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The state of Madhya Pradesh dewormed 1,84,90,500 children between 1-19 years old across
1,55,782 government and government aided schools and 90,000 anganwadi centres (AWCs)
during the Government of India’s inaugural National Deworming Day on February 10, 2015.
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 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), alongside
technical partners Micronutrient Initiative and United Nations Children's Fund (UNICEF). The
Deworming program’s initial success will guide government’s efforts toward a sustainable
Deworming program that aims to reduce the prevalence and intensity of worm infections for
the benefit of all school-age and preschool-age children in the state.

Number of schools reporting deworming coverage 1,55,782 100
Number of AWCs reporting deworming 00,000 100
Number of registered children dewormed (1 to 5 | 70,97,422 92
years) at AWCs

Number of out-of-school children (6-19 years) | 13,19,248 65
dewormed at AWCs

Number of enrolled children (Class 1 to 12)]1,00,73,830 91

dewormed at schools

Total number of children 1-19 years dewormed at | 18,490,500 89
schools and AWCs

Source: Report submitted by National Health Mission (NHM) MP to GOI dated March 3, 2015 (Annexure A)

* The state conducted NDD following implementation of an existing program called Bal Suraksha Mah- under which children
under 5 years were dewormed along with other services at the AWCs. The state decided to cover children who were left-out in
the BSM round, to be dewormed during NDD. These two programs together cover the complete 1-19 year age group; the state
submitted program coverage data from both program components to the GOI, Ministry of Health.

2015 was a landmark achievement for school and anganwadi-based deworming in the country
with the announcement of a fixed National Deworming Day (NDD). The first deworming
round, which took place in 12 states and union territories including Madhya Pradesh, targeted
140 million children. Evidence Action worked in close association with the Government of
India’s (Gol) Child Health Division to plan and implement the NDD. This intensive engagement
was critical given a compressed timeline between the announcement of the NDD and the
Deworming Day. The state referred to the National Operational Guidelines' to ensure
successful implementation, and was among the first to submit program coverage reporting

'NRHM: http://nrhm.gov.in/images/pdf/NDD/Guidelines/NDD_Operational Guidelines.pdf



data. Experiences and findings from the first mass school-based deworming round in the state
will be crucial for planning and implementation of future deworming rounds.

In India, approximately 241 million 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 68% of Indian children in this age group and 28% of all children at-
risk for STH infections globally, according to the WHO. These parasitic infections result from
poor sanitation and hygiene conditions, and are easily transmitted among children through
contact with infected 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
productivitya.

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”3 due to its impact on educational and
economic outcomes. The benefits of using such platforms for deworming are immediate.
Regular treatment can reduce school absenteeism by 25%, with the greatest participation gains
among the youngest pupils®. Young siblings of those treated and other children who live nearby
but were too young to be dewormed also showed significant gains in cognitive development
from school-based deworming.’ 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-

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
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

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

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

4 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.

5 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

6 http://journals.plos.org/plosntds/article?id=10.1371/journal.pntd.0000223#pntd-0000223-g003
"http://www.nrhmhp.gov.in/sites/default/files/files/Iron%20plus%2oinitiative%20for%206%20months%20-5%:20years.pdf
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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 programs 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 the school and anganwadi-based National Deworming Day
launched in early 2015.

The deworming program in Madhya Pradesh is broadly aligned with two pan-state programs:
NIPI and Bal Suraksha Maah (BSM). NIPI, an anaemia control program, was launched in March
2014 in the state and includes 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. Prior to the launch of NIPI (launched in 2014), 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 are
coupled together.

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.

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 in eight districts of the state that are
endemic for lymphatic filariasis.

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, with good coverage of more than 75% was needed. This
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 will provide technical assistance to the
school and anganwadi - based deworming program implemented by state government.

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 — Chennai (NIE), Post Graduate Institute
of Medical Education and Research — Chandigarh (PGIMER), and GfK Mode, a market research
firm conducted a STH prevalence and intensity survey among children aged 5 to 10, studying
in government primary schools in the state. The survey was carried out across 264 schools in
44 blocks of 21 districts covering all 11 agro-climatic zones of Madhya Pradesh, testing a total



of 5617 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 analysed by PGIMER in field laboratories using the WHO-recommended Kato-Katz
method. The detailed survey report and findings were submitted to the State NHM (Annexure
B).

Based on the findings of the prevalence survey, an annual school-based deworming program
for school-age children is recommended in the state. Since the NFCP will administer
albendazole to communities in 8 districts in 2015, 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 Madhya Pradesh.

Inlight of the survey recommendations and to facilitate program planning and implementation,
the state of Madhya Pradesh decided on 26™ May, 2015 to undertake annual deworming for all
children aged 1-19 using a fixed-day approach as NDD. Thus the biannual deworming
strategy for NIPI and BSM has been recently modified to an annual deworming round
(National Deworming Day) under the larger umbrella of the NIPI program (Annexure C).

The deworming program in India reached a key milestone with the Government of India’s
launch of NDD on February 10, 2015. The first phase of NDD targeted all children aged 1-19
years in 12 states/union territories (Assam, Bihar, Chhattisgarh, Dadra and Nagar Haveli, Delhi,
Haryana, Karnataka, Maharashtra, Madhya Pradesh, Rajasthan, Tamil Nadu, and Tripura)
through the network of government and government-aided schools and AWC.

Evidence Action supported the Ministry of Health and Family Welfare (MoHFW) to plan and
finalize operational guidelines for NDD. These guidelines laid out key objectives, operating
principles, and roles and responsibilities of stakeholders, and provided budgetary allocations
for states to finance program implementation. All training, community awareness materials,
monitoring and reporting forms, and other reference materials available through the NDD
resource kit were uploaded on the NHM website® for participating states/union territories for
the launch of NDD.

Evidence Action supported a national-level orientation meeting on January 19, 2015 in Delhi
for all states and union territories participating in the first phase, including the four states

8 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
% http://nrhm.gov.in/national-deworming-day.html
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where Evidence Action was engaged as technical assistance partner (Madhya Pradesh, Bihar,
Rajasthan, and Delhi). On February 9, 2015, the Union Minister of Health inaugurated the NDD
in Jaipur, Rajasthan. The State Minister of Health for Rajasthan 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.

All children between 1-19 years who were registered at AWCs and enrolled at government and
government aided schools were targeted. In addition, out-of-school children were targeted
through AWCs.

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

Health Department- NHM, Madhya Pradesh as the nodal agency, held the key
responsibilities for ensuring procurement, transportation and distribution of albendazole was
completed properly at all levels. The Department of Health was also responsible for training
functionaries and disseminating adverse event management protocols, Information Education
Communication (IEC) materials, and reporting and monitoring forms. It also provided financial
guidelines and budgetary allocations to districts to support efficient and effective program
implementation.

Education, Tribal and WCD Departments were responsible for providing requisitions of
albendazole tablets to NHM based on school enrolment figures and the number of registered
and 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, AWWSs, and lady
supervisors. Further, these functionaries were oriented on timely submission of coverage
reports to the Health Department in standardized formats.

Evidence Action, funded by USAID for technical support activities, worked intensively with
all stakeholders to ensure quality planning and implementation of deworming for school-age
and preschool-age children. Technical support for BSM focused on tracking program
preparedness and field-based monitoring. Evidence Action provided more intensive support
on program planning, information sharing, and adoption of NDD operational guidelines to the
state context.



The state conducted the NDD on February 10, 2015, and mop-up days (MUD) were held from
February 11-14 to reach out to children who missed the Deworming Day due to absenteeism or
sickness. Earlier, BSM was held from December 23, 2014 to January 23, 2015. Through these
two programs all children ages 1-19 years were targeted and the state submitted program
coverage data from both programs to the MoHFW. The implementation of NDD includes
several program components detailed below.

Although the state of Madhya Pradesh had confirmed its readiness for NDD to the MoHFW,
there were concerns when the dates were announced given the schedule of existing initiatives.
The Department of Health led a stakeholders’ meeting on January 27, resulting in a consensus
to implement the program within the time constraints. The state confirmed plans to conduct
the Deworming Day on February 10 across all 51 districts, including the eight districts where
lymphatic filariasis treatment took place in September 2014.

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 (Annexure D.1). The director of
National Health Mission chaired a video conference meeting on January 31, 2015 to disseminate
this information to all 51 districts, and to review preparations for NDD (Annexure D.2) in the
presence of all stakeholders. Due to the tight timelines, this meeting was considered as a
steering committee meeting for the districts. Further, all the districts implemented the
program in accordance with the operational guidelines released at the state.

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 the department’s
website and sending bulk SMS to program functionaries using existing portals.

In line with National Deworming Day financial guidelines, we supported the state health
department to ensure inclusion of all program components, and related budgets in the
proposed program implementation plan for the next financial year (2015-16). These have since
been approved from the national government.

Evidence Action’s technical assistance was primarily provided by a three member dedicated
state-based team, including staff field-based regional coordinators and short-term hires such
as district coordinators and tele-callers, with additional support and guidance from the
national team. Evidence Action’s state team provided training to the field based and short term
hires on various program components to build a strong common understanding of the program
strategy.

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 further collaborated with district and block officials to plan for trainings
and other logistics around program implementation.
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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 the 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 deworming
activities were completed for the first round of NDD, and with support from the state team,
their efforts shifted towards exploring opportunities at the districts for synergies with existing
work and possible platforms to integrate deworming. The regional coordinators will continue
working with district officials to include deworming in district action plans for the next
financial year to support institutionalization efforts.

District Coordinators: 51 district coordinators were hired to support on-the-ground program
coordination for a three month period around the Deworming round. District coordinators
were instrumental in ensuring that IEC and training materials printed by Evidence Action were
handed over to district medical officers one week prior to NDD. This was a time-bound
activity with tight timelines, but was critical to the program implementation. District
coordinators ensured timely delivery of training materials, and further distribution of NDD
kits at the trainings for all functionaries at school and anganwadi levels. 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.

Tele-Callers: Six tele-callers were hired to support the deworming round, including one who
was placed in the State NHM to support the Bal Suraksha Mah. The remaining five were each
assigned to work closely with one regional coordinator, as well as the district coordinators
within their region. They made calls to block level officials as well as schools to receive updates
on program preparation, used to complete daily trackers. These allowed for faster
dissemination of information between teams and facilitated timely corrective actions by state
government officials.

With support and inputs provided by short term hires, Evidence Action’s state team held
debrief sessions with the officials at health department of the state to share updates and
information from monitoring visits made to schools and anganwadi during the Deworming
Day. These updates resulted in issuance of letters to the districts prescribing corrective action
around issues such as drug and IEC availability, to ensure adherence to program guidelines and
support increased coverage (Annexure E).

Drug Procurement: The Government of Madhya Pradesh administered albendazole syrups to
preschool - age children as part of the BSM program. On NDD, preschool-age children who had
not been treated in January were given albendazole suspension, while albendazole tablets were
given to school-age children aged 5-19 years. The drug requirement was determined based on
enrolment data at schools and anganwadi across the state, factoring in a buffer for out-of-
school children, wastage, and spoilage. Both tablets and syrups for the deworming round were
procured by the government. Before administration, a sample of drugs were tested in a
government accredited laboratory to assure quality and safety.

