of tablets and the DHFW store was used for
storage of syrups for anganwadis. Arrangements to store drugs at the district level until they were
supplied to the respective schools and anganwadis was also managed by the government. Once the
procured syrups and donated tablets were delivered to Directorate of Health Services central storage
room, they were tested in a government-accredited laboratory to ensure drug quality prior to
administration.
The tablets were delivered in jars of 200. Repackaging was undertaken for adolescent girls at anganwadis
as per enrollment data and class 3-12 for school age children. The delivery packages were made for each
zone/nodal point and labeled for every school and anganwadi, with details of expiry date and quantity of
drugs. A robust database of schools and anganwadi centers with enrollment data helped in ensuring
delivery of correct quantity of drugs to schools and anganwadis. Two separate logistic and supply chain
6

mechanisms were maintained to supply drugs to anganwadis and schools. A monitoring system using
cloud based tele calling software setup by DtWI and regular field visits from DtWI team ensured that each
school and anganwadi received the correct quantity of drugs.
DtWI provided technical support in the development of adverse event protocols and also ensured that the
protocol was shared with all schools and anganwadis before the program by the government channels as
appropriate, such as circulars..

vii.

Training and Distribution Cascade

Transportation of tablets to all districts was managed and supported by DtWI, in coordination with SHS
and DHFW to the district level dispensary, from where they were collected by the respective teachers for
their school. For anganwadis, the syrups were sent to the nodal officer who arranged further
transportation to the supervisors who in turn handed over to the anganwadis.
Training about health education on types of STH, need for deworming, transmission of worms through
open defecation and other practices and how to safely administer deworming drug was conducted
through a cascade model. In the first step of the cascade, training of trainers was conducted at the state
level where a total of 1040 participants attended (390 WCD + 650 education department) in 60 sessions.
These trainers further trained 3032 headmasters and 3032 teachers and 10,500anganwadi workers in
groups of 30 participants. The training on deworming was integrated with training for the WIFS program
to effectively utilize time of participants and trainers and reduce training costs. A simplified training
manual was developed that included content on deworming and WIFS into a single document. At the state
level training sessions, training videos on three types of soil transmitted helminths (ascaris, trichuris and
hookworm) and worm infestation cycle were also used.
DtWI hired district coordinators (DCs) to provide short term support to the deworming program. They
played a key role in ensuring that drugs in adequate quantities were available with the district-level
dispensaries and nodal offices for further distribution. The DCs collated information on shortfall or
surplus of drugs at district level and shared information with the DtWI state team, who coordinated with
SHS to ensured-distribution or fresh supplies to districts facing drug deficits.

Figure 3: Master training sessions for schools and anganwadis
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viii.

Public Awareness and Community Sensitization

Various communication channels were used for awareness generation and community mobilization to
increase coverage and make the program efforts more effective. The goal was to educate children,
parents, and community members about the benefits and importance of deworming. Additionally these
efforts served to inform the community about deworming dates and encourage all children (both enrolled
and un–enrolled) to attend schools or anganwadis on the deworming and mop-up days. These multipronged efforts included:
1. Launch function: Honorable Minister of Health and Family Welfare graced a launch event that
provided extensive media coverage and publicity to the program. The report on round 1 of the
program was also released on this occasion.
2. Newspaper: The government published advertisements in popular newspapers to create
awareness and increase attendance on deworming and mop-up day.
3. Street Plays: DtWI hired an organization to conduct street plays in 49 slum locations over a period
of one month prior to deworming day to spread awareness in the high risk areas. These catalytic
activities intended to reach out directly to the communities which may not have access to other
sources of information.
4. Text messages (SMS): DtWI used an online software and sent 13,500 text reminders over three
days via mobile phones to school teachers and headmasters of schools, and CDPOs and
supervisors of Integrated Child Development Scheme to remind them about the deworming day
and to reinforce key messages such as not giving drugs to sick children. These messages were sent
a day before the deworming day, on mop-up day and after mop up day to follow up on submission
of reporting forms as per schedule.
5. Through the tele calling unit that DtWI set up to support the program outreach, about 1600 calls
were made to school headmaster and Anganwadi CDPOs and supervisors. This was one of the very
good examples of ensuring last-mile communication.
Due to delays in holding the deworming program and last minute announcement of the deworming date,
other IEC materials such as banners, posters and radio spots could not be implemented even though there
were budget allocations made for the program by the government.

