[bookmark: _GoBack]Table S1. School-based STH Screening (Beta CommScreen) tool  

Date : _____/_____/______(dd/mm/yy)			Client ID #:				
First Name: ________________________________Last Name:_____________________	
Sector:____________________________________Cell:___________________________
School Name:______________________________Date of Birth:_____/_______/_______
Weight: ___________________________________Height: _________________________ 
Date of the last screening: ___________________Name of the provider:_____________

General wellness 
	Do you feel sick or unwell?
	Yes             
	No             
	N/A
	Start date:___/___/___

	If yes, have you visited a local health facility 
	Yes             
	No             
	N/A
	If no, why? 
Long distance, No insurance
Don’t want  Don’t know  Other_

	Is someone else sick in your family?
	Yes             
	No             
	N/A
	If no, why? 
Long distance, No insurance/Money 
Don’t want  Don’t know Other_

	If yes, does he/she have the same problem?
	Yes             
	No             
	N/A
	

	If yes, has he/she visited the local health facility?
	Yes             
	No             
	N/A
	If no, why? 
Long distance, No insurance/Money 
Don’t want  Don’t know Other_

	Is yes to a,b, or c, does that affect your attendance/participation?  
	Yes             
	No             
	N/A
	

	Do you have running water at home?
	Yes             
	No             
	N/A
	If no, source of water: River/Lake 
Well Rainwater Tank

	Do you have access to soap at school 
	Yes             
	No             
	N/A
	

	Do you have access to soap at school?
	Yes             
	No             
	N/A
	



Nutrition and well-being 
	How many meals do you have/day 
	Never  One meal  Two meals 
Three meals  >Three meals 

	How often do you eat vegetables? 
	 Never Once a week Twice a week 
three times a week   >Three times 


	How often do you eat fruits?
	Never Once a week Twice a week 
three times a week  >Three times 


	
	



Physical activities/sport 
	Do you play sport?
	Yes             
	No             
	If yes, specify: 
Soccer Volleyball Basketball Other___          

	Do you like to play sport? 
	Yes             
	No             
	

	Do you enjoy playing with others
	Yes             
	No             
	

	Do you have a space/field your sport 
	Yes             
	No             
	

	Are you part of the sport club?
	Yes             
	No             
	

	If not, would you want to join the club?
	Yes             
	No             
	



      Soil-transmitted Helminths—Ascaris 
	Abdominal discomfort or pain 		
	Yes             
	No             
	

	Nausea			
	Yes             
	No             
	

	Diarrhea 
	Yes             
	No             
	

	Bloody stool
	Yes             
	No             
	

	Vomiting			
	Yes             
	No             
	

	Fever			
	Yes             
	No             
	

	Coughing			
	Yes             
	No             
	

	Wheezing			
	Yes             
	No             
	

	Worm in vomit or stool
	Yes             
	No             
	

	Constipation 			
	Yes             
	No             
	

	Irregular stools 	
	Yes             
	No             
	

	Fatigue
	Yes             
	No             
	

	Weight loss
	Yes             
	No             
	

	Malnutrition			
	Yes             
	No             
	

	Slow growth 			
	Yes             
	No             
	

	Persistent cough
	Yes             
	No             
	

	Shortness of breath
	Yes             
	No             
	

	Wheezing
	Yes             
	No             
	

	Persistent cough
	Yes             
	No             
	

	Shortness of breath
	Yes             
	No             
	

	Wheezing
	Yes             
	No             
	



     Soil-transmitted Helminths—Hookworm 
	Abdominal pain
	Yes             
	No             
	

	Intestinal cramps
	Yes             
	No             
	

	Nausea
	Yes             
	No             
	

	Fever
	Yes             
	No             
	

	Blood in stool
	Yes             
	No             
	

	Loss of appetite
	Yes             
	No             
	

	Itchy rash
	Yes             
	No             
	

	Skin rashes (typically red, raised, and itchy)
	Yes             
	No             
	

	Weight loss
	Yes             
	No             
	

	Loss of appetite
	Yes             
	No             
	

	Wheezing or dry cough
	Yes             
	No             
	

	Fever
	Yes             
	No             
	

	Abdominal pain
	Yes             
	No             
	

	Diarrhea
	Yes             
	No             
	

	Extreme tiredness 
	Yes             
	No             
	

	Weakness
	Yes             
	No             
	

	Anemia 
	Yes             
	No             
	

	Signs of malnutrition
	Yes             
	No             
	



      Soil-transmitted Helminths— Whipworm,
	Bloody diarrhea
	Yes             
	No             
	

	Painful or frequent defecation.
	Yes             
	No             
	

	Nausea
	Yes             
	No             
	

	Vomiting
	Yes             
	No             
	

	Headaches
	Yes             
	No             
	

	Sudden and unexpected weight loss.
	Yes             
	No             
	

	Inability to control defecation
	Yes             
	No             
	

	Diarrhea (bloody or with mucus)
	Yes             
	No             
	

	Dysentery
	Yes             
	No             
	

	Abdominal pain (mainly right lower quadrant)
	Yes             
	No             
	

	Weakness
	Yes             
	No             
	

	Pallor
	Yes             
	No             
	

	Anorexia
	Yes             
	No             
	

	Dehydration
	Yes             
	No             
	

	Signs of malnutrition
	Yes             
	No             
	

	Anemia
	Yes             
	No             
	



      Amebiasis-- Entamoeba histolytica
	Painful bowel movement
	Yes             
	No             
	

	Loose bowel movement (more than 3 days)
	Yes             
	No             
	

	Loss of appetite
	Yes             
	No             
	

	Fatigue
	Yes             
	No             
	

	Vomiting
	Yes             
	No             
	

	Unexpected Weight Loss
	Yes             
	No             
	

	Fever
	Yes             
	No             
	

	Stomach pains or abdominal cramps
	Yes             
	No             
	

	Bloody diarrhea
	Yes             
	No             
	

	Colitis (swelling of the colon)
	Yes             
	No             
	

	Fever and chills due to Liver Abscess
	Yes             
	No             
	

	Skin Lesions
	Yes             
	No             
	



      E-coli 
	Diarrhea
	Yes             
	No             
	

	Stomach cramping
	Yes             
	No             
	

	Pain or tenderness
	Yes             
	No             
	

	Nausea 
	Yes             
	No             
	

	Vomiting
	Yes             
	No             
	



     Tracoma-- Chlamydia trachomatis 
	Mild itching 
	Yes             
	No             
	

	Irritation of the eyes 
	Yes             
	No             
	

	Swollen eyelids
	Yes             
	No             
	

	Eye discharge containing mucus or pus
	Yes             
	No             
	

	Eyelid swelling
	Yes             
	No             
	

	Light sensitivity 
	Yes             
	No             
	

	Eye pain
	Yes             
	No             
	

	Eye redness
	Yes             
	No             
	

	Vision loss
	Yes             
	No             
	


    Routine prevention and treatment 
	Have you received preventive treatment for intestinal worms and other NTDs? 
	Yes             
	No             
	DK
	If yes, date of the last dose:_____/____/____

	Do you or your family have health insurance
	Yes             
	No             
	DK
	If DK, contact confirm with parents/caregiver 


        SBHA Decision 
	Category I 
	 Individual health education and counselling 

	
	 Home visit for family education and counselling

	
	 Repeat the treatment (deworming)

	
	

	Category II
	 Referral to health facility

	
	 Home visit for family education and counselling

	
	 Nutrition kitchen demonstration



