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The state of Madhya Pradesh dewormed 1,38,88,604 children between 1-19 years old during
the Government of India's second National Deworming Day (NDD) on February 10, 2016. NDD
was implemented in 41 districts across 1,21,534 government and government aided schools,
2,718 private and private aided schools’ and 63,832 anganwadis 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) and Department of Tribal Welfare.
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).

Table 1: Key Achievements from the School and Anganwadi - based Deworming
Round 2 in Madhya Pradesh

Indicators Results % Coverage
Total number of children targeted 1,52,71,305 -
No of enrolled children (classes 1-12) | Government | 76,24,364 90
dewormed Schools

Privte 6,97,367 87

Schools

Number of registered children dewormed (1 to 5 years) at | 45,26,409 95
AWCs

Number of unregistered children dewormed (1 to 5 years) at | 2,85,787 71
AWCs

Number of out-of-school children (6-19 years) dewormed 7,54,677 87
Total number of children dewormed (1-19 years) 1,38,88,604 | 91

Source: Report submitted by National Health Mission (NHM) MP to GOI dated March 22, 2016 (Annexure A). NDD
2016 was implemented in 41 out of 51 districts in the state as 10 districts are Lymphatic Filariasis(LF) endemic
and Albendazole was administered in these districts under the National Filaria Control Program (NFCP) districts in
the month of December 2015. As the NFCP doesn’t cover age 1-2 years, the state took the decision to cover 1-2 years
and left out children from 2-19 years from the LF MDA round under NDD. The coverage from the same is reported
separately.

Building upon the success of first phase of NDD in 2015 in 11 states?, including Madhya
Pradesh, the Government of India (Gol) scaled up NDD 2016 across India targeting 27 crore
children in 30 out of 36 states and Union territories. Evidence Action worked in close
association with the Gol’s Child Health Division to plan and implement round two of NDD. In
the state of Madhya Pradesh, Evidence Action continued comprehensive technical assistance
for the successful implementation of NDD, with learnings from previous rounds to guide
program planning. In line with the NDD 2016 guidelines revised to call for inclusion of private

*In four districts of the state, private schools and centrally affiliated schools also observed NDD- these are Bhopal, Raisen, Sagar
and Burhanpur

2 Assam, Bihar, Chhattisgarh, Dadra and Nagar Haveli, Haryana, Karnataka, Maharashtra, Madhya Pradesh,
Rgasthan, Tamil Nadu, and Tripura
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schools, the state engaged private private-aided and centrally affiliated schools as a pilot effort
in four selected districts. 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 prevalence and intensity of worm infections for all school-age and
preschool-age children in the state.

In India, approximately 22 crores children between the ages of 1 and 14 are at risk of parasitic
intestinal worms (known as soil-transmitted helminths or STH). The infected children
represent approximately 689% 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 Centre 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.”

Deworming children is part of the Government of India’s school and preschool health
programs, such as the Weekly Iron-Folic Acid Supplementation (WIFS) program which

3 «Helminth control in school-age children- A guide for managers of control programmes”: WHO, 2011
4 http://www.povertyactionlab.org/publication/deworming-best-buy-development
5 http://journals.plos.org/plosntds/article?id=10.1371/journal.pntd.0000223#pntd-0000223-goo3

6 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.

7 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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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 recently, only a few states ran
effective school and preschool (anganwadi)-based deworming programs with good 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 Government of India renewed its focus on deworming by
streamlining efforts through a fixed-day school and anganwadi-based National Deworming
Day.

The deworming program in Madhya Pradesh was broadly aligned with two pan-state programs:
NIPI° and Bal Suraksha Maah (BSM).* Prior to the launch of NIPI, adolescent girls aged 10-19
years were administered IFA and biannual deworming through the WIFS program, launched in
2013. Since the same stakeholders supported both WIFS and NIPI, the two programs were
coupled together. In addition, the National Filaria Control Program (NFCP) provides
community-wide administration of albendazole, the same drug used for treatment for STH,
along with diethylcarbamazine citrate (DEC) on an annual basis.