Figure 4: Street play at a location in Delhi
8

Sample Text Messages
Delhi deworming day 3rd Oct. 2013, Mop-up day 5th October 2013, Regards DtWI
(Sent to CDPOS, Supervisors, Zonal officers, School Inspectors one day before deworming
day)
Please submit your completed summary forms to SI/ZO by 24th Oct 2013, Regards
DtWI
(Sent to SI/ZO and school headmaster on 20th October 2013)
Please submit your summary forms to nodal officers by 24 October 2013, Regards,
DtWI
(Sent to CDPOs and Supervisors on 20th October 2013)

ix.

Program Governance

For effective implementation of the program, governance mechanisms were put in place to ensure that
the program activities were undertaken as per agreed upon timelines. The steering committee consisting
of the top officials of the stakeholder groups such as Director Education and other officials who are
responsible for decision making, technical committee consisting of technical experts such as pediatricians
from recognized medical institutions and who are responsible for making technical decisions relating to
the program such as type of drug and dosage, and IEC committee consisting representatives from
stakeholder groups and responsible for strategizing and implementation of IEC strategy, were chaired by
SHS, and participation from stakeholders- DHFW, education department and DtWI was ensured.
The program secretariat consisting of key officials at SHS such as Addl. Director, Officer Incharge and
representatives from DtWI, which has the overall responsibility for implementing the program,
established within the SHS, initiated a monitoring system to evaluate progress of the deworming program
components and coordinate efforts of stakeholders
Director Education
Govt. of Delhi

Zonal officer

School Principal

Director Education
MCD North

School Inspectors

School Principal

Director Education
MCD East

School Inspectors

School Principal

Director Education
MCD South

School Inspectors

School Principal

Director Education
NDMC

Officer Incharge

School Principal

Director Education
Cantonment board

Officer Incharge

School Principal

DtWI

Addl. Dir. SHS

Figure 5: The monitoring system for the deworming program for schools
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The green line in the above figure represents DtWI’s technical support to the program at the state and
district level. At the state level DtWI worked closely with SHS to ensure that all activities were
progressing as per plan and also escalated the field level issues such as shortage of drugs for them to take
action on. This was done by collaborating with zonal level government staff such as zonal officers/school
inspectors. For this purpose DtWI appointed DCs for a short term around deworming day to facilitate
drug distribution, monitor the supply chain of all materials, including reporting forms and drugs, and
ensure early compilation of coverage data at the district level.

DHFW

Director
WCD

DtWI

Nodal
Officer WCD
CDPO

Supervisors
Anaganwadi
worker
Figure 6: The monitoring system for deworming program for anganwadis
At the DHFW office, the secretariat led the day-to-day program monitoring system under Director DHFW.
The DHFW coordinated with the Department of Women and Child Development (WCD) and coordinated
most of the activities on the field through the ICDS Nodal officers who in turn coordinated with the CDPOs
for monitoring the different project DtWI staff worked jointly with the DHFW secretariat and also
extended support at the nodal level through district coordinators.
The supervisors responsible for a cluster of anganwadis were monitored by the CDPOs, these supervisors
monitored the anganwadi workers directly. The green line represents DtWIs technical support at the state
and nodal level. At the state level DtWI worked with DHFW to ensure that all activities happen as per plan.
At the nodal level the DCs, monitored distribution of drugs, they also followed up with respective Nodal
officials for early compilation of coverage data at district level.

3. DEWORMING DAYS
Teachers and anganwadi workers administered the deworming drugs in schools and anganwadis
respectively on 3rd October 2013 in all the 11 districts. This was followed by a followed by a mop-up day
on 5 October 2013 to cover children who were either absent from school or sick on deworming day.
10

Management of any adverse events on deworming and mop up days was a critical program management
task which was effectively handled through combined efforts of DHS, and timely support and coordination
from DtWI which stationed one staff member in the Emergency Control Room to support the DHS staff.
There were 5 minor side effects cases reported from the field and these were addressed timely in
coordination with concerned local health officials as per the program’s serious adverse event protocol. As
information was received on the DtWI helpline number these were escalated to DHS who further
instructed teachers attending to children. The health department had also issued instructions to its
district officials to keep the health infrastructure (42 sub-centers and 8 primary health centers) ready to
deal with any adverse events.