11



Evidence Action worked in close coordination with the nodal officer of the deworming program
in the health department and further with the state procurement cell to facilitate availability
of deworming drugs across the state. Based on the State Drug Management Information
System (SDMIS)!® data, the state health department issued directives to districts with
insufficient supplies of tablets to ensure drug availability through open market purchase. A
total of 25 districts were falling short of sufficient drug supplies and were advised to borrow
from neighbouring districts, with support from regional directors of the health department.

For future deworming rounds, the state can avail of donated drugs for school-age children
through the global drug donation program coordinated by WHO. Evidence Action worked with
the nodal officer to complete the drug requisition for 2015-16 in August 2014. The drugs for
next deworming round (2016) were received at the state in form of two consignments on June
13 and June 18, 2015.

Drug Distribution: As per NDD operational guidelines, and established best practice, drug
distribution was integrated with the training cascade (as detailed in the training section below),
whereby NDD kits were provided to health functionaries at the district level trainings for
onward distribution. The kits included drugs, IEC materials, and reporting forms. The district
level procurement and distribution cascade is depicted in Figure 1:

Education & WCD
Department

Collect data of
enrolled & out-of-
school children in

school and AWCs and
share with Chief

Medical Health

Officer (CMHO)

BMO (Health Department)

Instructs sector Medical Officer
(Health) to check the availability
of drug as per the data and
confirm if an additional order
needs to be placed. Sector wise
bundling of drugs take place at
the Community Health Center

CMHO (Health Department)

Instructs Block Medical Officer
(BMO) to check availability of
drug as per data and place order
if there is in sufficiency. Block
wise bundling of drugs take
place at the district drug store

Sector Medical Officer (Health
Department) ASHA, ANM, Multi Purpose Workers

Instructs Multi Purpose Workers and (Health), Nodal Headmaster

ANM (Health) to provide the due list of
Total enrolled & non enrolled Children.
School and AWC wise bundling of drugs

Bundled drugs along with the adverse
event protocol handed over to school
teachers and AWWs

take place at the Primary Health Center

Adverse Event Management: In order to provide guidance on roles and responsibilities of
functionaries to minimize adverse events related to drug administration, 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 later translated in Hindi and shared with

o SDMIS is the state’s online portal for monitoring drug availability, expiry, supply chain, receipt of drugs, and surgical items,
and budget utilization. The users include Chief Medical Health Officers, District Hospitals, Special Hospitals, Suppliers,
Procurement Cell Users, District Vaccine Stores, and District Malaria Officers.
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district level medical officers. 88 mild cases were reported across 10 districts, with no serious
adverse events reported (Annexure F).

Activities designed to increase community awareness of deworming were rolled out right after
the decision on the NDD date was taken. This was essential as sensitization of the community,
including kids and families, help build their trust on deworming, alleviate worries related to
adverse events, and overall leads to greater program uptake. The plan included activities that
had greater outreach, such as newspaper advertisements; radio jingles; posters at schools and
AWCs; miking using mamta raths (mobile health vans at district and block levels used for
information dissemination among communities); 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. Sixty-second TV scrolls were broadcast over
local cable channels. 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 (Annexure G1).

Frontline health workers were oriented in sector level trainings on community sensitization
messages and tasked to spread these messages through platforms such as morning assembly at
schools, parent-teacher meetings, AWCs, and home visits. While the states were allocated
financial resources under NDD for conducting IEC activities, time constraints and lengthy
approval processes for procurements and printing caused delays within the government
system.

To mitigate this challenge, Evidence Action worked in consultation with the state IEC cell to
contextualize messages for posters and banners, and to support printing and distribution of
2,41,594 posters; 939 banners; and 1092 sun-boards to the district level. Field monitoring
teams reported that IEC materials were sufficiently available; more details are highlighted in
the sections below.

The state was also provided with financial incentives for ASHA workers to motivate them for
community mobilisation, but due to the shortage in time and the lack of clarity in its
operationalisation, the same could not be utilised.

Inaugural Launch Event: Evidence Action supported NHM to prepare for the February 10
launch at Kamla Nehru Girls Higher secondary school in Bhopal. At the event, NDD was
inaugurated by the Honourable Health Minister of the state in the presence of senior state
officials from other stakeholder departments.

Evidence Action also briefed media representatives about the program and the event, resulting
in widespread coverage. Media kits included key information on the program such as a concept
note shared by state NHM. 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 G2).
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“I know the benefits of taking the deworming medicine. This will help me get rid of worms in
my stomach and will make me healthy. I will be able to perform better in school”
Chanchal Kumari, 11 years
Student at Government Higher Secondary School
Anchal Kheda, Hoshangabad District (February 12, 2015)

Evidence Action supported the implementation of the training cascade as depicted below, to
orient various levels of functionaries in the key departments.

+NDD District level Trainings from 3-4 February 2015
+Half Day orientation of block officials from 3 stakeholder
District departments. Distribution of NDD Kit including materials and drugs
level happened at the training

*Block Level NDD Trainings from 5-7 February 2015

+ Orientation of ASHA, ANM and Rashtriya Bal Swasthya Karyakram
Block team; media sensitisation. distribution of NDD kit thorugh block
level mobility support and RBSK team

Level
+NDD cluster level orientations between 7-9 February 2015
« Teacher/ headmasters / AWWSs on NDD. Distribution of NDD kits
Cllustler at the training
eve

As per the cascade, trainings for various functionaries from district to cluster level covered the
basics of deworming and detailed operational aspects of the program. According to reports
shared by the state government with the Government of India, 76,090 teachers and
headmasters; 55,450 AWWSs; and 44,518 ASHASs were trained under the NDD training cascade.

Training Resources: Evidence Action helped contextualize materials from the NDD resource
kit according to state requirements, including training presentations, handouts for frontline
workers, and frequently asked questions (FAQs). Following a request from the state
government, Evidence Action supported printing and district-level distribution of handouts
and FAQs (number printed=558,713) for headmasters, at which point they were integrated in
the cascade (Annexure Hi).

Training Support: Evidence Action’s regional and district coordinators participated in all 51

district-level trainings under NDD. Additionally, the team attended a sample of block-level
trainings to provide support and assess quality (Annexure H2)
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SMS: To reinforce key training messages, the state departments sent post-training SMS
through their existing platforms to various functionaries. Approximately 68,200 and 78,364
SMS were sent by the State NHM and the Department for Women and Child Development
respectively.

Additionally, Evidence Action sent 500,000 SMS to approximately 150,000 headmasters,
50,000 ASHASs and 78,000 AWWs as reminders on date of NDD, Deworming and its benefits,
reporting timelines and adverse event management. The NDD radio jingle was also sent as an
Interactive Voice Response SMS at three points during NDD and MUDs to 50,000 ASHASs to
facilitate mobilization of out-of-school children to the nearest AWC (Annexure H3).

Website Uploads: To access information on deworming, functionaries at state, district and
block levels visited their respective departmental website to gather information. Opportunity
was leveraged to upload key training messages, guidelines, training materials, and reporting
timelines to reinforce messages and strengthen program operationalization. As of March 2015,
a total of 2586 hits for joint directives, 4800 downloads for reporting forms, and around 8600
downloads for joint directives and reporting formats were reported, according to the Joint
Director of WCD (Annexure H4).

Highlights from National Deworming

v" The program launch was held on February 10, 2015 at state and districts with political
commitment and bureaucratic leadership.

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

v' 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.

v' The mild adverse events reported were managed well on the ground. No severe
adverse events were reported.

v' Evidence Action hired and trained an independent agency to conduct independent
monitoring. The agency visited 125 schools across the state on both deworming day
and mop-up day.

v The state government and development partners worked together to facilitate
coverage reporting. The state reported dewormed 1,84,90,500 children out of
approximately 2,08,51,407 children in the target age group.

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 the state
health, and education, departments to ensure quality planning and implementation of the
deworming program. The preparedness of the school, AWCSs and health systems to undertake
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deworming, adherence to the prescribed deworming processes, and ensuring accurate
reporting of coverage, are key components of the supportive supervision process, followed by
Evidence Action. The process of monitoring and evaluation in each deworming program round
are performed in three ways: (1) process monitoring, (2) coverage reporting and (3) coverage
validation. In Madhya Pradesh, as preschool-age deworming was implemented through the
BSM, monitoring efforts focused on the school-age program through the NDD. In the future,
it will be important to expand monitoring to anganwadis to better understand program
preparedness and performance.

Process monitoring assesses the preparedness of the 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 assesses the program
preparedness during pre-deworming phase and selected independent monitors observe the
deworming processes on Deworming Day and mop-up day. We conduct process monitoring in
two ways: a) telephone monitoring and cross verification, and b) physical verification by
visiting schools and training venues.

A two-stage probability sampling process!! was followed to select schools for NDD, mop-up
day and coverage validation. Evidence Action hired an experienced independent research
agency, SPECTRA Research and Development Private Limited, to conduct field-level process
monitoring and coverage validation across 125 blocks in 50 districts of the state!?. A two-day
training was held with 125 independent monitors and supervisors to equip them with
knowledge to monitor the deworming program effectively. The monitors visited 125 randomly
selected schools on NDD, and an additional 125 schools on mop-up day (February 14) to check
for adequacy of drug supplies and awareness materials, and assess whether teachers had
received training, and had knowledge of adverse event management protocols and reporting
processes. Monitors gathered data by observing deworming and by interviewing headmasters,
teachers, and randomly selected students. An additional 750 randomly sampled schools were
surveyed from February 18-26 to check whether deworming occurred and reporting protocols
were followed, and to validate the coverage reporting.

Field Monitoring Visits for Process Monitoring: Evidence Action’s field team of regional and
district coordinators conducted visits to districts and blocks, to physically verify drug and IEC
availability and training status.

Telephone Monitoring and Cross Verification for Process Monitoring: Our tele-callers
placed phone calls to track the delivery and availability of training, drug, and IEC materials at
the district, block, and school/anganwadilevels as Deworming Day approached. Approximately

"Blocks were selected by Probability Proportional to Size (PPS) sampling, followed by random sampling of schools to provide
state-wide estimates of indicators. We used PPS sampling to select 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. After selecting blocks,
we randomly selected schools from within those blocks.

2 Of the total 313 blocks, 125 blocks were covered under independent monitoring in 50 districts of Madhya Pradesh. Currently
there are 51 districts in Madhya Pradesh and our sampling frame included a list of all the schools in the state as newly formed
district ‘Agar Malwa’ was subdivided from the existing ‘Shajapur’ district.
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4,840 successful'?® calls were made from February 1 to 14, including 1,097 calls to schools across

313 blocks and 51 districts, and another 3,586 calls to block and district officials.

Tele-callers created tracking sheets to outline issues identified during calls and monitoring
visits. Issues at the district, block, and school levels were shared with the state government to
ensure that the government was able to take corrective action to address the gaps in real time
as necessary.

Coverage Reporting assesses the estimated 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 within
the established reporting timelines. School teachers had been trained on the recording and
reporting protocols during their trainings. These protocols, along with the reporting cascade
and timelines, were also shared with all districts through the state’s directives (Annexure C1).
In order to improve the accuracy of coverage reporting by the schools, every participating
school was instructed to follow a recording protocol for deworming. Every teacher was
required to put a single tick mark (v') next to a child’s name in the attendance register if they
were administered albendazole on Deworming Day. The teachers were instructed to put a
double-tick mark (v'v') next to a child’s name if s/he had been administered albendazole on
mop-up days. These tick marks are intended to be the basis for the numbers reported by every
school in forms. Schools were supposed to provide the number of enrolled children dewormed
by counting the single and double tick marks in the attendance registers. School headmasters
were responsible to compile the number of dewormed children from attendance registers of
each classes in the school, fill the school reporting format and submit it to the next level.
Coverage reporting structure and timeline is shown below:

Schools to submit filled school reporting form
to ANM by 20 February.