The state had been previously administering deworming drugs through these existing
programs, but efforts were disjointed and sporadic. Since previous coverage was low, a fixed-
day approach through a comprehensive program like NDD was necessary to achieve the WHO
goal of treating at least 75% of at-risk children. The fixed day approach was facilitated through
a Memorandum of Understanding (MoU) signed on June 11, 2014 between the State Health
Society, National Health Mission (NHM), Government of Madhya Pradesh, and Evidence
Action wherein Evidence Action provides technical assistance to the state-implemented
program.

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. Based on the data
collected, the overall weighted prevalence of any STH in Madhya Pradesh was calculated as
12.2%. Based on the findings of the prevalence survey, an annual school-based deworming
program for school-age children is recommended in the state. Thus, the government modified
the biannual deworming strategy for NIPI and BSM to an annual deworming round, to be
covered under the aegis of NDD, under the larger umbrella of the NIPI program. NIPI state and
district level committees, include NDD as an agenda item and are leveraged as an effective
platform for NDD planning and implementation.

8http://www.nrhmhp. gov.in/sites/default/files/files/Iron%20plus%2oinitiative%20for%206%20months%20-5%:20years.pdf

9 NIPI launched in 2014, an anaemia control program included a biannual deworming component. The service delivered
deworming treatment to children ages 1- 19 years through schools and AWCs while pregnant and lactating women, and women
of reproductive age are treated through community-based drug administration

10 BSM is the state’s biannual month-long program to increase overall health status of children under the age of five. BSM was
launched in 2001 and offers comprehensive services such as immunization, micronutrient and iron supplementation, and
deworming (beginning in 2008) at AWCs.



The state conducted its first NDD round on February 10, 2015 followed by four mop-up-days*
with a reported coverage of 89%."

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 all children aged 1-19 years, unlike
last year when preschool-age children were covered under the month long program. The fixed
day NDD approach provides an easy, cost-effective way to reach large numbers through
leveraging existing channels. 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 Department of Health and Evidence Action sent out text messages to all district,
block officials from all stakeholder departments as well as teachers and anganwadis workers,
with reminders of the planned training dates and other key messages about deworming.

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 UTs 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™ using credible data sources like Census, UDISE™ and ASER'; increased incentives

1 Mop up day in the state was observed from February 11-14
12 Report submitted by National Health Mission (NHM) MP to GOI for NDD 2015

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

4 Four categories of target populations were agreed, 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.

!5 Unified District Information System for Education (U-DISE) being the only source of data for Educational Planning at
Elementary & Secondary level, is implemented at the State in coordination with National University of Educational Planning and
Authority (NUEPA), New Delhi since 1997-98. Through U-DISE, annual information on School, Teacher, Children &
infrastructure are collected, digitized, analyzed and reported for educational planning and implementation of different activities
to fill the gaps in achieving universalization of elementary education.

16 ASER stands for Annual Status of Education Report. This is an annual survey that aims to provide reliable annual estimates of
children’s schooling status and basic learning levels for each state and rural district in India. ASER has been conducted every
year since 2005 in almost all rural districts of India.



for ASHAs, 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 and 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.

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?). 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 program targeted all children between 1-19 years, regardless of their enrollment status, at
AWCs, government, and government aided schools in 41 districts. Out-of-school children
were treated through AWCs. Children enrolled in private schools were also targeted in four
districts of the state during this round, bringing the overall total to 1,52,71,305 children
targeted for deworming.

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



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

Health Department- NHM, Madhya Pradesh was 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 ASHAs in
mobilizing out-of-school children and unregistered children.

Education (Rajya Shiksha, Lok Shiksha), Tribal, and WCD Departments were responsible
for providing requisitions of albendazole tablets to NHM based on school enrolment figures,
anganwadi registration 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. The Education department coordinated
with private school unions of four pilot districts to engage private school teachers in district
and block level trainings. Block level officials from the departments of Health, Education and
WCD oriented frontline functionaries from education and Integrated Child Development
Services (ICDS) on timely submission of standardized coverage reports to the Health
Department.