The deworming day was held on 3rd of
October 2013, followed by the mop up day on
5th of October 2013,over these two days
13,523number of institutions were covered

Figure 7:Govt. School teacher administering the
drug and maintaining record in register

Figure 8: Drug administration in Anganwadis
Figure 9: Drug administration in schools
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4. MONITORING AND EVALUATION
Understanding program reach and quality is a key component of a successful deworming intervention.
DtWI monitors and evaluates each program round in three ways: (1) process monitoring, (2) coverage
reporting and (3) coverage validation. Process monitoring measures the inputs and outputs of the
program to assess program execution. Coverage reporting measures the program’s success in reaching
the target population. Coverage validation is an independent assessment of program process and results,
specifically pertaining to accuracy of reporting data, and is conducted by DtWI-trained personnel before,
during, and after deworming.
In order to carry out robust M&E activities, DtWI retained short-term resources comprised of district
coordinators and telecaller to a) assess the readiness of the system to implement deworming, and b) to
follow-up with districts and nodal officers (for anganwadis) for the return of data post-deworming. In
addition, independent monitors were hired and trained by DtWI to assess preparedness, visit schools and
anganwadis on deworming and mop-up days and carry out coverage validation post mop-up day. The
DtWI team and officials from SHS and DHFW also made several field visits to monitor the entire
deworming program before, during, and after deworming day.

I.

Process Monitoring

Preparatory monitoring was conducted before deworming day to ascertain the level of preparedness and
awareness about the program amongst teachers and anganwadi workers. As part of this preparatory
monitoring, DtWI verified participation in trainings and the availability of drugs and reporting forms, in
addition to questions assessing program awareness. The preparatory monitoring was conducted through:
1.) Telephonic monitoring at various levels of the school, anganwadi, and government systems
through a tele calling system
2.) Physical visits by individuals to various levels of the school, anganwadi, and government systems
(district coordinators, independent monitors, DtWI staff, and government officials all visited
various levels in the school and anganwadi system in the months before deworming day to assess
the preparedness of various levels of the system).
As part of the telephonic preparatory monitoring, DtWI called 30% of the schools in each of the 11
districts. Schools were randomly selected for telephonic monitoring. In addition, DtWI called all the
CDPOs and anganwadi supervisors in the ICDS system. The calls were made using a tele calling cloud
based service that included free SMS (this subsequently allowed DtWI to send out text message reminders
about the program to schools and anganwadis at no cost). By deworming day, 13,500 SMS had been sent
and 1208 schools and 345 anganwadi supervisors had been called to check their readiness for the
program. DtWI sent out these SMS to remind the schools/anganwadis about the date of the program.
DtWI-appointed tele callers also followed up with trainers to obtain reports about the trainings conducted
and the number of participants who attended. The same process was followed for drug distribution and
effective feedback loops were put in place to allow for corrective action to be taken to fill gaps. The phone
calls were made to schools/anganwadis from 27th September – 2nd October and the feedback on shortage
of drugs was immediately reported to SHS/DHFW who ensured the drugs reached the specific
schools/anganawadis. The independent monitors visited the schools/anganwadis for preparatory
monitoring on 30th and 1st October, in case the drugs had not reached the specific schools/anganwadis
12

they reported the same to DtWI state office who further escalated the issue to SHS/DHFW for immediate
action.
In addition, DtWI hired 75 field-based independent monitors to conduct monitoring of the deworming
program across all 11 districts. 160 schools and 162 anganwadis were visited by independent monitors
during the preparatory monitoring phase. Since the aim was to assess readiness, the focus of the
questions ranged from the availability of drugs and reporting forms, respondents’ attendance in training,
to questions about the date of deworming, mop-up, last date for submission of forms etc.
To understand if deworming is taking place in the desired manner and the protocols are being followed,
99 schools and 160 anganwadis were visited by the independent monitors across deworming and mop-up
day. Monitors observed whether teachers were following instructions while administering drugs (such as
correct dosage, instructing children to chew the tablet, and availability of potable water). Monitors also
interviewed the school headmaster, before proceeding to a randomly selected class to interview a class
teacher and a child. These teacher and child interviews were used to verify the information received from
school headmasters. Both the class selection and child selection were on the basis of a standardized
protocol designed by DtWI to ensure randomization. In this protocol, a monitor was given the information
about the class, section, and child’s roll number to be used for the purpose of monitoring, before they had
arrived at the school. In effect, this limited the possibility of selection bias. In other words, if the monitors
relied on their own judgment, or on the principal’s suggestion on which class to visit, or which student to
interview, then there would have been a greater scope for the well-performing classes or students to be
included in the analysis. However, due to this randomization protocol, this bias was removed.
In Table 1, we list the indicators captured during the process monitoring exercise. These indicators were
measured using survey questionnaires during the preparatory and independent monitoring process:
Table 1: Indicators for process monitoring

