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The state of Chhattisgarh dewormed 23,21,789 children between 6-19 years during the
Government of India's (Gol) second National Deworming Day (NDD) on February 10, 2016.
NDD was implemented in 16 districts’ out of 27 districts across 27,009 government and
government aided schools, 101 private schools (Korba district?) and 28,384 anganwadi centers
(AWCs) and was followed by a mop-up day on February 15, 2016. The state’s achievement is
the outcome of exemplary leadership from the Department of Health and Family Welfare and
the joint efforts of the Department of Education, & Women and Child Development (WCD).
Evidence Action’s Deworm the World Initiative provided key technical support to program
implementation, through funding received from the United States Agency for International
Development (USAID).

Indicators Results %
Coverage

Total number of children targeted 25,14,424
Number of enrolled children (classes 1-12) | Government 20,590,963 02%
who were administered albendazole Schools

Private 17,323 08.5%

Schools
Number of out-of-school children (6-19 years) dewormed 2,44,503 02%
Total number of children dewormed (6-19 years) 23,21,789 02%

Source: Report submitted by National Health Mission (NHM) Chhattisgarh to Gol on April 6, 2016. (Annexure A)
All out-of-school children age 6-19 years were catered through anganwadi centers in the NDD, as the state had
previously dewormed preschool-age (1-5 years) registered and unregistered children through anganwadi during the
recently concluded Shishu Sanrakshan Maah (SSM) in the month of November — December 2015.

Building upon the success of first phase of NDD in 2015 in 11 states?*, the Gol scaled up NDD
2016 across India targeting 27 crore children in 32 out of 36 states and union territories.
Evidence Action worked in close association with the GoI’s Child Health Division to plan and
implement round two of NDD. In line with the revised NDD 2016 guidelines, the state engaged
private schools during this round. The commitment of Department of Health towards
increased coverage led to the inclusion of private schools in one district in the state. Learnings
from this round, especially private school engagement and strategies to reach out-of-school
children, will contribute to a sustainable deworming program that aims to reduce the

'in Chhattisgarh 11 districts are endemic districts where Lymphatic Filariasis (LF) treatment with albendazole (along
with Diethycarbamazine citrate) was conducted in December 2015 under National Filaria Control Program (NFCP)
2 Inclusion of private school as pilot initiative in one district of Chhattisgarh i.e Korba.

> In SSM all anganwadi registered and unregistered preschool-age children are administered Vitamin A, iron and
folic acid tablets, and albendazole tablets.

4 Assam, Bihar, Chhattisgarh, Dadra and Nagar Haveli, Haryana, Karnataka, Maharashtra, Madhya Pradesh,
Rajasthan, Tamil Nadu, and Tripura
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prevalence and intensity of worm infections for all school-age and preschool-age children in
the state.

In India, approximately 22 crore children between the ages of 1 and 14 are at risk of parasitic
intestinal worms (known as soil-transmitted helminths or STH). The children at-risk
represent approximately 68% of Indian children in this age group and 28% of all children at-
risk for STH infections globally, according to the World Health Organization (WHO). These
parasitic infections result from poor sanitation and hygiene conditions, and are easily
transmitted among children through contact with contaminated soil. Various studies have
documented the widespread and debilitating consequence of chronic worm infections, which
cause anaemia and malnutrition among children, affecting their physical and cognitive
development. Worm infections contribute to absenteeism and poor performance at school, and
in adulthood, diminished work capacity and productivity?®.

Evidence from across the globe shows that deworming leads to significant improvement in
outcomes related to children’s health, education, and long-term well-being. In 2008 and again
in 2012, the Copenhagen Consensus Center identified school-based deworming as one of the
most efficient and cost-effective solutions to the current global challenges. School-based
deworming is considered a development “best buy”® due to its impact on educational and
economic outcomes. 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. Preschool settings are often
used to provide children with basic health, education, and nutrition services, making this a
natural, sustainable, and inexpensive platform for deworming programs.’ The benefits of using
such platforms for deworming are immediate. Regular treatment can reduce school
absenteeism by 25%.% Young siblings and others who live nearby treated children but were too
young to be dewormed also showed significant gains in cognitive development following mass
school-based deworming.®

s Helminth control in school-age children- A guide for managers of control programmes: WHO, 2011

¢ http://www.povertyactionlab.org/publication/deworming-best-buy-development

7 http://journals.plos.org/plosntds/article?id=10.1371/journal.pntd.0000223#pntd-0000223-goo3

8 Miguel, Edward and Michael Kremer. "Worms: Identifying Impacts On Education And Health In The Presence Of
Treatment Externalities," Econometrica, 2004, v72 (1,Jan), 159-217.

9 Ozier, Owen. “Externalities to Estimate the Long-Term Effects of Early Childhood Deworming.” Working Paper,
Jun. 2011. http://economics.ozier.com/owen/papers/ozier_early_deworming_20110606a.pdf
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Deworming children is part of the GoI’s school and preschool health programs, such as the
Weekly Iron-Folic Acid Supplementation (WIFS) program which provides a weekly dose of
Iron Folic Acid (IFA) with biannual deworming for adolescents (10-19 years). National Iron Plus
Initiative (NIPI) is a national anaemia control program which offers IFA supplementation and
deworming for a wider age group of 1-45 years, including preschool-age children who also
receive Vitamin A. Until the launch of NDD in 2015, only a few states ran effective anganwadi
and school - based deworming programs with high coverage. Many had sporadic deworming
efforts and low coverage, while in other states no deworming programs existed. Considering
this complex environment and the clear need to accelerate treatment for India’s children, the
Gol renewed its focus on deworming by streamlining efforts through a fixed-day anganwadi
and school — based NDD.

Prior to NDD, the deworming program in Chhattisgarh was broadly aligned with two pan-state
programs: Shishu Suraksha Maah (SSM)*° and Weekly Iron Folic Supplementation (WIFS)". In
addition, the National Filaria Control Program (NFCP) provides community-wide
administration of albendazole, the same drug used for deworming, along with
diethylcarbamazine citrate (DEC) on an annual basis.

The state has previously administered deworming drugs through these existing programs, but
efforts have been disjointed and sporadic. Since the coverage was low in order to reach all at-
risk preschool-age and school-age children, a fixed day approach strategy through a
comprehensive program like NDD, was necessary to achieve the goal of covering at least 75%
of at-risk children. This was facilitated through a Memorandum of Understanding (MoU),
which was signed on June 27, 2015 among National Health Mission, Department of Health &
Family Welfare, Government of Chhattisgarh and Evidence Action - Deworm the World
Initiative wherein Evidence Action provides technical assistance to the state-implemented
program.

The state conducted its first NDD round on February 10, 2015 followed by a Mop-up day on
February 15,2016 with a reported coverage of 94%, deworming 9,16,596 lakhs school-age
children (10-19 years). On request of the state government, Evidence Action supported the
training and monitoring component of this round.

10 Shishu Suraksha Maah (SSM) is the state’s biannual month-long program to increase overall health status of children under the

age of five. SSM was launched in 2001 and offers comprehensive services such as immunization, micronutrient and iron
supplementation, and deworming (beginning in 2008) at AWCs.

1 Under Weekly Iron Folic Supplementation (WIFS) the adolescent girls aged 10-19 years are administered IFA and biannual
deworming through the WIFS program, launched in 2013.



To develop an appropriate STH treatment strategy, Evidence Action obtained support and
approvals from State NHM and Education Department to conduct an STH prevalence and
intensity survey among children enrolled in government primary schools. Evidence Action, in
partnership with National Institute of Epidemiology, National Institute for Cholera and Enteric
Diseases — Indian Council of Medical Research, Kolkata (NICED), and GfK Mode, a market
research firm conducted a STH prevalence and intensity survey among children studying in
classes one to five in government primary schools in the state. The survey was carried out
across 40 government schools in 28 blocks of 13 districts covering the three agro-climatic
zones of Chhattisgarh, testing a total of 1476 children for worm infections via stool samples.
The sampling survey strategy and epidemiological analysis was designed by the National
Institute of Epidemiology. Stool samples were analyzed by NICED in field laboratories using
the WHO-recommended Kato-Katz method. The preliminary survey report and findings were
submitted to the State NHM (Annexure B). Based on the data collected, the overall weighted
prevalence of any STH in Chhattisgarh was calculated as 72.7%.

The survey data is also taken into account by GoI’s appointed National Centre for Disease
Control (NCDC), the nodal agency to conduct STH prevalence surveys across the country for
formulating evidence based strategy. Based on Gol’s recent guidance, dated May 9, 2016) a bi-
annual school-based deworming program for school-age children is recommended in the state
of Chhattisgarh.

It’s recommended that the administration of school-based deworming program and the NFCP
be timed six months apart to maximize impact. Prevalence survey also recommends that STH
infection levels be surveyed every three years to assess the impact of the school-based
deworming program, and to determine whether a change in treatment strategy would be
warranted. Lastly, as transmission assessment surveys are an integral tool for the NFCP,
Evidence Action also recommends that the state consider integrating assessments of STH
prevalence with the lymphatic filariasis transmissions assessment surveys'. This is
recommended by the WHO, and would allow for quick, cost-effective assessment of the impact
of school-based deworming and the NFCP on STH prevalence in Chhattisgarh

To enhance program quality and outreach in 2016, the state health department took note of
the key findings and recommendations from the previous NDD round. One of the key change
this year was the fixed day administration of albendazole to children aged 6-19 years, unlike
last year when albendazole was administered to 10-19 years children only. Some of the key
learnings from the NDD 2015 included the necessity of stronger program planning through
timely steering committee meetings, and finalization of drug and IEC plans to strengthen
integrated distribution of drugs, training, IEC materials, and reporting forms during block level
trainings. In the 2015 round, lack of awareness of training dates was a common reason for non-
attendance. As a result, in the 2016 round the Evidence Action sent out text messages to all
district, block officials from all stakeholder departments as well as teachers and AWWs, with
reminders of the planned training dates and other key messages about deworming.

12 Assessing the epidemiology of soil-transmitted helminths during a transmission assessment survey in the Global programme for the
elimination of lymphatic filariasis- World Health Organisation 2015



Deworming in India reached a key milestone when the national government launched NDD on
February 10, 2015. The first phase of NDD targeted all children aged 1-19 years in 11
states/union territories™ through the network of government and government-aided schools
and AWCs, achieving national coverage of 8.9 crore children. After this unprecedented
coverage, in November 2015 the Ministry of Health and Family Welfare (MoHFW) announced
that NDD would be expanded across all 36 states and union territories (UT’s) from February
2016.

In preparation for the 2016 round, on October 27, 2015, the Child Health Division held a
technical review meeting supported by Evidence Action in order to discuss the learnings from
NDD 2015. The meeting highlighted lessons learned from participating states and included
discussions on coverage data and state-level findings from Evidence Action’s independent
monitoring and coverage validation. Other key outcomes included standardization of target
population’, increased incentives for mitanins, and consensus around expanding the program
to target private schools. With a high enrollment of children in private schools (29% nationally
as per Annual Status of Education Report 2014 data), the government is committed to ensuring
that those students have access to deworming, and receive benefits for improved health and
education outcomes.