Evidence Action, 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 onground field team during NDD. An external agency hired by
Evidence Action conducted the Independent Monitoring of the mass school and anganwadi
based deworming program. (Details in the report below)

The state implemented NDD 2016 in 41 out of 51 districts, including private and centrally
affiliated schools in four districts. Ten districts endemic for Lymphatic Filariasis (LF) were
excluded from NDD as these completed MDA with albendazole in December 2015. In NDD
2016, in order to ensure maximum children get dewormed, in these ten LF endemic districts,
the state included children between 1-2 years, who are not targeted by the LF program, and
children between 2-19 years who were not treated through the LF MDA conducted in December
2015. The state has submitted segregated program coverage data from both the programs to
the MoHFW, as part of the NDD 2016 coverage report. The implementation of NDD includes
several program components detailed below.
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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.
The state was included as one of the panel presentations at the NDD 2015 review meeting, to
share insights into the program experiences from NDD 2015 round and robust planning for
NDD 2016.

Key decisions for NDD 2016 were taken at the state NIPI Advisory committee meeting held on
November 23, 2015 under the chairmanship of Principal Secretary, Health, and MD-NHM, with
representation from Department of Women and Child Development, Education, and Tribal
Welfare Departments. Development partners were also presented by Evidence Action,
Micronutrient Initiative, and UNFPA. Key outcomes of the meeting included a finalized
strategy for including private and centrally affiliated schools (Kendriya and Navodaya Vidyalas)
and detailed implementation plans for program components like trainings, drug distribution,
and the reporting cascade (Annexure B). Four districts piloted private school engagement,
including Bhopal due to geographical proximity to the stakeholder departments, Raisen and
Sagar due to their classification as High Priority Districts®®, and Burhanpur due to its political
commitment to deworm all children in the district (Annexure Ci,ii,iii). This was in line with
the NDD guidance for states to include private schools for at least 10% of implementing
districts.

Although in NDD 2015 the state conducted mop up activities across four days, with Evidence
Action’s continued advocacy and technical assistance the state adopted a fixed mop up day
approach in 2016 to better manage adverse events and conduct comprehensive program
monitoring. The fixed day approach for NDD and mop up day thus enabled more cost-effective
program implementation.

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. To strengthen the inter-sectoral
convergence among the stakeholder departments at the district and block level, Mission
Director (MD) NHM along with Commissioners of Education and WCD issued joint program
directives on December 29 that outlined roles and responsibilities of all stakeholders for the
smooth execution of the NDD (Annexure D). In addition to monitoring preparedness for NDD
in the state, MD,NHM conducted a video conference on January 28, 2016 with chief medical
health officers, district program managers, and civil surgeons. In addition, the state
Department of Education directed districts and block officials to facilitate preparations at
schools by clarifying responsibilities and sharing important instructions for program
implementation. On February 2, 2016 in its monthly departmental video conference with
district officials, the Department of Education also tracked the preparations for NDD 2016.

Increased convergence and ownership among district level stakeholders was visible through
joint directives issued across 41 districts to block level officials for smooth program
implementation (Annexure E). All 41 districts also organized District Coordination Committee

1876 ensure equitable health care and to bring about sharper improvements in health outcomes, the bottom 25% of the districts
in every State according to the ranking of districts based on composite health index have been identified as High Priority
Districts (HPDs). (http://pib.nic.in/newsite/PrintRelease.aspx?relid=118620)
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meetings (DCCM) as per District Collector’s guidance®, to fill gaps identified in program
planning across all levels. Additionally, to track program preparedness, 16 district collectors
conducted video conferencing with district and block level officials from January 18-22, 2016.
Key decisions for program implementation were disseminated along with meeting minutes
that were circulated in 41 districts. Evidence Action’s field-based district coordinators
facilitated and shared critical program updates and relayed information in all of these meetings.
Coordination between the Department of Health and Department of Education also led to joint
directives to the selected District Collectors for facilitating private school engagement at all
steps, ensuring effective program implementation.

Evidence Action advocated with the Departments of 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
sending bulk SMS to program functionaries using existing portals.

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
51 districts. Since the state decided to implement NDD in 41 districts and not all 51 districts,
the state reappropriated the approved budgets accordingly, for cost-effective implementation
of NDD that was later approved under the Supplementary Program Implementation Plans.

Evidence Action’s technical assistance was primarily provided by a four-member state-based
team, in addition to field-based regional coordinators and short-term hires such as district
coordinators and tele-callers. Additional support and guidance was provided by the national
team. 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.

