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CHAPTER I

ANTI MALARIA Month
And National Vector Borne Disease Control Programme
1.1
Preamble

Malaria morbidity and mortality are major public health concerns in India. The disease is greatly affected by social and economic conditions and is referred to as both a disease of the poor and a cause of poverty. The marginalized, poorer sections, mostly rural and tribal with low socio-economic status, limited access to quality health care, communication, other basic facilities, lack of appropriate behavioural change, are often the worst sufferers.

The direct costs of malaria include a combination of personal and public expenditures on both prevention and treatment of the disease. The indirect costs of malaria include productivity or income loss due to illness or premature death. Although difficult to express in financial terms, another indirect cost of malaria is the human sufferings due to the disease.

Other vector borne diseases viz., Lymphatic Filariasis, Kala-azar, Japanese Encephalitis, Dengue are also public health problems in different parts of the country. These diseases too, are affected by socio-economic determinants and in turn, affect the development of an area.

Anti Malaria Month is observed every year in the month of June throughout the country, prior to the onset of monsoon and transmission season to enhance the level of awareness and encourage community participation through mass media campaigns and inter-personal communication (IPC) and consolidate inter-sectoral collaborative efforts with other Government Ministries/Departments, corporate and voluntary at national, state, district levels.

However, it has been increasingly recognized that these stand-alone approaches were not very effective in behaviour change at individual and societal levels in respect of adopting suitable prevention and control measures for fighting malaria and other vector borne diseases.

Therefore, to alleviate the situation, inculcate sustained and appropriate health seeking behaviour amongst all and to solicit active cooperation from all stakeholders, it is proposed to launch an expanded and structured Anti Malaria Month (AMM) Campaign through Behaviour Change Communication (BCC) under the National Vector Borne Disease Control Programme (NVBDCP). 

The operational guide for AMM campaign is generic in nature; each state/UT shall develop locally suited BCC Action Plan in coordination with the districts and concerned Regional Director (RD) of Regional Office of Health and Family Welfare (ROH&FW), GoI.

1.2
National Vector Borne Disease Control Programme

The National Vector Borne Disease Control Programme (NVBDCP) is an umbrella programme for prevention and control of malaria and other vector borne diseases viz., Lymphatic Filariasis, Kala-azar, Japanese Encephalitis and Dengue with special focus on the vulnerable groups of the society namely, children, women, scheduled castes (SC) and scheduled tribes (ST). Under the programme, it is ensured that the disadvantaged and marginalized sections benefit from the delivery of services so that the desired National Health Policy and Rural Health Mission goals are achieved.
The Directorate of NVBDCP under the Directorate General of Health Services, Ministry of Health and Family Welfare, Government of India, is the nodal agency with the Director as the Head of organization. The central organization is responsible for planning, coordinating, providing technical guidance, offering financial and resource support to the States/Unions Territories, Districts; capacity building, initiating information, education and communication (IEC) at all levels of programme implementation; as well as monitoring and evaluation.

The NVBDCP is implemented in the states/Union Territories (UTs) under the Additional Director (Directorate of Health Services)/Joint Director (Malaria & Filaria)/ Deputy Director (Malaria & Filaria) designated the State Programme Officer under the overall supervision of Director, Medical & Health Services of the concerned state. 

The Regional Directors of the Health & Family Welfare, GoI are responsible for coordinating with the assigned states/UTs for programme implementation, monitoring and supervision as well as liaison with the central organization.

1.3
Malaria
Malaria, the most significant vector borne disease of public health importance, affects the health, wealth of individuals and nations alike, including India. It is one of the major causes of loss of income and absenteeism in schools. It is thus, inherently linked with socio-economic development. It is particularly debilitating in case of young children and pregnant women. Severe episodes of the disease could result in learning impairments or permanent neurological damages in children and maternal anaemia, perinatal mortality, low birth weight in case of pregnant women.

Towards reduction of the malaria disease burden, the National health Policy (2002) has envisaged a goal of reducing malaria mortality by 50% by year 2010 and efficient morbidity control. Reduction of malaria morbidity and mortality is also included in the Millennium Development Goals to meet the overall objectives of reducing poverty and improving lives.

Presently, about 2 million cases and 1000 deaths are being reported in India annually, about half of which are Plasmodium falciparum (P. falciparum) cases, which is a major concern, as it is often prone to complications, if not treated early.  

The largest numbers of malaria positive cases in the country are reported from Orissa, Chhattisgarh, West Bengal, Karnataka, Jharkhand, Madhya Pradesh, Uttar Pradesh, Assam, Gujarat and Rajasthan. The problem in these states persists due to ecological and geographical conditions favorable for spread of malaria in addition to water management deficiencies. Remoteness, inaccessibility, peculiar socio-cultural characteristics, inadequate infrastructure, lack of informed decision making and appropriate action in respect of prevention and control of vector borne diseases as well as drug resistance in malaria parasites and insecticide resistance in vectors are also contributing factors to the disease burden.

The largest numbers of deaths are reported by Orissa, followed by West Bengal, Assam, Maharashtra, Meghalaya, Mizoram, Karnataka, Jharkhand, Madhya Pradesh. 

However, no state is free from malaria and everyone has clusters of villages from where cases are being reported regularly.

About 10% of the total cases of malaria are reported from the urban areas as well on account of planned and unplanned human activities like proliferation of construction activities, population migration, inappropriate water storage and disposal of containers, vessels, etc. 

1.3.1
Strategies for malaria control in rural areas

The strategies of malaria control in the rural areas are:

a. Early case diagnosis and prompt treatment through village based community volunteers designated as: i) Drug Distribution Centre (DDCs), who distribute chloroquine tablets to patients with fever and ii) Fever Treatment Depots (FTDs), who collect blood smears from fever cases and provide appropriate treatment after slide examination at a microscopy facility.  This is in addition to the treatment facilities available at the health care facilities and hospitals. Male health workers are expected to visit every village on fortnightly basis for home calls to screen fever cases and make blood smear slides.   

b.  Integrated vector management by:  

· indoor residual spray in selected pockets at high risk of malaria 

· promotion of use of insecticide treated bed nets (ITBNs) through free or subsidized supply to below poverty line (BPL) population living in remote, inaccessible areas with high risk of malaria as well as insecticide treatment of community owned bed nets

· use of biological vector control measure as larvivorous fish

· environmental and minor engineering methods.

c. Capacity building of the medical and non-medical personnel as well as inter-sectoral partner organizations, community volunteers for imparting knowledge and strengthening skills in respect of prevention and control initiatives including innovative technology.   

d. Information, Education and Communication (IEC) to enhance awareness among members of the target communities and health care service providers about causes, prevention and treatment of malaria, availability of facilities.
e. Epidemic preparedness and response: Under NVBDCP, it is envisaged that every district in the country should have rapid response teams for undertaking prompt remedial measures in the event of an outbreak of malaria.

f. Monitoring and evaluation including effective utilization of computerized management information system.

1.3.2 Strategies for malaria control in urban areas

The control of urban malaria lies primarily in the implementation of urban byelaws to prevent mosquito breeding in domestic and peri-domestic areas, or residential blocks and government/commercial buildings, construction sites. Use of larvivorous fish in the water bodies such as slow moving streams, lakes, ornamental ponds, etc. is also recommended. Larvicides are used for water bodies, which are unsuitable for fish use. Awareness campaigns are also undertaken by Municipal Bodies/Urban Area Authorities. However, there is no infrastructure available for undertaking active surveillance activities through house to house visits on fortnightly basis.  

1.4
Other Vector Borne Diseases and strategies for control

1.4.1
Lymphatic filariasis 

Lymphatic filariasis is a disabling and disfiguring disease and causes immense personalized trauma of the affected persons, even though it is not fatal. The disease is endemic in several districts in 20 states/UTs of the country. The National Health Policy (2002) has set a goal for elimination of lymphatic filariasis by 2015. Towards this endeavour, to break the transmission of disease, annual mass drug administration (MDA) with Diethylcarbamazine (DEC) citrate tablets in recommended dosage for different age groups has been commenced from 2004 in endemic areas along with IEC campaigns to improve the coverage as well as compliance i.e., swallowing the DEC tablets in presence of the drug distributor. The day of MDA is designated as National Filaria Day. In addition, management of lymphoedema cases at the doorstep and hydrocoelectomy at hospitals/Community Health Centres (CHCs) are being augmented to alleviate the sufferings of the filaria patients.  

1.4.2
Dengue fever

Dengue fever (DF) is an acute viral infection with the potential of causing large outbreaks. Death can occur in dengue haemorrhagic fever (DHF), which is a severe from of the disease. The strategies for prevention and control of df/dhf include:
a. Disease and vector surveillance,

b. Vector management through source reduction with community participation,

c. Case management,

d. IEC initiatives,

e. Epidemic preparedness and early response.

The National Health Policy (2002) has set the goal of reduction of mortality on account of Dengue by 50% by year 2010.

1.4.3 Japanese encephalitis
Japanese encephalitis (JE) is a mosquito-borne arbo-viral disease of major public health importance in several parts of India. Since only limited mouse brain vaccine is produced and available for JE control, the strategy includes strengthening of surveillance activities and integrated vector control along with awareness campaigns. 

Reduction of mortality on account of Japanese Encephalitis by 50% by year 2010 has been envisaged under the National Health Policy (2002).
1.4.4 Kala-azar
Kala-azar, a disease transmitted by sand fly vector is also responsible for high morbidity and mortality in Bihar, Jharkhand, Uttar Pradesh and West Bengal. The National Health Policy (2002) has set the goal for elimination of Kala-azar by year 2010. The strategy for Kala-azar control consists of three major activities:

a. Interruption of transmission through vector control by undertaking residual indoor insecticide spraying in affected areas,

b. Early diagnosis and complete treatment, 

c. IEC and community mobilization.
CHAPTER II

Behaviour Change Communication 

2.1
Need for Behaviour Change Communication (BCC) 

Under NVBDCP, to date, Information, Education and Communication (IEC) activities are being undertaken at all levels of programme implementation to increase awareness among members of the target communities regarding prevention and control of malaria and other vector borne diseases and encourage community participation. These involve primarily development and distribution of IEC materials and undertaking activities for disseminating information.    

As compared to IEC, which is activity specific and viewed as a support service concerning overall awareness generation; Behaviour Change Communication (BCC) is a process of learning that empowers people to take rational and informed decisions through appropriate knowledge; inculcates necessary skills and optimism; facilitates, stimulates pertinent action through changed mindsets, modified behavior and reinforces the same as shown in the figure below: 

Steps in Behaviour Change
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Figure 1

BCC is an integrated process that involves linkage of advocacy, social mobilization and communication efforts with enhancement of knowledge, beliefs, values, attitudes, confidence, suitable practices at individual, family, societal levels, removal of barriers that restrict people from acting, development of enabling environments as well as with service delivery. It is more evidence based, cost-benefit oriented and aims towards pre-identified actions, impact and outcomes amongst the target audience. Monitoring and evaluation are intrinsic aspects in this model.
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Figure 2

Advocacy, social mobilization and programme communication initiatives begin with baseline situation analysis that identifies the levels of current knowledge, attitudes, beliefs, practices, points of resistance, barriers for individual and collective action; approaches to improve same and motivate the target group; effective media options, type of communication, potentials for community participation and inter-sectoral collaboration in addition to ways for upscaling service provision.

2.2
Baseline Situation Analyses

Baseline situation analyses for developing BCC strategy for NVBDCP have been carried out and the summary of findings is appended at Annexure I. 

Overall, it has been observed that the awareness level is high to satisfactory with respect to m
alaria, its signs, symptoms, mode of spread by mosquitoes, stagnant water as sources of breeding. However, knowledge, psychosocial barriers exist leading to unsatisfactory and undesirable health seeking behaviour. This is reflected by ignorance, indifference about specifics like importance of early diagnosis and complete treatment; harmful impact in case timely treatment is not given; signs and symptoms of severe and complicated malaria and other vector borne diseases; availability of free diagnostic and treatment services at various levels of health care service delivery system; diverse man-made breeding sources, especially intra-domestic and peri-domestic ones; locally suited water and environmental management; importance of full coverage of house under Indoor Residual Spraying (IRS). Large segments of also lack understanding of newer technology like, use of larvivorous fish and Insecticide Treated Bed Nets (ITBNs) and their timely re-impregnation. 

The benefits of the prevention and control measures viz., source reduction, timely and complete treatment for malaria as well as dengue, JE, Kala-azar cases; MDA for elimination of Lymphatic Filariasis, especially with regard to drug intake by seemingly healthy person/s etc. are not well understood. Home based morbidity management of lymphoedema cases and availability of hydrocoelectomy provision at CHCs/Hospitals to alleviate sufferings by patients still need to be propagated. Even the health care service providers at primary, secondary levels of the health care service delivery system are not well-sensitized regarding some of these issues. Their services have not also been successfully tapped for initiating social mobilization.

There is an element of complacency concerning fever and lack of empathy in seeking timely, appropriate remedy; lack of ownership and accepting responsibility with respect to initiation of preventive measures at individual and collective levels.

In addition, the visibility of NVBDCP is diffused. 
Advocacy and inter-sectoral collaboration initiatives are limited or episodic at different levels of programme implementation. Social mobilization opportunities through civil society organizations, community volunteers are yet to be fully explored, as there is little scope of recognition of their services under the programme.

Communication materials and campaigns in general, at all levels, are too broad-spectrum, indistinct and not reinforcing; more text-heavy than illustrative and cluttered with too many messages thereby diluting attention span and recall value. Most messages focus on information dissemination than action. Inter-personal communication including use of local folk media - one of the most powerful communication tools has not been exploited properly. The media plans are often deficient as per local needs and implementation is not coordinated across levels in the same area. Monitoring and supervision of activities are inadequate and there is almost no process, impact and outcome assessment. In addition, only limited efforts have been made to integrate prevention and control activities in respect of malaria and other vector borne diseases with other national health programmes.        