ANM/MPW/Supervisors to submit the
coverage data at block level by 23 February.

Blocks to submit the coverage data at
district level by 25 February.

Districts to submit these forms at state level by February 27.

Coverage validation is an ex-post check of the accuracy of the reporting data and coverage
estimates. Coverage validation data was gathered through interviews with headmasters and
three students (in three different randomly selected classes) in each school, and by checking

BSuccessful calls were those where the tele-caller collected the intended information.
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all class registers and reporting forms!. These activities provides a framework to validate the
coverage reported by the schools and calculate the level of inaccuracy in the reporting data by
comparing the ticks with the numbers reported in school reporting forms.

During its first round, NDD coverage surpassed 80% of targeted children, as well as schools
participating in NDD. Significant room for improvement was revealed in the area of training
coverage as well as availability of materials such as reporting forms. The key results are
provided below; further details of independent monitoring are shared in Annexure 1.

Deworming in Schools: Interviews with headmasters indicated that 86% of schools had done
deworming either on NDD or mop-up day. 82% of enrolled children interviewed on deworming
day, mop-up day or coverage validation, indicated that they had received a deworming tablet
on one of these days. Average attendance based on data from NDD, mop-up day and coverage
validation was found to be 64% (Annexure 1, Table 9 and 12).

In conjunction with the 82% of enrolled attending children who said they had been dewormed,
this suggests that approximately 52% (or 82% of the average 64% children who attended
during the Deworming Day) of enrolled children received albendazole in schools during NDD.
The only way coverage could be significantly higher is if a significant number of the children
who attended on NDD did not attend school on mop-up day, and if the children who did not
attend on the mop-up day attended on NDD. Therefore, the coverage numbers are based purely
on attendance and children who said they had been dewormed on NDD or mop-up day, suggest
that coverage could have been higher in schools, if greater attendance had been seen at schools.

Drug Availability: 75% of schools reported that they had sufficient drugs (sufficient drugs is
defined here as availability of drugs in accordance with number of children enrolled in the
school) for deworming. ORS, given as part of adverse event management (AEM) was available
in greater quantities than deworming tablets. The district variation in drug availability is
represented in Annexure 1 (Tables 5, 9, and 12).

Reporting Forms and IEC Materials: Reporting forms (Annexure 2 were available in only
43% of schools, while 65% of schools received the posters related to deworming. 54% of
interviewed children were aware that the medicine given to them was for deworming. In
addition, only 7.9% had heard about deworming from their parents, while 11% had read about
deworming through newspapers, whereas, majority of the student (77 %) had heard about
deworming from their teacher/school and other sources of information were radio, television,
posters, street theatre and friends and relatives. (Annexure 1, (Tables 3 and 12).

Training Status: There was limited awareness about training. Only 40% of schools attended
deworming related training, with 35% of schools reporting that they did not know the dates of
the training and 50% of schools reporting that they did not receive information about
deworming related training. 44% of schools did not receive any handouts about deworming.
As aresult of limited training, it appears that many standard protocols were not followed. For
example, less than half of teachers were observed giving any health education on the benefits

4Please note that the coverage validation is only able to check the coverage of enrolled children in schools.
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of deworming. Findings on reinforcement SMSs suggest that only 40% of headmasters had
received any SMS related to the deworming program (Annexure 1, Tables 2, 9, and 12).

Training Effectiveness: Trained schools performed better than untrained schools on most
indicators. For example, 65% of trained schools and only 34% of untrained schools were aware
that a reporting form needed to be submitted after the Deworming Day. Generally, there was
very limited awareness around the date of report submission, with only 19% of schools, both
trained and untrained, aware of when reports needed to be submitted (Annexure 1, Tables 3
and 10).

Management of Adverse Events: The teacher interviews suggested limited awareness about
the possibility of adverse events. More than half the teachers interviewed on NDD and mop-
up day did not think there could be any adverse events due to deworming. In addition, 65% of
teachers indicated that they would take a child to hospital immediately in case of an adverse
event, instead of following standard adverse event management protocols and assessing the
seriousness of the situation (Annexure 1, Table 6).

The total coverage data from Madhya Pradesh indicates that 18,490,500 children were
dewormed during BSM and NDD activities, against the total target of 20,851,407 children.
Thus, the total coverage from the two programs is 89% according to government reported
figures. Substantial district wise variation was observed in total coverage reporting for the
BSM and NDD. The following section explores the extent to which the reported coverage
figures might be an accurate reflection of the number of children dewormed.

Monitors visited 750 schools for coverage validation. 78% of schools were following correct
reporting protocols on NDD and mop-up day. To validate coverage of enrolled children, the
aggregated number of ticks in school registers is compared to the deworming coverage reported
in the school reporting forms submitted to the state to arrive at a state level verification
factor®. The factor, in this case of 0.8925, indicates that for every 89 enrolled children who
were recorded as dewormed in the schools, the school reported that 100 enrolled children had
been dewormed. This indicates an overall state level inflation rate16 of 12.04%. In other words,
the number of children which the state reported was 12% higher than the number found
recorded in school registers. It is clear that training increased the accuracy of reporting
significantly. Trained schools had reporting inflation of 5.57%, while non-trained schools had
reporting inflation of 18.50% (Annexure 1, Table 2, 8, and 12).

s A verification factor of 1, means the schools reported exactly what they had recorded as being dewormed. A verification factor
less than 1, indicates over-reporting.; a verification factor greater than 1, indicates under-reporting.

This inflation means that the numbers being reported in the reporting forms from schools appeared to be approximately 12%
higher than the numbers being recorded in attendance registers.
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It is critical that all program components are aligned to prevent gaps and delays in program
execution. Of particular importance are IEC, training, drug logistics, and adverse event
preparedness and correct reporting. Following are the key recommendations for program
improvements that emerged out of the monitoring and evaluation

1.

The preparatory activities leading up to the NDD were conducted under a compressed time
schedule. In forthcoming rounds, all stakeholder engagement and planning and preparations
will be initiated in advance as per the operations plan.

. Findings from this round suggest a need for strengthening the integrated distribution

mechanism of drugs, IEC, and reporting forms through the training cascade. The integrated
approach will ensure that schools and anganwadis are sufficiently equipped to effectively
implement Deworming activities for good program coverage and quality.

Intensive efforts towards generating community awareness and mobilization for high
program coverage will be critical for program success. For instance, parents and siblings
may be targeted with specific community mobilisation activities in campaign mode for
increasing coverage of out-of-school children. More engagement of ASHAs and AWWs,
who conduct community based meetings, mobilize children, conduct health education
activities should be encouraged. Utilizing incentives approved by the national government
for ASHA workers will provide motivation to these workers to conduct activities for
community engagement. Other school based initiatives like talks in the assemblies, prabhat
pheris led by children can also be explored in future rounds.

. Training is a critical component of the program. Findings about training attendance suggest

that quality and coverage can be improved in future rounds by ensuring that sessions are
planned earlier and that greater emphasis is placed on communicating training dates.
Findings also suggest that reinforcement SMSs, which were sent post-trainings, should also
be sent before the deworming round to inform functionaries about the training dates to
maximize participation. Finally, better attendance at trainings may also be used to capture
contact details, improving the ability of the deworming program to reach out to the ultimate
implementers of the program. Improving attendance at trainings will likely benefits on the
distribution cascade as well, since drugs and materials are intended to be distributed at the
time of training.

. Coverage validation findings indicate that following recording protocols and accurate

reporting is key to get accurate coverage estimates. Differences in reporting between
trained and non-trained schools, suggest that a greater emphasis on recording protocols will
improve the quality of coverage data in the next round. These, as other program messages
are reinforced at the trainings and therefore participation at the trainings is a key element
to program success.

. 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.

The state’s completion of the first round of NDD and its timely reporting of program coverage
data has created a strong foundation for future deworming rounds in Madhya Pradesh.
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Learnings from the first round of mass school and anganwadi- based deworming will be
incorporated in the planning and implementation of future rounds. Furthermore, many of the
best practices, learnings, and experiences from the deworming program can be applied to other
child health programs. Efforts were initiated to institutionalize deworming in state
government’s agenda by including activities and budget lines in the annual Program
Implementation Plan (PIP) and work plans. Continued follow-up with the state to ensure
deworming resources and activities are approved will be done to support these efforts over
time.

The state of Madhya Pradesh has become a true hallmark for evidence-based program planning.
The state’s decision to finalize the deworming treatment schedule based on prevalence survey
recommendations, as well as implementing the National Deworming Day under the NIPI
umbrella are reflective of that. Achievements, learnings, and best practices from Madhya
Pradesh will be shared with other implementing states and will help align deworming strategies
nationally. In addition, Evidence Action plans to further strengthen the existing deworming
program in line with the recommendations above and in close collaboration with other
stakeholders. We also plan to strengthen the program through exploring new initiatives around
human-centric training designs, data quality assessments, and SMS-based coverage reporting
under the guidance of the state. Finally, in light of the deworming program’s great potential to
improve health, education and productivity for millions of children in Madhya Pradesh, the
government’s continued commitment and support for program sustainability is critical.
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Annexure I:

Details of Independent Monitoring

Deworming Day 125 125 125

(1 child per school)
Mop-Up Day 125 125 125

(1 child per school)
Coverage Validation 750 750 2,250

(3 children per school)
Total 1,000 1,000 2,500

School representative attended training 44.8 47.2

deworming Program 46.0
For schools that didn't attend training, reasons were:

Problem with the location of training 10.9 11.5 11.2
Problem with the timing of training 9.4 4.9 7.2
Weren't aware of the date of training 51.6 41.0 46.4
Problem due to monitory constraints 4.7 3.3 4.0
Other reasons* 25.0 39.3 32.0
*Among the other reason (Don’t know/no information | 87.5 100

about training) 95.0

Training status of teachers who were conducting

deworming;:

Teachers who were trained at Block level training 13.6 21.6 17.6
Teachers trained by Headmaster or other teachers 20.8 16.8 18.8
Teachers who did not receive training 64.0 60.8 62.4
Deworming activities were taken place in the class 69.6 49.6 59.6




Type of health education about Deworming had given

Harmful effects of worms 40.2 38.1 39.3
How worms get transmitted 41.4 42.9 42.0
Benefits of deworming 50.6 41.3 46.7
Methods of STH prevention 40.2 36.5 38.7
No Health education given 26.4 12.7 20.7
Percentage of teachers who identified sick children | 70.1 76.2
before administering the tablet 72.7
Schools where the drug was being given by | 88.5 74.6
teachers/headmasters 82.7
Teachers who told the children to chew the tablets | 83.9 79.4
before swallowing it 82.0
Teachers who followed the correct recording protocol | 78.2 39.7
of ticking (single tick on deworming day and double
tick on mop-up day) 62.0
Schools where children were given less than one | 12.6 4.8
tablet 9.3
Aggregate
Dewormin | Mop-Up (DD &
g Day Day MUD,
Table 3: Awareness Related Indicators (From | (N=125 (N=125 (N=250
Deworming Day and Mop-Up Day Monitoring) Schools) Schools) Schools)
Indicators Percentage | Percentage | Percentage
Poster visibility
Schools in which the poster was clearly visible to all 48.0 43.2 45.6
Schools in which the poster was partially visible/ | 3.2 8.8
hidden in a room 6.0
Schools in which the poster was not visible 10.4 16.0 13.2
Schools which did not receive the poster 38.4 31.2 34.8
Received SMS about deworming program 35.2 40.8 38.0
Schools where handouts about deworming program | 58.4 59.2
was available 58.8
When teachers were asked. handouts was helpful for:
Drug dosage and administration 11.2 14.4 12.8
Adverse event 12.0 14.4 13.2
Health information on STH and transmission 14.4 16.8 15.6
Prevention of worm infection 36.0 43.2 39.6
Schools where safe drinking water was available 88.5 85.7 87.3
Teachers aware that if child is unwell could not give | 64.8 76.0
her/him the deworming tablet 70.4
Teachers aware that one deworming tablet were to be | 87.2 93.6
given
90.4