Component

Indicators

Drugs

- Drugs procured are of good quality, sufficient quantity, and are transported
in time.
- Drugs transported to schools and anganwadis are sufficient and are
received in time.
- Storage in schools and anganwadis is safe and secure.
- Sufficient master trainers are trained and they are communicated about the
training schedule well in advance
- Sufficient flipcharts are available to master trainers
- Sufficient trainings conducted to reach all schools and anganwadis
- Training being imparted is effective and adequate.
- All schools and anganwadis have relevant materials (drugs, training
booklets, coverage reporting forms etc.) on time and in sufficient quantity.

Training

Materials
Deworming
implementation
M&E

-

All children (except those who are ill and absent) receive treatment.
Drugs administered correctly (single dose, tablets chewed, tick marks).
Health education delivered at each school and anganwadi.
Report forms correctly filled out during deworming implementation.
Compilation of coverage information.
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While Annexure 2 presents the results of the process monitoring in greater detail, we present here some
of the main overall findings: Preparatory monitoring revealed that initial program awareness was low
with only 60% of the Anganwadi workers and 63% of school teachers were aware of the date of
Deworming Day. This was not surprising given that deworming and been delayed multiple times.
However, monitoring also revealed that drugs had largely reached the schools, with over 99% of schools
and anaganwadis visited on deworming day and mop up having drugs available for the children. Drugs
also appeared to be stored adequately, and monitors observed deworming taking place in more than
94.2% of schools and anganwadis that were visited on deworming day and mop-up day. The weakness in
the process appeared to relate to training with only 72% of schools visited and 69% of anganwadis
claiming to have attended official training. In addition, and critically, summary forms (where the number
of children dewormed are recorded) was available in only 70% of the schools visited on Mop-Up day and
about 51% of the anganwadis visited on Mop-Up day. Training booklets were also not available in many
schools and anganwadis (only 27% of schools, and 25% of anganwadis appeared to have deworming
training booklets available for faculty to read). It also appeared that many teachers were unaware of the
possibility of adverse events with over 39.4% of teachers interviewed unaware about the possibility of
adverse events. This may have been a function of the time between the deworming training and the actual
implementation of the deworming. The state level training was conducted 15th May – 15th June and the
nodal level trainings were also completed by July 15th however the deworming day was 3rd October, so the
time gap was 3 months between training and actual implementation.

II.