Regional Coordinators: Evidence Action hired five regional coordinators for year-round
engagement, with each responsible for 10-11 districts. They provided program management
and oversight to district coordinators, supported information sharing, led prompt remedial
action in the field, guided advocacy with district officials, facilitated the training and
distribution cascade, and ensured timely reporting of coverage data. After the first round of
NDD was completed, their efforts shifted towards exploring opportunities at the districts for
synergies with existing work and possible platforms to integrate deworming. 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: 43 district coordinators, including 2 additional coordinators for
private school districts, provided on-the-ground program coordination for three months
around the deworming round. They were instrumental in ensuring timely delivery of training

190ut of 41 DCCM, 25 DCCM were conducted in the presence of District collector, and in remaining 16 districts,
DCCM were conducted in presence of Additional Collector. Suiesdly the district collector of these 16 districts
conducted video conferencing with block level officials to review program preparedness.

12



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: Five 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 at 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 any necessary
corrective measures to be taken (Figure 1).

Figure 1: Snapshot of the Daily Tracker
t Bidence Action Snapshot of NDD 2016 program updates & on 5th Feb 2016
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4.3 Drug Procurement, Storage, and Transportation

Drug Procurement, Logistics: The drug requirement was determined based on enrolment data
at schools and anganwadis across 41 districts, factoring in a 15% buffer for wastage and
spoilage. A total of 1,34,00,000 albendazole tablets were received under the WHO global drug
donation program in June 2015, intended for distribution to school-age children during the
same year, as per the requisition sent in August 2014. 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. Along with the WHO drugs, 92,65,000 tablets were available
from the previous year’s stocks and were used for this round. 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
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onward distribution. The kits included drugs, IEC materials, training handouts, and reporting
forms. The district level procurement and distribution cascade is depicted in Figure 2.

Figure 2: Drug procurement and distribution cascade for NDD2°

At the state, district and block level bundling Plan was
prepared in coordination with CMHOs on the basis of SDMIS
stock available at district store. As per bundling plan WHO
donated drug were bundled after deducting availability of
drug at district store & adding 15% buffer stock for taking
care of wastage. The drugs were distributed to divisions and
districts.

Though the drugs reached 13 districts in a timely manner®, some of the available drugs for
NDD were utilized for a maternal health program. In order to fill this gap, additional drugs were
mobilized from state to districts to fill the NDD requirement. Evidence Action’s district
coordinators worked closely with the affected districts to ensure that sufficient drugs were
available.

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 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 prepared to stay on alert at
each block to handle adverse events if reported. 207 mild cases were reported across 41
districts, with no serious adverse events reported (Annexure A).

20 NIPI drug distribution cascade is followed up by the state instead of the NDD drug distribution cascade
2 Alirajpur, Balaghat, Dindori, Hoshangabad, Jabalpur,Jhabua,Dhar, Narisighpur, Sidhi, Sagar, Sahdol, Barwani, Burhanpur

14



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
ASHAs to their role sensitizing the community on the importance of deworming and
motivating parents to send their children to schools and anganwadi centres on NDD. Evidence
Action also developed all IEC and community mobilization materials that were approved by
the Government of India 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 and spots; miking; banners at health, education and WCD offices; and
wall writings.

The 30-second radio jingles were run through 17 FM channels and 15 All India Radio (AIR)
stations at the state level. 20-second TV scrolls were broadcast over local cable channels and
30-second TV spots were broadcast over 15 local channels with support from Evidence Action.
Mass, mid-media, and interpersonal communication activities were included in the IEC
campaign, as detailed in table 2. (Annexure F)

Table no 2: NDD 2016 IEC campaign details
S.No Activity Timeline Channel/Station/Paper/
Location

IBC 24, Sadhna, Swaraj
News, IND 24, Sahara
News, Digi News, Zee
News, City News, City
Hulchal, India  news,
Bansal news, News World,
E TV News, E TV M.P.,
City Hulchal Gwalior

Feb 1-10 Full day in Local cable channels

intervals

2 days

Frequency

1 TV Spots * Feb 8-9 5 times per day

2 TV scroll

3 Chief Minister’s = Feb 10-14
appeal in Newspaper; Feb 14-15
Newspaper
advertisement *

Across all English and
Hindi newspapers

4 Radio Jingle Feb 6-10 8-9 times per 17 FM and 15 AIR channels
day
5 Wall writing Feb1-9 168433 wall  In front of CMHO office,

writings across
41 districts for
all days

Collectorate, District
hospital, some school and
anganwadis
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6 Miking Feb 4-14 Morning and At districts and blocks