A national level orientation was subsequently organized by MoHFW with support from
Evidence Action. On December 1, 2015, with participation of 31 out of 36 states/UTs. The
meeting was used for sharing objectives and strategies and, standardizing messages and plans
under the revised NDD 2016 operational guidelines, for robust implementation in the second
round. The MoHFW also held a coordination meeting with joint secretaries from the Ministry
of Education, Women and Child Development, Panchayati Raj, and Drinking Water and
Sanitation departments, focused on facilitating national-level convergence for effective
implementation. Efforts at the national level further cascaded to state and districts via joint
directives issued by the secretaries of the ministries of Health, Education, and Women and
Child Development to the chief secretaries of all states and UTs emphasizing coordination
between stakeholder departments to achieve NDD goals. In addition, the Child Health Division
called a meeting of development partners working in child health to garner support for
implementation of NDD 2016 in states where the partners have a presence. Evidence Action,
UNICEF, and the Micronutrient Initiative attended the meeting and reiterated support for the
government’s NDD strategy.

B3 Assam, Bihar, Chhattisgarh, Dadra and Nagar Haveli, Haryana, Karnataka, Maharashtra, Madhya Pradesh,
Rajasthan, Tamil Nadu, and Tripura

4 Four categories of target populations were agreed upon, for standard use across all states (e.g., enrolled in
government schools, enrolled in private schools, registered in AWCs, or out-of-school/non-registered). This
enables comparison of coverage across states.
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As technical assistance partner for NDD, Evidence Action supported the MoHFW to update
content and messaging for NDD materials including training and IEC, implementation and
financial guidelines, monitoring and reporting forms and other reference materials included in
the resource kit (available on NHM website’s). These materials enabled simplified, standardized
messaging and laid out key information such as objectives, roles and responsibilities of
stakeholders, and budgetary allocations for states to finance program implementation.

On February 9, 2016, the Union Minister of Health launched NDD 2016 in Hyderabad,
Telangana. The State Minister of Health for Telangana and other senior officials from the
national and state government participated in the launch event alongside representatives from
development partners and the media. The event received extensive media coverage.

The Government of Chhattisgarh conducted the second round of NDD in 16 of 27 districts on
February 10, 2016, with a mop-up day on February 15, 2016.

The program targeted children in the age group of 6-19"7, regardless of their enrollment status,
at AWCs, government, and government aided schools in 16 districts. Out-of-school children
were treated through AWCs. Children enrolled in private schools were also targeted in one
(Korba) district of the state during this round, bringing the overall total to 25,14,424 children
targeted for deworming.

Key stakeholders at the state level included the Health, Education, and WCD Departments and
development partners including Evidence Action. Stakeholders’ roles are outlined below.

Department of Health & Family Welfare, Chhattisgarh as the nodal agency, holding key
responsibilities such as finalizing target figures and ensuring transportation and distribution
of albendazole at all levels. The Department of Health also trained functionaries; disseminated
adverse event management protocols; printed and distributed training and Information
Education Communication (IEC) materials; distributed reporting and monitoring forms; and
provided guidelines and budgetary allocations to districts to support efficient implementation
and timely coverage reporting. The department also facilitated involvement of mitanins in
mobilizing out-of-school children.

Shttp://nrhm.gov.in/nrhm-components/rmnch-a/child-health-immunization/national-deworming-day-
2016.html

16 11 districts in Chhattisgarh are LF endemic and Albendazole was administered in these districts under the NFCP
during November-December 2015

7 All children aged 1 to 5 years were dewormed under Shishu Sanrakshan Maah (SSM) during month of Nov — Dec
2015.
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Education and WCD Departments were responsible for providing requisitions of albendazole
tablets to NHM based on school enrolment figures, and numbers of out-of-school children
targeted at AWCs. The departments were also responsible for ensuring that trainings on drug
administration and adverse event management were attended by their respective
functionaries, including headmasters, teachers, AWWs, and lady supervisors. Block level
officials from departments of Health, Education and WCD oriented frontline functionaries
from education and ICDS on timely submission of standardized coverage reports to the Health
Department in standardized formats.

Evidence Action - Deworm the World Initiative, funded by USAID, for technical support
activities, worked closely with all stakeholders to ensure high quality planning and
implementation of deworming. Evidence Action provided intensive support for program
planning; facilitated information sharing; and worked to adapt NDD training materials, IEC
products, and operational guidelines to the state context. Evidence Action also supported the
stakeholders for robust program management through telecalling support and on ground field
team during NDD. An external agency hired by Evidence Action conducted the Independent
Monitoring of the mass anganwadi and school based deworming program. (Details in the report
below)

The state implemented NDD in 16 out of 27 districts, including private schools in one (Korba)
district. 11 districts endemic for Lymphatic Filariasis (LF) treatment were excluded from NDD
as these completed MDA with albendazole in December 2015. State targeted children 6-19
years, as the state had previously dewormed preschool-age (1-5 years) registered and
unregistered children through anganwadi during the recently concluded SSM in the month of
November — December 2015. The implementation of NDD includes several program
components detailed below.

The Department of Health actively participated in video conferencing and review calls
organized by Gol to track the level of preparations for the NDD 2016 round at the state level.
Key decisions for NDD 2016 were taken under the leadership of Mission Director (MD), NHM
including finalizing strategy for including private schools and detailed implementation plans
for program components like trainings, drug distribution, and the reporting cascade. As part
of NDD preparations, Evidence Action worked with the state to adapt operational guidelines,
define timelines, and clarify roles of concerned stakeholders for program implementation
which were disseminated to all stakeholders. Following directives from the MD, NHM, nodal
officers for deworming program was appointed in all implementing districts in the state.

To strengthen the inter-sectoral convergence among the stakeholder departments at the
district and block level, Principal Secretaries of three stakeholder departments viz. Health,
Education and WCD issued joint program directives on January 13 that outlined roles and
responsibilities of all stakeholders for the smooth execution of the NDD (Annexure C). NDD
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was also discussed as one of the important agenda items in a Video conference held on January
27,2016, chaired by the Principal Secretary — Health department, where he took stalk of
preparations on upcoming NDD round from all the participating districts. In addition to
monitoring preparedness for NDD in the state, MD, NHM conducted a video conference on
February 6, 2016 with chief medical health officers, district program managers.

District Coordination Committee Meeting: Increased engagement and ownership by district
administration in the planning and implementation of the deworming program was
demonstrated across all target 16 districts as they organized District Coordination Committee
meetings®® between January and February 2016. These meetings reviewed preparations for the
program and clarified roles of stakeholders for improved inter-departmental coordination
between Departments of Health, Education, WCD, and others stakeholders. Key decisions for
program implementation taken were disseminated with the issuance of minutes of the
meetings that were circulated in all target 16 districts. DCCM in Korba district had
participation of representatives from private schools as well. Evidence Action’s field-based
district coordinators facilitated and shared critical program updates and relayed information
in all of these meetings.

Evidence Action advocated with the Departments of Health, Education and WCD to leverage
existing resources for the deworming program in order to maximize program impact. The
departments supported initiatives such as uploading deworming-related information to their
websites and providing space for deworming content in Education department monthly
magazine. (Annexure D)

In line with NDD financial guidelines, Evidence Action worked with the state health
department to facilitate timely submission of 2015-16 Program Implementation Plan to the
national government. The approval in the Record of Proceedings 2015-16 was assigned for all
the activities under NDD including printing of training and IEC materials being approved for
the state.

Evidence Action’s technical assistance was primarily provided by a four-member state-based
team, State Program Manager, two - State Program Coordinators - (M&E) and (Training &
Community Mobilization), State Finance & Admin Associate, in addition to field based regional
coordinators and short-term hires such as district coordinators placed in all target districts
and tele-callers provided technical support to the program. Teams were trained on program
strategy and components to build a common understanding to enable effective delivery of
outputs.

Regional and district coordinators participated in the aforementioned video conference
meeting, along with district officials, and were part of review meetings for program
preparations. They collaborated with district and block officials to plan for trainings and other
logistics around program implementation and timely reporting of coverage report.

¥ Out of 16 DCCM, 7 DCCM were conducted in the presence of District collector, and in remaining 9 districts,
DCCM were conducted in presence of Additional Collector/SDM/CMHO.
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Regional Coordinators: Evidence Action hired two regional coordinators for year-round
engagement, with each responsible for 8-10 districts. Regional coordinators provided guidance
to district coordinators and support district-level advocacy efforts during the deworming
round. As their key role is to provide management and oversight to the district coordinators,
they are also in charge of providing prompt remedial action in the field, while guiding district
coordinators on advocacy with district officials. In addition, they facilitate organizing of the
District Coordination Committee meetings, implementation of the training and distribution
cascade, and timely reporting of coverage data. After NDD round now completed, the regional
coordinators’ efforts are geared towards exploring opportunities at the districts for inclusion
of the deworming agenda in platforms where possibilities for synergies exist, including
strengthening community mobilization for higher participation in and coverage of the program.
The regional coordinators will promote program institutionalization by working with district
officials to include deworming in district action plans for the next financial year (2016-2017).

District Coordinators: 16 district coordinators provided on-the-ground program
coordination for three months around the deworming round including specific support to
district engaging private schools. They were instrumental in ensuring timely delivery of
training materials such as flipcharts, and distribution of NDD kits at the trainings for all
functionaries. They participated in trainings at district and block levels and escalated any
observed gaps to regional coordinators and the state team for appropriate follow-up at the
state level. Their role was integral in ensuring high quality of the trainings where pre and post-
tests were administered to participants. After the deworming round, they provided rigorous
follow-up with block and district-level officials to support timely compilation of coverage
reports.

Tele-callers: Three tele-callers were hired to support the deworming round. Each tele-caller
was assigned to work closely with one regional coordinator, as well as the district coordinators
within their region. Calls were made to districts, blocks, and schools to obtain updates on drug
and IEC availability, training schedules, and status of reports after the deworming round. This
dynamic flow of information allowed tele-callers to generate detailed, real-time program
updates which were continuously shared with state level officials and enabled corrective
measures to be taken. (Figure 1).
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Evidence Action Tele-Calling Sheet at District-Training

District Date of Date of Training Number of Training |Training Remarks |Corrective Flip chart To Flip chart
Calling training Conducted |Participants |Complet |completed Actions by Distribution |Whom |Distribution
conducted ed according to Evidence (AwCQ) (School)
batches Action-DTWI
Sukma 19-01-2010 _ [19-01-2010 Yes 8 Yes Yes No No
Durg 19-01-2016 19-01-2010 Yes 32 Yes Yes No Nao
Kondagaon 20-01-2010  [20-01-2016 Yes 7 Yes Yes No Yes
Balad 23-01-2016  |23-01-2016 Yes 22 Yes Yes Yes EMO Yes
@)
Bastar 21-01-2010 21-01-2010 Yes 21 Yes Yes Yes PMO Yes
Jashpur 21-01-20106  [21-01-2010 Yes 20 Yes Yes Yes EMO Yes
Korba 21-01-2016 21-01-2010 Yes 40 Yes Yes No Yes
Rainandgacn  |22-01-2016  [22-01-2016 Yes 43 Yes Yes Yes PMO Yes
Eemetara 22-01-2016  [22-01-2010 Yes 22 Yes Yes Yes PMO Yes
Kabirdham 22-01-2016  [22-01-2010 Y 20 Y Yes Yes EMO Yes
Janjgir Champa |22-01-2016 [22-01-2010 p 30 p Yes Yes ENO Yes
Kanker 23-01-2010 23-01-2010 Y 15 Y Yes Yes PNMO Yes

Drug Procurement, Logistics: The drug requirement was determined based on enrolment data
at schools across the 16 districts, factoring in a 10% buffer for wastage and spoilage. Evidence
Action worked in close coordination with the nodal officer of the deworming program in the
health department and the state procurement cell to facilitate availability of deworming drugs
across the implementing districts. At the time of planning for finalization of drug requirement,
based on the State Drug Management Information System data, the state had approximately
28,95,940 Albendazole (400mg) tablets for the NDD 2016 from existing stock. Evidence Action
supported the state to develop a district and block wise drug distribution plan to ensure all
schools and anganwadis had sufficient drugs available. The state also undertook drug testing
in approved lab facilities before distribution was initiated.