Coverage Reporting

As an integral part of DtWI’s effort to support a program backed by data, all government schools and
anganwadis are required to submit a reporting form that documents gender-wise details of program
coverage in that institution. Reporting forms for anganwadis (A form) and schools (S forms) were
developed by DtWI in consultation with DHFW and SHS and delivered to the district level for schools and
nodal level for anganwadi along with drugs. In order to ensure that coverage reporting by the institutions
through the reporting form is accurate, every participating school was instructed to follow a special
recording protocol for deworming. Every teacher was required to put a single tick mark ( ) next to a
child’s name in the attendance register, if they had consumed the tablet on Deworming Day. The teachers
were instructed to put a double-tick mark (
) next to a child’s name if s/he had been administered the
tablet on Mop-up Day. These tick marks were intended to be the basis for the numbers reported by every
school. Thus, an accurate reporting by a school entails that the numbers filled into the S form or A form
exactly matched the number of ticks in the attendance registers of all classes combined.
A reverse cascade is utilized to collect the forms at the state level from schools and anganwadis. Once
these forms are received, DtWI sent these forms for data entry (double entry procedure) after which was
is cleaned and analyzed to obtain program coverage. The process of cleaning the dataset and obtaining the
final coverage numbers was done by DtWI after scrutiny and elimination of duplicate reporting forms.
Once the data was cleaned by DtWI teams, the forms were sent for data entry to a partner which had
considerable experience and resources for double data entry. This partner was selected for its reputation
and capacity to do data entry.
The DtWI-appointed DCs and tele callers play a key role in the follow-up of reports through visits, text
messages, and calls to schools and blocks. These follow-ups along with the setting of a deadline for
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summary form return (December 15) and advocacy with key government officials to issue letters to speed
the return, ensured that forms were returned many months faster than the first round. Round 2 report
collection was completed within 65 days of the program, allowing assessment of program coverage in a
timely manner. Following report collection, the anganwadi coverage data (for over 10,000 anganwadis)
was double entered and available by the end of December for further cleaning and checking by DtWI. The
school forms were also entered by the same vendor and data entry was finished by the middle of January.
This data was cleaned to remove instances of clear errors in the reporting forms (for example reports of
coverage far in excess of normal enrollments). Coverage data for both schools and anganwadis were then
available by the end of January. This was less than 4 months of the
program, almost 7 months faster than the first round of deworming.
“This is a very beneficial

III.

Coverage Validation

The main objective of coverage validation is to check the accuracy of
the deworming data reported by schools and anganwadis. Accuracy
in reporting is measured by comparing the numbers reported by
schools/anganwadis in S and A forms with the figures in their
attendance/enrollment registers. To test the accuracy of data
reported by institutions, DtWI sent independent monitors to 201
schools and 200 anganwadis. Within each school, one monitor was
sent to three randomly pre-selected classrooms, where they recorded
the number of children given the drug according to the attendance
register and corresponding numbers according to the summary form.
.

program it should be observed
every year. Due to the
ignorance of parents the
children get neglected, but this
program is very good for the
students.”Municipal
Corporate Primary School,
Wazirpur New.

The process of Coverage Validation indicated there were considerable cases of inaccurate reporting in the
S forms and A forms. 5.2% of anganwadis and 10.5% of the schools visited by monitors did not follow the
recording procedure of ticking on Deworming Day. Even in the institutions which followed the procedure
of ticking, there were discrepancies between the number of ticks in the attendance registers for a class
and the corresponding figures in the reporting forms. For example, the number of ticks didn’t match with
the reporting form figures in 41% of the anganwadis and 42.5% of the schools which followed the
protocol of ticking. This clearly indicated that the recording of deworming continues to be a problem in
the Delhi program and will need to be addressed in future rounds. The full details of the finding from
Coverage Validation are included in Annexure II.

5.

PROGRAM RESULTS

2,382,517 children in schools and anganwadis were reached of the 3.67 million children who were
targeted as a part of this program. This was equal to 64.8% coverage of the targeted population. These
final reporting numbers were received from 2,417 schools and 10,590 anganwadis.
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Figure 1: Children Dewormed on Deworming Day and Mop-Up Day

514318
Deworming Day
Mop-up Day
1868199

The targeted number of children in schools is 2,699,714, whereas those for anganwadis are 971,893. The
total number of children dewormed in schools was 1,704,631 indicating a coverage percentage of 63.1%.
Similarly, the anganwadis dewormed 678,156 children which came to a coverage rate of 69.7%. The details of
the coverage for schools and anganwadis are provided in Annexure I.
These schools and anganwadis are managed through various administrative bodies. The schools fall
under four types of administrations and the break-up of their coverage is given in the subsequent table
below.
Administration
CANTONMENT
DELHI GOVT SCHOOL
MCD SCHOOL
NDMC

Deworming Day
1498
916600
467400
17355

Mop-up Day
311
203779
94450
2968

Coverage
1809
1120379
561850
20323

Total

1402853

301508

1704361

The anganwadis are administered through 8 Nodal Offices. The following table gives the break-up across
the Nodals:
Nodal Name

DD

MUD

Coverage

NORTH WEST-1
SOUTH WEST
EAST
WEST
NORTH WEST-II
SOUTH
NORTH EAST
CENTRAL AND
NORTH
Total

79432
18257
21572
70284
57203
81131
82846
54621

29625
6998
9501
29318
25532
35990
37531
38315

109057
25255
31073
99602
82735
117121
120377
92936

465346

212810

678156
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6.