CHAPTER III

Anti Malaria Month Campaign Strategy 

3.1
Goal

Integrated accelerated action through communication for behavioural impact and delivery of services for informed decision-making, initiation of individual and social change towards reducing mortality on account of malaria, dengue, Japanese Encephalitis by half and elimination of Kala-azar by year 2010 and elimination of Lymphatic Filariasis by 2015 as defined under the National Health Policy (2002).

The AMM campaign is also an attempt to augment and ensure appropriate public health focus; peoples’ orientation and ownership of public health programmes; community-based approaches; public-private partnership; involvement of local bodies and Panchayati Raj Institutions; gender equity, en route to improved access to primary health care, prevention and control of communicable diseases including vector borne diseases, reduction of infant mortality rate and maternal mortality ratio by 50% by year 2012 and promotion of healthy life styles as per the goals of the National Rural Health Mission (2005 – 2012) launched by the GoI in April 2005.

3.2
Objectives

The specific objectives of the Anti Malaria Month campaign strategy through BCC are as under:

· Enhance awareness regarding source and transmission risk reduction, treatment, availability of services at different levels 

· Promote attitudinal and value changes among target audiences leading to informed decisions, modified behaviour, desirable practices at individual and societal level

· Stimulate increased and sustained demand for quality prevention and care services and optimal utilization of available health care services

· Build support for the programme across inter-sectoral partner organizations, influential sectors of society (corporate houses, political representatives, social activists, media, civil society organizations, etc.) and health care service providers and elicit commitment for action  

· Ensure availability of services.

3.3
Strategy

Under NVBDCP, as already mentioned, the month of June each year is observed as Anti Malaria Month with intensification of IEC activities, inter-sectoral collaborative efforts with other Government Ministries/Departments for drawing up action strategies before the onset of monsoon and transmission season. 

The Anti Malaria Month campaign through BCC is proposed to be undertaken across all levels of programme implementation up to village in an expanded and structured manner for individual and social change. The AMM campaign would focus on prevention and control of malaria as well as other vector borne diseases, viz., Lymphatic Filariasis, Kala-azar, Japanese Encephalitis and Dengue.
For health and many other areas of development, individual and social changes are both necessary for attaining sustained health improvement. Individual change by itself is usually the expected outcome of health promotion programmes, viz., use of mosquito nets as effective personal protection measure. However, some individual behavioural change may be limited to a short duration in time unless other measures are taken to ensure that the changes are institutionalized and self-sustaining. The ideal change process would result in social change and in requisite individual change and the interaction of these two types of changes result in self-sustained improvement in health of a community. 

The processes for individual and social change and the key steps in initiating such change are described in the diagrammatic ‘Integrated Model of Communication for Social Change’ (developed by the John Hopkins University's Center for Communication Programs). It describes an iterative process where catalysts, community dialogue and collective action, work together to produce individual and social changes in a community that improve the health and well being of all its members. 

The Integrated Model of Communication for Social Change

























Figure 3

3.3.1
Catalysts

The process of social change starts with a catalyst/stimulus that may be external or internal to the community. A catalyst represents the trigger that initiates dialogue about a specific issue of concern to the community. Potential catalysts could include internal stimulus (e.g. onset of an epidemic, death in family, debility in a person), change agents (e.g. NVBDCP/State health infrastructure/community volunteers like DDCs/FTDs, Non Governmental Organizations (NGOs)/Faith Based Organizations (FBOs)/Community Based Organizations (CBOs)/Local Self-Government, Private health care service providers, School children/Teachers, Opinion leaders, Policy makers, Elected representatives, Media), innovation and availability of new technology (e.g. discovery of a new drug/vaccine, new diagnostics, alternative cost-effective environment-friendly method of vector control like larvivorous fish and personal protection like ITBNs), policies (e.g. enactment and enforcement of civic byelaws) and mass media campaigns (e.g. messages designed to promote individual behaviour or collective action).  

3.3.2
Community Dialogue

Social change is most likely to be sustainable if the individuals and communities most affected own the process and content of communication. Community Dialogue and Collective Action as a sequential process or a series of steps can take place within the community, some of them simultaneously, which would lead to the solution of a shared problem. The steps as described in the model (Figure 3) however, may or may not happen in a specific context or case. At some points, when a particular step is not successfully completed, the group may "loop back" to an earlier one and reconsider earlier decisions. The steps of community dialogue are:

a. 
Recognition of a problem:  As a result of a catalyst, someone in the community becomes aware of the problem and starts a discussion among them. For example, an individual (FTD/DDC) or a group (NGO/FBO/CBO) discovers and discusses a health problem in family/area.

b. 
Identification and involvement of leaders and stakeholders: The problem is discussed with family members and/or elders in the community. A health worker or an opinion leader (Multi Purpose Health Worker (MPW)/Anganwadi worker/teacher/doctor/religious leader) may be consulted and members of the community may get together to meet informally to discuss the problem. 

c. 
Clarification of perceptions: Discussions may lead to identifying causes for the problem. Dialogue is necessary to create a common understanding. Only after perceptions are clarified and different points of view rectified, the process moves forward regarding how the problem needs to be solved.

d. 
Expression of individual and shared needs: A key element that community programmes need to keep in mind is the involvement of individuals who are most disadvantaged in the community. Not everyone will experience the problem with the same degree of severity. For example, better-off families with means of personal protection, access to quality heath care, etc. may not face regular health problem and therefore, may perceive it to be a problem for individual families. If any conflict arises, the community leaders are to resolve it before progress could be made with the problem. To resolve any conflict, more clarification may be needed or new leaders/stakeholders may have to get involved, so that a majority can convince a reluctant minority to go along. 

e. 
Vision of the Future: This represents an ideal picture of how the community wants to see itself in the future with respect to a problem. It is important that all groups in the community share this vision. 

f.
Assessment of Current Status: This tells the community where they stand in relation to the problem today. Quantification of the problem gives an understanding of the size of the problem. For example, number of many fever cases, which became severe and complicated within a certain period. Qualitative assessment is also necessary to understand the nature of the problem. For example, is the health problem responding to treatment? How and why? Such assessment is important to set goals for action and determine whether any progress is taking place. 

g. Setting Objectives: Goal setting is the next step. Moderate goal setting that is achievable creates high level of group motivation that is required for people to take sufficient action to solve the problem. 

h.
Options for Action: The kinds of action to be taken to accomplish a health objective with which everyone has agreed need to be defined. This implies identification of resources both inside and outside the community as well as persons or groups that can carry them out. For instance, the community needs to decide whether to carry out source reduction measures, get the community to practice appropriate water management, promote personal protection, etc. Getting a consensus on action can lead to conflict between interest groups or lack of commitment on the part of some groups. The leadership needs to explore options and evaluate them from the standpoint of conflict occurrence and their resolution.

i. 

Consensus on Action: Once a detailed plan is at hand, a new process of getting consensus among the community needs to take place. The more the community participates and sees the proposed actions as theirs, the more likely they will take action. 

j. 
Action Plan: A specific timetable for each activity has to be accomplished will help the community to have clear deadlines and determine who does what and when certain activities need to be taken to accomplish the desired goals. 

3.3.3
Collective Action

The Collective Action stage of the model (Figure 3) describes the process of effectively executing the action plan and the evaluation of its outcomes. The key action steps include: 

a. Assignment of Responsibilities: To convert a plan into action, specific people must take responsibility to accomplish specific tasks within specified time-period. Leaders must ask volunteers or else assign tasks to individuals/community subgroups. It may be necessary to create community task forces focused on specific goals/sub-goals. 

b. Mobilization of Organizations: Existing organizations within and outside the community could be involved to help. For example, in most health interventions, health care service providers, community volunteers, civil society organizations, schools may be asked to contribute. Communication through different media is an invaluable resource for mobilizing community support and activity. 

c. Implementation: This includes actual implementation and monitoring of the activities. 

d. Outcomes: This refers to the actual results the community has been able to achieve given the resources, organization and mobilization process specified by the action plan and then carried out.
e. Participatory Evaluation: Comparison of outcomes with the shared vision and original objectives is an important part of the process. For purposes of group motivation and reward, it is important that most of the community participates in the evaluation of process, so that lessons about what worked and why, could be shared throughout the community. 
3.3.4
External Constraints and Support 

The external constraints and support refer to any factor outside the control of the community members that can inhibit or enhance dialogue and collective action. For example, the distance between households in remote parts of a state may make it difficult for community members to participate in regular group meetings. However, existence of self-help groups who meet periodically can act as a supporting factor. 

The model (Figure 3) shows two-way arrows from community dialogue and collective action to external constraints and support, implying that over the long run, community action itself could be taken to remove external constraints and to obtain external support. For example, the community can designate/construct its own meeting places.

3.3.5
End Results

The potential end results of community dialogue and collective action include changes in individual as well as social behaviour. Many of the individual and social change outcomes are related and can affect one another. For example, elimination of stagnant water collections in and around one's own home towards prevention of malaria and other vector borne diseases. If only a few individuals in a community do this on their own, their individual behaviour will have little impact on mosquito breeding in the area. However, if through a dialogue, a consensus is reached among everyone, or among a critical mass of community members and they all take joint action at the same time, then the strategy can lead to an effective and long-term solution to the problem of mosquito-borne diseases. 

3.3.6
Salient aspects of AMM campaign strategy

From the aforementioned construct, certain catalysts, viz., change agents like Directorate of NVBDCP, State/District/Municipal Corporation/Municipal Council/Town Committee/Block/Sub-Centre/Village Committees; as well as strategic initiatives, like advocacy, social mobilization through inter-sectoral partners, health care service providers and programme communication have been identified for enhancing awareness for appropriate action, community dialogue and collective action; developing enabling environments, reinforcing knowledge and  behaviour towards individual and societal change in respect of prevention and control of malaria and other vector borne diseases, as elaborated below:

· Advocacy aims at developing enabling environment by educating the political leaders, elected representatives, planners, organized sectors, professional bodies, media for building support, eliciting commitment and motivating them to be advocates for a particular social development objective. For instance, prevention and control of malaria and other vector borne diseases. 
· Thus, priorities are defined, appropriate policies are framed, sufficient resources are allocated and directions are provided to the implementers thereby facilitating availability and accessibility of resources to community.
· Social mobilization is a planned process of bringing together all inter-sectoral partners, health care service providers and the community to determine felt needs and raise awareness of and demand for a particular social development objective. 
· If a disease treatment or health is felt need of the society, social mobilization puts pressure on the health system to provide necessary services. Alternatively, if community is unable to recognize a disease as a threat, social mobilization strategy is directed to create a demand for the services and to convince people to accept it.

· Programme communication through different media (mass media, inter-personal communication) takes care of:

a. strengthening knowledge, beliefs, values, attitudes, confidence,

b. strengthening enabling environment, 
c. strengthening reinforcement of knowledge, action through family, peers, teachers, 
employers, health service providers, community leaders.  
3.3.7 Advocacy initiatives

· At national level through Directorate of NVBDCP 
A strong national identity is planned to be created for the Directorate of NVBDCP, to improve visibility, instill importance to the programme through:

· Special event: 
· NVBDCP would be re-launched with a new identity, viz., logo, website, at an advocacy forum at national level, which would also host a national symposium on “socio-economic development and malaria and other vector borne diseases. The event is proposed to be inaugurated by the Hon’ble Union Minister for Health and Family Welfare by launching of NVBDCP logo. The participants would include all major players including planners, decision-makers, technical experts, professional bodies and associations, media. Print, press releases will cover the entire country.

The NVBDCP logo would enable the public to identify the Programme and its efforts. Logos provide an assurance to the public about consistency and string together various activities that appear to be scattered, discrete. Further, logos through signages play a practical role in that it provides the assurance of availability of support services, treatment at the delivery points. This, in turn, builds public confidence.

At this forum, the Mission, Vision statements for NVBDCP as mentioned below are also proposed to be declared. The Programme mission and vision statements have been drawn up in the context of the national health goals and may be perceived to be aligned with the overall aim of the country in achieving certain milestones towards improvement in the quality of life of the people, especially the poor, marginalized sections in rural, tribal areas, with special emphasis on women and children. 

· Proposed Mission and Vision Statements:

· Mission Statement: Integrated accelerated action towards reducing mortality on account of malaria, dengue, Japanese Encephalitis by half and elimination of Kala-azar by year 2010 and elimination of Lymphatic Filariasis by 2015.      

· Vision Statement: A well-informed, self-sustained, healthy India free from vector borne diseases with equitable access to quality health care and other basic amenities.

· At state level
Advocacy workshops on prevention and control of malaria and other vector borne diseases would be held in states/UTs under the chairpersonship of Hon’ble Chief Minister/Hon’ble Minister for Health & Family Welfare. The convener would be the State Programme Officer, who would organize the event in coordination with the Regional Director (H & FW). The participants would include Secretaries and senior officers from State Govt. Departments (Human Resources Department, Railways, Information & Broadcasting, Labour, Agriculture, Irrigation, Fisheries, Commerce, Water Resources, Urban Development, Rural Development, Environment & Forests, Social Welfare incuding Tribal Welfare, Women & Child Welfare, Defence, Home Affairs, Transport, Public Health Engineering/Public Works, Sports and Youth Affairs,); Representatives from State Health Education Bureau, Municipal body, AFMS, BSF, CRPF, CISF, ITBP, BRTF, GREF, Assam Rifles; Corporate sector, CII, ASSOCHAM, FICCI, Tea Associations/Estates, Builders’ Associations, Hoteliers’ Associations, Hospital organizations; Civil society organizations (NGOs, FBOs, Indian Medical Associations), Medical Colleges, Media, elected representatives from endemic areas. The workshop shall be convened in the month of May.

