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1. EXECUTIVE SUMMARY

The World Health Organization (WHO) estimates that more than 1.5 billion or 24% of world’s
population is infected with soil-transmitted helminth (STH) infections worldwide. Over 270
million preschool-age and over 600 million school-age children live in areas of intensive worm
transmission, and face physical, nutritive and cognitive impairment as a result of preventable
STH infection. In 2001, WHO developed a strategy to control worm infection and
recommended periodic mass deworming for all people living in endemic areas’.

India has an estimated 220 million children living with STH infection - almost one quarter of
the global burden. In order to combat the high prevalence of STH, the Government of India
launched National Deworming Day (NDD) program as a part of National Health Mission in
February, 2015 to deworm all children between 1-19 years of age. The program aims supervised
administration of albendazole tablets to all children in preschool and school-age, in anganwadis
and schools, including unregistered (1-5 years) and out-of-school (6-19 years) children, in
anganwadis. The second round of NDD in Chhattisgarh was observed in 16 districts of the state
on February 10, 2016 followed by mop-up day (MUD) on February 15, 2016 covering school
enrolled children (6-19 years) and out-of-school children (6-19 years) in anganwadis. Evidence
Action-Deworm the World Initiative, as the technical assistance partner, coordinated and
facilitated planning and implementation of the deworming round in the state.

Evidence Action engaged an independent research agency to provide process monitoring on
both deworming day and mop-up day to assess the preparedness of anganwadis and schools to
implement mass deworming program, followed by coverage validation to evaluate accuracy of
the reporting data and coverage estimates post deworming. Due approvals for the survey
obtained from Department of Health & Family Welfare, Government of Chhattisgarh.

On NDD and mop-up day, 100 monitors visited 213 randomly selected government,
government aided, and private schools, and 200 anganwadis to observe the ongoing deworming
activity. Coverage validation was undertaken February 20-26, 2016 during which 100 monitors
visited 329 randomly selected government, government aided, and private schools and 300
anganwadis to verify their reported treatment figures. Findings from independent monitoring
highlighted that around 97% of schools and 92% of the anganwadis observed deworming on
NDD and MUD. Approximately 90% of schools and anganwadis reported to receive sufficient
drugs for deworming. Around 84% of schools and 74% of anganwadis received program
posters and banners. However, integrated distribution of NDD kits* was relatively low for both
schools (20%) and anganwadis (18%). 79% of schools and 78% of anganwadis received training
for recent round of deworming. 15 out of the 20 private schools reported being trained within
the last two months for deworming activity. Awareness of the causes of worm infection,
possible adverse events, and adverse event protocols was high among teachers and anganwadi
workers.

High compliance with procedures and protocols was observed across the schools and
anganwadis in the state. Almost all school principals, teachers and anganwadi workers were

1WHO: Soil-transmitted helminth infections. www.who.int/mediacentre/factsheets/fs366/en/
2Integrated distribution of NDD kits including deworming drugs, banner/poster and handout-
reporting forms and provided to schools and AWC during the trainings at block or PHC level.
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able to accurately mention at least one of the symptoms of adverse events. Although the basic
knowledge of processes for management of adverse events was high, but substantial proportion
of teachers and anganwadi workers had awareness of adverse event reporting protocols. Cases
of any adverse events were reported in around 10% of schools and 8% of anganwadis.

Coverage validation data revealed that around 69% of schools followed correct protocols for
recording the number of children dewormed. However, around 27% of schools did not adhere
to any recording protocol. A substantial proportion of anganwadi workers did not have a list
of out-of-school children (43%). Despite of substantial compliance with recording protocols,
coverage validation data for school enrolled children exhibited high overall inflation (329%;
verification factor of 0.76) of treatment figures. The overall inflation of out-of-school children
was 79% (verification factor of 0.55). Nevertheless, interviews indicated that 99% of all
enrolled children received a deworming tablet.

The monitoring exercise conducted during Chhattisgarh’s second round of NDD also highlights
opportunities to strengthen future rounds. As training is a critical component of the program,
quality and coverage of the program can be improved in future rounds by ensuring timely
communication of training dates to schools and anganwadis. Improved attendance of school
teachers in trainings would enable effective implementation of the program in the schools. The
database of functionaries across all stakeholder department needs to be regularly updated and
strengthened to ensure information dissemination on the program is reaching the key audience
in a timely manner to allow for action as needed. Efforts are also required to ensure that those
teachers who attend training also impart adequate training to other teachers in the school.
Further, efforts are needed to strengthen the integrated distribution of deworming kit in the
training. Integrated distribution would ensure availability of drugs at school and anganwadi
level and enable more widespread use of IEC materials for community mobilization and
awareness, potentially improving the reach of the program. In addition, tracking the
distribution cascade to identify and fill gaps in a timely manner will likely improve the
availability of IEC materials. Enhanced engagement of ASHAs and AWWs is also critical for
the success of program. Utilizing incentives approved by the national government for ASHA
workers will provide motivation to these workers to mobilize out-of-school
children. Moreover, as most anganwadi centers did not have the list of out-of-school children,
efforts are required to proactively engage ASHAs to prepare the list of all out-of-school
children in the community. Schools and anganwadis should be encouraged to retain a copy of
school and anganwadi reporting forms after submission. The high levels of reporting inflation
suggest that additional efforts are needed to increase accuracy of program coverage reporting,
including an increased emphasis on the importance of reporting protocols during training, in
IEC materials and through training reinforcement messages (SMS).

2. MONITORING AND EVALUATION
2.1 Study Background

Understanding program reach and quality is a key component of a successful deworming
intervention. In order to fulfil this need, Evidence Action worked intensively with Government
of Chhattisgarh’s health and education departments to assess the quality of program planning
and implementation with an ultimate focus on developing recommendations for improvements
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in future rounds. The preparedness of schools, anganwadis, and health systems to undertake
deworming; adherence to the prescribed deworming processes; and ensuring accurate coverage
reporting are key components of the supervision process. Three processes of monitoring and
evaluation are included in each deworming program round: (1) process monitoring, (2) coverage
reporting and (3) coverage validation.

2.2 Process Monitoring, Coverage Reporting, and Coverage Validation

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 to
ensure a high quality deworming program. Evidence Action assessed program preparedness
during the pre-deworming phase and selected independent monitors who observed the
processes on deworming day and mop-up day. Evidence Action conducted process monitoring
in two ways: a) telephone monitoring and cross verification and b) physical verification by
visiting schools and training venues.

Coverage Reporting assesses the estimated number 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 within
the established reporting timelines. School teachers and anganwadi workers had been trained
on the recording and reporting protocols. These protocols, along with the reporting cascade
and timelines (refer to Figure A below), were shared with all districts through the state’s
directives. In order to improve the accuracy of coverage reporting by the schools and
anganwadis, every participating school and anganwadi was instructed to follow a recording
protocol for deworming. Every teacher and anganwadi worker was required to put a single tick
mark (n) next to a child’s name in the attendance register if they received albendazole on

deworming day, and a double-tick mark (n n) if received on mop-up day. These tick marks are
anganwadi

anganwadi

Chhattisgarindependent Monitoring and Coverage Validation, NDD 2016 3

























