LESSONS LEARNED AND WAY FORWARD

I.

Lessons learned and recommendations
Annual Mass deworming Day- It is strongly recommended that the state government decides on
an annual deworming day. In this round, the postponements of the same on two occasions posed
operational issues and challenges in effectively conducting the program. For example, on the
preparatory monitoring day 23% of institutions (see annex 2 for more details) had not received
the deworming drugs due to last minute communication about the program.
Timely drug procurement – the procurement for the Albendazole syrup bottles was postponed
leading to last minute supply of drugs to the field.
Strategic plan for Community mobilization – Due to postponements of the program,
communication and IEC materials for community sensitization and increasing awareness on
deworming and its benefits could not be printed.
Minimal gap between training and deworming day- The postponements led to increased time
delays between the training and actual program implementation. Such delays impact knowledge
retention amongst teachers and AWWs.
Focused training – micro issues that improve program quality, such as ticking of attendance
registers shall be stressed upon in future trainings. For 42.5% of schools, the S form data and the
tick marks in the registers did not match for Deworming day. Another important aspect
highlighted by independent monitoring was that approximately 40% of class teachers interviewed
were unaware of the possibility of adverse events from Albendazole.
District Coordinators: The DCs were not part of round 1, but since they were found to be a useful
support to the strategy in other state programs of DtWI, the same were brought on board in round 2
for Delhi as well.

ii.

Way forward

Building on the success and experience in reaching 2.7million children during the round1 (2012) and 2.38
million children in round 2 of the program, the Government of NCT Delhi has created a strong foundation
for program continuity. The aim of the program is to improve the education, health, and productivity of
millions of children in Delhi, and critical to this is sustaining the program over the long term. Political
support is important for program sustainability, and the Delhi government has demonstrated their longterm commitment to deworming through their consistent engagement over the previous rounds.
Since Delhi has a unique administrative structure, collaborative planning and implementation across
multiple departments, is critical to success. In round 2, the integration efforts with the Weekly Iron and
Folic Acid Supplementation (WIFS) program demonstrated a critical first step towards mainstreaming
deworming into school health program, facilitating optimal utilization of resources and increasing
ownership within the government. Efforts initiated to institutionalize deworming through inclusion of
activities and budget lines in the annual PIP will have to be followed up and continued over a period of
time. Similarly for institutionalization to be successful efforts to build capacity of the state government to
lead planning and implementation of program strategies will have to be developed over a period of time.
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In the forthcoming months, DtWI will strategically hold discussions with the Government to discuss the
transition from DtWI supported activities to the government with external guidance and observation
from DtWI. Such steps will accelerate sustainability and institutionalization of deworming efforts and
greater degree of ownership within the government with limited dependence of DTWI or other technical
assistance.
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ANNEXURE 1 – DATA ANALYSIS RESULTS
The following section denotes the total coverage of the Delhi School and Pre-school Based Mass
Deworming Program, 2013. The deworming program targeted 3,020 schools and 10,500 anganwadis. The
analysis below is based on a dataset comprising 2,417 schools and 10,590 anganwadis. The total number
of children dewormed in schools and anganwadis is 2,382,517.Of these, the majority of children were
given the drug on Deworming Day. Only 514,318 were given the drug on Mop-up Day.

Deworming- by Phase
2000000
1800000
1600000
1400000
1200000
1000000
800000
600000
400000
200000
0

Deworming Day
Mop-up Day

Schools

Anganwadi

Total

Deworming Intervention Details – By Institution
A total of 1,704,361 children were dewormed in schools whereas 678,156 in anganwadis were dewormed
in anganwadis. The following table gives break-up of coverage numbers by institution.

Deworming- by Institution
3000000
2500000
2000000
Schools
1500000

Anganwadi

1000000

Total

500000
0
Deworming Day

Mop-up Day
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Anganwadi Deworming Intervention Details – By Nodal Name
Anganwadi coverage numbers varied from 25,255 in South West Nodal to 120,377 in the North East
Nodal. The following table and graph give the Nodal-wise distinction in the coverage of the deworming
drive.