The workshop is expected to deliberate on situation of malaria and other vector borne diseases; development, urbanization and effect on vector borne diseases; roles and responsibilities of stakeholders; and chalk out an Action Plan within a specific time frame, integration of NVBDCP with ongoing activities. The NVBDCP logo, Mission and Vision statements would also be launched at this forum.

The event may be supported by live demonstration of mosquito larvae, larvivorous fish, insecticide treatment of bed nets for enhancing awareness along with display of BCC materials, distribution of BCC Kit (Flash cards/flip books on signs and symptoms of malaria and other vector borne diseases, ways and means of early case detection and prompt treatment, use of larvivorous fish, insecticide treated bed nets, the steps of impregnation of a net with insecticide, importance of complete treatment, compliance under MDA for ELF and full house coverage under Indoor Residual Spraying, home-based morbidity management of lymphoedema, measures for source reduction, importance of, etc., Booklets on 'Public-private partnership for control of malaria, filaria, kala-azar and other vector borne diseases'). 

· At district level
Advocacy workshops on prevention and control of malaria and other vector borne diseases would be held in districts under the chairmanship of District Collector/Development Commissioner. The convener of the event would be the District Programme Officer. The participants would include senior district officials from various Govt. Departments ((Human Resources Department, Railways, Information & Broadcasting, Labour, Agriculture, Irrigation, Fisheries, Commerce, Water Resources, Urban Development, Rural Development, Environment & Forests, Social Welfare incuding Tribal Welfare, Women & Child Welfare, Defence, Home Affairs, Transport, Public Health Engineering/Public Works, Sports and Youth Affairs,); Representatives from District Health Education Bureau, Municipal body/Council; Industrialists’ Associations, Residents’ Welfare Associations, Builders’ Associations, Hoteliers’ Associations, Hospital/Medical organizations; Tea Estates; Civil society organizations (NGOs, FBOs, IMA, Womens' organizations); Medical Colleges, School/College principals/teachers, eminent Private Practitioners), local media, elected representatives from endemic areas. The workshop shall be convened in the month of May. The agenda for the workshop would be the same as mentioned above for the state level.

· At Block level 
Advocacy Workshop on prevention and control of malaria and other vector borne diseases would be held in Blocks under the chairpersonship of Block Pramukh/Tehsildar. The convener would be the Medical Officer of Block PHC. The participants would include Govt. officials at Block level, Patwaris, Civil society organizations (NGOs, FBOs, CBOs); School principals/teachers, Technical Institutions, Private Practitioners, Laboratory Technicians, Residents’ Welfare Associations, Builders’ Associations, local media persons, Religious leaders. The agenda for the workshop would be the same as mentioned above for the state level.
· At Municipal Corporation, Municipal Council and Town areas

Advocacy Workshop on prevention and control of malaria and other vector borne diseases would be held at Municipal Corporation, Municipal Council and Town areas under the chairpersonship of the Mayor/Chief Executive Officer. The convener would be the Municipal Health Officer. The participants would include senior officials from all local municipal bodies; Councilors, Corporators; Corporate sector; Civil society organizations (NGOs, FBOs, IMA, Residents’ Welfare Associations, Builders’ Associations, Hoteliers’ Associations); media persons, Medical Colleges; Private Practitioners, Laboratory Technicians, School/College principals/teachers of schools/colleges/Technical Institutions. The agenda for the workshop would be the same as mentioned above for the state level.
· At Sub-centres
Advocacy Workshop on prevention and control of malaria and other vector borne diseases would be held at Sub-Centre levels at Community center/Panchayat Ghar/School under the chairpersonship of the Medical Officer (MO) of Block PHC/CHC.  The convener would be the Auxiliary – Nurse – Midwife (ANM) under the guidance of Area Supervisor (Health). The participants would include all peripheral health workers, DDCs, FTDs, Malaria Link Volunteers (MLVs), Panchayati Raj Institution (PRI) head/members, civil society organizations (NGOs, FBOs, CBOs); School principals/teachers, local Opinion Leaders/Religious leaders, shopkeepers. The agenda for the workshop would be the same as mentioned above for the state level. In addition, the convener would organize camps at Bazaar/ Haat with provision for miking, live demonstration of mosquito larvae, larvivorous fish, Insecticide impregnation of bed nets, source reduction through minor engineering methods as well as facilities for early detection and prompt treatment of fever cases and home based management of lyphoedema to alleviate sufferings of the patients.

· At villages: 

Advocacy Workshop on prevention and control of malaria and other vector borne diseases would be held at Sub-Centre levels at villages under the chairpersonship of the Gram Pradhan.  The convener would be the MPW (male/female) under the guidance of Area Supervisor (Health). The Chaupal/Panchayat Ghar/School could be the place for convening such workshop. The participants would include religious leaders, school teachers, PRI members, civil society organizations (FBOs, CBOs, Selp Help Groups), village level Health Workers/community volunteers. It needs to be ensured that the workshops have at least 50% women representation. 

The workshop would be conducted at village “Chaupal”. The agenda for the workshop would be the same as mentioned above for the state level. In addition, the convener would organize camps at Bazaar/ Haat with provision for drum beating, live demonstration of mosquito larvae, larvivorous fish, Insecticide impregnation of bed nets, source reduction through minor engineering methods as well as facilities for early detection and prompt treatment of fever cases and home based management of lyphoedema to alleviate sufferings of the patients.
3.3.8
Social mobilization through Inter-sectoral collaboration initiatives
· National Task Force (NTF) for observance of AMM
The vectors of malaria and most of the vector borne diseases breed in man-made situations created by developmental activities, industrialization, lifestyle changes, population migration as well as housing environment, water management deficiencies. Many organizations have large employee base and are responsible for their health and well-being. Also, a sizeable number of people are living in remote, inaccessible areas with inadequate access to basic infrastructure including health care services. In this context, inter-sectoral collaboration is extremely important, as there is a need for propagating that onus of prevention and control of malaria and other vector borne diseases should to be shared. This initiative is an integral part of commencing ‘community dialogue’ and ‘collective action’.  


The Government Departments related to Water Resources, Irrigation, Agriculture, Fisheries, Environment & Forests, Rural Development, Urban Development, Railways, Transport, Tribal Welfare, Social Welfare, Human Resource Development, Sports and Youth Affairs, Information & Broadcasting, etc. as well as the Defence and paramilitary forces, corporate sector, chambers of commerce, Confederation of Indian Industry, associations/bodies of medical professionals, civil society organizations (Non Governmental Organizations (NGOs)/Faith based organizations (FBOs)/Community based organizations (CBOs) all are expected to be involved in prevention and control of malaria and other vector borne diseases in a pro-active manner. 


In this direction, a National Task Force under the chairmanship of Union Secretary for Health and Family Welfare has been constituted. It is an apex body with representations from various Government Departments, Defence and paramilitary forces, NGOs, Confederation of Indian Industry. The list of member organizations appended at Annexure II. 


The NTF meets once a year before the Anti Malaria Month  - June, prior to the transmission season to discuss shared concerns, best practices that are to be replicated; identify specific areas of cooperation by the member organizations, to give directions for planning, implementation and effective mobilization of resources for effective prevention and control of malaria through specific Action Plan. 


The Plan focuses on following promotive and containment actions:
1. Promotive Actions:

· Improving access to early diagnosis and prompt treatment. 

· Introducing motivational drives including recognition of services of surveillance workers and community volunteers. 

· Neighbourhood watch for unusual occurrence of fever and its reporting for quick containment action.

· Promotion of self-protection from vector bites though use of ITBNs including organization of camps for insecticide impregnation of community owned bed nets.

· Source reduction for sustainable overall reduction in malariogenic potential of the area.

· Locally suited BCC activities with thrust on enhanced awareness and appropriate action on malariogenic potentials, transmission, preventive measures and action.

· Continuing medical education for both government and private health care service providers for undertaking appropriate diagnosis and treatment measures and dissemination of information regarding various promotive activities.  

· Capacity building of Block Extension Educators/Health Educators/other peripheral staff/community volunteers for drawing up BCC Action Plan on prevention and control of vector borne diseases, implementation, monitoring and evaluation.

· Implementation of workplace policy guidelines for malaria control by corporate sector, Armed and Paramilitary Forces, other organizations. Taking appropriate preventive and control activities regarding all vector borne diseases in their areas of operation, settlements as well as adoption of neighbourhood areas/villages. 

· Undertaking MDA and management of acute and chronic filariasis and self-care methods at doorstep.

2. Containment Actions:

· Organization of diagnosis and treatment camps.

· Identification of area for introduction of alternative methods of vector control like larvivorous fish on sustainable basis and actual introduction of the fish in identified areas through community sensitization.

· Implementation of control activities as per regular action plans of NVBDCP like surveillance and spray operations as per schedule in rural areas and anti-vector drive for source reduction in urban areas.

· Expansion of NTF
The existing NTF may be expanded to include Ministries/Departments of the GoI like Industries, Labour, Sports and Youth Affairs, Transport, Municipal Corporation of Delhi, FICCI, ASSOCHAM, Educational bodies such as Federation of Public Schools (FPS) and Association of Indian Universities (AIU), professional bodies like Indian Association of Physicians, Association of Gynaecologists and Obstetricians, Association of Paediatricians, All India Institute of Medical Sciences, Safdarjung Hospital, Maulana Aazad Medical College, Lady Hardinge Medical College to make it one of the most significant drivers of the NVBDCP. 

It is also proposed to hold two meetings of the NTF in a year. The first one preceding the Anti Malaria Month during April-May and the second one after six months during November-December to review progress.

· Identification of a Nodal Activist/Champion for NVBDCP within NTF member organizations
The NTF member organizations shall identify a Nodal activist/Champion for   within their organizations who would be responsible for initiating activities related to NVBDCP and liaising with the Directorate of NVBDCP on quarterly basis. 

· Broad-spectrum Activity guide for NTF member organizations for prevention and control of malaria and other vector borne diseases:
· Railways: 

· Telecasting messages through their CCTV installed at the stations.

· Providing prominent hoarding sites for messages.

· Allotting advertisement boards in the coaches for posters and sticking of posters and stickers at the booking counters. 

· Reducing mosquitogenic conditions in and around station areas and staff quarters by way of channeling water flow; removal of unused/disposable materials; weekly cleaning of coolers, water tanks/containers. 

· Organizing early diagnosis and prompt treatment camps in railway colonies and awareness generation drives along with distribution of BCC materials.

· Printing of malaria control massages on the tickets.

· Ministry of Information and Broadcasting/Prasar Bharati – Broadcasting Corporation of India:

· Telecast of programmes on malaria control through the National Network and other Regional Kendras.

· Broadcast of messages through All India Radio and Regional Kendras.

· Facilitating panel discussion and special programmes on Doordarshan and All India Radio.

· Release of messages in newspapers and magazines through the Directorate of Advertisement and Visual Publicity.

· Conducting song and drama activities throughout the country.

· Posts and Telegraphs:

· Printing special messages on postage material e.g. Inland letters, post cards, telegram, money order slips etc. 

· Conducting early diagnosis prompt treatment camps through their dispensaries.

· Initiating BCC activities through the vast contingent of postal workers at the periphery.

· Motivating, training and establishing postmen as DDC/FTD.  

· Education:

· One-day orientation for Principal/Vice Principals, Science Teachers may be held zone-wise/area-wise/block-wise in coordination with Malaria/Health Department. 

· Conducting Symposium/Seminars/Debates, Morning assembly sessions on malaria with demonstration by Science teachers in coordination with Malaria/Health Department.

· Conducting Class room sessions on how to spread messages on prevention and control of malaria and other vector borne diseases with emphasis on:

· Signs and symptoms of different vector borne diseases. 

· Elimination/management of areas where mosquitoes can breed by filling of ditches and other water collections, channeling of water flow, removal of unused/junk materials like tyres, pots, etc. 

· Repairing, maintaining house conditions to prevent sand fly infestation.

· Availability of health care delivery services at different levels.
· Importance of compliance during IRS; drug compliance during MDA drive and other vector borne diseases.    

· Protecting oneself from mosquito bites by measures such as ITBNs, steps for insecticide impregnation.  

· Early reporting of fever to the nearest health worker/center. 

· Holding competitions - Poster/Painting/Projects/Essay/Slogans/Drama on malaria.

· Processions during anti- malaria month.

· Adoption of neighborhood by schools for a certain period to reduce breeding sites for mosquitoes.
· Organization of NSS/NCC Camps for BCC activities at schools/colleges.

· Local schoolteachers could volunteer themselves as DDCs/FTDs.
· Agriculture/Agriculture and Cooperation:

· BCC activities amongst the farmers through farmers’ field schools/village level CBOs/local self-government.

· Elimination/management of areas where mosquitoes can breed - Filling of ditches, water collection, channeling of water flow, removal of unused/junk materials like tyres, pots, etc. by extension officials/workers of Department.

· Propagation of Larvivorous Fish hatcheries and introduction in selected water bodies.

· Urban Development/Public Works Department/Public Health Engineering Department/Municipal Corporation:

· Enactment & enforcement of legislation on pattern of Delhi, Goa, Mumbai byelaws, which empowers health dept. to check mosquitogenic conditions. 

· Source Reduction Drive by channeling of water flow, removal of unused tyres, drums and ornamental pots, weekly chaining of coolers, water tanks/pots and reuse after drying. 