Drug Distribution: As per NDD operational guidelines and established best practices, drug
distribution was integrated with the training cascade (as detailed in the training section below),
wherein NDD kits were provided to health functionaries at the district level trainings for
onward distribution. The kits included drugs, IEC materials, training handouts, and reporting
forms.

Adverse Event Management: To provide guidance on functionaries’ roles and responsibilities
in minimizing adverse events, and to handle and report adverse events that did occur, Evidence
Action assisted the state health department to prepare a detailed adverse event management
protocol based on the NDD operational guideline, that included emergency contact numbers
and a briefing on media handling. This was translated in Hindi and shared with district
collectors, CMHOs, education and WCD departments, and other stakeholders as appropriate.
Additionally, functionaries were trained on adverse event management. A network of
ambulance vans was on alert on deworming day at each block to handle adverse events if
reported. 323 mild cases were reported across 16 districts, with no serious adverse events
reported (Annexure A)
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Activities designed to increase community awareness of deworming were rolled out based on
NDD operational guidelines. Sensitization of children and families helps build trust toward
deworming, alleviates worries related to adverse events, and overall leads to greater program
uptake. The deworming and mop-up-day dates were highlighted in all IEC materials along with
other key deworming messages to ensure maximum attendance of the children at the schools
and AWCs.

Evidence Action supported the state government to develop a plan for orienting mitanins to
their role sensitizing the community on the importance of deworming and motivating parents
to send their children to schools and AWCs on NDD. As per NDD operational guidelines, the
state also provided financial incentives for mitanins to motivate them for community
mobilisation. Evidence Action also developed all IEC and community mobilization materials
that were approved by the Gol and uploaded on the NHM website. The state adapted and
printed the material, including posters and banners for display at schools and AWCs. The
community sensitization strategy also included outreach activities such as newspaper
advertisements; radio jingles; TV scrolls; miking; and wall writings/paintings.

State Level Launch: Evidence Action supported the Department of Health Chhattisgarh, to
organize a State level launch event on February 10, 2016 at Raipur district in the presence of
Hon’ble Minister of Health — Shri Ajay Chandrakar, and other senior dignitaries,
representatives from development partners, media and children. All 16 districts held NDD
launch events. These events were led by local district administration and supported by
Evidence Action district coordinators. (Annexure E).

S.N | Activities Timelines | S.N | Activities Timelines
1 | Flash Ads (Bansal, IBC 24, | Feb 7-10 5 | Newspaper Ad Feb 10, 14, 15%
India News)*

2 | Radio Spot Feb 7-10 6 | Miking (Block | Feb 3-10
Level)

3 | Radio Jingle Feb 7-10 7 | Prabhat Pheri Feb 4-9

4 | TV scroll Feb 7-10 8 | Wall Jan 20 — Feb 8
paintings/paintings

*Evidence Action provided financial support for these activities.

As per NDD Operational Guidelines, and the state specific operational plan developed in
collaboration between Evidence Action and the NHM, a training cascade was implemented at
state, 16 districts and 84 blocks level between January and February, 2016. The cascade trained
nearly 24,356 government school teachers/HM, 89 private school teachers, 26,273 anganwadi
workers (AWWSs), 32,569 mitanins. District and block level officials from all nodal
departments implementing the program were also trained. Block level trainings included
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integrated distribution of drugs and print material (training handouts and IEC). Integrated
distribution means distribution of NDD kits including deworming drugs, banner/poster and
handout, reporting forms, to the teachers/AWWs at the training only. This is a cost effective
approach and ensure one point of integration of materials thereby helps ensure greater
availability of drugs and other materials at schools and anganwadis.

Figure 2: Training cascade for NDD February 2016

+ Location :NHM, Raipur
+NDD State level trainings on January 11, 2016

+ Participants-16 Nodal Officers(Health) and selected 16 Medical
officers (health) from district and Evidence Action field team

* Master Trainer: State nodal officer, Evidence Action

* Location : 16 Dsitricts
* Timelines: January 19- 28 ,2016

° ° + Half day orientation of district officials like Chief Medical
D 1 St T ]_Ct L eve]_ Health Officer (CMHO), District Program Manager (DPM),

Trainings

District Education Officer (DEO), District Project officer
(DPO),District coordinator (Mitanin program).
+ Training of Block/project officials : BMO/MOs/BPM/BRP/
Block Coordinator (mitanin program) BEO/BEE /BRC,CDPO
* Trainer : Nodal Officers(Health) and selected 16 MO (health)

BlOCk level and +Location : 84 Blocks

+ Timelines :January 28- Feb 9,2016

P]_‘O] c Ct LCVGI * Block/project level: Training of Teachers/Principals ,
. ANMSs,Mitanin and AWW
T ranin gS * Trainer : BMO/ BPM/ BEE / CDPO/MO

Training Resources: To assure high quality and standardized messages, Evidence Action
worked with stakeholders to contextualize NDD training aids like presentations, flipcharts,
leaflets, and handouts for teachers, AWWSs, and mitanins as per state-specific needs. Evidence
Action supported the state government in printing the flipcharts and mitanin handouts.
Evidence Action supported in drafting the bundling plan as per block requirements, enabling
materials to be efficiently transported to all districts before trainings commenced. Evidence
Action’s district coordinators played a vital role in ensuring the timely completion of tasks in
order to ensure availability and distribution of these kits at the block-level trainings.

Training Support: Along with the master trainers who led the district trainings, Evidence
Action conducted training monitoring across all 16 districts and pre- and post-tests to assess
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the knowledge gained by participants, in 8 selected districts' and 16 blocks?°. Evidence Action
also used a monitoring checklist to assess training quality, ensuring that all the components of
deworming were covered as per NDD guidelines. Facilitating real-time corrective actions,
Evidence Action’s state team engaged with the nodal officer and provided up-to-date findings
from the field. Timely coordination and information from the field enabled district officials to
take remedial steps during implementation

Training Reinforcement: To reinforce key training messages, Evidence Action sent post-
training SMS to various functionaries. Evidence Action adapted the SMS plan uploaded on the
national ministry website as per the state’s context and finalized the same with approvals from
the government. The SMS contained reminders on dates of trainings and NDD, deworming and
its benefits, reporting timelines, and instructions for adverse event management. Evidence
Action also sent the 30-second NDD radio jingle as an Interactive Voice Response SMS during
NDD and mop-up day to frontline functionaries. Below is the details on the number of SMSs
and IVR messages sent by Evidence Action to functionaries across the various stakeholder
departments.

Department Total SMS Sent Total IVR Calls Made
Health 2,73,526 25,389
Education 11,58,077 39,226
WCD 3,88,088 15,380

Website Uploads: To access information on deworming, functionaries at state, district and
block levels visited Department of Health website to gather information including key
training messages, guidelines, training materials, and reporting timelines to reinforce
messages and strengthen program operationalization.

19 The low performing districts were identified on the basis of NDD 2015 process monitoring and coverage validation findings
under taken by Evidence Action

20 3 blocks from each of the 8 selected districts were identified on the basis of preliminary finding from district level
training monitoring and pre-post-test during NDD 2016 district level training
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Highlights from National Deworming Day 2016

v The program launch was held on February 10, 2016 at state and districts with political
commitment and bureaucratic leadership followed by a mop up day on February
15,2016.

v' State health department, and development partners including Evidence Action,
conducted a total of 254 monitoring visits on NDD. Evidence Action shared findings
from the field with the MD, NHM on the same day.

v" NDD observed in private schools in one district i.e Korba

v' Mitanin were engaged in the field to mobilize out-of-school children to come to the
nearest anganwadi centres for deworming treatment.

v Block officials of Departments of Education and Health carried out monitoring visits
and tracking along with Evidence Action on National Deworming Day

v' Evidence Action hired and trained an independent monitoring agency to conduct
independent monitoring.

v' The state reported dewormed 23,21,789 children out of approximately 25,14,424
children in the target age group.

It is imperative that majority children have access to deworming drug and receive benefits for
improved health and education outcomes. Evidence Action places great emphasis on
understanding the extent to which schools, anganwadis, and the health system are prepared to
implement mass deworming. This includes assessing the extent to which deworming processes
are being followed, and the extent to which coverage has occurred as planned. Monitoring and
evaluation of the Chhattisgarh NDD program occurs in three ways: (1) process monitoring, (2)
coverage reporting and (3) coverage validation. For NDD 2016, an independent monitoring
exercise (process monitoring and coverage validation) was conducted on deworming day and
mop-up-day, followed by coverage validation from February 20-26, 2016.

Process monitoring assesses the preparedness of schools, anganwadis, and health systems to
implement mass deworming and the extent to which they have followed correct processes.
Evidence Action assesses the program preparedness during the pre-deworming phase and
independent monitors observe the processes on deworming day and mop-up day.

Field Monitoring Visits: A total of 312 monitoring visits (58 visits by state government
officials and 254 visits by Evidence Action’s state and field team) were conducted in randomly
selected schools and anganwadis. As recommended under national guidelines, the team used
the NDD monitoring checklist during their visit and was submitted to the state health
department (Annexure F).
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Telephone Monitoring and Cross Verification: Evidence Action tele-callers placed phone
calls to track the delivery and availability of training, drug, and IEC materials at the district,
block, and school/anganwadi levels as deworming day approached. Approximately 3,593 calls
were made from January to March 2016, including 232 telephonic calls to district official and
2274 block officials of Health, Education and WCD and 1087 telephonic calls to teachers/ AWW
in 16 districts. Tele-callers used electronic tracking sheets to outline issues identified during
calls and monitoring visits. These tracking sheets were shared with the state government to
enable the government to take rapid corrective actions as necessary.