140000
120000
100000
80000
60000
DD

40000

MUD

20000

Total

0

School Deworming Intervention Details – By Administration
The most children dewormed were from schools. Total children dewormed under the Delhi government
school administration stood at 1,120,379 followed by 561,850 in MCD schools. Cantonment schools
accounted for 1,809 children dewormed, whereas the number for NDMC schools was 20,323.
Administration
CANTONMENT
DELHI GOVT SCHOOL
MCD SCHOOL
NDMC

Deworming Day
1498
916600
467400
17355

Mop-up Day
311
203779
94450
2968

Total
1809
1120379
561850
20323

Total

1402853

301508

1704361

20

ANNEXURE 2 – MONITORING DATA ANALYSIS
The analysis is based on monitoring of the deworming process in a sub-sample of schools and anganwadis
on deworming day, mop-up day, and the two days allocated for coverage validation.
The broad areas which were monitored are:
•
•
•
•
•
•
•

Training and Training Cascade
Operations/ Monitoring Tools
Verification of Deworming
Adverse Effect
Effectiveness of Public Awareness Campaigns
Recording Protocol
Drug Availability and Storage

Training and Training Cascade:
One representative from each school was required for the official training. 72% of schools i.e. 269
schools of 392 schools interviewed and 69%anganwadis (308 out of 453) had attended the
training.
1.15% of those who were trained did not train anyone further in their schools.
Of the 259 institutions visited on Deworming Day and Mop-up Day, DtWI’s monitoring results
revealed that most teachers conducted the deworming according to protocols. The details are
presented below:Cascade Highlights

Observed ResultAnganwadi (%)
(n=160)

Teachers who told children to chew tablets before
swallowing
82.52
Teachers who washed their hands with soap before
giving the medicine
89.33
Teachers who only washed their hands with water
before giving the tablets
10
Teachers who did not wash their hands before giving
the tablets
<1
Teachers who made the children to wash their hands
with soap before giving the medicine
57.33
Teachers who made the students wash their hands with
only water before giving the tablets
26.67
Teachers who did not make the students wash their
hands before giving the tablets
16

Observed ResultSchool (%)
(n=99)
83.54

75

15

10
40

42
17
21

Teachers who followed the correct recording protocol
of ticking appropriately

85.33

73.42

95.33

96.2

99.33

94.94

98

100

Teachers who gave health education about Deworming
Teachers who administered the Deworming tablets
after the children ate their meals
Schools and anganwadis where drinking water was
available

Operations/Monitoring Tools:
The training booklet was available in only 142 of the total 550 of institutions interviewed i.e in
25.38% of anganwadis and 27.18% of schools visited.
The Summary form was available in 392 or 54.83% of schools and anganwadis.
The following table gives the break-up of summary form availability in schools and anganwadis
according to monitoring days. The results are presented as a percentage of total institutions
visited that day.
Monitoring Day

Preparatory Monitoring

Summary Form available–
School
(% of Total visited that day)
39.37

Summary Form available –
Anganwadi
(% of Total visited that day)
32.09

Deworming Day

61.22

46.25

Mop-up Day

70

51.25

Verification of Deworming:
In 607 schools and anganwadi (95.29% of all institutions visited across the four monitoring days),
the headmaster or anganwadi worker claimed they conducted deworming in their respective
institutions. 94.97% of the schools and 98.01% percent of the anganwadis confirmed the same.
In 93.95% of these schools, child interviews confirmed that children were given a white tablet.
Monitors physically observed deworming taking place on 3rd October (Deworming Day) and 5th
October (Mop-up Day) in 229, or 94.2% of the institutions visited.

Adverse Events
39.4% of teachers who were interviewed were unaware of the possibility of adverse events due to
deworming medication.
92% of teachers who were observed, identified sick children before conducting deworming.
In 94.69% of the institutions, the sick children were physically separated from healthy children, as
per deworming protocol. The teachers are told to perform this exercise in the training to ensure
no sick child is administered the tablet by mistake.
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Effectiveness of Public Awareness Campaigns
The level of program awareness, as found by the independent monitoring revealed that only 60%
of the Anganwadi workers and 63% of school teachers were aware of the date of Deworming Day.
The detailed results are provided below:
The percentage values of this information is provided below:
Program Awareness Highlights

Observed Result- Observed ResultAnganwadi (%)
School(%)