· Prepare BCC materials and organize BCC activities relating to prevention and control of malaria and other vector borne diseases particularly in slum dwellers and migratory population.

· Preparing guidelines pertaining to the construction and maintenance of roads, safe drinking water supply and sewerage system.

· Orientation of engineers from different sectors for their involvement in malaria control activities. 

· Coordinate with the Health Department in up scaling implementation of larvivorous fish, wherever feasible

· Rural Development:

· Motivate and mobilize the Panchayati Raj Institution members, rural extension workers, youth, retired personnel in prevention and control of malaria and other vector borne diseases such as:. 

· Source reduction drive through and ensure the role of Panchayat for channeling of water flow, filling of ditches, unused water collections/bodies.

· BCC activities for awareness and community involvement. 

· Practicing preventive measures with special emphasis on personal prophylactic measures i.e. use of ITBNs; involving staff in insecticide impregnation of community owned bed nets. 

· Early reporting for diagnosis and treatment.

· Capacity building as DDCs/FTDs.
· Environment & Forests:

· BCC activities with main emphasis on source reduction, personal protection measure by using ITBNs, their re-impregnation, etc.

· In screening of population inhabiting the forest/forest fringe areas with the help of Forest Officers and Forest Guards for malaria diagnosis and treatment.

· Involving Forest Guards as DDCs/FTDs based in high-risk difficult areas in early diagnosis and prompt treatment, MDA, home based morbidity management of lymphoedema .

· Water Resources/Irrigation:
· BCC activities pertaining to prevention and control of malaria and other vector borne diseases.

· Orientation camps for Engineers/personnel on operation & maintenance for dams/canals to eliminate/prevent creation of areas where mosquitoes can breed. 

· Coordinate with the Health Department in up scaling implementation of larvivorous fish, wherever feasible. 

· Prepare BCC materials and organize campaigns on the same.

· Fisheries

· Coordinate with the Health Department in up scaling implementation of larvivorous fish, wherever feasible.

· Prepare BCC materials and organize campaigns on the same.
· Social Welfare/Women and Child Welfare/Tribal Welfare:

· Orientation Camps for BCC activities pertaining to prevention and control of malaria and other vector borne diseases.

· Implementing preventive measures for prevention and control of malaria and other vector borne diseases with special emphasis of personal protection measures, i.e., use of ITBNs in project areas/hostels/institutions, involving personnel in insecticide impregnation of community owned bed nets. 

· Early reporting for diagnosis and treatment in project areas/hostels/institutions.

· Capacity building of field personnel, community as DDCs/FTDs.

· Involving personnel in MDA drive and home based morbidity management of lymphoedema. 

· Sports and Youth Affairs

· Orientation camps pertaining to prevention and control of malaria and other vector borne diseases by involving volunteers from National Service Scheme (NSS)/Nehru Yuvak Kendra (NYK)/National Resource Corps (NRC)

· Capacity building of volunteers from NSS/NYK/NRC as DDC/FTD.

· Implementing preventive measures of malaria and other vector borne diseases with special emphasis of personal protection measures, i.e., use of ITBNs in hostels/institutions.

· Early reporting for diagnosis and treatment of vector borne diseases.

· Involving personnel/volunteers in MDA drive and home based morbidity management of lymphoedema.
· Industries 

· Provide directions to small-scale industries to prevent mosquitogenic conditions.

· Ensure implementation of work place guidelines for prevention and control of malaria and other vector borne diseases.

· Transport

· Inter- State Bus Depots, Local bus depots may be utilized for propagating messages on malaria and other vector borne diseases through hoardings, panels, glow signs, posters, stickers etc.
· BCC messages could be on displayed on bus panels, bus tickets or small slogans could be stenciled on the back of seats.
· Central Health Education Bureau
· Organize BCC campaigns through State/District Health Education Bureaus.

· Prepare BCC materials pertaining to prevention and control of malaria and other vector borne diseases. 

· Organize meetings/discussions at state/district/village levels.

· Integrate BCC campaigns for AMM with other national national health programme initiatives.

· Carry out capacity building of Block Extension Educators/Health Educators/NGOs/FBOs/CBOs  regarding BCC campaigns at different levels of programme implementation in coordination with Health/Malaria/Vector Borne Diseases Department.  

· Armed and Paramilitary Forces (AFMS, BSF, CRPF, CISF, ITBP, GREF/BRTF)

· Conduct early diagnosis prompt treatment clinics in their camps, even for the civilian population.

· Screen of newly posted regiments or paramilitary troops. 

· Ensure full treatment of any reported case.

· Meetings/Exchange of ideas with local workers of the malaria department.

· Ensure implementation of preventive measures like use of ITBNs, appropriate clothing as well as source reduction in their catchment areas.

· Organize camps for insecticide impregnation of bed nets in remote, inaccessible areas in coordination with Health/Malaria/Vector Borne Diseases Department. 

· Undertake IRS, promote use of larvivorous fish in identified areas in coordination with Health/Malaria/Vector Borne Diseases Department, 

· Confederation of Indian Industry (CII)/ASSOCHAM/FICCI/Corporate Sector


Confederation of Indian Industry (CII) is an umbrella organization for a large number of corporate houses in India.  It is a powerful lobby for advocating the Industries’ cause and liaising between the GoI and other International organizations.  CII could play a significant role by involving corporate sector in:

· Sensitizing industrial work force on prevention and control of malaria and other vector borne diseases.

· Organizing camps for EDPT, insecticide impregnation of community owned bed nets, introduction of larvivorous fish in identified water bodies in the areas of operation of industries. 

· Conducting BCC campaign.

· Undertaking Social Marketing of ITBNs, insecticide tablets/satchets (for ITBNs) for individual use with a provision of subsidized ITBNs as an incentive.

· Implementing work place policy guidelines of NVBDCP. Undertake necessary action to minimize creation of malariogenic conditions during developmental activities/construction projects. 

· Voluntary Heath Association of India (NGO)

· Conduct BCC campaign pertaining to prevention and control of malaria and other vector borne diseases.

· Propagate key messages, initiatives, best practices, through regular articles etc. in media.

· Promote personal protection measures i.e. use of ITBNs, their re-impregnation. 

· Ensure early diagnosis and prompt treatment through network organizations/camps.

· Undertake capacity building peripheral health workers, Drug Distribution Centres  (DDCs) and fever treatment Depots (FTDS)/NGOs/FBOs/CBOs/Local self-government

· Ensure implementation of national drug policy and standard diagnostic procedures by private health care service providers.

· Conduct operational research, assessments. 

· Indian Medical Association (NGO):

· Undertake BCC activities through private practitioners by way of counseling.

· Orientation training of private practitioners with main emphasis on the management of complicated malaria cases. 

· Propagate practice of such preventive measures as ITBNs. 

· Ensure early reporting for diagnosis and treatment.

· Conduct operational research, assessments.

· All the aforementioned organizations would also be sensitized to carry out MDA and management of acute and chronic filariasis and self-care methods at doorstep in endemic areas along with BCC activities on the same. 

· Similarly, case detection and treatment in respect of Kala-azar and BCC activities for the same as well as preventive measures may also be undertaken by them.
· State level Task Force (STF)
A broad based State level Task Force (STF) has been constituted under the Chairmanship of Chief Secretary/Principal Health Secretary. The STF may be held immediately after the NTF meeting to devise state level implementation plan by the member organizations, complimentary/supplementary to the national level plan of action. As in case of NTF, the STF may meet twice a year, one preceding the Anti Malaria Month and the other one after six months to review progress. The members of the task force should convey clear directives to their respective subordinate offices in the field about the roles and responsibilities for observance of AMM. The broad-spectrum activities mentioned earlier for implementation through inter-sectoral partner organizations could be adopted by various Departments/corporate sector/civil society organizations. 
· District Level Co-ordination Committees
Meetings of District multi-disciplinary coordination committee under the chairmanship of District Collector/District Magistrate/Development Commissioner may be held in the month of May for drawing up Action Plan for observance of AMM and its effective implementation, coordination and monitoring. This committee may be constituted immediately under intimation to the State Vector Borne Disease Control Society (SVBDCS), if not already. The broad-spectrum activities mentioned earlier for implementation through inter-sectoral partner organizations could be adopted by various Departments/corporate sector/civil society organizations.
· Block Level Co-ordination Committee
Meetings of Block level multi-disciplinary coordination committee under the chairmanship of Block Pramukh/Block Development Officer/Tehsildar may be held in May for drawing up Action Plan for observance of AMM and its effective implementation, coordination and monitoring. This committee may be constituted immediately under intimation to the District Vector Borne Disease Control Society (DVBDCS), if not already. The broad-spectrum activities mentioned earlier for implementation through inter-sectoral partner organizations could be adopted by various Departments/civil society organizations.
· Urban Area Co-ordination Committee
A broad based committee should be constituted under the chairmanship of Chief Executive/Mayor of the Municipal Corporation/Municipal Council/Town Areas under intimation to the State/District Vector Borne Disease Control Society (SVBDCS/DVBDCS). The objectives of the committee would be to sensitize the non-health departments, other stakeholders in the urban area in respect of mitigation of mosquitogenic conditions in their catchment areas and to enact and enforce civic byelaws.  The committee shall ensure mandatory review of construction sites, development projects during Health Impact Assessment. The committee would also ensure access to quality health care services in slum areas/project areas with migrating population.  The broad-spectrum activities mentioned earlier for implementation through inter-sectoral partner organizations could be adopted by various Departments/corporate sector/civil society organizations.Meetings of the committee may be held in May for drawing up Action Plan for observance of AMM and its effective implementation, coordination and monitoring.     

· Village Health Committee

A committee should be constituted under the village pradhan including opinion leaders, religious leaders, local FBOs/CBOs, any private health care service provider, peripheral Health Workers/ground staff from other national programmes.  The broad-spectrum activities mentioned earlier for implementation through inter-sectoral partner organizations could be adopted by various Departments/civil society organizations. Meetings of the committee may be held in May for drawing up Action Plan for observance of AMM and its effective implementation, coordination and monitoring.
· Civil Society Organization initiative: Guidelines for public-private partnership 

Partnership with Non-Governmental Organizations (NGOs), Faith Based Organizations (FBOs), Community Based Organizations (CBOs) and Local self-government (Panchayat) is envisaged under NVBDCP. The objective is to provide uniformity in diagnosis, treatment and monitoring through a wider programme base to maximize access to anti-malaria treatment and appropriate and locally applicable vector control measures. Such collaboration is also expected to initiate effective and sustained action towards community mobilization and initiation of behaviour change.

NGOs, FBOs, CBOs and Panchayat/Village Councils/Tribal Councils would complement and supplement the government efforts to make a significant dent in the malaria burden and bring about betterment of overall health and economic condition of the population in the endemic areas for malaria. 

Draft Guidelines with specific schemes have been formulated by the Directorate of NVBDCP and is in the process of approval by competent authorities. 

Schemes for collaboration with NGO, FBO, CBO, Panchayat under NVBDCP are:

1. Provision of early diagnosis and prompt treatment (EDPT) -

a. Scheme 1: Provision of outreach services – Drug Distribution Centre (DDC), Fever Treatment Depot (FTD)

b. Scheme 2: Provision of microscopy and treatment services 

c. Scheme 3: Hospital based treatment and care of severe and complicated malaria cases

2. Integrated vector control -

d. Scheme 4: Promotion of insecticide treated bed nets, insecticide treatment of community owned bed nets and distribution of insecticide treated bed nets in selected areas 

e. Scheme 5: Promotion of larvivorous fish 

f. Scheme 6: Indoor Residual Spraying (IRS) 

· Behaviour Change Communication will be integral part of all the above-mentioned schemes.

· All these schemes will be implemented as per the policies and guidelines of NVBDCP.
· All these schemes will be applicable in States where the World Bank supported Enhanced Vector Borne Disease Control Programme (EVBDCP) and the Global Fund for AIDS/Tuberculosis/Malaria (GFATM) supported Intensified Malaria Control Project (IMCP) are in operation. 

3.3.9 Programme communication initiatives
· Approaches

· Identifying and engaging top journalists covering social sector at different levels of programme implementation.

· Providing a steady flow of information through different media. 
· Implementing BCC through umbrella campaign; focused localized campaign, on ground initiatives.
· Sustaining a positive message in front of key audiences.

· Countering negative stories.

· Publicizing achievements and success stories. 

· Promoting media responsibility through, for example, a campaign that would feature one "hot spot" per month. An interface to make information accessible, organize and unify existing resources, establish links to partner organizations' websites, create a forum for partners and allies to exchange ideas, and constitute a rapid response mechanism to broadcast problems and correct false rumours.

· Targeting women and children as critical audience.

· Focusing communication on key issues.

· Ensuring continuity, which is critical. There is a need to be present continually as a reminder.

· Assigning higher weights before and during the high transmission season.

· Tackling specific issues at a local level and providing support for prevention and control of malaria and other vector borne disease control initiatives in each region. For example, customized solutions need to be created & provided for dealing with local level problems related to incidence of disease & control like use of ITBNs. The media route would be focused local media options using the local language and idiom. 

· Messages can be incorporated into the story line of popular soaps, serials. 
· Types of campaign
· Umbrella Campaign, Focused Localized Campaign through:
· Mass Media
· Broadcast: TV, radio - spots, jingles, skits, interactive programmes, phone-in programmes, quiz programmes through Doordarshan/Regional Channels; All India Radio/Vividh Bharati/FM radio/Regional Channels 
· Print: Newspapers, pamphlets, leaflets, stickers, booklets, posters, flip books, flash cards, tickets, OPD registration forms, Official stationery, calendars, mailers, gate folders and wall charts with logo.
· Multi-media: Documentaries, music videos/bands, soap operas

· Outdoor publicity: Hoardings, Glow Signs, Bus panels

· Other Media: Local cable, mobile vans

· Inter-personal communication/counseling

· Focus Group Discussions, meetings, interactive sessions on prevention and control of vector borne diseases
· Folk Media (Song and Drama, etc.)