Responses from the children interviewed:
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Children who knew what the medicine was for | 64.6 66.1
deworming 65.4
Children who knew about deworming, even though | 14.7 18.9
they did not know what the tablet was for 16.9
Children who had heard of deworming before | 25.4 49.4
Deworming Day/before Mop-up day 38.2
Children who had heard of deworming on Deworming | 62.0 21.0
Day/Mop-up Day 40.1
The following are the mediums through which
children became aware of deworming-
Teacher/School 71.8 81.5 77.0
Radio 7.0 6.2 6.6
TV 4.2 6.2 5.3
Newspaper 4.2 4.9 4.6
Posters 11.3 11.1 11.2
Street Theatre 1.4 4.9 3.3
Parents/Siblings 11.3 4.9 7.9
Friends/Relatives 1.4 1.2 1.3
Aggregate
Deworming Mop-Up (DD &
Day Day MUD)
Table 4: Reporting Indicators (From Deworming Day | (N=125 (N=125 (N=125
and Mop-Up Day Monitoring) Schools) Schools) Schools)
Indicators Percentage Percentage | Percentage
Schools where school reporting form was available 55.2 58.4 56.8
Respondents who were aware of the last date of | 20.8 24.0
submission of school reporting form 22.4
Respondents who were aware of whom to submit the | 17.6 15.2
school reporting Form to 16.4
Respondents who were aware of one copy of school | 44.0 50.4
reporting form to be submitted 47.2
Respondents who were aware that a copy of school | 46.4 76.8
reporting form have to retain in the school 61.6
Aggregate
Deworming Mop-Up (DD &
Day Day MUD,
(N=125 (N=125 N=250
Table 5: Drug Availability and Storage Indicators Schools) Schools) Schools)
Indicators Percentage Percentage Percentage
Respondents who got information about drug | 41.6 38.4
delivery at block level headmaster’s training 40.0
Schools received deworming tablets 75.2 90.4 82.8
According to the drug packets, the expiration date
was
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Before deworming day on deworming day | 5.3 3.5
schools/before mop-up day on deworming day schools 4.3
After deworming day on deworming day schools/before | 94.7 90.4
mop-up day on deworming day schools 92.3
Schools where the monitor observed spoilt tablets
was
Thrown away 25.3 22.2 24.0
Given to Children 3.4 - 2.0
Left on the floor 1.1 - 0.7
Kept in some other place 4.6 4.8 4.7
Schools that received deworming drug at cluster | 31.9 26.3
level training 28.8
Schools where children received deworming tablet | 69.6 88.0
on deworming day/ mop-up day 78.8
Schools where storage was away from the reach of | 88.3 92.1
children 90.4
The followings were available on the schools
ORS 91.9 88.9 90.4
DOMPERIDONE 54.8 47.6 51.2
PARACETAMOL 79.0 76.2 77.6
CHLORPHENIRAMINE MALEATE/CETIRIZINE 58.1 38.1 48.0
Responses from children interviewed:
Children who said they received a deworming tablet | 70.4 84.0 77.2
Children who said they received medicine from the | 79.2 82.6
teacher/headmaster 81.0
Children chewed tablet before swallowing 76.0 78.0 771
Aggregate
(DD &
MUD, N=
Deworming Mop-Up Day | 250
Table 6: Adverse Events Related Indicators (from | Day (N=125 Schools)
Deworming Day and Mop-Up Day Monitoring) (N=125 Schools) | Schools)
Indicators Percentage Percentage Percentage
Teachers aware that unwell children could not get | 64.8 76.0
the deworming tablet 70.4
Teachers who thought it was acceptable for sick | 8.8 5.6
children to be dewormed 7-2
Teachers who did not identify sick children | 29.9 19.0
before administering the tablet 25.3
Schools where the monitor observed types of
adverse event
Stomach ache 2.3 1.6 2.0
Nausea 5.7 1.6 4.0
Vomiting 8.0 3.2 6.0
Diarrhea = 0.0
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Teachers who did not think there could be | 52.8 52.0
adverse effects due to deworming 52.4
Children who felt healthy before taking the tablet | 68.8 63.3 65.9
Teachers who believed the following to be the
adverse effects of deworming
Mild abdominal pain 49.2 60.0 54.6
Nausea/Vomiting 67.8 75.0 71.4
Diarrhea 25.4 36.7 31.1
Fatigue 16.9 28.3 22.7
When asked about their response in case a
student suffers from adverse effects, the teachers
answered:
Make the child lie down in shade 36.8 42.4 39.6
Take the child to the hospital immediately 55.2 75.2 65.2
When asked about their response in case a
student continues to suffer from adverse effects,
the teachers answered :
Administer ORS to the child 35.1 38.1 36.7
Call PHC or emergency number 38.1 39.8 39.0
Take the child to the hospital immediately 60.8 65.5 63.3
Table 7: Coverage Validation Indicators (N = 750 Schools)
Indicators Percentage
Responses from Headmaster Interviews
Attended Training for Deworming Program 37.7
For schools that didn't attend training, reasons were:
Problem with the location of training 2.4
Problem with the timing of training 4.1
Weren't aware of the date of training 31.6
Problem due to monitory constraints 2.7
Other reasons* 56.2
*No information about training) 95.7
* No deworming event conducted 2.4
Percentage of schools received the followings
Poster 64.7
Handouts 55.3
Others 1.6
Received SMS about deworming program 411
Schools had the sufficient drugs for deworming 79.2
Schools had extra storage of drugs after deworming 52.0
Schools where school reporting form was available after deworming | 37.9
and mop-up day
For schools that didn't have school reporting form, reasons were:
Did not receive 32.0
Submitted to block resource persons (BRP) 28.1
Unable to locate 10.7
Others 25.5
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Schools had complete school reporting form 38.7
Schools did deworming on deworming or mop-up day 88.7
Schools reported mild adverse event after taking the medicine 5.5
Schools reported serious adverse event after taking the medicine 0.1
The followings adverse event was happened after taking the medicine

Mild abdominal pain 35.7
Nausea/Vomiting 66.7
Diarrhea 2.4
Fatigue 11.9
When asked about their response in case a student suffers from adverse
effects, the headmaster answered:

Make the child lie down in shade 73.8
Take the child to the hospital immediately 7.1
Schools said they had received an adverse event reporting form 45.3
If schools received adverse event reporting form, was the adverse event | 68.1
reporting form was available at the school

If the schools had an adverse event form available, was the adverse | 25.8
event reporting form filled out

Table 8: Coverage Validation Indicators (N=750 Schools, except

where noted)

Indicators

State level verification factor (Coverage Reported in Reporting Form

/ Records in Attendance Register) 0.89250
School following the recording protocol 84.4%
State inflation rate (which measures the extent to which the

recording in school reporting forms exceeds records at schools) 12.0 %

State level inflation rate among trained schools (which measures how

much the coverage reported in reporting forms exceeded school | 5.6%

records in registers for schools that received training)

State level inflation rate among untrained schools (which measures

how much coverage reported in reporting forms exceeded school | 18.5 %

records in registers for schools that were not trained)

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

exceeded school records in registers, for schools that were following | 11.8 %

recording protocols, i.e., ticking).

Children received deworming tablet (Children’s response that

includes children interviewed on Deworming Day and Mop-up Day) | 81.8

Enrolment- Attendance Analysis

Children present on Deworming day(based on Deworming Day

Monitoring data, N= 125 Schools) 55.8%

Children present on Mop-up day (based on Mop-Up Day Monitoring

data 125 Schools) 52.8%

Children present on Deworming day(based on Coverage Validation

data) 66.3%
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Average attendance of children on Deworming day and Mop-up day
((based on Deworming Day or Mop-Up Day & Coverage Validation
data, N = 1000 schools) 63.8%

Indicators for Table 9

Ia Attended Training for deworming program

I2 Received SMS about deworming program

I3 Received poster about deworming program

I_ 4 | Received handouts about deworming program

Is Had the sufficient drugs for deworming

I 6 | Had school reporting form available

I_7 | Deworming on Deworming or Mop-Up Day according to headmaster

Table 9 : District Wise Variation In Key Indicators (DD, MUD & CV)

Indicators
Districts 11 12 |13 |14 |ILs |16 |17 |N
(schools)

ASHOK NAGAR 03.8 31.3 68.8 37.5 87.5 68.8 87.5 16
BHIND 45.8 25.0 70.8 66.7 37.5 37.5 66.7 24
CHHATARPUR 47.8 43.5 73.9 43.5 73.9 30.1 87.0 23
DATIA 68.8 18.8 56.3 50.0 93.8 31.3 100.0 |16
GUNA 50.0 43.8 75.0 43.8 75.0 81.3 87.5 16
GWALIOR 12.5 68.8 25.0 12.5 37.5 18.8 56.3 16
MORENA 8.3 16.7 50.0 54.2 33.3 37.5 79.2 24
PANA 41.7 45.8 54.2 41.7 79.2 20.8 83.3 2.4
SHEOPUR 37.5 0.0 75.0 87.5 75.0 50.0 75.0 8

SHIVPURI 70.8 70.8 79.2 58.3 62.5 66.7 87.5 24
TIKAMGARH 12.5 0.0 31.3 37.5 43.8 6.3 56.3 16
ANUPPUR 12.5 0.0 62.5 37.5 75.0 25.0 75.0 8