Headmaster/Anganwadi workers who were aware of the 60.4
date for Deworming Day during Preparatory Monitoring

63.1

Headmaster/Anganwadi workers who were aware of the 51.2
date for Mop-up Day during Preparatory Monitoring

57.5

Children interviewed who knew what the tablet was for

70.71

N/A6

Children who knew about deworming even though they N/A
did not know what the tablet was for

38.33

Children who gained awareness about deworming before N/A
Deworming day

52.05

Children gained awareness about deworming only on N/A
Deworming Day

38.36

Recording Protocol
The recording protocol of single ticking on Deworming day and double ticking on Mop-up day plays a vital
role in program reporting. Thus, to monitor the efficacy of this process, an ex post evaluation of recording
protocol during Coverage Validation was conducted. It gave the following results:Coverage Validation monitoring revealed that in 10.05% of schools visited (of 201 schools), the
recording protocol was not followed for deworming day i.e. there were no ( ) signs in the
attendance registers of the classes visited. In 5.2% of the 200 anganwadis that were monitored,
there were no tick marks in the register for deworming day.
There were no (
) signs in the attendance registers in 20.17% of the 200 anganwadis whereas
the same observation was made in 20.17% of the 201 schools visited.
Monitoring Day
Deworming Day

6

Anganwadi
(n= 200)
5.2%

School (%)
(n= 201)
10.05%

N/A: Child interviews were not conducted in anganwadis due to the young age of the children.

23

Mop-up Day

21.9%

20.17%

For schools and anganwadis that did have the S forms, and that also had tick marks in the
registers, the corresponding number of ticks recorded in the register was compared with the
information recorded in the S form to test the accuracy of the reporting data. Percentage of
institutions where the number of ticks in the register did not match with the information in the
Summary form are presented below:
Monitoring Day

Anganwadi

School

Deworming Day

41.1%
(n=124)
33%
(n=103)

42.5%
(n=107)
40%
(n=105)

Mop-up Day

Drug Availability and Storage
Drug storage conditions were satisfactory in almost all schools and anganwadis.
Storage Area Characteristics

Syrup

Tablet

96.4%

94.6%

95.9%

96.6%

4.47%

2.6%

92.9%

96.05%

47.1%

94.07%

3.18%

1.9%

Schools
Storage area away from direct
sunlight
Storage area out of the reach of
children
Storage area wet/damp
Anganwadis
Storage area away from direct
sunlight
Storage area out of the reach of
children
Storage area wet/damp

99% of the schools and anganwadis visited had received drugs during Deworming and Mop-up
Day.
The chart illustrates the trend of institutions without drugs on different days as a percentage of
institutions visited on that day.
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Chart I: Percentage of institutions without drugs (by days)
23.30%

2.30%
0.70%
Preparatory Monitoring

Deworming Day

Mop-up Day
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ANNEXURE 3 –SAMPLE REPORTING FORMATS
Summary forms & case study form

26

Color coded independent monitoring format front page
The first page of the monitoring form was color coded for increasing efficiency at the time of sorting and
segregation, after they come back from the field and are sorted before being sent out for data entry. All the
school forms were blue and anganwadi forms were coded pink. Each form also had a different color sticker
which denoted the different days on which the monitoring was done (preparatory, deworming day, mop – up
day, coverage validation).
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AnganwadiPreparatoryMonitoring Form

29

30

School

Preparatory

Monitoring

Form
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Anganwadi DewormingDay Monitoring Form

32

33

34

35

36

37

38

39

School DewormingDay Monitoring Form

40

41

42

43

44

45

46

47

48

49

50

Anganwadi Mop-Up Monitoring Form

51

52

53

54

55

56

57

58

59

SchoolMop up Monitoring Form

60

61

62

63

64

65

66

67

68

69

70

71

72

Anganwadi Coverage ValidationMonitoring Form

73

74

75

76

77

School Coverage Validation Monitoring form
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80

81

82

83

84

85

86

87

88

89

90

91

92

93

94
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ANNEXURE 4 – SAMPLE COMMUNICATION MATERIAL

English Advertisement: Launch of WIFS with the Hindi Advertisement: Launch of WIFS with the
deworming component integrated in it.
deworming component integrated in it.
96

ANNEXURE 5 – MEDIA COVERAGE
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