Evening close to community reach
areas
7 ASHA talk show Feb 2 One day AIR- Akashvani
8 Hoarding Feb 5-15 Approx 123 In from of CMHO office ,
hoardings collectorate, public places
9 Rallies Feb 1- 14 Approx 205 Conducted by ANMs,

rallies (s per ASHAs, Schools children
district) All and AWWSs
days in
mornings
*Evidence Action supported the state for these activities

Block level officials from the three departments oriented the frontline health workers in sector
level trainings on community sensitization messages and tasked them to spread the messages
through platforms such as morning assembly at schools, parent-teacher meetings, AWCs, and
home visits. . In a new initiative for community awareness, an ASHA talk show called Hello
Doctor** included NDD as a topic of discussion on February 2 and was broadcast on radio
channels. The state also provided financial incentives for ASHA workers to motivate them for
community mobilisation.

The Department of Health reached out to telecom provider Idea for their support to raise public
awareness on NDD. This initiative to include the private sector was well received and the
provider sent out bulk SMSs on NDD to Idea subscribers (approximately 30,00,000%) on
February 9 and 15, 2016. Private schools also took initiative to spread awareness on NDD by
posting information on their websites. The Health department issued letters to private schools
to include deworming during parent teacher meetings and other school activities like ‘thought
of the day’ to create mass awareness. The National Republic Day event was leveraged to spread
awareness about the program, with districts flashing NDD messages on the tableaus. Also, local
governance was involved in spreading awareness about the program. Evidence Action’s field
team led discussions on NDD at 64 Gram sabha meetings in each of the districts on January 25
and 26, 2016 (Annexure F)

Inaugural Launch Event: The state level launch event was organised at the Sarojini Naidu
Higher Secondary school in Bhopal on February 10, inaugurated by the Principal Secretary of
Health in the presence of Commissioner, ICDS, Health Commissioner and MD NHM. The state
Health Minister, being present in district Dhar during this time, inaugurated the district launch
for NDD. District-level launch events were held widely across the state. The events were led
by local district administration and supported by Evidence Action district coordinators
(Annexure F).

22 Hello Doctor is a monthly talk show wherein the agenda for February included NDD. A wide network consisting
of 37 Centres and some Local Re8tations has reached more than 97% population of MP mostly in rural areas, as
listeners access it through shestave network.
ZFinal figures received from Idea
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A press conference was conducted on February 3 in Bhopal under the chairmanship of the
Honorable Health Minister and Principal Secretary of Health. It was attended by various senior
dignitaries from other stakeholder departments and reflected stakeholders’ commitment
towards the program. Evidence Action supported in briefing the media representatives about
the program’s aim and benefits of deworming, resulting in widespread media coverage.

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
all districts and blocks between Jan 6 to Feb 9, 2016. The cascade trained 79,197 government
and government-aided teachers, 2,058 private school teachers, 55,953 anganwadi workers, and
42,396 ASHAs.> District and block level officials from all nodal departments implementing
the program were also trained. Block level trainings included 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/anganwadi workers 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 3: Training cascade followed in Madhya Pradesh during NDD February 2016

+ Location: Bhopal

+ Video conferencing at state level on Januray 28, targetting statte and district
functionaries of all stakeholder departments

* Trainer: Mission Director, NHM

» Location: 41 districts
+ Timelines: January 6- February 2, 2016

1 1 » Half Day oreintation of block officilas like Chief Medicatl Health Officer (CMHO),
D]'Str]:Ct. Leve]' District Program Manager (DPM), District Nutrition Coordinator (DNC), District
Tralnlngs Education Officer (DEO), District Project Officer (DPO) from stakeholder
departments including tribal

» Trainer: DNC/DPM/District Nodal Officer/ Divisional training Consultant/
Divisional Consultant UNICEF/ Regional Coordinator- Evidence Action

+ Location: 247 blocks

Block level + Block level timelines: January 11- February 9, 2016
. « Half Day orientattion of Teachers/ principals/ BEO and BRC who have missed out
and PI‘OJ ect trainings including both Government and Government aided and private and
private aided school teachers