· Health Melas/Exhibitions with miking, live demonstration of: mosquitoes, mosquito larvae, use of larvivorous fish, insecticide impregnation of ITBNs, source reduction through minor engineering methods, improving housing and sanitary conditions and organization of facilities for detection and treatment of malaria cases, home based morbidity management of lymphoedema cases, etc.  
· School involvement through quiz, painting, song and skit competitions, debates

· Consultative workshops/Advocacy sessions with Civil society groups/Corporate sector/Chamber of Commerce/Confederation of Indian Industry/Tea Associations, Estates

For localized campaign, emphasis may be given on: Socio-cultural, economic characteristics of the target audience; local language, music, costumes; featuring of local people.

· On Ground Campaign through:
· Folk performances
The folk performances are important on account of reach, credibility, persuasiveness, ability to adapt performances to the message as well as costs. The focus and venue of the show are to be selected with care, keeping in mind the socio-cultural environment of the area and target audience. 

· Scripts of the plays/shows should be sensitive to community, religious and social norms. 

· Troupes that are known to the audience of the region should be engaged.

· Training of the performers is a key aspect of communication through folk media. Workshops have to be organized to sensitize them to the nature of the messages, preferably through role play. Interactive sessions are necessary so as to weave the messages into compelling and entertaining scripts. 

· There should be element of interaction between audience and performers. The performer should elicit feedback from the audience to involve them and also gauge their level of interest and retain attention. Sometimes dummy performers are present in the audience and at the appropriate moment, he/she may be included in the play. Since the show is set in a village/slum ambience and since the performers are familiar with the rural/slum setup, it lends a lot of credibility to the messages being disseminated. In this way, the audience trusts the performers to the extent that they are willing to take their advice on the product/service being advertised. The scripts can be designed to explore every issue of concern like prevention as well as curative steps. For example, acting out various preventive steps, even the roles of DDC/FTD would be beneficial.

· Successful performances are those whose scripts are flexible and open to on the spot improvisations, to suit local dialects, tastes and preferences.  

· ‘Melas’ and ‘Haats/Bazaars’

· Melas and Haats/Bazaars are prominent features of rural life. While Haats/Bazaars refer to periodic markets held for trading, melas are usually more for either religious or exhibition purpose. Both of these offer large audiences in a short span of time, who are open and more receptive to information as they are in a leisure mode.

· Haats/Bazaars are usually held once a week, while some others are held once in two weeks. They are the focal centres of the economic, social and cultural life of villagers.

· Melas are held periodically. Over 25,000 melas are held annually. However, almost 80% are held for a day in conjunction with a festival and may have limited importance in terms of information dissemination. However, many others last for a week or more and could be a part of the NVBDCP repertoire of events. The media Action plan therefore, needs to be drawn accordingly.

· During these events, miking, live demonstration of mosquitoes, mosquito larvae, use of larvivorous fish, insecticide impregnation of ITBNs, source reduction through minor engineering methods and organization of facilities for detection and treatment of malaria cases could be arranged.

· Interpersonal Communication (IPC)

· Interpersonal communication works best when there is one-on-one contact between the health worker and/or health communicator/health educator and the person whose behaviour is sought to be changed to adopt new knowledge, life skills and practices to ensure the welfare of their families and children. 

· One-on-one contact facilitates comprehension of new concepts and demonstration of new practices. Over a period of time, if done consistently, this method can result in adoption of new practices on a sustainable basis. 

· The tool kit for interpersonal communication includes aids that enable the communicator/health worker to easily demonstrate any concept through visual aids like manuals, demonstration devices such as role plays, toys, flash cards, flip books that depict the desired practices, interactive games and puzzles that familiarize users with the desired practices. 

· Interpersonal communication materials would include:

· Flip Books, Flash cards: To be used by volunteers, health workers to counsel audiences during home visits.

· Stickers: For distribution among school children, shops, and other places to remind people about the core themes on prevention and control of vector borne diseases.  

· Badge, signboards with logo: For identification of those associated with the campaign, such as DDCs/FTDs and other health workers,

· Bag with logo: For volunteers to carry all IPC material during door to door visits. 

· Calendars: To promote the anti malaria messages among influencers, panchayat members, etc. with the key periods highlighted.

· Mailers, gate folders and wall charts/logo stickers: For civil society organizations, doctors, chemists, DDCs/FTDs, community volunteers.

· Illustrated booklets (predominantly visual) with stories on prevention and control of malaria and other vector borne diseases especially for children. 

· Drug Distribution Centres (DDCs)/Fever Treatment Depots (FTDs)
Drug Distribution Centres (DDCs)/Fever Treatment Depots (FTDs) are critical links in malaria prevention and control at the ground level. To augment the same, there is need to:

· Institute recognition of performances and bestow rewards on yearly basis to 5 FTD/DDC holders in the form of certificates and cash incentives to the tune of Rs. 500/- (Rupees Five hundred only).

· Provide identification signboards and badges, with their names and NVBDCP logo. 

· Seek feedback for improvements on logistics, service delivery and implementation of BCC campaign.

· Motivate and update knowledge on annual basis at Sub-Centre level.

· Share success stories/best practices at quaterly meetings at Sub-Centre level.

· State Vector Borne Disease Control Society (SVBDCS/): SBVDCS is a broad based society at state level. The SVBDCS shall finalize BCC Action Plan for AMM with budget estimates and submit to the Directorate of NVBDCP by the month of February for administrative and financial concurrence for the forthcoming financial year. The salient activities to be included in the Action Plan are appended at Annexure III. 

· District Vector Borne Disease Control Society (SVBDCS/): DBVDCS is a broad based society at district level. The DVBDCS shall develop consolidated BCC Action Plan including detailed media plan and budgetary requirements subsequent to receipt of Action Plan from PHC/Municipal Bodies/Sub-centres/Panchayats. The same would be submitted to the SVBDCS by month of January. The salient activities to be included in the Action Plan are appended at Annexure III. 

CHAPTER IV

Behaviour Change Communication Core Group and Cell

4.1 National Behaviour Change Communication (BCC) Core group

A broad based national BCC Core Group is to be constituted for planning and providing technical guidance for implementing AMM through BCC campaign in the country. The Group would plan national level activities, meet quarterly for cross exchange, review and revision of strategies, activities, monitoring and evaluation. The Group would comprise of experts from the field of Public Health, Medical Entomology, Social Sciences, Communication and Advertising. In addition, this Group will also help developing appropriate training modules on BCC, social mobilization and advocacy.
4.2 National Behaviour Change Communication (BCC) cell

A national BCC cell is to be created at the Directorate of NVBDCP under the overall supervision of the Director comprising Joint Director (Mal.), Social Scientist, IEC consultant, Media Assistants, Artist, Visualiser, Copy editor and ancillary staff. The cell would be equipped with appropriate hardware/software procured through approved procedures.    
This cell will have the responsibility of acting as a resource to the programme not only for developing appropriate communication and media plan and prototype materials in addition to planning, monitoring, evaluation of all BCC related activities and conducting any requisite micro and macro level studies reflecting on peoples habits, practices and patterns of malaria management activities undertaken at different levels of programme implementation. This cell with the help of state shall also track the community needs about malaria as well as assess the effectiveness of communication materials. In addition, this cell will also impart training on BCC, social mobilization and advocacy. 

This cell will have following inputs:

· A mini studio for U-matic and VHS Audio-Editing facilities, Digital Production Mixer.

· High speed copiers with advanced facilities for scanning, binding and laminating machine.
· Computer with 35” colour monitor with CD writer

· Laptop

· Necessary software

· CD cum DVD player

· LCD projection panel, colour video monitors, TV, Back Projection screen, slide projector, Overhead projection facilities. 

· Amplifiers, hi – fi music system, wireless public address system, Cassette recorders.

· Photo Camera, Digital camera/Video Camera.
· Portable Exhibitions Sets/frames, panels, flexi-boards.
4.3 Behaviour Change Communication (BCC) cell at State/District

The state will have a BCC cell comprising one BCC Consultant cum Public Private Partnership Coordinator, Media Assistant under the overall supervision of the State Programme Officer. The cell will have one television, CD player, Tape recorder, LCD Projector, Screen, Computer with CD writer, necessary software for creative work. 

This cell will be responsible for developing locally appropriate communication and media plan and prototype materials in addition to monitoring, evaluation of all BCC related activities and conducting any requisite micro and macro level studies reflecting on peoples habits, practices and patterns of malaria management activities undertaken. This cell in coordination with the Regional Director shall also track the community needs about malaria as well as assess the effectiveness of communication materials. 

CHAPTER V

PHASING of Anti malaria Month Campaign
5.1
Phasing of the Anti malaria Month (AMM) Campaign
The campaign would consist of the following phases:

5.1.1
Phase I - Preparatory phase: 3 months (December - February)

· Drawing up of Action Plans for the current AMM through BCC following inputs from States/UTs.

· Finalization of BCC materials.

· Distribution of BCC materials to different levels of implementation. 

· Compilation of AMM report of the previous year.   

5.1.2
Phase II – Advocacy: 3 months (March - May)

· Organization of Advocacy workshops/conferences.

· Organization of Task Force for observance of AMM at all levels of programme implementation

· Finalization of BCC materials and printing for distribution to inter-sectoral partners.  

5.1.3
Phase III – Intensive campaign: 3 months (June – August)

· Umbrella campaign

· Localized campaign

· On ground initiatives

5.1.4
Phase IV –Evaluation and Report submission: 3 months (June - August) 

· Concurrent evaluation

· Consecutive evaluation

5.1.5
Phase V – Localized follow up campaign: 3 months (September – November)

· Localized campaign

· On ground initiatives

CHAPTER VI
MONITORING AND EVALUATION

6.1
Need for Monitoring and Evaluation
Monitoring and evaluation is an integral component of any programme or campaign as there is a need for: 

· demonstrating that particular intervention, medium reached and served its purpose; 

· obtaining guidance for programme decisions; 

· determining whether improvements in health outcomes are causally linked to a given intervention or a given behavioural change. 

In other words, the knowledge of what works at each level of implementation could provide support for continuing and improving useful interventions and discontinuing and reallocating resources non-viable ones.

Any health programme or initiative can be evaluated at one or more levels: process, impact and outcome. Impact refers to immediate effect of the initiative whereas outcome refers to the distant or ultimate effect. 

6.2
Process evaluation

The main objectives of process evaluation would be assessment of all programme inputs, activities, stakeholder reactions as detailed under:

· target area / population covered; 

· number, method, timing of activities;

· Noticeability, comprehension, recall of communication employed; 

· quality and effectiveness of campaign through beneficiary response; 

· constraint, if any; 

· suggested future directions; 

· resource audits (adequacy/inadequacy of resource/personnel; performance of staff)

· training/re-orientation activities conducted for Govt./private health care service providers, community volunteers 

· review of plans, activities by inter-sectoral partners, responses of the intended recipients and their level of participation

6.3
Impact evaluation

The main objective for impact evaluation would be assessment of campaign effect on target behaviours through measurement of:

· Changes in the baseline findings (conducted by consultant Research Agency – Centre for Media Studies, New Delhi) on knowledge, attitude, beliefs and skills, in respect of prevention and control of malaria and other vector borne diseases. 

· Necessary capacity or behaviour enhancement in individual beneficiary or health care service seeker including appropriate use of available services 

· Changes in health care service providers, inter-sectoral partners (various govt. departments, civil society organizations and local self-governments, corporate sector, elected representatives, media) regarding implementation of different measures, creating enabling environment, ensuring reinforcements 

· Adoption of suitable prevention and control measures

· Opportunity for improvement

· evidence of individual, community mobilization;

· evidence of health care service provider involvement (Govt./private);

· evidence of inter-sectoral stakeholder participation

6.4
Outcome evaluation

The main objective of outcome evaluation would be assessment of: 

· changes in morbidity and mortality, disability or risk factors

· health status and quality of life

6.5
Details of Concurrent and Consecutive evaluation
1. Concurrent evaluation of the AMM campaign at each level of implementation is proposed through deputation of central/state/district observers for evaluation of process and impact of AMM campaign at different levels as shown below:

	Observers 
	Level of evaluation

	Central team (Officers from Dte. of NVBDCP/ members of expert groups on malaria/members of Technical Advisory Committee/MRC, ICMR institutions) 
	State/ UT/District/city/town/Block/Sub-centre/village

	State
	District/city/town/Block/Sub-centre/village

	District
	Block/Town/Sub-centre/village


This evaluation may be scheduled in the month of June, i.e., simultaneously following implementation of various activities under the campaign.

· Stakeholder interviews:

Assessment of reactions, participation of inter-sectoral partner organizations would also be undertaken at each level of AMM campaign implementation, i.e., State, District, Block, urban areas, Sub-centres, villages by the above-mentioned teams.

· General formats for concurrent evaluation are appended at Annexure IV.

2. Consecutive evaluation/independent appraisal by medical colleges, educational/management institutions, research organizations for process, impact and outcome evaluation may be scheduled in the month of July – August - September, i.e., after submission of above-mentioned concurrent evaluation reports by different observers and compilation of a comprehensive report on implementation of various activities under the AMM campaign by the state/centre. 
6.6
Criteria for selection of area and beneficiary

The following criteria for selection of area and beneficiary in case of Central Observers would be used:

· Selection of 10% of states/UTs, 5% of city/towns in the country randomly from the list of states and towns/cities arranged in alphabetical order.