With support and inputs provided by short-term hires, Evidence Action’s state team held
debrief sessions with officials at the state health department to share updates and information
from deworming day monitoring visits to schools and anganwadis. These updates resulted in
corrective actions around issues such as drug and IEC availability, ensuring adherence to
program guidelines and ultimately supporting increased coverage (Annexure G)

Coverage reporting provides the numbers of program beneficiaries and is a crucial component
to measure success. With close support from Evidence Action’s state and field teams, the
Department of Health collected and compiled the coverage report for NDD in selected schools
and anganwadis. School teachers/AWW had been trained on the recording and reporting
protocols. These protocols, along with the reporting cascade and timelines, were shared with
all districts through the state’s directives and intended to improve the accuracy of coverage
reports submitted by schools/anganwadis. Every teacher/ AWW was required to put a single
tick mark (v)next to a child’s name in the attendance register if he/she was administered
albendazole on deworming day, and a double-tick mark (v'v)next to a child’s name if he/she
was administered albendazole on mop-up day. Schools/anganwadis were instructed to derive
the number of enrolled children dewormed by counting the single and double tick marks in
attendance registers. School headmasters were then required to compile the number of
dewormed children as recorded in class registers, fill the school reporting form, and submit it
to the designated person in the reporting cascade. Coverage reporting structure and timeline
is shown below in Figure 3:

School/Village level reporting

+ Schools/AWC submits filled reporting form to ANM
Date : February 19, 2016

Sub Center level reporting + ANM submit the coverage data at block level (Block
Date: February 23, 2016 Medical Officers-BMOs)
Block level reporting + Blocks compile and submit the coverage data to district
Date: February 29, 2016 level (CMHOs/ District nodal officers)
District level reporting + Districts compile and submit the coverage data to state
Date: March 7, 2016 level (State nodal officer)
State level reporting - State health department aggregate final NDD coverage
Date: March 29, 2016 rpeort and submit to MoHFW
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Coverage validation was done within 5-7 days of the mop-up day. During this exercise,
monitors checked and verified deworming related data available in schools and anganwadis
using their respective attendance registers and reporting forms. In each school, one teacher
and three students were interviewed. In anganwadis, only AWWSs were interviewed. The
surveys were conducted with the prior approval of the state government and a permission
letter was issued by state Department of Health. Each monitor carried a copy of the
authorization letter, produced to the schools and anganwadis on request.

Sampling and Sample Size: Two-stage probability sampling was used to select schools and
anganwadis for coverage validation on deworming day and mop-up day. First, 50 blocks were
selected from 16 districts that observed deworming by probability proportional to size
sampling, followed by random sampling of schools to provide state-wide estimates of
indicators. A total of 213 schools and 200 nearby anganwadis were visited on NDD and mop-
up day. For coverage validation, a total of 329 randomly selected schools and 300 randomly
anganwadis were visited.

Indicators Process monitoring Coverage validation
Target Achieved Target Achieved

Total number of districts 16 16 16 16

Total number of blocks 50 50 50 50

Total number of schools 220 213 330 320

Total number of 200 193 300 200

government/government aided

schools

Total number of private schools 20 20 30 30

covered in one district*

Total  Number of  children 220 147 990 063

interviewed in schools*

Total number of anganwadis 200 200 300 300

# Deworming was observed only in private schools of Korba district
*Children were interviewed only where deworming has been conducted on the day of monitor’s visit

Independent Monitoring Formats: To ensure comprehensive coverage and triangulation of
data, four questionnaires were administered- one each for school and anganwadi process

2 Probability proportional to size sampling (PPS) selected blocks in Chhattisgarh, according to the number of schools in that
block. PPS corrects for unequal selection probabilities in random sampling of unequally sized blocks. Schools were then
randomly selected from the selected blocks.
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monitoring on NDD and mop-up day, and one each for schools and anganwadis for the coverage
validation. Questionnaires were designed by Evidence Action and finalized in consultation
with the state department of Health. The questionnaires were translated into regional
language, and checked to ensure that the languages was concise and easily understandable,
before being scripted and loaded onto tablet PCs/mini-laptops for the monitor to administer.

Training of Trainers and Independent Monitors: Through a competitive selection process,
Evidence Action hired GfK Mode Pvt. Ltd. to implement the independent monitoring in
Chhattisgarh. Evidence Action provided a one-day training to three master trainers from GfK
on February 5, 2016 at New Delhi. These master trainers conducted a two day training of 10
supervisors and 120 monitors from February 7-8, 2016 in batches of 50-55 monitors at Raipur.
After training, a test was administered to all participants to assess their comprehension and
ability to work in the field.

Field Implementation: After training, the selected monitors were sent to their allotted
districts. Each monitor was allotted two schools and two anganwadis for process monitoring.
Subsequently, they were allotted three schools and three anganwadis to survey during coverage
validation. Monitors were provided a tablet PC, charger, printed questionnaires, and
albendazole tablets for demonstration. The details of their allotted schools were shared with
them one day before fieldwork commenced to ensure that monitors did not inform local
educational authorities ahead of the actual deworming, thus potentially affecting compliance.
In case a school or anganwadi was closed on NDD or mop-up day it was replaced by the nearest
school/anganwadi. For coverage validation, however, this strategy was slightly modified: if a
school or anganwadi was found closed, monitors were asked to cover the next school or
anganwadi on their list, and return to the first school or anganwadi at another time on a
subsequent day. If the school or anganwadi was non-traceable or closed consistently after
making three attempts, a new school was substituted for the old one.

Quality Control: Appropriate quality control measures were taken to ensure that data
collected was accurate and comprehensive. School headmasters and AWWs were asked to sign
a participation form and provide an official stamp, verifying that the school or anganwadi was
actually visited. The agency contacted approximately 15% of schools and anganwadis on phone
the next day to confirm that they had participated in the monitoring and validation process. In
addition, district coordinators visited sampled schools and anganwadis to spot check the
processes and tele-callers contacted schools and anganwadis to verify monitoring visits.

Key findings from the independent monitoring emphasize the importance of strengthening the
training cascade and the integrated distribution of drugs and IEC materials at the trainings to
ensure all teachers and AWWs are equipped to implement NDD effectively
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Participation at trainings: Independent monitoring data demonstrated that
teachers/headmasters from 799% of schools and 78% of AWWs received training for the recent
deworming round. Among private schools, 15 out of 20 schools reported attending training on
deworming in the previous two months.

Among those who did not attend training, 55% of teacher/headmasters and 33 % of anganwadi
workers stated that the location was too far away followed by 31% teacher/headmasters and
all the anganwadi workers did not know the date/ timings. As training is crucial to equip
teachers and AWWs with the necessary knowledge and drugs for implementing NDD, efforts
must be made to increase participation at the trainings. In this direction, for NDD 2016 round,
the government and Evidence Action sent out bulk SMSs on reinforcing training schedules and
venue information prior to the trainings, along with post training messages on deworming.
During independent monitoring, it was found that only 63% schools and 50 % AWWs received
training reinforcement SMS, which could be the reason for low participation at the trainings
during NDD 2016.

Key recommendations:

e Regular updates and strengthening of the database of block level functionaries and
teachers/schools and AWWs to improve SMS coverage for dissemination of program
information to key audiences in a timely manner.

e Advise block level officials to strengthen the communication channels from the block
to all schools and anganwadis on participation at trainings.

Findings show that only 69% of headmasters reported providing training to other teachers
after they were trained on deworming. The headmasters/ principals and anganwadis also
reported incomplete knowledge on the different ways that children can get worm infections;
only 54% headmasters/ principals and 50% AWWs reported open defecation / not using
sanitary latrine as a route of worm transmission.

Key recommendations:

e Improve training sessions with a stronger focus on the importance of sharing training
messages at schools so that all teachers are equipped to deworm children in accordance
with the protocols.

e Trainings should emphasize practices for controlling worm infection.
o Integrated distribution of deworming materials including drugs

Findings from independent monitoring data revealed that only 20% of schools and 18% of
anganwadis respectively completed integrated distribution** of the NDD kit; however, as
reflected in the below table, individual components of the kit were still distributed on a large
scale at the trainings.

22 Tntegrated distribution of NDD kits including deworming drugs, banner/poster and handout, reporting forms, to the
teachers/anganwadi workers at the training only.
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Items Received For Schools For Anganwadi

in training

Available | Verified f;eif;,r?il Available Verified | Received in
(%) (%) %) &1 (%) (%) training (%)
Tablets 97.7 03.3 62.5 88.0 03.2 56.3
Poster/Banner 84.5 06.1 70.0 74.5 06.6 50.7
Handouts/
Reporting form 86.5 93.5 65.4 65.5 93.1 54.2
Adverse event X p 8.6 X 8<5
reporting form 73 70.3 40. 3.5 5. 44.4

* *The first column shows data on the availability of NDD kit content with the teachers and anganwadis, as reported
by them. Availability of items in NDD kit was physically verified by monitors for those schools and anganwadis
that received these items (Second column). The third column states teachers and anganwadis reporting receipt of
NDD kit content at the trainings

Findings suggest a need to strengthen integrated distribution of training, IEC materials, and
drugs during block level trainings. While the state planned the bundling process far in advance
of the NDD, less than one fourth of schools and anganwadis reporting receiving all materials
at the trainings.

Key recommendation:

e Improved bundling and proper distribution is done at all levels down to the blocks,
where the ultimate implementers receive materials. This can be done through ensuring
clear responsibilities for bundling at all levels, through state/ district released directive,
also necessary supervision at all levels is required for ensuring adequate quantity gets
bundled and distributed in a timely manner.

During coverage validation, 90% of schools and anganwadis reported to have sufficient drugs
for deworming.>* Moreover, 51% of schools and all the anganwadis had surplus drugs after
deworming. The drug surplus at the schools and anganwadis can be because of buffer being
considered while drug bundling. The drug surplus figures are corroborated with logistics
details under state level coverage report as well (Annexure A).

Key recommendation:
e Availability of surplus drug at the schools and anganwadis after the deworming round
is completed, need to be assessed by the state government in terms of making use of
available drugs, along with following necessary drug safety protocols.

2 Sufficient drugs is defined here as availability of drugs in accordance with the total number of children enrolled in the
school/anganwadi.
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In order to sensitize the teachers and anganwadis, various channels of communication was
used in the program, including departmental communication, posters, and banners.
Departmental communication was the major source of information for the schools (52%) and
anganwadis (74%) for deworming (Figure 3). This was followed by training (37%) and SMSs
(339%) for schools; radio (55%) and banners (40%) for anganwadis. Only 10% of AWWSs came
to know about deworming through SMS. School teachers were the major source of information
to students for deworming (929%). However, 14% of students interviewed were not aware that
the medicine given to them was for deworming. With reference to children enrolled in private
schools, total 11 of 15 interviewed children were aware that the tablet given to them was for
deworming.

While 929% of schools and 81% of anganwadis reported conducting deworming on either NDD
or mop -up day, independent monitors observed ongoing deworming activity in 69% schools
and 49% of anganwadis respectively. Coverage validation demonstrated that 97% of schools
and 92% of anganwadis had observed deworming during NDD or mop up day. Out of all
enrolled children interviewed on NDD and mop- up day, around 93% reported to have received
a deworming tablet. Prima facie, this suggests that deworming occurred in a large percentage
of schools and anganwadis on one of the deworming days. With reference to private schools,
24 of the 30 private schools observed during coverage validation reported deworming activities
on NDD or mop- up day.

Interviews with teachers and AWWSs during process monitoring demonstrated a lack of
awareness regarding the possible occurrence of adverse events. Only 31% of
headmasters/principals and 26% of AWWSs acknowledged that adverse events were possible
after ingesting albendazole. Of those who knew that adverse events are possible, most of them
advocating that mild adverse events should be handled at schools/anganwadis while more
severe or continued adverse events should be referred to the nearest PHC. During class
observations, around 86% of teachers and 87% of AWW s asked children whether they were
sick before administering drugs. More than 96% of teachers and 99% AWWSs ensured that
drug administration was well supervised, asking children to chew tablets before swallowing.