BALAGAHAT 4.2 58.3 50.0 29.2 87.5 0.0 91.7 24
DINDORI 0.0 43.8 87.5 43.8 31.3 31.3 68.8 16
JABALPUR 12.5 20.2 50.0 66.7 79.2 54.2 91.7 24
KATNI 62.5 58.3 79.2 37.5 87.5 37.5 95.8 24
MANDLA 16.7 54.2 58.3 58.3 70.8 62.5 95.8 24
REWA 12.5 35.0 25.0 20.0 62.5 20.0 | 80.0 40
SATNA 34.4 37.5 50.4 56.3 81.3 56.3 81.3 32
SEONI 20.8 16.7 75.0 58.3 100.0 | 25.0 05.8 24
SHAHDOL 100.0 43.8 93.8 100.0 | 93.8 87.5 100.0 |16
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SIDHI 62.5 25.0 75.0 79.2 62.5 45.8 91.7 24
SINGRAULI 12.5 18.8 87.5 62.5 93.8 31.3 93.8 16
UMARIA 100.0 62.5 87.5 100.0 | 87.5 25.0 100.0 | 8
ALIRAJPUR 29.2 12.5 66.7 75.0 75.0 37.5 87.5 24
BARWANI 12.5 12.5 75.0 62.5 75.0 29.2 83.3 2.4
BURHANPUR 37.5 37.5 75.0 50.0 75.0 25.0 87.5 8
DEWAS 43.8 50.0 68.8 31.3 93.8 25.0 87.5 16
DHAR 20.0 40.0 75.0 55.0 80.0 47.5 92.5 40
INDORE 23.5 5.9 64.7 58.8 52.9 17.6 64.7 17
JHABUA 0.0 25.0 31.3 37.5 75.0 18.8 62.5 16
KHANDWA 12.5 37.5 75.0 50.0 62.5 0.0 75.0 8
KHARGONE 18.8 28.1 56.3 46.9 68.8 31.3 68.8 32
MANDSAUR 56.3 87.5 68.8 50.0 03.8 50.0 100.0 | 16
NEEMUCH 75.0 50.0 62.5 87.5 62.5 37.5 87.5 8
RATLAM 45.8 45.8 66.7 50.0 70.8 66.7 | 79.2 24
UJJAIN 66.7 70.8 83.3 54.2 95.8 62.5 100.0 | 24
BETUL 100.0 54.2 79.2 01.7 91.7 58.3 100.0 | 24
BHOPAL 62.5 37.5 50.0 50.0 62.5 12.5 87.5 8
CHHINDWARA 43.8 65.6 40.6 46.9 78.1 25.0 84.4 32
DAMOH 31.3 31.3 37.5 37.5 62.5 43.8 75.0 16
HARDA 62.5 37.5 100.0 |100.0 | 75.0 100.0 | 100.0 | 8
HOSHANGABAD 31.3 37.5 56.3 68.8 100.0 | 37.5 100.0 |16
NARSIMHAPUR 81.3 62.5 03.8 03.8 87.5 43.8 03.8 16
RAISEN 62.5 58.3 75.0 70.8 91.7 50.0 |100.0 |24
RAJGARH 18.8 25.0 68.8 62.5 81.3 50.0 75.0 16
SAGAR 33.3 58.3 83.3 70.8 87.5 87.5 100.0 | 24
SEHORE 66.7 16.7 95.8 83.3 95.8 70.8 | 100.0 | 24
SHAJAPUR 50.0 50.0 66.7 62.5 70.8 50.0 79.2 24
VIDISHA 58.3 75.0 41.7 62.5 62.5 54.2 95.8 24

Table 10: District Level Verification Factor (Inverse of Inflation)

District Name Verification factor

ASHOK NAGAR 1

BHIND 0.524

CHHATARPUR 1.029

DATIA 0.823

GUNA 1

GWALIOR 0.840

MORENA 0.376

PANA 4.448

SHEOPUR 1.569

SHIVPURI 0.970

TIKAMGARH 0.639
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ANUPPUR 1
BALAGAHAT 1.002
DINDORI 0.957
JABALPUR 0.732
KATNI 0.813
MANDLA 1.155
REWA 0.517
SATNA 0.825
SEONI 1.124
SHAHDOL 0.999
SIDHI 1.129
SINGRAULI -
UMARIA 1
ALIRAJPUR 1.048
BARWANI 0.573
BURHANPUR 1.004
DEWAS 0.780
DHAR 0.666
INDORE =

JHABUA 0.408
KHANDWA 0.882
KHARGONE 0.917
MANDSAUR 0.253
NEEMUCH 0.872
RATLAM 0.059
UJJAIN 0.786
BETUL 1.003
BHOPAL 0.780
CHHINDWARA 0.759
DAMOH 0.488
HARDA 1.039
HOSHANGABAD 1.053
NARSIMHAPUR 1.018
RAISEN 1.016
RAJGARH 1.328
SAGAR 0.778
SEHORE 1.170
SHAJAPUR 0.946
VIDISHA 0.623

- Indicates that indicator could not be calculated due to missing data sets.
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Aggregate (DD &
Deworming Day Mop-Up Day MUD)
Table 11: Indicators by Trained and untrained schools (N = 125 Schools) (N= 125 Schools) (N=250 Schools)
Trained | Untrained | Trained | Untrained | Trained | Untrained
Indicators Schools | Schools Schools | Schools Schools | Schools
Teachers aware that if child is unwell could not give her/him the | 76.8 56.3 84.7 68.9 80.8
deworming tablet 62.6
Percentage of teachers who thought it was acceptable for sick | 5.4 10.9 3.4 8.2 4.4
children to be dewormed 9.6
Teachers who told the children to chew the tablets before swallowing | 88.6 79.5 80.6 76.7 85.3
it 78.3
Teachers who followed the correct recording protocol of ticking | 88.6 66.7 48.4 30.0 71.7
(single tick on deworming day and double tick on mop-up day) 51.3
Schools where children were given less than one tablet 13.6 12.8 6.5 3.3 10.6 8.8
Schools where children were given more than one tablet 4.5 2.6 0.0 3.3 2.6 2.9
Teachers aware that one deworming tablet were to be given 89.3 85.9 96.6 91.8 92.9 88.9
Percentage of teachers who did not think there could be adverse | 50.0 54.7 50.8 52.5 50.4
effects due to deworming 53.6
Teachers who believed the following to be the adverse effects of
deworming
Mild abdominal pain 53.6 48.3 69.0 51.7 61.3 50.0
Nausea/Vomiting 64.3 72.4 75.9 72.4 70.1 72.4
Diarrhea 32.1 20.7 37.9 34.5 35.1 27.6
Fatigue 28.6 6.9 27.6 31.0 28.1 19.1
When asked about their response in case a student suffers from
adverse effects, the teachers answered:
Make the child lie down in shade 33.9 37.5 47.5 36.1 40.7 36.8
Take the child to the hospital immediately 55.4 56.3 78.0 75.4 66.7 65.8
When asked about their response in case a student continues to suffer
from adverse effects, the teachers answered :
Administer ORS To the child 43.2 29.2 45.5 31.5 44.4 30.4
Call PHC or emergency number 40.9 37.5 47.3 33.3 44.3 35.3
Take the child to the hospital immediately 54.5 66.7 70.9 59.3 63.4 62.7
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Respondents who were aware of the last date of submission of School

26.8 17.2 27.1 21.3 27.0
reporting form 19.2
Respondents who were aware of whom to submit the School reporting | 23.2 12.5 16.9 14.8 20.1
Form to 13.6
Respondents who were aware of one copy of School reporting form to | 62.5 29.7 66.1 37.7 64.3
be submitted 33.7
Respondents who were aware that a copy of School reporting form | 51.8 39.1 83.1 70.5 67.4
have to retain in the school 54.8
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Table 12: Aggregate level Analysis (N = 1000 Schools)

Indicators Percentage
1 | Attended Training for Deworming Program 39.8
2 | For schools that didn't attend training, reasons were:

Problem with the location of training 4.6

Problem with the timing of training 4.8

Weren't aware of the date of training 35.4

Problem due to monitory constraints 3.0

No information about training 47.9
3 | Received SMS about deworming program 40.3
4 | Received Poster about deworming program 64.7
5 | Received Handouts about deworming program 56.2
6 | Schools had sufficient drugs for deworming 75.0
7 | Schools had extra storage of drugs after deworming 50.5
8 | Schools where Children got deworming tablet on deworming day/ mop-up day 86.2
9 | Schools where school reporting form was available 42.6
10 | Children received deworming tablet (Children’s response) 81.8
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Annexure II:

School Reporting Form
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Annexure A

‘ m:zmm

State Coverage Report

Plateau stratum. Mence, the state need Lo one deworming day as per WHO

recomumenda fions.

o Albendazole suspension has been administered In children aged 1 to 5 years as per

runmmended_dwe&

m of . 155782 Schools
s ' in the State
Number of ASHAs trained for Deworming 44,518
Number of’l’eachers/l’nnupals trained for Dewomm\_g 76,090
A 55,450
Girls Boys Total
Total number of children (1-19 years) in| 9800161 11051246 | 20851407
State /district/block/sub-center (as applicable)
Total No. of children enrolled in the schools 5222797 5889537 | 11112334
Total No, of chikiren registered in Anganwadis 3622009 4084393 7706402
No. of enrolled children (class 1% to 52) who were | 2440786 2417392 4958178
adminiszered Albendazole on NDD and MUD |
No. of enrolled children {class 6® to 12%) who were | 2517496 2598156 5115652
administered Albendazole on NDD and MUD |
No. of registered children (age group 1-5 years) who | 3308722 3788700 7097422
were administered Albendazole on NDD and MUD
No. of unregistered children [age group 1-5 years) 0 0 0
who were administered Albendazole on NDD and MUD
No. of out of scheool children (age group 6-10 years) 221712 214625 436337
| who were administered Albendazale on NDD and MUD
"No. of out of school adolescent (age group 10-19 528031 354880 882911
vears) who were administered Albendazole on NDD
and MUD
GRAND TOTAL of number of children who were | 18490500
administered Albendazole (B = 1+ 2+3+4+5+6)
- Percent coverage /(A)=
= 18490500 x 100/ 20851407 = §9%
Number of adverse events reported from all schools 88 Mild adverse event reported in 10
and Anganwadi centers (in prescribed format) districts (Sama - 2, Jabalpur-5, Neemuch -
1, Seoni-2, Klaargone-6, Bhopal-1, Betul-30,
== Hoshangabad-1, Datia-17 and Sagar - 23) |
Details '
Total No. of Albendazole tablets given to the State | 156608 {10x 10 packs) |
Total No. of Albendazole tablets administered at State | 133270 (10x 10 packs)
Stock of Albendazole tablets left at State 23338 (10x 10 packs)
Feedback from | & Prevalence of STH in Madhya Pradesh is less than 50% in all agroclimatic regfon with
the State (if any) : maximum being 26 9% in fhoba Rills and least prevalence of 0.5 % refiected in Malwu

/7 et . -

i
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Evidence

Action
/

Deworm the
World Initiative

Prevalence and Intensity of Soil-

Transmitted Helminths in Madhya Pradesh

In September and October 2014, Evidence Action conducted a field

survey that tested for soil-transmitted helminth (STH) prevalence and
intensity across the state of Madhya Pradesh. The survey was conducted in
partnership with the National Institute of Epidemiology; the Post-Graduate
Institute of Medical Education and Research (PGIMER); and GfK Mode, a
market research firm.

It was carried out across 264 government primary schools in 44 blocks of 21
districts among children aged 5 to 10. The survey covered all of the 11 agro-
climatic zones of Madhya Pradesh.

Field teams visited the households of children in the selected schools to
collect stool samples and school, household, deworming, and sanitation
related information, to better understand potential correlates with infection
and allow for sample weighting.

The sampling survey strategy and epidemiological analysis was designed
by the National Institute of Epidemiology. Stool samples were analyzed
by PGIMER in field laboratories using the WHO-recommended Kato-
Katz method. The survey was timed to ensure that it did not overlap with
treatment for lymphatic filariasis (LF), which could have biased the results
given that both LF and STH are treated with albendazole.

Key Results and Findings

The overall weighted prevalence of any STH in Madhya Pradesh was
calculated as 12.2%. Hookworm was the most prevalent, with a weighted
prevalence of 12%, while roundworm and whipworm prevalence were found
to be very low at 0.2% and 0.003%, respectively.

The prevalence in different agro-climatic zones ranged from 0.5% in Malwa
Plateau to 26.9% in Jhabua Hills. The weighted prevalence of any STH was
lowest (9.2%) among children in class/grade 1 (ages 5-6).

Prevalence increased with age, ranging from 10% and 12% STH prevalence
among children in classes/grades 2 to 4 (ages 7-9), to nearly 16% among
children in class/grade 5 (ages 10-11).