· Selection of 10% of districts randomly in each selected state/UT. In case of small states/UTs with 10 or lesser number of districts, at least one district is to be covered in addition to the district headquarter town and one other urban area. 

· Selection of 10% of blocks randomly in each selected district and the block headquarters and one other urban area are to be covered.

· Selection of 10% of sub-centres randomly in each selected block.

· Selection of two villages randomly in each selected sub-centre. One village would be the sub-centre village and the other would be a remote one without medical, educational and communication facilities within 5 km.

· In each village, at least 5 men and 5 women and 5 peripheral health workers/community volunteers/elected representatives/opinion leaders are to be interviewed.   

The selection process would be done by the observers and independent organizations in coordination with the concerned Programme officers at each level of implementation.

Similar methodology for concurrent evaluation may be adopted by the State/District. 
CHAPTER VII
Budget Norms
7.1
Budget norms for Advocacy meetings (please refer to Annexure V)
	S. No. 
	Level of Implementation
	Budget Norm

	1
	National

· Venue

· Tea, light refreshment 

· Contingency 

· Miscellaneous expenditure
	Rs. 1,00,000/-

	2
	State
· Venue

· Tea, light refreshment 

· Contingency 
· Miscellaneous expenditure
	Rs. 20,000/-

	3
	District

· Tea, light refreshment 

· Miscellaneous expenditure
	Rs. 5,000/-

	4
	Municipal Corporations

· Tea, light refreshment 

· Miscellaneous expenditure
	Rs. 3,000/-

	5
	Municipal Council/Town Areas

· Tea, light refreshment 

· Miscellaneous expenditure
	Rs. 2,500/-

	6
	Block

· Tea, light refreshment 

· Miscellaneous expenditure
	Rs. 2,500/-

	7
	Sub-Centre

· Tea, light refreshment 

· Miscellaneous expenditure
	Rs. 750/-

	8
	Village

· Tea, light refreshment 

· Miscellaneous expenditure
	Rs. 250/-


7.2
Budget norms for meetings of Task Force/Coordination Committees/Village Health Committee:

	S. No. 
	Level of Implementation
	Budget Norm

	1
	National

· Tea, light refreshment 

· Contingency 

· Other miscellaneous expenditure
	Rs. 7,500/-

	2
	State

· Venue

· Tea, light refreshment 

· Contingency 

· Other miscellaneous expenditure
	Rs. 2500/-

	3
	District

· Venue

· Tea, light refreshment 

· Contingency 

· Other miscellaneous expenditure
	Rs. 1000/-

	4
	Urban areas
· Tea, light refreshment 

· Contingency 

· Other miscellaneous expenditure
	Rs. 1000/-

	5
	Block

· Tea, light refreshment 

· Contingency 

· Other miscellaneous expenditure
	Rs. 1000/-

	6
	Village

· Tea, light refreshment 

· Contingency 

· Other miscellaneous expenditure
	Rs. 100/-


7.3
Budget norms for BCC activities
The Annual Action Plans of the State/District would budgetary requirement along with the media plan. The financial support would be provided subsequent to review of the same.
7.4
Budget norms for evaluation:

1. Budget norms for concurrent evaluation for each level of implementation are as under:

I. Level of evaluation: State/UT: - 

No. of Observers/Investigators: 2 per state for 4 days

TA as per entitlement: 






DA as per entitlement:
II. Level of evaluation: District/city/town: -  

No. of Observers/Investigators: 2 per district for 2 days 

TA as per entitlement: 






DA as per entitlement:

III. Level of evaluation: Block, sub-centre, village: -  

No. of Observers/Investigators: 2 per Block, sub-centre, village for 2 days

TA as per entitlement: 






DA as per entitlement: 

The checklist for concurrent evaluation are appended at Annexure III. 

2. For consecutive evaluation/independent appraisal, the budget requirement would be submitted by medical colleges, educational/management institutions, research organizations for process, impact and outcome evaluation. 

Annexure I

I
Summary of the Baseline Survey conducted by Centre for Media Studies, New Delhi – consultant Research Agency commissioned by the Directorate of NVBDCP under World Bank assisted Enhanced Malaria Control Project. 

For formulation of the communication strategy in terms of approach, concepts, media, messages, targets, time schedules, as well as social mobilization/community participation potential, a Baseline Survey on knowledge, attitude and practice, media habits/information sources and communication needs of the community has been carried out in 29 districts and 15 urban clusters in 11 malaria prevalent states.

Methodology  
The present study was conducted by using mixed approach, combining quantitative information with the qualitative research methodologies. The study adopted a multi stage random sampling procedure in selecting the states/districts/PHCs, where numbers of malaria positive cases have been reported to be high. Structured interviews were conducted with the randomly selected household (mainly head of the household was interviewed). Besides covering households, semi-structured interviews were held with purposive sample of “community leaders” and “functionaries” in each of the selected villages/urban clusters. Specific questionnaires were used and pre-tested before using them. Listing and review of existing IEC material were done in terms of media and messages used, distribution/delivery, responsibilities and modalities of preparing the material etc.  Field Work was conducted in October – November 2002.
Sample covered 
· The structured questionnaire was administered amongst 5815 respondents. The survey covered 3718 (63.9%) males and 2097 (36.0%) females in 11 states. 

· Five age categories were selected, viz., 18-20 years, 21-25 years, 26-30 years, 31-36 years and 41 years & above. 25% of the respondents were in the age category of 41 & above. Majority of the respondents were also head of the households.

· Except for the states of Chhattisgarh, Jharkhand, Madhya Pradesh, Maharashtra and Orissa, where majority of the respondents belonged to scheduled tribes, in rest of the states, most of the respondents belonged to the general category. In case of Kolkata, there were no respondents from the SC & ST categories.

· Approx. 92% of the respondents are Hindus with the highest percentage share in Orissa. Muslims constituted the second highest respondent group, followed by the Christians.

· The majority of the respondents belonged to the illiterate category, except in case of Kolkata. The number of respondents in the Graduate and above category was less in all the states except Kolkata and Guwahati, where it is found to be comparatively high. 

· Except for the urban areas of Guwahati and Kolkata, in rest of the states, majority of the respondents were engaged in agriculture labor and allied activities. In Kolkata, majority of the respondents belonged to the business category, while in Guwahati majority were homemakers. 

· More than 50 per cent of the respondents from all the states fall into income category of below Rs. 2000 per month. Approximately 30 per cent of respondents earn between Rs.2000 – 4000. 

Major Findings of the Baseline Survey 

I.
Malaria, its causes, symptoms:

· The Baseline survey data reflect that malaria is one of the most frequently suffered diseases in most of the study areas (21% in Bihar to 54% in Chhattisgarh). In urban cluster of Guwahati, however, only a minority reported that (2%). Fever has also been reported as a major suffering (31% in Madhya Pradesh to 68% in Bihar). 

· Respondents’ knowledge about malaria is high in all the study areas (99% to 100%).

· Respondents in study areas were aware of the main symptoms of malaria like high fever (91% in Orissa, Maharashtra to 100% in Guwahati, Kolkata, Rajasthan) and shivering (81% in Orissa to 98% in Jharkhand). Other symptoms such as headache, vomiting, weakness, profuse sweating with decrease in body temperature, etc. were also familiar across most of the study areas. In Bihar and Jharkhand however, 80% or more did not recognize one or the other of these symptoms. Incidentally, in Madhya Pradesh, only 11% reported about profuse sweating with decrease in body temperature as one of the symptoms of malaria.   

· More than 85% percent of the respondents from all the study areas have knowledge about spread of malaria. Mosquito bite emerged to be the most common cause of spread of malaria (85% and above). Incidentally, 7% respondents in Maharashtra stated it could spread from other people and another 8% respondents mentioned about dirty water/garbage. 

· More than 90% of the respondents are well aware of the fact that malaria is curable if treated on time. In Andhra Pradesh, the percentage was found a little low at 83%.

· In rural areas, majority of respondents (63% in Andhra Pradesh to 98% in Bihar) mentioned about stagnant water near house as mosquito breeding places. A considerable proportion (30% in Rajasthan to 87% in Chhattisgarh) has stated ditch covered with grass and muddy soil as breeding sites. Other breeding places as footprints of animals; unused wells and rice fields are comparatively less known in most of the study areas (less than one-fifth). 

· In urban areas, 16% in Andhra Pradesh to 97% in Madhya Pradesh mentioned about unclean toilets and stagnant waters in drains/nallahs/coolers as breeding ground for mosquitoes. In the urban areas of Guwahati, Maharashtra, Orissa, Rajasthan and Kolkata, majority of respondents mentioned open tanks (overhead/underground) as the breeding places. In Guwahati, Kolkata, and Orissa, responses for other categories like the unused/thrown away utensils; discarded tyres and building rooftops are also high.

II.
EDPT and Preference for health facilities:

· More than 50% of the respondents had at least one family members were suffering from malaria over the last 4-5 years in Chhattisgarh, Madhya Pradesh, Jharkhand, Rajasthan.

· On occurrence of malaria in their families in the last 4-5 years, most of the respondents reported that the blood smear examination was done (58% in Madhya Pradesh to 99% in Kolkata). However, in states like Bihar, Gujarat and Madhya Pradesh, 20% to 43% of the respondents did not go for blood smear examination.

· In states like Andhra Pradesh, Chhattisgarh, Jharkhand, Maharashtra, Orissa, Rajasthan and urban Guwahati and Kolkata, 80% to 99% of the patients have taken medicines. In Bihar, 74% of the respondents had given medicine to the patients, whereas in Gujarat and Madhya Pradesh 78% and 57% of the patients, respectively were given medication. 

· Nearly all the respondents claimed to have given full course of medicines to the patients (72% in Chhattisgarh to 100% in Guwahati). Whereas 21% to 28% of the respondents in rural areas in Chhattisgarh, Madhya Pradesh and urban clusters in Kolkata reported in negative, in Gujarat, those mentioning about not giving full course of medicine was as high as 56%.

· The respondents have shown preference for both government and private health care facilities for malaria treatment. The reasons highlighted were free treatment in government hospitals, while better health care facilities were cited for preference for private hospitals. In states like Andhra Pradesh (80%), Orissa (76%), Rajasthan (74%), Chhattisgarh (55%), Maharashtra (53%), and the urban cluster of Kolkata (57%), majority of the respondents preferred Government Hospitals for treatment, whereas in other study areas, greater percentage of respondents had opted for private hospitals over Government Health Centres. 

III.  Integrated Vector Control:

· Majority of the respondents in all study areas were aware of how the mosquitoes could be prevented from breeding (66% in Madhya Pradesh to 100% in Rajasthan), except in Andhra Pradesh, where only one-half of the respondents reported so. 

· To prevent breeding of mosquitoes, in Andhra Pradesh, Guwahati, and Kolkata, the largest segment of respondents suggested making a pavement in and around the hand pumps over other measures. A large section of respondents in Orissa also mentioned about the same (41%). The largest segment of respondents in Orissa (53%) however, mentioned about use of smoke, fan, mosquito repellants to check mosquitoes. The same was observed in Bihar, Chhattisgarh, Gujarat, Madhya Pradesh, Maharashtra too. While in Bihar, respondents also mentioned that putting kerosene oil in water to prevent mosquito breeding, in Chattisgarh and Madhya Pradesh, filling up pits and depressions near the house was voiced by about 10% - 11%. Measures like covering the water pots, tanks were also mentioned by 19% of respondents in Gujarat 11% in Jharkhand. Incidentally, 37% in Maharashtra voiced insecticide spray to check breeding of mosquitoes.

· As regards arrangements made by the respondents on their own to check mosquitoes, it was found that the majority had taken some measures across the states (62% in Andhra Pradesh to 95% in Gujarat).  However, in most of the study areas, except in Gujarat and Kolkata, quite a few did not do so.  

· In Northeastern & Eastern study areas, the majority of respondents reported use of mosquito nets while sleeping. Urban clusters of Jharkhand (99%), Orissa (84%), Guwahati (77%) as well as rural areas of Jharkhand (78%), Orissa (71%), Bihar (59%) mentioned about the same. In rural Andhra Pradesh too, the majority reported use of mosquito nets (59%). 

Use of smoke in the evening was also a common practice in rural Chhattisgarh (80%), Madhya Pradesh (60%), Rajasthan (49%), Maharashtra (49%). It was found common in rural Gujarat (47%) as well although the majority of respondents mentioned about covering their body fully to avoid mosquitoes. In urban study areas, using mosquito repellants appear to be more common in Gujarat, Madhya Pradesh, Maharashtra, Rajasthan and Kolkata (52% to 82%).  Incidentally, in the state of Andhra Pradesh, the majority of the urban respondents mentioned about insecticide spray for checking mosquitoes.  

· Only in rural study areas in Andhra Pradesh, Chhattisgarh and Gujarat, about 28% to 40% got informed about the spraying in advance, while in others, the percentages were much lesser (none in Bihar to 17% in Orissa). In urban study areas, 35% respondents in Andhra Pradesh mentioned about advance information, but less than 8% in other areas.

· Whereas more than 50% of rural respondents mentioned that all the rooms and walls were sprayed with insecticide in Chhattisgarh, Madhya Pradesh and Rajasthan, in other rural study areas, the percentages were lesser (33% in Gujarat and Jharkhand to 45% in Orissa). In Andhra Pradesh, 42% reported that they got only the outside of the house sprayed. 

· As regards use of Gambusia fish as a method for controlling mosquitoes, majority of the respondents in urban Guwahati (56%), Madhya Pradesh (48%) and Chhattisgarh (45%) were interested to use them. Large segments in Orissa (47%) and Kolkata (41%) also voiced the same. In Chhattisgarh and Madhya Pradesh, nearly 30% mentioned that they were ready to implement this strategy, if fishes were provided free of cost by the Government. Many respondents did not give any response because of lack of knowledge (22% in urban Guwahati to 84% in Andhra Pradesh). Incidentally, 18% of respondents in Rajasthan cited shortage of water as main barrier to culture Gambusia fish. 