Key recommendation:
e Increased focus needs to be given at the trainings on the adverse events that can happen
on mass scale program and more importantly, on being equipped to properly manage
the adverse events as per the adverse event management protocols.

It was also seen during process monitoring that many schools and anganwadis were delaying
drug administration to coincide with mid-day meals. As per WHO guidance, there is no need
to consume food along with albendazole. Often, children leave school premises right after the
mid-day meal, meaning that they do not remain with teachers for two hours post- deworming
when any possible adverse events could be properly managed by the trained teacher/AWW.
Thus, training and monitoring functions should provide greater focus on the correct drug
administration protocols in future rounds.
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Coverage validation data demonstrated that 69% of followed correct recording protocols,
whereas around 27% of schools did not adhere to correct recording protocol. As per NDD
guidelines, Mitanins were required to prepare a list of out-of-school children for submission
toAWWs; however, findings suggest that only 57 % anganwadis had a list available.

Key recommendation:

e Increased focus on the importance of correct recording, reporting protocols and
maintaining correct and complete documentation at the trainings of frontline
functionaries.

The following table highlights the coverage details from the state including the total coverage
of 92% according to government reported figures as well as coverage across various
categories

Indicators Results % Coverage

Total number of children targeted 25,14,424
Number of enrolled children (classes 1-12) who | Government 20,59,963 02%
were administered albendazole on NDD and | Schools
MUD Private 17,323 08.5%

Schools
Number of out-of-school children (6-19 years) dewormed on | 2,44,503 92%
NDD and MUD
Total number of children dewormed (6-19 years) 23,21,789 92%

Substantial district wise variation was observed in NDD coverage reporting.

Evidence Action also advised the state government in finalizing program target figures prior
to NDD, allowing for accurate performance measurement across the state. Evidence Action
referred to credible data sources including 2011 census data and Annual Status of Educational
Report (ASER) for estimation of out-of-school children and advised the state health
department in finalizing the target for unregistered preschool-age children. The state defined
the final target for out-of-school children, based on Evidence Action’s recommendation.

The following section explores the extent to which the reported coverage figures are likely to
be an accurate reflection of the number of children dewormed.
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In the schools and anganwadis sampled for coverage validation, we calculated state-level
verification factors, which are commonly calculated for Neglected Tropical Disease control
programs around the world. The verification factor compares the number of ticks in
school/anganwadi registers (where teachers/AWWSs recorded dewormed children) to the
coverage figures in the reporting forms that schools/anganwadis submitted to the state. A
verification factor of 1 means the schools reported the exact same figures that as recorded in
registers on deworming day. A verification factor less than 1 indicates over-reporting, while a
verification factor greater than 1 indicates under-reporting.

Coverage verification factors are estimated on the basis of availability of a copy of
reporting forms at schools and anganwadis. In Chhattisgarh only 48% of schools and 15 %
of anganwadis had copy of the reporting form available after deworming and mop up day.
During trainings, school teachers/ headmasters and anganwadi workers were instructed to
retain a copy of their respective reporting form; however, 22% of headmasters and nine percent
of AWWs interviewed during process monitoring were not aware of retaining a copy of the
form.

In Chhattisgarh, the state level verification factor for enrolled children was found to be 0.76,
indicating that for every 76 enrolled children who were recorded as dewormed in the schools,
the school reported that 100 enrolled children had been dewormed. This corresponds to an
overall 32% percent inflation of reporting in the state, meaning that reported numbers appear
to be approximately 329% higher than the numbers recorded in attendance registers. Similarly,
the state level verification factors for out- of- school (6-19 years) children was 0.55 with
corresponding inflation rates of 79%.Training was found to increase the accuracy of reporting:
trained schools had 24% inflation in reporting, while untrained schools had 58% inflation in
reporting.

Around, 99% of the children interviewed during coverage validation reported to have received
deworming and 99% reported of them consumed the tablet under supervised administration
in the school. Further attempts were made to understand the maximum number of enrolled
children that could have been dewormed in the state. Coverage validation data demonstrated
that 97% of schools did deworming on either of the days and attendance data showed that a
maximum of 829% of the enrolled children would have been in attendance across considering
the attendance of both the days. Based on deworming implementation status and attendance
of enrolled children on deworming and mop-up day and children’s interview, maximum 79%
(99% children out of 82% present in 97% of schools conducted deworming) children could
have been dewormed in the schools of the state.

Key recommendations:

e Correct recording, reporting protocols and the importance of retaining a copy of
reporting form for verification purposes, need to be further reinforced at future
trainings.
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e Additionally, greater emphasis need to be made for increasing coverage and accurate
reporting of out-of-school children. This suggests the need to strengthen the role of
mitanins in mobilising these children and correctly reporting their treatment.

e Coverage reports also reflect a need for greater emphasis on finalizing correct target
figures, particularly for out-of-school children for whom coverage percentages have
been low. This could be partially because of not setting up accurate target figures
prior to NDD. Broadly the targets for all categories were revised after the NDD
implementation as all the stakeholder departments agreed on revised figures received
from the districts to be considered as final. In future rounds, in case target figures are
not available at the state level, districts can be engaged well in advance to finalize
their targets.

Private school engagement: Since this was the first round for the state to engage private
schools in deworming, participation was low and can be increased in the future. In order to
broaden the reach of the program, it is critical to include private schools in every aspect of
future rounds.

Key recommendations:

o Comprehensive training for teachers and other staff, along with adequate and timely
information about the program, may help generate awareness and interest from private
schools.

o« The continued engagement of District Magistrates will help strengthen the
implementation of the program at ground, as reported by the state NDD nodal officers.

o Engaging with private schools has been a largely untapped area for school health
programs. However the efforts made during NDD February 2016, and the experiences
will guide future strategies for other such initiatives.
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Key Recommendations from NDD Feb 2016

Setting program coverage targets well ahead in time

Training

+Regular updates and strengthening of the database across program functionaries for sending training reinforcement
SMSs.

+ Strengthen the communication channels from block to all schools and anganwadis on participation at trainings

+ Strengthen training component of the program through focusing more on the following:
1) Importance of sharing training messages by the trained teacher to all other teachers at school
2)Practices for controlling worm infection
3) Importance of correct recording, reporting protocols and maintianing correct and complete documentation form for
verification purposes

+ 4) Knowldege on adverse events that can happen on mass scale program and more importantly, on being equipped to
properly manage the adverse events as per the protocols

Integrated distribution of NDD kits at trainings

+ Strengthening integrated drug distribution through ensuring clear responsibilities are assigned for bundling at all
levels, through state/ district released directive. Also, necessary supervision at all levels is required for ensuring
adequate quantity gets bundled and distributed in a timely manner.

Community mobilisation

+ Greater emphasis need to be made for increasing coverage and accurate reporting of unregistered and out-of-school
children. This suggests the need to strengthen the role of ASHAs in mobilizing these children and correctly reporting
their treatment.

Private school engagement

+ Comprehensive training for teachers and other staff, along with adequate and timely information about the program,
may help generate awareness and interest from private schools.
+ The continued engagement of District Magistrates will help strengthen the implementation of the program at ground

/. Way Forward

The second round of deworming in the state demonstrated progress towards expansion of
program to include all school age children along with inclusion of private school children. A
critical piece of learning derived from this round is the importance of strengthening the
training cascade through adequate planning and monitoring, and maximizing its efficiency by
using it to distribute all materials and drugs. This is also an established best practice
recommended by WHO for all school-based deworming programs for effectiveness, not just in
implementation, but also for cost-effectiveness of the program.

Looking to the future, maintaining the program’s strong pace will require continued advocacy
to ensure that the state commits resources for deworming under its annual Program
Implementation Plans. Strengthened planning for the third year of NDD implementation, and
wider reach to schools including government, government-aided and private schools, and all
preschool age children will pave the way towards higher coverage. Evidence Action will also
strengthen the deworming program in line with the above recommendations through close
collaboration with government stakeholders and new initiatives around SMS-based coverage
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reporting all under state guidance. Together with the government’s commitment and support,
all of these efforts will result in improved health, education and productivity for millions of
children in Chhattisgarh.

Annexures:

Annexure 1

Details of Independent Monitoring

Annexure A

NDD 2016 state coverage report

Annexure B

Prevalence Survey Interim Report

Annexure C

NDD 2016 State Joint Directives

Annexure D

Letter to MD to CMHOs regarding implementation of NDD

Annexure E

Community sensitization and awareness

Annexure F

Findings submitted to state NHM on monitoring visits by Evidence Action

Annexure G

Snapshot of compiled calls status in Chhattisgarh by Evidence Action
team during NDD 2016
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Annexure 1: Analysis for Process Monitoring (School/Anganwadi)

Table: 1 Interview with headmaster/headmistress/principal and Anganwadi workers

Indicators School Anganwadi
N=213 N=200
% N % N

Type of School
Govt./Govt. Aided schools 00.6 193 NA NA
Private Schools 9.4 20 NA NA
Respondent of the section NA NA
Headmaster/Principal 78.4 167 NA NA
Vice principal 5.6 12 NA NA
Nodal Teacher 11.3 24 NA NA
Any other teacher 4.7 10 NA NA
Category of school NA NA
Primary(1 to 5) NA NA
Primary with upper primary(1 to 8) 67.1 143 NA NA
Primary with upper primary and secondary(1 to 10) 6.1 13 NA NA
Primary with upper primary secondary and higher NA NA
secondary(1 to 12) 1.9 4
Upper primary only(6 to 8) 0.9 2 NA NA
Upper primary with secondary and higher secondary(6 to 12) 16.9 36 NA NA
upper primary with secondary(6 to 10) 1.4 3 NA NA
Secondary only (9 to 10) 1.4 3 NA NA
Secondary with higher secondary(g to 12) 4.2 9 NA NA
Higher Secondary only or Jr. college(11 to 12) NA NA
Did Anganwadi worker attend training in last 2 months 79.8 180 81.5 163
Did trained teacher provide training to other teachers
Yes, trained all other teachers 68.2 116 NA NA
Yes, trained some other teachers 18.2 31 NA NA
No, did not train other teachers 12.4 21 NA NA
Don’t know /don’t remember 1.2 2 NA NA
Reason for not attending official training
Locati too f.

ocation was too far away 54.8 - . 2
Did not know the date/timings 31.0 13 100
Busy in other official work 9.5 4 33.3 2
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Attended deworming training in the past 4.7 2 33.3

Not Necessary 2.3 33.3

Source of information about recent round of deworming

program

Departmental communication 52.5 112, 73.5 142
Television 11.2 24 49.7 06
Radio 6.5 14 55.9 108
Newspaper 11.2 24 45.6 88
Banner 16.9 36 50.7 08
SMS 33.3 71 9.8 19
Training 37.0 79 10) o

Other school/teacher 7.9 17 e} 0

Awareness about the ways a child can get worm infection 02.0 196 06 192
Different ways that children can get worm infected

Having foods without washing hands 52.6 112 83.5 167
Not washing hands after using toilets 80.1 157 8o 160
Not using sanitary latrine 54.1 106 50.5 101
Moving in bare feet 57.7 113 53.5 107
Consume vegetables and fruits without washing 56.1 110 50 100
Having long and dirty nails 53.6 105 48.5 97
Receive SMS about the deworming program 69.0 147 60 120
Preference to receive the SMS