Sanitation indicators were poor in the sampled households, with 87% of
households practicing open defecation, increasing the likelihood of re-
infection.




Recommendations for the
Government of Madhya Pradesh

Based on the findings of the prevalence survey and WHO
guidelines, Evidence Action recommends an annual school
based deworming program for school-age children in the
state. Since the National Filaria Control Program (NFCP)
will administer albendazole to communities in 8 districts in
2015, Evidence Action recommends that the administration
of school-based deworming program and the NFCP be timed
six months apart to maximize impact.

Evidence Action 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.
As transmission assessment surveys are an integral tool
for the NFCP, Evidence Action recommends that the

state consider integrating assessments of STH prevalence
with the LF 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 Madhya
Pradesh.

Predicted prevalence of any STH infection in Madhya Pradesh

-21%

=0.5%

Background

The WHO estimates that over 870 million preschool and
school-age children worldwide are at risk of STH infection.
241 million children are at risk in India. STH infections have
significant negative impacts on the health and educational
outcomes of these children. To mitigate the morbidity of
parasitic worm infections, the WHO recommends treatment
strategies based on STH prevalence in aregion. To date, there
has been limited statewide worm prevalence data collection
in India, making it difficult to develop appropriate treatment
strategies that reflect actual worm loads.

In June 2014, Evidence Action signed a Memorandum of
Understanding with the Government of Madhya Pradesh
to provide technical assistance for a statewide school and
anganwadi-based deworming program targeting all at-risk
children. This assistance included the implementation

of a survey to determine statewide STH prevalence and

intensity.

There are existing programs in the state that already
administer albendazole: The NFCP that treats the entire
community in select endemic districts, the Weekly Iron
and Folic Acid Supplementation (WIFS) Program that
administers a dose of albendazole to school-age children
between 10-19 years, and an anganwadi-based biannual
mass deworming program of preschool children. However,
there was no comprehensive school-based mass deworming
program or an understanding of statewide prevalence

and intensity of STH infections. Given the pre-existing
deworming treatments described above, this prevalence
survey cannot be considered a baseline survey of an
untreated population, but is rather a survey to assess STH
infection rates in a treated population, to determine an
optimal treatment strategy.

The government of Madhya Pradesh took part in the
National Deworming Day on February 10, 2015. The
program targeted 18.4 million school-age and preschool-age
children between 1-19 years. The school-based deworming
program is a joint effort of the Department of Health and
Family Welfare, the Department of Education, Department
of Women and Child Development, and the Department

of Tribal Welfare. Evidence Action provided technical

assistance.

1“Assessing the Epidemiology of Soil Transmitted Helminths during a Transmission
Assessment Survey during a Global Programme for the Elimination of Lymphatic
Filariasis” World Health Organization, 2015.

evidenceaction.org

info@evidenceaction.org
twitter.com/evidenceaction
facebook.com/evidenceaction
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Annexure C

NIPI State Advisory Committee Meeting

e National Health Mission
-/ Madhya Pradesh
8, Arera Hills, Jail Road, Bhopal - 462004 L
Ma/CHild Health- Nutrionivzonsy 5505 6 Bhopal, Date: (2 6~S 15
Moecting Mizutes

State Mathonal Lron Plus Initiative advisory Committer Meoting dated 19.05.2015

Mational Iron plas Initistive programme is being implemented in the Stete of Machyn Pradesh,
Since 1w stakeholders departments for Weekly Iror Folic acid supplementation (WIFS) pregranmes and
Mational lray pls Inidiative (NIPD) progranme are similas, bescs the Stae WIFS sdviisery commiles was
subsumed and re-constituted as State Natienal ron Flus Initiative Advisory Committee vide G0 No, 7050
duted 30" Aug 2014. The first advisory commitiee meeting for the financial year 2015-16 was held on

19.05.2015 at Stte office Matiosal Health Mission, GoMP under the chairmanship of Principal Secretary,
Health and Family Welfare, GoMP.

Themeeling was atended by the following officials:-

-

Mrs. Gowri Singh, Prindpal seeretury, Dept. of health and family welfare, Madhya
arwilesh

2. M, Faiz Ahmed Kidwai, Mission Director— NHM, Bhopal

3 Dr. B.N. Choshan, Director , NHM , Bhopal MP

4. Ms. Reetr Singh, Deputy Commissionsr ,Tribal Depl, Saipuds, Modbys Pradesh
5. Dr. Archana Misra, Deputy Director- Maternal Health , NHM Bhopal MP

6. Dr. Pragya Tiwvari, Deputy Director —Child Health Nutrition , NHM Bkopal MP

7. Dr. Dilip Hedsu, Deputy Director- Adolescent Healths , NHM Bhopal MiF

B Dr. Yinay Dutey, Deputy Director- Procurement , NHM Bhopal MP

9. Dr. Pankaj shukla, Depsty Direcior- IEC , NHM Bhogpal MP

10. Dr. Nidhi Patd, Deputy Director- ASHA , NHM Bhopal MP

11. Ms. Rekha Paiel, Dy, Director, Viddhya, Lok Sikshan Sanchalnaloye, MP

12, Ms. Tanuja Srivastava, State Coordinator -Gender Rajya Sikshn Kendra, MP

13, Mr., Usmsan Khan, Stake Cosrdinator— Training . Fajya Siksha Kendra, MP

14. Ms. Ritu Ghosh, State Reprosentative, Micronutrient Inisiative, Madbyva Pridesh
15, Ms. Pushpa Awasthy, Natriton Officer, UNICEF, MP

16. Dr. Aboli Gors, Deputy Tean Lesder, MPTAST, Bhopal

17, Ms. Lshia Kalra, Program Manager, Evidesce Action- Deworm the World Initkative,
New Delhi

18. Ms. Roshai Dilbagi, Stae Programme Manager, De-worm the workl Dnfintive , Ehapal
M

Al i stakeholder departments inzhuding Tribal Welfare Dept, Dept of Education- bath Frimary,
Middle and righ School representatives, along with the supporting Donor Pariners were present in the
meting. Integrated Child Developnsent Scheme (ICDS) Officials could not stend due to coinciding of
Deparimental Banila Fanchayal fumction,
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The committes was apprised of the achievemnents of MIFL 25 well as WIFS programme in the vear
2014-15. The derogative effects of anemia across different age groups & well as the estimated target
beneficiaries under WIFS and WIPI were made known to all present. 1t was shared that in Madhya
Pradesh there are 85113 Primary schools {Class 1-%) and 70,669 Middle, High, Higher Secondary
schools (Class VI-XI) through which implementation of in-school WIFS and NIPD is being done. The
number of enrolled childran in Primary sclools as per DISE data is 60,63 999 whereas those between 11~
1% vears are 50,458,335 (DISE). It was brought to the notice of the chairperson that though the in=schoal
implementation coverage in the Sinte has increased from 14.2% iin April 20014 to 75,1% in March 2005,
il out of school coverage which is eatered through 10125 is still & weak link (28% coverage only).

The state has strengthened the reporting systems and s now diligently monitoring block wise
reporting in the State. The state is one of the firsi to shift the reporting system to ASHA wherein she
collects the monthly reports from school teacher! AWW and submits to the ASHA sahyogini and
thence to BCMY BPM and DPM/CMHO, There is cross sharing of information with Dept of Edscation
and [CIS at all levels that iz village, block, district and at the State level, Presently in the month of April
2015, 268 out of 313 blocks had submitied block wise reports of WIFS and NIFT supplementation for age
groups §-60 months and 5-10 vears,

WIFS coversge percemtnge in April 2004 was 14.2% whercas in April 2005, it has
docamented & marked hike as 70,58%. It was apprised ihat the State has a quarter supply of IFA synap
(G-tifimonths), Almost 2 months supply for [IFA pink tablets (510 years) and 8 quarter supply of 1FA bluwe
tablets { 10-19 years) as bead stock. The valid rtes for all three drugs are available hence the decentralized
procurement orders for subssquent quarter shall soon be placed by the districts.

The State had conducted the prevalence survey of Soil Tramsmitted Helminthiasis (STH) in
Facilitatsen with DeWL, NIE Chennai, PGMIER Chandigarh and ICME, in October 2014 and the worm
load of the State is documented as <20%. Hence, the State will ensure only an anmusl de-worming of
children between 1-19 years during National Deworming Day (Febroary 2016).

The training plans for the yvear 2015-16 for WIFS as well as NIF] were reviewed by the chair. The
following salient desisions were discussed and taken:-

# It was discussed that covernge drop during the vacations is a problem for which directives for
issuing sirips 1o the school children has already been disseminated by joint signatures of Dept
of Health, Rajya Shiksha Kendra and Lok Shikshan Sanchanalay.

s Representatives of Rajya Shiksha Kendra submitted that summer camps are being onganized by
the Department of Education for out of sehool children from 1% May — 15" Juse 2015 in which
[FA supplementation can be a strategy for enhancing coverage. Similarly residential bays
hasbels may also be tapped for IFA coverage.

s It was discussed that childbood anemia was highest in the age group 6 -60 months ie. 74, 1%
(MFHS-1T), bence, MoHFW, CH-division has approved incentives for ASHA for ensuring bi-
weekly supplementation of [FA syrup. It was pondered by PS, Health that feasibility of the
same through ASHA can be difficult to monitor and ways for implemeniation must be worked
out, She was of the view that the incentive may be wsed for improviag out of school WIFS
coverage if possible, However, the commitiee members were apprised that different age groups
under WIFS and NIPI are taken care by different programme divisions at the Ministry, henoe

40



utilizstion of incentive money approved for 6-60 months may pose a problem for strategizing
ot of school coverage under WIFS

s It was suggested by MDD, NHM that as of sow there is a dearth of safety net for out of school
boys (10-19 years) for which the stnte might consider provision of strips of 1x10 IFA blue
tablets (2.5 months suppliss) to un-enrolled and drop out boys, This may ameount o soms
wasiage but certain percentage of boys shall still be benefired.

&« It was directed by the chair that block coordination commirtees be formed under chairmanship
of S0 for reviewing implementation of WIFS and MIFL

& Donor partners were urged for supporting implementation of programme, capacity building,
data validation and documentation of good practices.

o It was decided that a specinl TEC campaign shall be launched in the State for rendering
visihility to WIFS and MIPI

s  Strong [EC using mascots and brand ambassadors especially voung sportspersons of the State
shnll be wsed.

# [t was decided that the Peer Educators of 11 districts shall be trained to promote the IFA
supplementation, Lead will be taken by KKSK for ihe same.

&  Further RESE doctors shall sensitize children in schools for beneficial effects and improved
schoal performance during their field wisits,

s DD procurement was directed by MD, NHM to consider improvement in palatability and
packaging of IFA syrup to improve consumption and coverage.

s It was also considered that "Prevaks ' under Saksharta Mission can be levernged for improving
coverage of WIFS. Rajya Shiksha Kendra shall share details of “Precabs ' and sustainability of
the same.

# [t was discussed by DD, MM that pregnant and lactating women amd anemia in Women of
Reproductive Age { WRA] is a big scope which has far reaching effects on pregrancy oaieomes
and maternal mortality. She pointed out that IFA supplementation in P&L women is being
implemented since last 60 years but the iron consumption in the said beneficiary cadre = siill a
hig challenge. Also most of the donor parners have their mandates of anemia control in age
group other than women, It was requested that Micronwtrient Initintive (MI) may help the State
in implementation of anemia control progrmmme in WHA and P&L wo.

s DD, MH also pointed out that the State has now started deworming as n strategy for pregnant
and Inctating women, It was requested that DtWT may support in the implementation of the
SAME,

# It was directed by PS, Health that the issues pertaining to 1CDS may be separately taken wp due
i their absenes in the advisory meeting.