Level * Trainer: BMO/BPM/BCM/BEE
s .2 * Project Level timelines: January 29- Februrary 9, 2016
traimings - Half day orientation of AWW/ANM/MPW

+ Trainer: BMO/BPM/BEE/CDPO

24NDD coverage report submitted by state to GOI.
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Prior to the NDD trainings, officials from divisions, districts, and blocks as well as government
and government-aided school teachers and ASHAs, received deworming training under the
NIPI program from July to November 2015. Through these trainings functionaries were
oriented on the technical knowledge about worms, its impact of health, nutrition and
educational status of child, especially anaemia prevent and control. These trainings also
includes relevant information on NDD and the roles and responsibilities of functionaries for
the NDD. NDD trainings re-emphasizes these technical knowledge as well as include training
functionaries on specific action plan as per the NDD timelines.

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, anganwadi workers, and ASHASs as per state-specific needs.
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: Evidence Action’s district coordinators attended and provided supportive
supervision to all 41 district trainings. The team monitored trainings across all 41 districts and
conducted pre- and post-tests to assess 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 led enabled district officials to take remedial steps during implementation.

SMS: To reinforce key training messages, the state departments sent post-training SMS
through their existing platforms to various functionaries. Approximately 17,43,780 and
1,80,006 SMS were sent by the State NHM and the Department for Women and Child
Development respectively. Additionally, Evidence Action sent 16,35,387 SMS to approximately
2,322 district and block officials; 4,59,196 teachers and headmasters; 1,46,472 ASHAs; 1,6,658
ANMs; and 10,10,739 AWWSs. 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 8,75,505 frontline functionaries.

Website Uploads: To access information on deworming, functionaries at state, district and
block levels visited their respective departmental website to gather information including key
training messages, guidelines, training materials, and reporting timelines to reinforce messages
and strengthen program operationalization. Between Feb-March 2016, the total number of hits
and downloads was around 5968 from the education portal and 4237 from the ICDS MIS portal
(Annexure G).

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

26, 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

18



Highlights from National Deworming Day 2016

1 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 to
reach out to children who did not receive treatment on deworming day due to ill health
or absenteeism.

1 Consultants from MoHFW, Government of India, state health department, and
development partners including Evidence Action, conducted a total of 1618 monitoring
visits on NDD. Evidence Action shared findings from the field with the MD, NHM on the
same day.

9 NDD observed in private and centrally affiliated schools of four districts- Bhopal, Raisen
and Sagar and Burhanpur

9 The state NHM issued a common letter to all district health departments stating
feedback observed on deworming day. Additionally, any districts, blocks, schools, or
AWCs that had gaps such as insufficient drugs, reporting forms, or IEC materials were
directed in how to fill the gaps to enable higher coverage of all children during the mop-
up days.

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

9 The state government and development partners worked together to facilitate coverage
reporting. The state reported dewormed 1,38,88,604 children out of approximately
1,52,71,305 children in the target age group.

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 are done in three ways: (1)
process monitoring, (2) coverage reporting and (3) coverage validation. During Madhya
Pradesh’s second round of deworming that occurred in 41 districts on February 10, and mop-
up day on February 15, an independent monitoring exercise (process monitoring and coverage
validation) was conducted, 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 for Process Monitoring: A total of 1618 monitoring visits (30 visits
by state government officials and 1588 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. Monitors visited
668 anganwadis, 885 government- government aided schools and 65 private schools. The NDD
monitoring data has been submitted to GOI along with the coverage report (Annexure H)

Telephone Monitoring and Cross Verification for Process Monitoring: 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.
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Approximately 11,931 calls were made from January to March 2016, including 2175 calls to
health functionaries like ASHA/ANMs, 3,306 calls to government and government-aided
schools, 653 calls to private school teachers/principals, 3,646 calls to anganwadi workers and
schools across 247 blocks in 41 districts. An additional 2151 calls were made to district and
block level officials to address gaps identified during block monitoring at each level (Annexure
). 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
issuance of letters to the districts prescribing corrective action around issues such as drug and
IEC availability, ensuring adherence to program guidelines and ultimately supporting increased
coverage (Annexure J ).