Morning 70.4 150 19.5 39
Afternoon 22.1 47 9.0 18
Evening 12.7 27 11.5 23
Any time 12.2 26 38.0 76
Do not prefer the SMS 22.5 48 23.0 46
Having integrated distribution( Tables, Poster/Banner,

handouts/reporting, adverse event reporting form) in 19.8 40 18.0 36
training

Visibility over the Deworming Day Poster/Banner is

posted

Clearly posted/ visible to all 89.4 161 80.5 120
Hidden in a room/partially visible. 5.6 10 4.7 7

Not posted/ not visible 5.0 9 14.7 22
Awareness about t.o whom. to submit the completed G — 85.0 o
School/Anganwadi Reporting

Retain a copy of the School/Anganwadi Reporting Form

at the school after submitting one copy U et 91.0 e
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Teachers/Anganwadi who think any adverse event can
occur after taking the deworming tablets 315 & 26.0 52
Possible adverse events could be reported by children
after taking the tablets
Mild abdominal pain 74.6 50 46.1 24
Nausea 52.2 35 32.6 17
Vomiting 74.6 50 53.8 28
Diarrhea 31.3 21 19.2 10
Fatigue 32.8 22 19.2 10
Response in case a child complains of mild stomach ache,
nausea, vomiting, and diarrhea after taking the tablets,
Make the child lie down in open and shady place 81.7 174 54.5 109
Give ORS/ water 40.4 86 35.5 71
Observe the child at least for 2 hours in the school 18.3 39 31.0 62
Response in case the child continues to report
symptoms of stomach ache, vomiting, diarrhea, etc. even
after a few hours
Call PHC or emergency number 42.3 90 48.9 04
Take the child to the hospital /call doctor to school 59.6 127 57.2 110
Deworming activity going in your school/Anganwadi
today
Yes, getting now 70.4 150 80.5 161
Yes, after few hours 21.1 45 o o)
No, will not administer today 8.5 18 190.5 39
Table: 2 Integrated Distribution of Drugs and IEC material
Items Received in Sl AR
training
Received | Verified Rece}V?d | Received | Verified Rece}v?d n
training training
Tablets 97.7 93.3 62.5 88.0 93.2 56.3
Poster/Banner 84.5 06.1 70.0 74.5 06.6 59.7
gea;l gr(iliﬁ;/form 86.5 93.5 65.4 65.5 93.1 54.2
f;(li)‘(l)i;el;z(frnr; 17.3 78.3 48.6 13.5 85.2 44.4

Note:-The sample size for items received in schools and anganwadis were 213 and 200 respectively

*The denominator for verified is the number of particular item received to schools and

anganwadis
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Table3: Observation of deworming activity in the class/Anganwadi

Indicators Schools gl

% N % N

Deworming activity is taking place in the

class/Angagnwadi ’ &P S . 48.5 78

Teachers/Anganwadi worker giving any health

education related to deworming

Yes 01.8 135 87.1 68

No 8.2 12 12.8 10

Could not observe as I reached late

What are being included by the teacher/

Anganwadi worker as a part of health education to

children

Harmful effects of worms 65.2 88 60.3 41

How worms get transmitted 69.6 94 58.8 40

Benefits of deworming 60.0 81 55.9 38

Methods of worm infection prevention 50.4 68 57.4 39

Teacher/ Anganwadi worker were asking the

children if they are sick/under medication before 86.4 127 87.2 68

giving the tablet

What teacher/ Anganwadi worker did,If there was

any sick child in the class room

Gave Albendazole tablet to the child 7.9 10 2.9 2

Did not give the Albendazole tablet to the child 02.1 117 97.1 66

Students/children are told to chew the tablet

before swallowing it 95-9 141 98.7 v

Deworming tablets were distributed by

Teacher/headmaster 08.6 145 NA NA

Anganwadi worker 1.3 2 96.2 75

Asha/ANM 0.0 o) 2.6 2

Students 0.0 o) 1.3

Teacher/ Anganwadi worker asking students to

take Albendazole tablets in the class/ Anganwadi 100.0 147 08.7 77

only

Teachers/ Anganwadi worker following the

protocol of putting single tick (deworming day)

or double tick  (mop-up day) on each child’s 92.5 136 82.1 64

name/roll no. in the attendance register after

giving them the deworming tablet

Practice followed by teacher ,if the ticking/double

ticking protocol was not followed
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Prepare the separate list for dewormed child 27.2 3 71.4 10
Put different symbols 18.1 2 14.2 2
Nothing was done 54.5 6 7.1 1
Others specify 7.1 1
Any child not given the prescribed dose of
Albendazole tablet
Yes, less than the prescribed doze 7.5 11 12.8 10
Yes ,more than the prescribed doze 4.1 6 1.3 1
No, the prescribed doze is being given 88.4 130 85.9 67
Any adverse event observed (nausea, vomiting,
stomach-pain diarrohea, etc.) after taking the 10.2 15 77 6
tablet
*Deworming activity was observed by monitors in 147 schools and 78 anganwadis
Table: 4 Interview with school teacher
Indicators % N
Attended any official training for deworming program in the past 2 65 X
months -4 33
Received training for deworming
At official level training 70.7 94
By Headmaster/ teacher 20.3 39
Awareness about the ways a child can get worm infection 87.8 187
Different ways that children can get worm infected
Having foods without washing hands 01.4 171
Not washing hands after using toilets 82.4 154
Not using sanitary latrine 63.1 118
Moving in bare feet 60.4 113
Consume vegetables and fruits without washing 54.0 101
Having long and dirty nails 39.0 73
Others 2.1 4
Awareness about prescribed dose of albendazole
One 99.5 212
More than one 0.5 1
Teachers who think any adverse event can occur after taking the
. 38.5 82
deworming tablets
Possible adverse events could be reported by children after taking the
tablets
Mild abdominal pain 74.4 61
Nausea 63.4 52
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Vomiting 74.4 61
Diarrhea 23.2 19
Fatigue 34.2 28
In case a child complains of mild stomach ache ,nausea, vomiting, and
diarrhea after taking the tablets, Your response should be
Make the child lie down in open and shady place 76.1 162
Give ORS/ water 44.1 94
Observe the child at least for 2 hours in the school 44.1 04
If the child continues to report symptoms of stomach ache, vomiting,
diarrhea, etc. even after a few hours, Your response should be
Call PHC or emergency number 57.3 122
Take the child to the hospital /call doctor to school 66.7 142
Don’t know / don’t remember 2.4 5
Note: - Interviews were conducted from 213 school teachers
Table: 5 Interview with school child
| Indicators School
% N
Child got a white tablet in school today 93.3 182
Child was feeling sick before taking the tablet in the school today 5.5 10
Child got tablet by
By Teacher / headmaster 94.5 172
By ASHA/ANM 1.1 2
By Other student 1.7 3
Other 2.8 5
Child consume tablet 08.9 180
Reason to not consume tablet
Was feeling sick 50 1
I’'m afraid of taking the tablet 50 1
Awareness of child that, how to consume the tablet
Chewed tablet before swallowing 96.7 176
Swallowed tablet directly 3.3 6
Other, specify
Awareness of child that, why tablet is provided
Deworming 85.7 156
Any other answer(unrelated to deworming) 2.2 4
Don’t know /don’t remember 12.1 22
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Child was aware about deworming activity 19.2 5
Source of information about deworming activity

Teacher / school 91.9 148
Television 7.5 12
Radio 3.1 5
Newspaper 3.1 5
Poster/Banner 16.2 26
Parents/siblings 15.5 25

Note: - Interviews were conducted from 195 school enrolled children

Annexure 2: Analysis for Coverage Validation (School/Anganwadi)

Table 1: Findings from School/Anganwadi Coverage Validation data

Indicators Schools Anganwadis
% N % N
Responses from the headmasters/principals interviewed
Attended training for Deworming program 78.4 258 75.3 226
For schools that didn't attend training, reasons were
Location was far away 4.2 3 2.7 2
Was not aware of the date/ timing of training 50.2 42 53.4 30
Busy in other official work 11.3 8 5.5 4
Attended Deworming training in the past 5.6 4 6.9 5
Not necessary 4.2 3 0.0 o

Schools received the followings

Tablets 97.0 319 92.7 278
Poster 82.4 271 81.7 245
Hand-outs/Reporting form 88.3 265
Adverse event reporting form 87.2 287 21.3 64
Received SMS about Deworming program 63.2 208 50.7 152
Schools/Anganwadis had the sufficient drugs for

) 90.3 288 89.9 250
Deworming
Schools/'Anganwadls had surplus storage of drugs after . ,88 100.0 o
Deworming
Schools/Anganwadis where copy of school reporting
form was available after Deworming Day and Mop-Up 48.0 154 14.8 41
Day

For schools/Anganwadis that didn't have copy of school
reporting form, reasons were

Did not receive 4.7 8 6.3 15
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Submitted to ANM 87.1 148 90.3 214

Unable to locate 2.4 4 0.4 1

Schools/Anganwadi had complete school reporting form 98.1 151 05.4 41

Schools/Anganwadis observed Deworming on

Deworming Day or Mop-Up Day 97-6 . oy 278

Schools/Anganwadis reported severe adverse event after

taking the medicine 5.0 e 1 2

Anganwadi having list of out of school children (6-19 years) NA NA 57.2 159
Table: 2 School/Anganwadis Coverage Validation Indicators

Indicators %
Schools where all the classes followed the correct recording protocol 69.7

Schools where one or more of the classes followed the correct recording

protocol e
Schools where none of the classes followed the correct reporting protocol 27.3
Schools where one or more of the classes followed other recording protocol 12.4
Schools where no reporting protocol was followed 27.3
State level verification factor 0.76
State inflation rate (which measures the extent to which the recording in -

school reporting forms exceeds records at schools)

State level inflation rate among trained schools (which measures how much
the coverage reported in reporting forms exceeded school records in 24.6
registers for schools that received training)

State level inflation rate among untrained schools (which measures how much
coverage reported in reporting forms exceeded school records in registers 58.2
for schools that were not trained)

School level inflation rate for schools that followed the correct recording
protocol (measures how much coverage reported in reporting forms

exceeded school records in registers, for schools that were following 5:6
recording protocols, i.e., ticking)

Attendance on Deworming Day 78.3
Attendance on Mop-up day 70.8
Children who attended on both Deworming Day and Mop-up day 66.3
Maximum attendance of children on Deworming Day and Mop-Up Day 82.4
according to the CV data ’
State level verification factor for out of school children (6-19 years) 0.55
State level inflation for out-of-school children(6-19 years) 79

This was asked to 329 and 301 anganwadis covered during coverage validation
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Table: 3 Interview of children during Coverage validation

Indicators % N
Children received Deworming tablets 090.4 958
Children aware about the Deworming tablets 92.2 884
Children who consumed tablets in front of teacher/headmaster 09.2 950
Children consumed tablet 09.9 957
Way children consumed the tablet 97.1 937

Note:- Three children were interviewed from all those schools(321) who reported to observe
deworming during NDD and mop-up day out of total 329 schools visited during coverage
validation



Annexure A - National Deworming Day 2016_ Coverage

* Pleasa fill in all the details below and write 'NA' wherever it Is not applicable.