&  Last but not the least it was decided that NIPI and WIFS programme shall be jointly reviewsd
guesrier wise through joint video conference of Health, Education and ICDS departments.

Approved by FS, Health
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Annexure D2

Video Conferencing

National Deworming Day - NDD
(10% February 2015)

Video Conference
Date — 30t" Jan 2015

National Deworming Day

* NDD Celebration: Fixed day Deworming in 12
States & UTs. National Lounch at Rajsthan by
Hon. Union Minister Health & Family Welfare.

* Objective of NDD :- To deworm all pre school
and school age children (enrolled & non
enrolled) between the ages of 1-19 years
through govt./govt. aided School and AWC in
order to improve their overall health,
nutritional status, access to education and
guality of life.

» Target Beneficiaries:- 1 to 19 years children
(Boys & Girls)

Implementation Strategy

* NDD - 10™ February 2015 to deworm all the
enrolled children in Govt./Govt. aided Schools
& AWCs,

* Administer Albendazole Chewable tablet -400
mg. to all 5 to 19 years children and
Albendazole Suspension as per age group to all
1 to 5 years left out children of BSM [Dec 14 to
Jan 15).

* Mop up Days — Till 14t Feb 2015 to ensure the
de worming in left out children on NDD.

Prevalence of Parasitic Infection

* Children between the age of 1 to 19 years are at risk
of parasitic intestinal worm infestation in India
kniown as STH.

* Worms @n cause anemia and under nutrition,
thereby impairing mental and physical development.

Factsheet for NDD

Irssicafors ‘Humbers

H:Ll:ll'l'iTIh‘]'Sd‘h:ﬂs 5113

Ko of Middle, High & Higher secondany schooks TOEET

Mo ioff AW el

Hﬁdlﬂhﬂﬂiﬂ!nhwm 03999

Esbd. Po iof E-I.I't-u'l's-d‘h:-llﬂil:ll‘m—E‘h:-iﬂ'lT: 435572

Mo of Enrolied Children in class 6% fo dass 129 5043335

mmuﬂﬂﬂmmﬂlﬂﬂ'ﬂ! 1537058

Total Requirerrent of Albendazole tab. [10x 10 pac) 105787

fior KD

Total Awmilsbility of Albencazole tb. |20 x 10 pack] in 105380

thee 3inte as per SOMIS &5 on 307 Jan 2045

Eﬁﬂ'kﬁﬂsqmrﬂrﬂﬁmupﬂiﬂhﬁ ""‘"""'l'll"‘""‘"""'"'"‘""'""-

as on 30 Jan 2015 e e, S
Elavmi, Batas i, Riajes el
Emmiiat, Ratvd, Deedodl | Grmidisd, 0 basd.

Wicre i, M. Suli

Albendazole Administration

Ape-specific Dosage

For Left out children in BSM

3 During NDD
”"‘E:‘;““'“ 5‘_';""':5‘“’“ 1 Albendazole
L e Chewable Tablet

=2 to 5 years — 10 ml 519 + 400 mg
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NDD Distribution System

CMHO - nfioemation fram O, DED & DI
[Trtnl sareded B nea areosled Childran

BMO +——— information from B50 2 BAC

Sector Medical officer/ RESK Team
[Sector Supervisor

Schools/ AWC & GAK

NDD Kit by 3 Feb 2015

* Albendazole Tablets Chewsble — 400 mg. as per nead
* Drugs of Adverse Event Mgt:
+ RS -5 padkets,
< Domperidone |10/20 mg 20 tabs each
+ Pumcetamed (250,500 mg) - 20 Tates sach
+ Chloepheniraming maleste(d mg)/ Cetrizine (10 mg] - 20 tabs each
* Banner/Flex — 1 [4'x 3'ft) per school
* Reporting formats for AWW & Schools
* Posters . Hondouts & FAQ in Hindi— Poster 1 per school
S AWC and Handouts 2 per school (by DEWIL
* Create contact list of all BMO, 5ector MO, ANM, ASHA,
108f1anani Express for School info.

gy Befdn & (10 el 2018 o

w0l 1 | o Wl Tl 8 el 8 T Al
10 Wl an A v e

B g sl o | orae ol pos B A AlO-ST

gt e

NDD Reporting System

Schools/ AWC
Report Compilation - 18 Fek 2015

ASHA/ ASHA Sshyogini
Collect report from Schocl & ANC - 20% Fzb 2015

SHC lewel- ANM/MPW/ Supervisor - 20 Feb 2013

Block Lewel- BMO/BCM/BPM - 237 Feb 2015

District Level - CMHO/DPM/DHL DCM - 25 Feb 2015

State Level - CMHD/DPM/DNC DCM - 275 Feb 2015

Prototype of NDD Banner =3 Feh 15

oeer fei 3 oo wed 2018)
AT ol 1 4w ol ges S
REg st @ o At
@E A 10 TR ws ¥ e S
A
r ;

= T R
w8 & 7 Ao B @

¥ Arrangement of MDD Kit [Printing of Flexes -
dx 3 fr, Adverse svent management protocol 2015
formats, reporting format, availability of
Albzndazole as per enrolled children in Schools
and AWCs.

""Hﬂfdﬂ'ﬂlimhtiﬂn of BMO | Sector MO / §th g 5t
BPM / BCM / BED / BRC / COPO on NDD Feb 2015
¥ Orientation of ASHA, ANM & RBSK teamand [ 6™ to 7%
ensure distribution of NDD kit through block Feb 2015
level mobility support and RESK Team

¥ Media Sensitization - Miking & Wall Painting
v Ensure orientation of 07 Feb
teacher/ principal/HM/8WW on NDD during 2015
monthly duster/sector mesting by Sector MO
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Activities at district level to ensure NDD

Financial Guideline for NDD

FFor every child odministered albendaozole MUDs: %"
marks in attendance register.

¥ Ensure that every child chews the tablet.

Technical Content
for District & Block level orientation

* Training ppts. will be shared and circulated by
department & DtWI by 31# Jan 2015.

* FAQs in Hindi by 3 Feb 2015.

* Posters and Handouts for all govt./govt.
aided schools & AWCs will be made available
to CMHOs by district coordinators of DtWI by
3™ Feb 2015.

* Banner on NDD for Mamta Rath will be
supplied by 3™ Feb 2015.

Roles and Responsibilities of Health Department

0 Interdepartmentsl Comvergence

0 Ensuring svailability of Albendazole tablet| suspension.

OPrinting of banners/flexes and reporting formazs by 3™ Feb 2015.

O Half d=y sensitization of officials of Education, ICDS, Tribal &
Health dept.

O Distribution of NDD kits as per school numbers to BMO - 4t & 58
Feb 15

O Village level Miking — 7t & = Feb 15

0 Insuguration of NDD - 107 Feb 15

0 Management of Adverse event

0 Menitoring and Reporting.

Launch of Mational De - worming ey 10" Feb 2015
Mop- up round Till 14* Feb 2015
Report from School & AWC to ASHA! | 200 Feb 2015 b. 1EC rﬂ_'ﬂ“!"ﬂmmm 150,000
f:: ASHA Sahyogini/ANM . Reporting Formats of sl kevels 20000
Reporting from Black to District 25% Feb 2015 B it '“h"“m;“_m e | Asui
Reporting from District to State 27 Feb 2015 particpants & 150 /- per participant
i For every child administered albendazole on NDD: a || * forererer s SESene | W | A
single + mark in ottendance register. L0400 for 1 day oo fued of R, 1000 |

#District to utilize their unspent balanced under NRHM/
RCH flexi pool for successful organizing of NDD activity
within indicated ceiling.

Adverse Event Management Protocols

* Children who are sick, or under any medication
on NDD/MUD should not be administered
Albendazole,

* High Worm Load: Side-effects such as nausea,
mild abdominal pain, vomiting, diarrhoea and
fatigue.

* Self limiting symptoms.
hospitalization.

Does not require

Expectations from ICDS (Supported by ASHA)

O Administration of Albendazole Suspension to left
out children of B5M.

O Albendazole chewable tablet administration to
school drop outs and unenrelled children between
5 to 19 years.

3 Timely reporting.
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Expectations from Education & Tribal Department

Qsufficient drugs to be ensured before the round —4* Feb
15,

2 Ensure participation of all govt. Head masters/principaks
at cluster level sensitization meeting - Tth Feb 15.

= Display of Banner/flex at School.

= Counter to be set up at a clean place.

= Potable drinking water and glass,

2 Recording and reparting forms

2 Phone number of nearest PHC, MO- Block PHC, ANM for
Adverse event management support (preferably stuck on
entrance wall or door],

Jadminister 1 chewable albendazole
deworming day to children

2 compiling data & timely reporting - 20°" Feb 15.

tablet on

Division Sagar
Requirement and availability of Albendazole tab.

Division Bhopal
Requirement and availability of Albendazole tab.

TotsiEsimated | | Awsiebie stock aw
DEME | equirecitor 1 HTI:; 00 mg- 1mta | OF
rowng NOID 48 75% pac
Bhopal 163376 1634 647 A&7
|FEII )] 172935 1729 3747 2018
Rajgarh 217802 Falr)] 1051 -1127
Hoshangabad 139806 1399 1717 318
[Sehors 163345 1633 1200 -433
Harda TI678 7 332 -395
Vidisha 219568 2196 1809 387
Betul 234205 1342 1591 751
hﬂ-t‘-u| 1353805 13838 12094 -1744

Division Rewa
Requirement and availability of Albendazole tab.

Division Ujjain
Regquirement and availability of Albendazole tab.