· Overall, 41% of the respondents reported use of bed nets. The use of bed-nets in study areas of Bihar, Jharkhand and Orissa is relatively high (55% to 58%). Urban Guwahati, Kolkata also showed high use (98%, 55%, respectively). In other surveyed states, the percentages of respondents using bed nets varied from 23% in Madhya Pradesh to 42% in Chhattisgarh. In Rajasthan, use of bed nets was found not so common (15%). 

Financial constraints have been mentioned as the main reason for not using bed nets (nil in Guwahati to 96% in Jharkhand). Among other reasons, using bed nets is not in the habit and therefore not required has been mentioned (nil in Guwahati to 79% in Kolkata). In Guwahati, one half of respondents not using bed nets, mentioned about use of mosquito repellants or coils, while the other half voiced discomfort as reasons for not using bed nets. 

· In respect of willingness to buy bed nets, the majority of respondents in the study areas mentioned in affirmative (45% in Rajasthan to 97% in Guwahati). Only in Madhya Pradesh, Chhattisgarh and Andhra Pradesh the majority did not want to buy bed nets.

· The majority of respondents in Madhya Pradesh (76%), Chhattisgarh (74%), Jharkhand (64%) and Maharashtra (56%) stated preference for sleeping outdoors, whereas in all other study areas, the majority preferred sleeping indoors. More than 85% slept outside only in summer months, but in Rajasthan and Gujarat, 34%, 17%, respectively do so on a daily basis. 

· While sleeping outdoors, the majority of respondents in Andhra Pradesh (47%) and Jharkhand (27%) used bed nets, while covering the body with bed sheet was mentioned by the majority in Bihar (16%), Rajasthan (21%), Gujarat (21%) and Maharashtra (31%). Incidentally, the majority in other study areas did not take any preventive measure (21% in Orissa to 41% in Chhattisgarh).

· Of the respondents who slept inside, it was found that a considerable percentage was using mosquito net, indicated by majority of respondents in Guwahati (85%), Chhattisgarh (85%), Kolkata (58%) and Maharashtra (56%). A considerable segment in Gujarat, Andhra Pradesh, Bihar and Madhya Pradesh (39% to 52%) also mentioned so. In Andhra Pradesh (68%), Bihar (68%) and Gujarat (62%), the majority of respondents slept fully covered with bed sheets. Relatively large section In Rajasthan (35%) and Jharkhand (34%) also did so. Using smoke or putting oil on body was also popular in Madhya Pradesh (40%) & Orissa (37%). About 20% to 34% do not seem to take any precaution in Jharkhand, Maharashtra, Orissa, Rajasthan & Kolkata.

IV.
Government Initiatives:

· In Chhattisgarh, Maharashtra, Orissa, Gujarat, more than 50% of the respondents acknowledged that there have been some initiatives by the government to check malaria. In Madhya Pradesh too, the percentage replying in affirmative was 44%. In other study states, the proportions were found comparatively low (16% in Jharkhand to 39% in Rajasthan).  

· In Maharashtra, the majority of respondents got blood test done and mentioned about free medicine distribution by government officials. Respondents in most of the states also mentioned about insecticide spraying by the govt. authorities. In Guwahati, the majority of respondents acknowledged door-to-door campaign by the government representatives to spread awareness about malaria.

· The majority of rural respondents reported that spraying was done by local health functionaries (52% in Orissa to 85% in Andhra Pradesh), except in Jharkhand and Maharashtra, where the positive response was lower (38%, 35%, respectively). While in Bihar, half of the rural respondents mentioned about the same. Except in urban study areas of Andhra Pradesh (65%), Gujarat (61%) and Maharashtra (85%), the majority in other urban clusters mentioned in negative about spraying activities by local health functionaries. 

V.
Media Habits/IEC activities:

· In most of the study areas, excepting Bihar and urban Guwahati & Kolkata, hospital has been quoted as the most important source of information about malaria (25% in Madhya Pradesh to 42% in Rajasthan). Even in Bihar, the proportion of respondents voicing the same was 29%, although the majority (33%) mentioned about friends & relatives. The latter sources were found relatively common (more than 20%) in Jharkhand, Orissa & Rajasthan. In Guwahati & Kolkata, television is the most important source for obtaining information about malaria. In other areas, the percentages mentioning this source ranged from 7% in Jharkhand to 18% in Maharashtra. 

Interestingly, in Chhattisgarh, MPW/AWW (Multipurpose Worker/Anganwadi Worker) have been pointed out as important sources (24%), apart from hospital (21%). In Madhya Pradesh too, 18% of respondents mentioned the same. The radio does not seem to be overtly preferred as source of information (3% in Gujarat to 16% in Guwahati). Hand bills/pamphlets/booklets; posters behind the bus; drama/skits/street plays & shows/puppet show/health exhibitions in schools; doctor; medical shop; school teacher; health camp; village people; etc. have been pointed out as the least favourable sources (5% or less) for obtaining information in almost all the study areas. Public Announcement also did not seem to be popular, although in Andhra Pradesh, 12% of respondents reported this source. 

· As regards source preference for obtaining information on malaria in future, the largest proportions of respondents in Andhra Pradesh and even in Jharkhand and Orissa mentioned about public announcement (61% to 64%), whereas in Guwahati, Kolkata, Gujarat, Maharashtra, the majority of respondents referred to TV (48% to 87%). In Bihar too, the former source was preferred by 70% of respondents, while the largest segment preferred hand bills/pamphlets/booklets (85%). In Rajasthan, the largest section of respondents would like to seek information from hospital or help lines (74%), while in Madhya Pradesh & Chhattisgarh, Drama/skits and Street Plays are the most preferred sources (60% to 72%). In other study areas, excepting urban Guwahati and Kolkata, the latter media was preferred by 16% in Maharashtra to 60% in Jharkhand. Help lines/Hospitals were also preferred by 26% in Gujarat to 58% in Bihar. 

In Guwahati and Kolkata, a sizeable proportion voiced preference for radio (66%, 48%, respectively) and newspaper/magazine (49%, 46%, respectively) as preferred source of information. As regards preference for hoarding/placard/billboards/wall writing, the proportions varied from 8% in Andhra Pradesh to 45% in Kolkata. Village meeting/Gram Panchayat were preferred by 27% in Jharkhand and 29% in Maharashtra, but very few in other study areas. Relatively very few respondents (less than 2%) mentioned cinema hall (except Andhra Pradesh and Guwahati), electronic boards (except Kolkata) and health melas, video shows as preferred sources for obtaining information on malaria.

In sum, Hospitals, Television, Radio, Public announcements, Drama/Skits/Street Plays, were the most preferred sources, through which the respondents would like to obtain information on malaria in future. These mediums may be used for IEC intervention to check malaria. 

· In the study areas, majority of the respondents have not seen any television programme/advertisement related to malaria control, in the last 5-6 months before the interview, except in Guwahati and Kolkata, where 52% and 50% of the respondents, respectively, have given positive response. In other areas, 20% to 30% mentioned about watching malaria related programmes on TV, barring Bihar and Jharkhand (only 7%).

· In Maharashtra (51%) and Andhra Pradesh (35%), the majority of the respondents mentioned about seeing programmes related to prevention & control of malaria on television daily. In the latter state, however, another 32% have seen them only once in 2-3 months. In other study areas, the majority of respondents have seen such programmes once a week (23% in Chhattisgarh to 42% in Rajasthan) or once in a fortnight (32% in Bihar to 52% in Jharkhand). While in Guwahati, 31% mentioned about watching such programmes once a week, and another 29% once in a fortnight; in Kolkata, the majority (48%) of the respondents have seen such programmes once in a month.

· In study areas of Guwahati (52%) and Madhya Pradesh (47%), the majority of respondents have found the language and the content of the programmes on TV related to malaria, easily understandable. However, in other study areas, majority of the respondents have not seen any programme related to malaria. Amongst those who had seen such programmes, in Chhattisgarh, Maharashtra and Kolkata, quite large segments of respondents (41% to 49%) mentioned about understanding the content. In Bihar, Gujarat and Orissa, the proportion understanding the content varied from 20% to 27%. 

· As regards responses on whether people have heard anything on radio about malaria in the past 5-6 months before the interview, it appears that in almost all the states majority of the respondents have not heard anything. However, 24% to 33% of respondents have listened to radio programmes on malaria control in Guwahati, Chhattisgarh and Orissa. In other study areas, the percentages were lesser (less than 15%).

· Amongst the respondents who listened to radio programmes, in Maharashtra and Andhra Pradesh, 58% and 41%, respectively have said that programmes/advertisements on malaria were broadcast on a daily basis. According to the majority of the respondents in Rajasthan (39%), Jharkhand (36%), programmes/advertisements related to malaria were broadcast 4-6 times a week. In Kolkata, 42% of the respondents mentioned about airing of such programmes/advertisements once in 2-3 months. In Chhattisgarh, while 28% mentioned about listening to such programmes almost daily, another 28% mentioned about once a week. In other areas, the majority voiced the latter (30% in Madhya Pradesh to 49% in Guwahati). Around 19% to 22% in Andhra Pradesh, Madhya Pradesh and Chhattisgarh mentioned about listening to such programmes only on national holidays.  

· As regards understanding of language and recall of content of the programme related to malaria, aired on the Radio, in Chhattisgarh 46% and in Madhya Pradesh 53% of the respondents have found the programmes easily understandable. In other areas, most could not recall listening to any such programmes. The proportions of respondents replying in affirmative about understanding of language and recall of content in Maharashtra and Orissa, Rajasthan were found 27% and 23%, respectively, while in Guwahati, 32% replied so. Incidentally, in Rajasthan, 75% replied in negative to this query. 

· The majority of respondents in all the study areas have not seen any printed IEC materials like posters, pamphlets and hoardings related to malaria prevention and control, in the past 5-6 months before the survey, except in Chhattisgarh, where 49% of the respondents have come across such materials. Specifically, more than three-fourth of the respondents in Andhra Pradesh, Orissa, Rajasthan and Kolkata have not seen such materials and in Bihar and Jharkhand, more than 90% of the respondents voiced the same. 

· In Chhattisgarh and Madhya Pradesh, 55% and 41% of the respondents, respectively have said that they could follow the language and the content of the posters depicting information on malaria and its control. In other study areas, the proportions voicing the same were low (2% in Orissa to 22% in Maharashtra). Majority in these areas, have not seen any poster.

· It most of the study areas, the majority of respondents have not seen any pamphlet regarding malaria control, except Chhattisgarh, where 42% of the respondents have seen such pamphlet and found the contents easily understandable. In Madhya Pradesh, amongst those who have seen the pamphlets, 40% did not find the contents easily understandable, though 33% could understand the same.

· The majority in all study areas has not seen hoardings depicting information on malaria. Amongst those who replied in affirmative about seeing them, relatively high proportion could understand the content of hoardings in urban Guwahati and Chhattisgarh (34% and 26%, respectively). In other study areas, the proportions were very low (1% in Rajasthan to 17% in Kolkata). 

· The majority in all study areas has not seen wall paintings depicting information on malaria, except Chhattisgarh and Madhya Pradesh. In Chhattisgarh, 56% of the respondents had seen and could easily understand the content of the wall paintings, although 28% replied in negative. In Madhya Pradesh, while 39% could recall the content, another 40% mentioned the opposite. In other areas, positive response to this query was low (3% in Andhra Pradesh to 11% in Gujarat). 

· As regards home visits by health personnel in the past one year, the majority of respondents (92% in Chhattisgarh to 70% in Gujarat) mentioned in affirmative. In States like Bihar, Orissa and Jharkhand, the percentages mentioning such visits were comparatively low at 47%, 35% and 32%, respectively. In Guwahati and Kolkata, health personnel have visited only a few respondents during past one year. 

· The majority of the respondents in all the study areas (75% in Orissa to 99% in Jharkhand and Bihar) have mentioned about home visits by village health workers/nurses etc., reflecting strong inter-personal communication at the grassroots.

· In most of the study areas, except Guwahati and Kolkata, the majority of respondents do not own radio or television (42% in Rajasthan to 70% in Chhattisgarh). The ownership of radio varies from 14% in Andhra Pradesh to 43% in Guwahati. Ownership of television without cable connection is also comparatively high in urban clusters of Guwahati, (36%), whereas 14% to 28% mentioned about owning this facility in other areas, except in Andhra Pradesh, Madhya Pradesh and Chhatisgarh, where the proportions were below 10%. On the other hand, 27%, 28% of the respondents in Andhra Pradesh and Gujarat, respectively and as high as 60% of the respondents in Kolkata own television with cable connection. In other areas, the proportions are less than 10%. 

· In the study areas, the majority (more than 65%) of the respondents do not listen to radio programmes daily. While in Guwahati 52% of the respondents listen to radio programme for less than one hour in a day, in the rest of the study areas relatively few do so (10% in Andhra Pradesh to 28% in Orissa).  Very few people were found listening to radio for 2 to 4 hours or more than 4 hours a day (less than 5%).

· In case of listening to radio on a holiday, in majority of the states, more than 60% of the people don’t listen to radio at all. Amongst the respondents listening to radio on holidays, 43% in Guwahati listen for less than 1 hour. Very few respondents Guwahati, Jharkhand, Maharashtra, Orissa (11% - 17%) in Orissa, Chhattisgarh, Maharashtra and Kolkata, listen to radio for 1-2 hours, during holidays. Less than 10% of the respondents in all the study areas listen to radio for more than 2 hours a day during holidays.