: Chiattisgarh District: 16 districts covered [ Block : B4
No. of Gowt/Gowt, Aikded schoals 27009 No. of Govt/Govt aided schools reporting | 26872
o
No. of targeted private schoots 101 No.of private Schools reporting coverage | 101
No. of Anganwadi Centor (AWCs). | 28364 No. of AWCs reporting coverage 26322
No, of ASHAS orlented /trained on NDD (National Deworming Day) 32569
No. of Gavt, aided schools who attended training on NDD 24356
. No. of private schools who attended training on NDD 89
No.of nwadi workers oriented /trained on NDD 26273
A g e ofF LY, o > S= 20
Girls Total
Total chilidren out of school 147894 | 117746 (A) 265640
Total children unregistered in AWCs NA NA (B8) o
Total children registered in AWCs NA NA €)o
| Govt.schaol | 1113146 | 1118055 (D) 2231201
Total chiddren led in the schools | Pyt school 8265 9318 17583
| Total number of children targetod soll Epzsuns .
No. of enralled children (class 1-5) who were Govtschoal | 481552 484951 | 1{a) 966503
administered Albendazole on NDD and MUD Pvtschoal 3426 4204 1(b) 7630
(Mop Up Day)
No. of enrolied children (class 6-12) who were | Govtschool 548375 545085 | 2{a) 1093460
administered Albendazole an NDD and MUD Pytachool 4726 3967 2(b) 9693
No. of registered children in AWCs (1-5 years) NA NA 30
who were administered Alhendazole on NDD and MUD
| No.of unregistered children (1-5 years) NA [(#0
who were administered Albendazole an NDD and MUD s = —
’ .of out of school children (6-10 yoars) who were 27776 23533 [ (5)51309
administored Albendazole on NDD and MUD
No. olon:orsdmolmbant(l@myean)wtowm 111997 81197 | (6)193194
administered Albendazole on NDD and MUD
GRAND TOTAL of number of children who were administered Albendazole (T) 2321789
(T=1a+1b+2a+2b+3+445+6)
Percent coverage (T)X 100 / (2)=92.34%
No. of severe adverse events reparted from schoals and AWCs | 0 (323 minor adverss wvent has happened on NDD &
MuD)
Logistic Details: Block/District/State{tick as applicable) Govt. Private | AWCs
schools schools
Total no of Albandazobe tahlets 2605050 19840 | 334760
Total no of Albendazole tablets adminsstered 2059963 17323 | 244503
Stock of Albendazole tablets keft 545087 2517 90257
Feedback(if any)
Name, signature and designation of the official preparing the document:
Dr Khemraj Sonwani, Deputy Director/Nodal Officer, Deworming %/
Name, signature and designation of the official reviewing the document:
Approved by Mission Director, NHM.
You may call up the State Office(Dr Khemraj Soawani/ Phone: 9827872102) for any © required
DD- NRHM
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Annexure B — Prevalence Survey Interim Report
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Prevalence and intensity of soil transmitted heiminths,
Chhattisgarh, 2015

Background

The WHO estimates that globally about 870 million children are st risk of infection with soil-
transmitted helminths (STH) and require trestment with anthelminthics®, of whom over 241
million are in Indis. The msin STH species in India are roundworm, hookworm, and
whipworm. To deal with this significant public health concern, in areas where there has been
no prior mass deworming treatment, WHO recommends annual deworming when STH
prevalence is between 20% and 50%, and bi-annusal trestment when prevalence rates are
over 50% (see Table 1). The WHO recommendations are different when the populsation has
received prior mass deworming treatments (Table 2).

An initizl prevalence survey, which provides a reliable estimate of extent of STH infection at
state level, is recommended to guide the development of school-based control program in
the state and subsequently monitor its impact on prevalence and intensity. In schoolbasad
deworming programs, administration of anthelminthic to school-age children is done
through the existing school infrastructure, because itis simple, safe, cost effective, scalable

and provides a platform to reach high-risk populations?.

During November-December 2015, the Nsational Institute of Epidemiology (NIE), Chennai. in
coordination with Evidence Action, designed a survey to estimate the prevalence and
intensity of STH infections in Chhattisgarh. The sampling was based on sentinel sites across
the different ecological zones in Chhattisgarh, as recommended by the World Heslth
Organization (WHO). This survey was implemented with support from the Government of
Chhattisgarh, the National Institute of Cholera and Enteric Diseases - Indian Council of
Medical Research, Kolkata (NICED), GFK Mode, and Evidence Action - Deworm the World
Initiative.

Methods
The following issues were consideraed in designing the survey:

1. The state has 3 agro-climatic zones! and 27 districts. The districts in each agro-
climatic zone is given in table 3.

2. We calculated the sample of size of 492 (rounded to 500) children per sgro-climatic
zone considering the prevalence of any STH as 20%, absolute precision=5%, design
effect=2. Thus, the total sample size required to estimate the prevalence of STH for
the state was 1.500.

‘hvﬁirgmwduﬁk)dh;-ﬁa‘hkldTMM_MWOWMNMTWI;‘ 2018
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3.  We randomly selected 50% of the districts from each zone (3 each from zone Aand €,
7 from Zine B. total 13 districts) from the state.

4. WHO recommends 50 children per school sentinel site. Thus, we required 10 schools
from each zone. Assuming s nonresponse of 20%, we needed 60 children per school.
We would thus need to sample 1800 children from the schools, in order to collect
samples from 1.500 children. Nearly 60% the schools in the state had total enrolment
of 60 or less, and hence. we considered schools with enrollment of 30 or more for the
sampling.

5. From each Zone, 10 schools were selected by population proportional to size. In case
the size of selected school was less than 60, we selected one nearby additional school
to allow for a total of 60 children to be sampled from the area. This additional school
was either in the same village or in the nearby village of the same block.

The parasitological analysis of the stool samples was conducted by trained parasitologists
from NICED, Kolkata, in special field laboratories set up in District hospitals around the state.
The stool analysis used the WHO-recommended Kato Katz method. Stool samples were
collected from households and delivered to field laboratories by GfK Mode. The Government
of Chhattisgarh supported the survey by providing access to health facilities for the survey.
and access to schools to sample children. After the completion of fieldwork, the data was
double entered and analyzed to estimate the state-level prevalence and intensity of STH.

Results

We sampled 1.734 children from 40 schools in Chhattisgarh. From these 1,734 children
sampled, we were able to collect and analyze stool samples from 1476 children. Infection
with any STH was detected in 1,148 children, for an overall weighted prevalence of 72.7%
(95% Cl: 69.6-75.7) (Table 4). Any STH prevslence was high (more than 50%) in all agro-
climstic zones, as depicted in Figure 1. In all the zones, roundworm was the most common
STH infection with a weighted prevalence of 68.3% (95% Cl: 65.2-71 4). Hookworm infection
was detected in 9.9% (95% C1: 8.4 - 11 4) children surveyed. 1.5% of the children had heavy
or moderste intensity roundworm infections, and 0.9% of children had heavy or moderate
intensity hookworm infections (Table 5).

Conclusions

The findings of our survey indicated that STH infection is hyper-endemic in most of the
districts of Chhattisgarh. A full detailed report will be submitted to the government
outlining a detsiled analysis of the findings.
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Annexure C — Joint Directives
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e NDDkit @ 3faifa o= @it mfve -

a) Tab Albendazole 400 mg

b) 1 Poster for per school

c) 1 Poster for per Anganwadi centre

d) Handout with reporting form:1 per school )

e)  Handout with reporting form: 1 per Anganwadi centre
f) Mild adverse event reporting form

g) 1 Banner per school and per Anganwadi
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Annexure D — Letter from MD to CMHO
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R Tdd-sIoiid @1 GI1& (400mg) a1 ggrar
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o Fafbearerdl § T waven ghked e wma, Jon swel Rafdr fuifa g
# o A

e NDD kit & sfaifa for= wmfrar -

1- YedSTSire

2- T& UReX Ufa whRel
3- o IR U ATTHAE s
4- o gueamse vd RaféT o ufd wpe
5. Tg usaSe Ug RUfET yoa ufy srars o
6- IR Uy Tt SR YT TATS! B

2. RN IR TcdsIoied &7 faaver —

el & G TR / AN IS U Whell U wigde Whe dRar forer #
TS &1 faaRer —

Albendazole distribution plan district wise_Chhattisgarh

Buffer Stock % 10%
Tablets of per strip 10
Govt and Govt aided school
Total no of strip Total
SI.No District Totathiombes | Kodal (10X10) with |\ ondazole
of Schools Enrollment additional 10 % "
. buffor stock to be Given
1 KORIYA 1376 95158 11144 111440
2 BASTER 2424 148511 17524 175240
3 BIJAPUR 1071 47004 5571 55710
4 DANTEWADA 927 40213 4856 48560
5 KANKER 2313 141134 16646 166460
6 KAWARDHA 1641 165553 19036 190360
7 KONDAGAON 2002 124767 14717 147170
8 KORBA 1968 161655 18758 187580
9 NARAYANPUR 572 28550 3414 34140

- -




Govt and Govt aided school
Total no of stri
Total Number Total (10X10) with P Total
5 istri e Albendazole
SlNg Bistrict of Schools Enroliment additional 10 % .
to be Given
buffer stock
10 RAJNANDGAON 2735 267210 30768 307680
11 SUKMA 948 38344 4610 46100
12 BALOD 1476 152189 17472 174720
13 BEMETARA 1262 184164 20883 208830
14 DURG 1150 195557 22078 220780
15 JANJGIR - CHAMPA 2610 284793 32622 326220
16 JASHPUR 2534 156399 18422 184220
Total 27009 2231201 258521 2585210
Private School
1 I KORBA 101 17583 1984 19840
Total 101 17583 1984 19840
o frell @Y FarE) Bl A Yedsitd &1 faaxer :
Albendazole bundling plan AWC wise for out of school
District No of AWC Total no of Strip (10X10) Total no of Albendazole
Bastar 1953 2024 20240
Bijapur 1071 1071 10710
Dantewada 1020 1020 10200
Kanker 2050 2050 20500
Kawardha 1609 1609 16090
Kondagaon 1800 1800 18000
Korba 2560 2560 25600
Koriya 1774 1838 18380
Narayanpur 503 503 5030
Rajnandgaon 2873 2873 28730
Sukma 814 814 8140
Balod 1454 1519 15190
Bemetara 953 1465 14650
Durg 1482 1482 14820
Janjgir -Champa 2176 2176 21760
Jashpur 4292 4292 42920
Total 28384 29096 290960
3. RuiféT yuz —

sty e fRaw 4 SwahT 8 ad RuiféT yoa e 2 -

1- ¥ha evsanse vd Raifér yux

2- JJNFATS! BvseSe Ud RuifdT yux
3- WS U9 Ysad gde Ao B
4- Ty RafdT wid
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fordar RaiféT guz &1 faaxor -