Tots Estimated | | Aweilabie Stockof Totsl Estimated | hhiﬂ‘:f

BE | pequieatory | Requinment [-1|1nund-1:-1|-,’IT Gap TEE | Requirdter 1 ,mr;“t jsomg- 1w | P
o KOO |of 10 x 10 paicH] pack round KDD @ 75% Fa patk

(Gagar 343774 3438 SEEL 1173 Rewa 332210 33z 6355 3033
Tikamgarh 179605 M6 584 112 (hatna 314m ERL 4268 1054
{Chhattarpur 315800 3150 2508 &L Simgrauli 215858 1158 5756 3587
[Panna 1B1ETT 1819 3024 1205 | | [idhi 205383 2054 2098 44
[Damch 204210 2042 1080 362 | | [Ehahdal 166677 1667 24 374
otal 1325363 13254 15047 1723 || |Anuppur 108780 1088 1323 435
Umaris 106745 1067 1988 921
Motal 1457053 14571 24229 9658

Division Indore
Requirement and availability of Albendazole tab.

e | b | s | o ||| | sepinones |28 ong- o |
Requiredord | oo o oac [400 meg) - 1010 L |mundNOD@75% pack
round MDD @ 75% pack Indore 193908 1439 £55 -1284
Agar Malwe 7660 767 420 7 | | Barwani 200257 2093 3146 1053
Uijain 189701 1898 442 2544 | | Uhabus 104503 1047 2170 13
[Dewas 183376 1834 1233 501 | | [ohar 304835 3048 5820 FYEr)
[Mandsor 184381 1444 1175 260 || [Khargone 270005 2700 3000 300
Ratlam 177458 1775 1183 582 | | [Khandwa 104774 1048 2303 445
Shajapur 6608 967 919 48 || [Burhangur 4751 948 479 450
Nezmuch 88747 887 538 51 || |alirejpur 143264 1433 280 4153
MTotal 957141 9571 10310 733 || [fotal 1605506 16055 17043 1888
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Division Jabalpur Division Gwalior
Requirement and availability of Albendazole tab. Requirement and availability of Albendazole tab.
Totel Estimates | n-i-tsn:r Totel Estimates | n-i-tsn:r
OE2 | Requiredtor 1 m o0 mg)- s | P OE2 | Requiredtor 1 m o0 mg)- s | P
rouand KD @ 755 " pack rouand KD @ 755 " pack
{sbalpur 131935 1319 2991 612 walior 181154 1812 338 1474
andls 170516 1705 1940 285 Bhind 211154 112 438 -1674
Seoni 2465 125 1228 -897 I orena 2500905 25049 386 2133
Narsinghpur 130582 1385 302 ahg Sheopur 11121 1112 1246 134
Balaghst 246707 2467 1820 £47 Shivpuri 257208 2872 2 -2050
Chhindwara 300734 3007 5486 24749 Datim 171 1n 117 -1055
Kstni 156815 1568 1689 -278 3una 201817 2018 2260 251
Dindari 120918 1209 m -B62 {Ashiok Nagar 135857 1336 46EE ez
Total 1619660 16157 17853 1656 Total 1510206 15102 8504 5598
Thank You
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Annexure F

Adverse Event Protocol
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Annexure Gi

Public Awareness and Community Sensitization
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Wall paintings at Sehore and Hoshangabad
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Banner display on Deworming at Sehore
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Launch Event

Photo Credit: Evidence Action

[Laninch of NNDD Kamla Nlehrnn Schanl

Photo Credit: Evidence Action
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Media Coverage
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Program launch by Dr. Narottam Mishra, Health 14 million hilren prtect by Natioal
Minister Madhya Pradesh Deworming Day, Bhopal, Madhya Pradesh
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12.5 lakh children to be covered on National National De-worming Day: Albendazole tablets and
Deworming Day: Department of Health Celebrates syrups administered to Anganwadi and School
NDD, Devas, Madhya Pradesh children, Shivni (M.P)
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Priya Jha who leads
Evidence Action’s
Deworming The World
initiative in India, had
said to Citizen News
Service (CNS) last year
that side-effects associ-
ated with deworming
are rare, minor and
transitory, for example,
feeling nauseated.
However, if children
have extremely high
worm loads, the first
round of treatment can
cause abdominal pain
and gastrointestinal
distress. If an area is
known to be severely
affected, the potential
for side-effects should
be explained to teachers
and families so that
they clearly understand
that the pain is not the
result of the drugs, but
due to the dying worms
being expelled. The
teacher should ask the
child to lie down in the
shade until they feel
better, and if possible,
to give clean water to
the child to drink.

Edit sroval wednesday, February 11, 2015

Deworm to not lose gains made on child health and nutrition

overnment of India is observing
ational Deworming Day on 10th
February to control infections in chil-
dren caused by Soil-Transmitted
Helminths (STH) or intestinal worms,
which are among the most common infec-
tions worldwide. The World Health
Orﬁamzauun (WHO) estimates that 241
million children between the ages of 1 and
14 are at risk of STH infection in India.
These worms live in human intestines and
consume nutrients meant for the human
body. They are transmitted by eggs present
in human feces, which contaminate soil in
areas where sanitation is poor. STH infec-
tions can lead to anemia, malnutrition,
impaired mental and physical develop-
ment, and reduced school

the national deworming day, children in

e age group 1-19 years will be provided
Albendazole through the platform of
schools and anganwadi centres, except in
identified lymphatic filariasis endemic dis-
tricts.” The WHO recommends school-
based deworming as a safe and cost-effec-
tive intervention that achieves high cover-
age of at-risk children.

Priya Jha who leads Evidence Action’s
Deworming The World initiative in India,
had said to Citizen News Service (CNS)
last year that side-effects associated with
deworming are rare, minor and transitory,
for example, feeling nauseated. Howev

n have extremely high worm loads,
the first round of lmulment can cause

physical development.
PREVENTING STH INFECTION
STH infection can be prevented by tak-
ing precautions, such as: using sanitary toi-
lets (not defecating outside), hand-washing
(particularly before eating and after using
toilets), wearing slippers and shoes, wash-
ing fruits and vegetables with safe and
clean water, eating properl cooklng food,
and keeping nails clean and short.
BENEFITS OF DEW ORMING
According to the factsheet of Ministry of
Health and Family Welfare, Government of
India: Rigorous studies have shown that
deworming has a significant impact on the
health, education and livelihood of treated
children. Outcomes of deworming include

Safe, inexpensive and effective medicines
are available to control infection.

Regular treatment is a cost-effective
method of controlling the public health
threat of worms in the absence of improved
sanitation.

Jagat Prakash Nadda, Union Minister
of Health and Family Welfare, Government
of India, wrote to state health ministers
that: “[STH] infection of heavy intensity
impairs physical growth, cognitive develop-
ment and is a cause of micronutrient defi-
ciencies like anaemia leading to poor school

rformance and absenteeism in children.
Periodic deworming of children together
with improvement of water and sanitation
and health education can reduce the trans-
mission of STH infestation. Thus, consider-
ing the state’s preparedness and with an
aim to intensify efforts towards STH con-
trol, it has been decided to conduct
National Deworming Day, on 10th
February 2015 followed by mop-up round
on 13th’ Februaw 2015 in 12 states of
India, mely: Assam, Bihar,
Chhalusgnrh Delhi, Dadar and Nagar

aveli, aryana, Karnataka,
Mabharashtra, Madhya Pradesh,
Rajasthan, Tamil Nadu and Tripura. On

pain an: dis
tress. If an area is known to be severely
affected, the potential for side-effects
should be explained to teachers and fami-
lies so that they clearly understand that
the pain is not the result of the drugs, but
due to the dying worms being expelled. The
teacher should ask the child to lie down in
the shade until they feel better, and if pos-
sible, to give clean water to the child to
drink. The recommended doses of albenda-
zole have been given to hundreds of mil-
lions of children in different countries
worldwide with very few adverse reactions
reported.

Numtmnal and health

anemia and improved nutrition;
increased growth and weight gain;
improved cognition and mental and physi-
cal development; increased resistance to
other infections; improved school atten-
dance; improved children’s ability to learn
better and be more active in school; and
increased hours worked and wages earned
in the long-run in adulthood. Deworming
also has important spillover effects, as
other members of the community who do
not receive treatment also benefit as there
are fewer worms in the environment.

Globally, more than 1.5 billion people or
24% of the worlds population are infe
with ST are widely di

of
infection: Controlling STH infection is
important lest we lose on the gains made in
advancing child’s health and nutrition.
According to the factsheet of Ministry of
Health and Family Welfare, Government of
India STH impair the nutritional status of
the people they infect in multiple ways:
worms feed on host tissues, including
blood, which leads to anemia; worms
increase malabsorption of nutrients. In
addition, roundworm may compete for vita-
min A in the intestine; and the nulntmna]
impairment caused by STH is recognized
have a significant impact on growth and

in tropical and subtropical areas, with the
greatest numbers occurring in sub-
Saharan Africa, the Americas, China and
East Asia. Over 600 million school-age chil-
dren and 270 million preschool-age chil-
dren are in need of regular treatment and
preventative interventions.

The WHO global target is to eliminate
morbidity due to STH in children by 2020.
This goal will be achieved by regularly
treating at least 75% of the children in
endemic areas (an estimated 873 million).

Bobby Ramakant, Citizen News
Service - CNS

Deworming and its role in sustaining Child health and Nutrition: In

conversation with Priya Jha (Country Director, Evidence Action’s

Deworming the World Initiative), Bhopal, Madhya Pradesh

JOURNAIL

BHOPAL

® OUR STAFF REPORTER

FREE PRESS

SINCE 1928

Health
Mishra said major

Bhopal ; Wednesday
February 11, 2015

1cr kids to be administered
de-worming drug

Health minister Narottam Mishra launches a campaign
to administer de-wormingdrug to kids on Tuesday.

Minister Dr
prob-

Minister for Public Health
and Family Welfare Dr
Narottam Mishra, ina pro-
gramme organised here at
Government Kamla Nehru
School on Tuesday, inaugu-
rated a campaign of admin-
istering de-worming tablets
to children. De-worming
medicine would be adminis-
tered to around one crore
children across the state.

lems could be averted by e-
liminating its causes. This
strategy is being applied in
prevention from Swine Flu.
Adequate treatment is the
only alternative on the
spread of any disease.
Health Minister also inau-
gurated a booklet published

on behalf of National
Health Mission. Madhya
Pradesh under National

Iron Plus Initiative.

Bhopal —

21 million children to be administered deworming drug,
Madhya Pradesh
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Annexure G2:
Case Studies

NATIONAL
This document has quotes collected during
D EWO RMIN G the National Deworming Day held in Madhya

Pradesh.
D AY Evidence Action- Deworm the World

Initiative

All the photographs in this document are copyright protected. Please use Photo Credit: Evidence Action if you
wish to use these photos in your reports.
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“As a school teacher I understand hewhimportant it is for
the school children to attend scheol regularly. During the
deworming program heldyin my School, I ensured that
each and every child was given'Albendazole medicine on
the deworming day=and\the left out children on mop-up
days. ” 2 U B

13 February 2015

Ms. Kaushlya Chaure

Science Teacher

Government Middle School

Khajuri Sadak, Block Phanda - District Bhopal
Madhya Pradesh
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Photo Credit: Evidence Action

“I have been regularly working with the state government
health initiatives, espéecially for children in anganwadi
centres and government/aided schools. I am happy to be
involved in the deworming program, however I feel that
this program shouldwnot be limited to children studying
in governmentiand government aided schools. Similar
pregram should be done for the children studying in
privatésschools as well.”

13 February 2015
Ms. Jyoti Daniel
ANM

Khajuri Sadak, Block Phanda - District Bhopal
Madhya Pradesh
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Photo Credit: Evidence Action

“We wish to grow strongand join the police services and
serve for our country./The deworming medicine will help
us grow healthy andwewill be able to attend the school
daily and concéntrate better.”
12 February 2015
Suraj and his friends
Students

Government Middle School
Khajuri Sadak, Block Phanda - District Bhopal Madhya Pradesh
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“As part of the deworming days I administered
Albendazole to the childrén.between the age group of 2-5
years in my anganwadi center. Deworming drug is
absolutely safe and i1sshighly beneficial for the children

particularly belonging to this age group as this helps the
children to grow healthy and active “.

13 February 2015

Ms. Anita Joshi

Anganwadi Worker

Khajuri Sadak, Block Phanda - District Bhopal

Madhya Pradesh
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“I know the benefits éf taking the deworming medicine.
This will help meget rid of my stomach worms and make
me healthy and I will'bé able to perform better in school “

10 February 2015
Chanchal Kumari, 11 years old

Student Government Higher Secondary School
Anchal Kheda, Block - Babai District Hoshangabad

Madhya Pradesh
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Annexure H2

Block Level Training, by Block
Program Manager, Raisen, MP

Training Support

f
/
2
2

Training at Cluster Level for Teachers, Vidsha,
MP
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Annexure H3
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