5.2 Coverage Reporting

Coverage reporting is the proportion of the target population reached by an intervention (e.g.
percentage of school-age children treated on a treatment day) and is a crucial component to
measure program performance. With close support from Evidence Action’s state and field
teams, the Department of Health collected and compiled coverage reports for NDD from
schools and anganwadis. School teachers/anganwadi workers 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/anganwadi worker was
required to put a single tick mark (n) next to a child’s name in the attendance register if he/she
was administered albendazole on deworming day, and a double-tick mark (n n) next to a child’s
name if he was administered albendazole on mop-up day. Schools/anganwadis were supposed
to derive the number of enrolled children dewormed by counting the single and double tick
marks in attendance registers. School headmasters were then 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. The coverage reporting structure and
timeline is shown below in Figure 4:

Figure 4: Coverage Reporting Cascade and Timeline

Headmaster/MNodal teach er/Anganwadi ASHAs submits the coverage data
worker/Auxilary Nurse Midwife submit the received from schocls and AWTC to

filled school and anganwad? reporting forms Elock level officials(EMO) by 20th
to the ASHAs by 19 Feb 2016 Feb 2016

M

Block lewvel officials compiles and submits block level reports to district
level officals by 2 4th Feb2o16

=

District lewel offi cals compiles block level reports and submits

district lewel reports at the state lewel by 2wth Feb 2016
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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 anganwadi workers 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.

Two-stage probability sampling was used to select schools and anganwadis for coverage
validation on deworming day and mop-up day. First, 121 blocks were selected from all 41
districts by probability proportional to size sampling®’, followed by random sampling of
schools to provide state-wide estimates of indicators. A total of 270 schools and 250 nearby
anganwadis were visited on NDD and mop up day. For coverage validation, a total of 405
randomly selected schools and 375 randomly anganwadis were visited.

Table 3: Target and Coverage of Schools and Anganwadis during NDD, February 2016
Independent Monitoring

Indicators Process monitoring Coverage validation
Target Achieved Target Achieved

Total number of districts 41 41 41 41

Total number of blocks 121 121 121 121

Total number of schools 270 277 405 405

Total number of 250 255 375 383

government/government aided

schools

Total number of private schools 20 22 30 22

Total  Number of  children 270 224 1215 1008

interviewed in schools*

Total number of anganwadis 250 238 375 306

*Children were interviewed only where deworming has been conducted on the day of monitor’s visit

To ensure comprehensive coverage and triangulation of data, four questionnaires were
administered- one each for school and anganwadi process monitoring on NDD and MUD, and
one each for schools and anganwadis for the coverage validation. Questionnaires were designed
by Evidence Action and finalized in consultation with state Department of Health. The
questionnaires were translated into regional language, and checked to ensure that the language

27 Probability proportional to size sampling (PPS) selected blocks in Madhya Pradesh, 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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was concise and easily understandable, before being scripted and loaded onto tablet PCs/mini-
laptops for the monitor to administer.

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.

Through a competitive selection process, Evidence Action hired Karvy Insights to implement
the independent monitoring in Madhya Pradesh. Evidence Action provided a one-day
comprehensive training to three master trainers from Karvy Insights in Bhopal on February s,
2016. These master trainers conducted a two day training of 140 monitors from February 6-7,
2016 in batches of 45-50 monitors. A total of 160 trainees, including a 10% buffer of monitors
and 20 supervisors, were trained over two days to ensure that monitors were equipped with
the necessary knowledge on the deworming program. After training, a test was administered
to all participants to assess their comprehension and ability to work in the field.

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.

Appropriate quality control measures were taken to ensure that data collected was accurate
and comprehensive. School headmasters and anganwadi workers 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 20% 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.
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The key results from the independent monitoring are provided below, including data from all
schools (government and government-aided; centrally affiliated; tribal; and private or
private-aided schools) and anganwadis; further details are shared in annexure 1.

Participation at trainings: Independent monitoring data demonstrated that
teachers/headmasters from 71% of schools and 70% of anganwadi workers received training
for the recent deworming round. Among private schools, only one out of 22 schools reported
attending training on deworming in the previous two months. Out of those who did not attend
the training, 32% of all (government, private) school teachers and 35% anganwadi workers
cited lack of awareness of the date/timing of trainings as the reason for not attending the

anganwadis
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