Reporting format for school Reporting format for AWC Common
Total School " AWW P BEPOIINY | cEmGeting
S.no District No Number | handout i No of | handout M . Tt
of Adverse Adverse for (1 per
block of cum. event AWW cum. event mitanin | district/per
Schools | reporting reporting block)
1 BALOD 5 1476 1476 1476 1454 1454 1454 2284 6
2 BASTER 7 2424 2424 2424 1953 1953 1953 2851 8
3 BEMETARA 4 1262 1262 1262 953 953 953 1874 5
4 BIJAPUR 4 1071 1071 1071 1071 1071 1071 1461 5
5 DANTEWADA 4 927 927 927 1020 1020 1020 1372 5
6 DURG 3 1150 1150 1150 1482 1482 1482 1322 4
7 JANJGIR-CHAMPA 9 2610 2610 2610 2176 2176 2176 3749 10
8 JASHPUR 8 2534 2534 2534 4292 4292 4292 3571 9
9 KANKER 7 2313 2313 2313 2050 2050 2050 3260 8
10 | KAWARDHA 4 1641 1641 1641 1609 1609 1609 1877 5
11 | KONDAGAON S 2002 2002 2002 1800 1800 1800 2287 6
12 | KORBA 5 1968 1968 1968 2560 2560 2560 2821 6
KORBA(private) 0 101 101 101 0 0 0 0 0
13 | KORIYA 5 1376 1376 1376 1774 1774 1774 2473 6
14 | NARAYANPUR 2 572 572 572 503 503 503 630 3
15 | RAJNANDGAON 9 2735 2735 2735 2873 2873 2873 4327 10
16 | SUKMA 3 948 948 948 814 814 814 1190 4
Total 84 27110 27110 27110 | 28384 28384 28384 37349 100

Suaa RUfET yua ot R X AR IR B o w= B Ry

o NATS! i, AT iR ¥hot ¥SANCEY & QUATH. @ g o &R al
fafr 19 wRawY 2016 B |

UUA.UH. BT fapres § S e @1 fIfdr 26 el 2016 B

T e after o1 @ ffecr @ Wre e’ & uN o e @
fafer 10 =l 2016 71

el @1 Ared Aifhar @ g ST e @7 [ 17 71 2016 2

4. facha gream :-
et wolia o 2 WRA WER | w fiwha was fFEer @ -

) awa:::lsas :Ztr:‘:::isof:r@Rs Mokilitysuppet for field
Sr. District No. of Block level monitoring @ Rs 750/-
19000/- per block (
B.10.6) * per block (A.10.8)
3 Balod 5 95000 3750
2 Bastar 7 133000 5250
3 Bemetara 4 76000 3000
4 Bijapur 4 76000 3000
5 Dantewada 4 76000 3000
6 Durg 3 57000 2250
7 JanjgirChampa 9 171000 6750
8 Jashpur 8 152000 6000




Medis actwutle‘s far Mobility support for field
Sr. District No. of Block | 2Wareness genevation’ BRs level monitoring @ Rs 750/-
19000/~ per block (
B.10.6) * per block (A.10.8)

9 Kanker 7 133000 5250
10 Kawardha 4 76000 3000
11 Kondagaon 5 95000 3750
12 Korba 5 95000 3750
13 Koriya 5 95000 3750
14 Narayanpur 2 38000 1500
15 Rajnandgaon 9 171000 6750
16 Sukma 3 57000 2250

Total 84 1596000 63000

« fafear gEddidl — 7ol W W WR-TER @ w0 § 9P, daR o, dled
Faa Al SguTes WARIE, fafear fafer far sy

<ar faqver =g yr@Enfa ARy -

IS HiAfead @ SR gar Rawfedt $f a1 Wa g ANTHAS /whet F S
2 WA &y 9 arer farfeet o AT @ ursrar Bnf

No. of Estimated expenditure per
S.No District - Mitanin @Rs 85/- B.1.1.3.5 Total amount per districts
Mitanins " "
(other incentive)
p ! Balod 2284 85 194140
2 Bastar 2851 85 242335
3 Bemetara 1874 85 159290
4 Bijapur 1461 85 124185
5 Dantewada 1372 85 116620
6 Durg 1322 85 112370
7 Janjgir-champa 3749 85 318665
8 Jashpur 3571 85 303535
9 Kanker 3260 85 277100
10 Kawardha 1877 85 159545
11 Kondagoan 2287 85 194395
12 Korba 2821 85 239785
13 Koriya 2473 85 210205
14 Narayanpur 630 85 53550
15 Rajnandgoan 4327 85 367795
16 Sukma 1190 85 101150
-
Total 37349 3174665
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102, 108 Ud 104 Ufaf=fey |

r- = B R W w13 |/ 18 e et

" RIRHNY Ta RiemErs 3 AReX §R | S99 2016 ARBRY
T farT @ fAerErs W YN (22 | 28 Tefifhear

\ a SIBCAN = ?;ﬁﬁzmgs B
/TEIRA. - SIFaRY 2016 ST

4 | UoE /AR [URAEOR/ A FriGdiel @22 @ 28| Waex fafbe
TR =T SERI 2016 BN

gf¥rerer g facha yraum (A9.11.3) :

i i Half day training at PHC/Block level @Rs

s ol No. of Block 100 per pagrticipant (A.9.11.3)
1 Balod 5 285700
2 Bastar 7 399980
3 Bemetara 4 228560
4 Bijapur 4 228560
5 Dantewada 4 228560
6 Durg 3 171420
7 JanjgirChampa 9 514260
8 Jashpur 8 457120
9 Kanker 7 399980
10 Kawardha 4 228560
11 Kondagaon 5 285700
12 Korba 5 285700
13 Koriya 5 285700
14 Narayanpur 2 114280
15 Rajnandgaon 9 514260
16 Sukma 3 171420
Total 84 4799760

6. fratar ang g . W faazor (B.10.3.5) :

TER-WR ARl gfed frar srm, e faver = frergar €1 7w
H1 feprEs WR W Tho a1 ANFAE Bl T6 SUARl HRH w URET @ <R
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IEC for School IEC for AWC
Ristrict Total Banner | Poster | School Flip No of Flip Banner | Poster | AWW
Number Handout charts | AWW charts Handout
of Schools
BASTER 2424 2424 2424 2424 7 1953 72 1953 1953 1953
BIJAPUR 1071 1071 1071 1071 4 1071 44 1071 1071 1071
DANTEWADA 927 927 927 927 4 1020 39 1020 1020 1020
KANKER 2313 2313 2313 2313 7 2050 77 2050 2050 2050
KAWARDHA 1641 1641 1641 1641 4 1609 63 1609 1609 1609
KONDAGAON 2002 2002 2002 2002 5 1800 58 1800 1800 1800
KORBA 1968 1968 1968 1968 5 2560 91 2560 2560 2560
KORBA(private) 101 101 101 101 5 0 0 0 0 0




IEC for School IEC for AWC
District Total Banner | Poster | School Flip No of Flip Banner | Poster | AWW
Number Handout charts | AWW charts Handout
of Schools
KORIYA 1376 1376 1376 1376 5 1774 66 1774 1774 1774
NARAYANPUR 572 572 572 572 2 503 15 503 503 503
RAJINANDGAON 2735 2735 2735 2735 9 2873 84 2873 2873 2873
SUKMA 948 948 948 948 3 814 34 814 814 814
BALOD 1476 1476 1476 1476 5 1454 54 1454 1454 1454
BEMETARA 1262 1262 1262 1262 4 953 40 953 953 953
DURG 1150 1150 1150 1150 3 1482 58 1482 1482 1482
i:r‘:\]l\(jll:; 2610 2610 2610 2610 9 2176 80 2176 2176 2176
JASHPUR 2534 2534 2534 2534 8 4292 118 4292 4292 4292
Total 27110 27110 | 27110 27110 89 28384 993 28384 | 28384 | 28384
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Annexure E — Poster, Wall-writing, Newspaper
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Why should all children be dewormed?
. The deworming tablet is safe and effective for all children
* Deworming all children stops worms from spreading

* Deworming helps improve children's overall '
physical and mental development :

, Healthy Children

Remember - 15 February 2016
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Annexure F — Monitoring data submitted by Evidence
Action

Snapshot of the findings:

1)  92.17 of school and anganwadi had sufficient drugs for National Deworming Day
1) 86.42% of school and anganwadi had school/ anagnwadi reporting forms

2)  94.78% of school and anganwadi were administering deworming drugs on deworming
day and mop up day

3)  Approximately 80% of the teachers/anganwadi workers were separating sick children
from healthy children for the deworming activity.

4)  93.73% of the teachers/anagnwadi workers followed the ticking protocol during
deworming

5)  Approximately 50% of the AWW/mitanin did NOT prepare a list of out of school who
received the drug

6)  Approximately 56% out of school children received drug in the school/AWC

7)  95.04% were given the appropriate dose of albendazole by teacher/AWW

8)  Supervised administration was conducted in 96% schools/anganwadi

9)  More than 95% of the teachers/anganwadi instructed children to chew the tablet

10) 81% of teachers/anganwadi workers attended official training for deworming
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Annexure G — Snapshot of Tele-calling Summary

Pre Deworming
Drugs Training EC Fre-deworming calls to schoolslangan ad
District Level Block level District Level Block level District Level Block level School and Anganw adi
Proposed timeline 15-30 Jan
Actual timeline 15Jan-9Feb
Total
Dfficials no of Departmen | Total no of Officials Totalno Total no of Dfficials| Total no| Officials Total no of Totalno
called calls | Officials called t calls called Department | of calls Officials called Department | calls called [of calls |called Department | calls People called Department | of calls
CMHO BPM Healh 52 BPM Health BPM Health 716 BPM Health 716 |Aw IC0S 21
BMO Health 308 BEO Education BMO Health 185 BMO Health 185 |TeachertHM-gowt [Education 41
MO Health 8 WCD ICDS MO Health 4 MO Health 4
|BC Health = MNodal 48(BC Health S BC Health S
BEE Health 7 BEE Health 8 BEE Health 8
BRC Education 3 BRC Education 2 BRC Education 2
BED Education 10 BEO Education 10 BEO Education 10
Chhattisgarh ASHA
ASHA Coordinator | Health 3 ASHA Coordinator [Health 3 Coordinator _IHealth 3
Teachers!Principal 27
slprivate) Education
Alll WCD 185
433 433
I 62
an
During Deworming
@ ¥ on MDD Calls between NDD and MUD Calls on MUD
School and Anganw adi School and Anganw adi School and Anganw adi
Total no of Total no of Total no of
People called Department calls People called Department calls People called |Department calls
A\ WCD 42 s WCD 142 A5 WCDO 45
Teacher!HM-gowt |Education 43 Teacher/HM-gowt |Education 136 Teacher/HM-gd Education 102
Teacher!HM-privatgd Education 2
37 o o 278 u] 0 147
After Deworming
Coverage reporting
SchoollAnganw adi Level Sector level Block level District Level
15-13Feb 13-23Feb 24-23Feb 23 feb-7 March
15-20Feb 13-253Feb 24-5March 23 feb-T March
Total no of Total no of Officials Total no of Officials Total no of
People called Department  |calls Officials called Department |calls called Department | calls called Department| calls
ANM Health 80 ANM Health 298 BMO Health 322|Nodal Officer |Health 2
Al WCD 214 BPM Health 307|0PM Health 30|
TeacherlHM-gowt |Education 143 BEO Education 4
BEE Health 1
n
S
80 238 u} u} 634
i} 363
32
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