· Amongst those who listen to radio programmes in study areas, relatively high proportion of respondents in Andhra Pradesh, Chhattisgarh, Madhya Pradesh, Maharashtra and in urban Guwahati, Kolkata, prefer listening to programmes early morning (6 to 8 a.m.) [9% in Andhra Pradesh and Madhya Pradesh to 25% in Guwahati]. Whereas in Jharkhand, the largest section of respondents preferred the 8 to 12 noon slot for radio programmes, in Bihar, some respondents also preferred listening to radio during 7 to 9 pm. The latter slot is relatively more preferred in Orissa and Rajasthan as well. Very few respondents in the study areas (10% and less) listen to radio at night (9 –11 pm) or late night (11 pm onwards). 

· Majority of the respondents (53% and above) tune to Vividh Bharati channel for news and film songs in the study areas, except in Andhra Pradesh and Rajasthan, where the proportions are relatively small (34% and 30%, respectively). Therefore, exclusive infotainment programmes on malaria could be aired on this channel. Short duration health programmes can be placed in-between already existing programmes for wider coverage. Majority of the respondents in all the states do not listen to the FM service of All India Radio. In states like Gujarat, Madhya Pradesh and Maharashtra, 36% to 39% of the respondents, respectively listen to FM service, which can be tapped for IEC on malaria control. 


Majority of the respondents in all the study areas (67% in Maharashtra to 100% in Kolkata), except Bihar, listen to the regional service of All India Radio. News and film songs appear to be the most preferred items in all the states (30% to 50%). In Rajasthan, 32% of the respondents also listened to folk music, which could be tapped for promotion of awareness of malaria control. Incidentally, less than 3% of the respondents from all the states listen to programmes related to health on radio. 

· Majority of the respondents (36% in Gujarat to 83% in Jharkhand) do not watch television in the study areas, except Guwahati and Kolkata. This could be due to lower economic background of the respondents and poor infrastructure support. In the two urban areas, only a minor proportion of respondents (15%, 7%, respectively) do not watch television on a daily basis. Amongst the people who watch television daily, the majority of the respondents in Guwahati (52%) and Maharashtra (40%) watch television for less than one hour. In rest of the states, excepting Rajasthan, the majority watch television for 1-2 hours a day. In Rajasthan, the viewing time stretches to more than 2 hours a day.

· On holidays too, the majority in the study areas do not watch television (more than 60% of the respondents), except in Gujarat, Maharashtra and urban Guwahati and Kolkata. Amongst those who watch television in Chhattisgarh and Madhya Pradesh, relatively large proportion of respondents were found watching television for less than 1 hour. In Gujarat, Maharashtra, Orissa and urban Kolkata, the largest proportions of respondents were found watching television for 1-2 hrs. In rest of the study areas, viewership on holidays is stretched to more than 2 hrs in case of majority of respondents. However, less than 20% of the respondents in all the states have said that they watch television for more than four hours.

· Amongst the respondents who watch television, majority of the respondents prefer watching television late evening (7 to 9 pm) in almost all the study areas, except Bihar. In Bihar, greater proportions of respondents prefer watching television at night (9-11pm). Doordarshan regional channels can also be tapped for sensitizing people about malaria as the viewership for these channels are quite high. Between 24% and 42% of the respondents from all the states watch news. A good number of respondents from all the states also watch drama/serials and films (20% to 47%). Less than 2% of the respondents mentioned about watching programmes on health.

VI.
Social mobilization opportunities:

· The Baseline Survey report mentions that Civil Society Group (NGO) involvement in spreading awareness on malaria control has been quite low in study areas. Except for the states of Chhattisgarh, Gujarat, Madhya Pradesh, Maharashtra, and Orissa, where some NGOs are pro-active elsewhere NGO intervention has been found negligible on issues related to malaria control. The NGOs working on malaria related issues in study areas are: Lions Club and Nehru Yuva Kendra in Madhya Pradesh, Lions Club, Rotary Club, Kabi Samrat Upendra Bani Board and BARD in Orissa, Seva Bharati and Setu in Gujarat, Nehru Yuva Kendra in Chhattisgarh. 

It was recommended that this sector could be a good link to help add value to mass media efforts. NGOs working in different fields in different parts of the study areas are yet another source for involving people and to reaching out to the so far “unreached” people. There should be deliberate and definitive efforts to rope in such NGOs in a collaborative and/or supplementary mode with IEC network.

II
The qualitative situational analysis carried out by McCann Erickson (I) Pvt. Ltd., New Delhi - consultant Advertisement Agency – commissioned by the Directorate of NVBDCP under World Bank assisted Enhanced Malaria Control Project more or less similar picture.

Annexure II

Composition of National Task Force for Observance of Anti Malaria Month
1  Secretary (Health & FW), Govt. of India, Ministry of Health & FW
Chairman

2  Director General Health Services, Govt. of India


Member

3  Additional Secretary (H), MOH & FW




Member

4  Advisor (Health), Planning Commission




Member

5  Joint Secretary (In-charge NVBDCP), MOH& FW


Member

6  Joint Secretary (family Welfare, MOH&FW



Member 

7  Joint Secretary, Ministry of Railways




Member

8  Joint Secretary, Ministry of Information & Broadcasting

Member

9  Joint Secretary, Ministry of Agriculture




Member

10  Joint Secretary, Department of Agriculture & Cooperation 

Member

11  Joint Secretary, Department of Urban Development 


Member

12  Joint Secretary, Ministry of Environment & Forest


Member

13  Joint Secretary, Department of Education 



Member

14  Joint Secretary, Department of Rural Development


Member

15  Joint Secretary, Ministry of Water Resources



Member

16  Joint Secretary, Ministry of Welfare 




Member

      (Dealing with Tribal Affairs)

17 Department of Post & Telegraphs




Member

18
Armed and Paramilitary Forces





Member

19  WHO Representative to India





Member

20  Director, NICD, Delhi






Member

21  Director, MRC, Delhi






Member

22  Director, CHEB, Delhi






Member

23  Executive Director, VHAI, New Delhi




Member

24  President, I.M.A., New Delhi





Member

25  Confederation of Indian Industry




Member

26  Director, NVBDCP, Delhi





Member Secretary
Annexure III
	S. No.
	Salient Activities under AMM campaign

	
	

	1
	Organization of Advocacy workshops at State, District, Municipal Corporation/Counncil and Town areas, Block, Sub-centre and village levels (Annexure I) and launch of NVBDCP logo at different levels  

	2
	Exhibition – cum - Information Centre at weekly Bazaar/Haat at  Sub-centre level

	3
	Distribution of BCC materials (posters) to districts, blocks, sub-centres, villages supplied by the Dte. of NVBDCP 

	4
	Organization of State Task Force/District Co-ordination Committee/Block Co-ordination Committee 

	5
	Constitution of Urban Area Co-ordination Committees/Village Health Committees and Organization of meetings 

	6
	Re-orientation training of Block Extension Educators/Health Educators at District level

	7
	Press releases with messages from Hon’ble CM, state HFM in newspapers (regional, vernacular) 

	8
	Dissemination of communication/messages through different media (electronic/multi media, print, others, inter-personal communication) at State, District, Municipal Corporation/Council/Town areas, Block, Sub-centre and village levels

	9
	Miking, Door – to – door surveillance (FTD, DDC, MLV, MPW, NSS, NYK, NRC volunteers) and dispensation of medicines in case of malaria in high risk villages/Towns 

	10
	Commencement of IRS as per approved schedule

	11
	Concurrent evaluation (as described in the AMM operational guide)  

	12
	Consecutive evaluation by Independent agency (as described in the AMM operational guide)


Annexure IV
Formats for Concurrent Evaluation of Anti Malaria Month Campaign
Format No. I: Check list for Central/State/District Level Observer

· Site of visit (name): State/District/Block/Municipal Area/Municipal Council/Town/Sub-centre/Village

· Date of visit

· Name/designation of the person/s interviewed 

· Name of Programme Officer/Coordinator (State/District/Block/Municipal Area/Municipal Council/Town/Sub-centre/Village)

· Is there a calendar of activities for AMM as per the guidelines?

· Date and number of Advocacy workshop held (please attach list of participants, if available; agenda; recommendations and complimentary activities undertaken)

· Is there a State Task Force, District/Block/Urban Area/Coordination Committee, Village Health Committee? Number of meetings held prior to AMM? Agenda? When? Composition of Task Force/Committees
· Number of Inter-sectoral partners initiated advocacy meeting/any other activity for prevention and control of malaria or other vector borne diseases; please give name of the organization and details of the activity

· Number of NGOs/FBOs/CBOs/Local Self-Government involved in AMM activities? Details of the organizations, activities undertaken

· Type of communication employed/disseminated for social mobilization; key themes; languages used; locations/timing of implementation:  

· Electronic/multi media: 

· TV – national/regional/cable

· Radio – national/regional/FM/local

· Music video/soap operas
· Any other 

· Print media:

· Newspapers

· Pamphlets/leaflets/booklets

· Flip charts/flash cards

· Posters/stickers

· Any other

· Other media:

· Banners

· Hoardings

· Wall writings

· Bus panels/Train coaches
· Public announcements/miking/drum beating
· Any other 

· Inter-personal communication:

· Group meetings

· One – on – one meetings

· Door-to-door visits

· Song & drama

· Street plays/skits
· Exhibition/health mela
· Any other

· Procurement source of communication materials (own/supplied)? If supplied, when received? Is the quantity adequate? 

· Is there adequate supply of anti malarial drugs, other logistics? Any constraints?
· What is the IRS schedule? When and how the advance information was disseminated to the community? Has the first round of spray started/completed? Any constraints?

· Any re-orientation training programmes organized for health sector personnel including training for Block Extension Educator/Health Educator/non-health sector personnel initiated? Type? Details  

· Is there an adequate mobilization of DDCs/FTDs/MLVs/other community volunteers as well as peripheral health workers? How it was achieved? 
· Any action/support required from state/central govt. If yes, please specify 

FOR SUB-CENTRE/VILLAGE LEVELS:

· Total population of the area; Number of BSC [active /passive (including camps at weekly markets)]; BSE during the AMM? 

· Number of fever cases given presumptive treatment, PRT, RT?
· Number of severe/complicated malaria cases in the last six months? Action taken?
· Number of deaths, if any. Action taken

______________________________________________________________

Name & signature of Observer

Designation  

Format No. II: Individual Interview Format

· Site of visit (name): State/District/Block/Municipal Area/Municipal Council/Town/Sub-centre/Village

· Date of visit

· Name of person; Age/sex

· Education

· Occupation

· Annual income (in Rs.)

· No. of members of households/relationship with the Interviewee

· Do you know about malaria/filaria/kala-azar/JE/Dengue?

· If yes, do you know what are the symptoms of malaria and other diseases? Mode of spread?

· What are the main places where mosquitoes/sand flies breed?

· Do you know how mosquitoes can be prevented from breeding? How to prevent sand fly infestation? If yes, please specify 

· Did you make any arrangements on your own to prevent mosquitoes from breeding and from biting? If yes, what did you do?

· Did you make any arrangements on your own to prevent sand fly infestation? If yes, what did you do?

· Are you aware of the measures the Government takes for prevention and control of mosquito breeding/ sand fly infestation and malaria/other vector borne diseases? If yes, please specify
· Did anyone visit you at your house to make your family aware on vector borne disease related issues? If yes, who visited? Was it beneficial?

· Was there any Group meetings/One – on – one meetings/Door-to-door visits/Song & drama/Street plays/skits/Exhibition/health mela/Any other? Was it beneficial?

· Was there any spraying done by the local health functionaries in your house/locality in last six months? When? Did you get advance information? When and how the advance information was disseminated? How many rooms were sprayed? Do you know the advantages of IRS? 
· What do you do in case of malaria or any other disease? Visit Govt./Private health care facilities? Where are the facilities available? Are those free of cost?
· Is there a traditional faith healer/folk medicine practitioner? How often you visit him/her? Why?

· Is malaria curable? Do you know about the complete treatment? Its benefits?
· Was anyone in the family ill during the last one month? Please give details of illness, treatment
· How much monthly health expenditure you incur? And other expenditure? 

· Do you know about Gambusia fish? Do you know where it is available? Would you use it? How and where?

· Do you use bed nets while sleeping? If no, why not?

· What bothers more – mosquito nuisance or threat of malaria and other vector borne diseases?
· Would you prefer buying a bed net and use it in order to avoid the diseases like malaria and others spread by mosquitoes? 

· Have you heard of insecticide treated bed nets? If yes, what is it and source of information? How it is more effective than ordinary bed nets?
· Do you own ITBN? If yes, why and source of procurement? Expenditure vincurred on the same? Do you know about its maintenance and re-impregnation? Was any camps organized in the recent past for insecticide impregnation of bed nets? Where? Who organized?
· What are the various sources of information from where you received information on prevention and control of malaria and other vector borne diseases?

· Have you listened to or watched any programme or advertisement on malaria and related issues on Radio or Television? If yes, language, time, frequency of broadcast/telecast of such programme? Was it beneficial?

· Have you seen any pamphlets, poster, wall writing, hoarding, any other BCC materials on malaria? Were those properly understood and beneficial? 

· Were there any group meetings/health mela/exhibitions on malaria and related issues? Who conducted? Was it beneficial? 

· What actions have you undertaken after acquiring knowledge?

· Do you find the language and content of the programme broadcast, telecast and awareness materials like pamphlets, posters, hoarding etc easily understandable?

· Do you want any support/assistance from Block/District/state/center? What?

_________________________________________________________________________
Name & signature of Observer

Designation 
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