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GLOSSARY 

 

Animal-source foods: Foods derived from animals, such as eggs, meat (beef, chicken, 

and goat), and dairy products (milk, cheese, yoghurt, and fermented milk). 

Annaprasan Divas: A day hosted in Anganwadis to initiate complementary feeding for 

children completing six months of age as a part of the ICDS program. 

Complementary foods: Solid, semi-solid and soft foods (both locally prepared and 

commercially manufactured) provided to children between the ages of 6 and 23 months 

to complement breast milk. 

Dietary Diversity: Dietary diversity is a measure of the number of individual foods or 

food groups consumed in a given period. It can reflect household access to a variety of 

foods and can also act as a proxy for an individual’s consumption of adequate nutrients. 

First foods: See complementary foods. 

IYCF Practices: Infant and Young Child Feeding (IYCF) is a set of well-known and 

familiar recommendations for appropriate feeding of new-born and children under two 

years of age. 

Malnutrition: Malnutrition refers to the deficiency of nutrients in the body that occurs 

mainly due to inadequate dietary intake, poor absorption of food in the body and 

inadequate nutrients in the body. 

Micronutrient Deficiencies: This refers to deficiencies in vitamins and minerals that are 

a result of poor quality diet. Micronutrient deficiencies can also result from a frequent 

illness which may increase requirement, utilization or loss of nutrients. 

Minimum Acceptable Diet (MAD): MAD combines indicators of dietary diversity and 

meal frequency to assess the quantity and quality of infant and young child feeding. 

Minimum Dietary Diversity (MDD): Proportion of children 6–23 months of age who 

receive foods from 4 or more food groups during the previous day. 



Minimum Meal Frequency (MMF): Proportion of breastfed and non-breastfed children 

6–23 months of age, who receive solid, semi-solid, or soft foods (but also including milk 

feeds for non-breastfed children) the minimum number of times or more.   

Overnutrition: Overnutrition results from too much nutrient intake relative to nutrient 

requirements based on age, gender, physical activity, height, weight, and health status of 

the individual. 

Proteins: Proteins provide the body with essential amino acids that have a range of 

functions: growth and development, repair or replacement of tissues, production of 

metabolic and digestive enzymes, and production of some hormones. 

Responsive feeding: An approach of feeding where caregivers inspire children to eat, 

provide food in response to the child’s appetite and satiety signals, and feed their children 

with care. Responsive feeding helps children develop healthy eating habits. 

Stunting: Stunting is an indicator of chronic or long-term insufficient energy or 

micronutrient intake, although it has many non-nutritional causes such as helminths 

infestation and frequent or chronic infection.  It results in a very short child (i.e. they 

have a very short height for their age). 

Suposhan Divas: Suposhan Divas is an event organized at Anganwadi Centers on 1st 

Tuesday of every month to improve the nutritional status of the Mothers. 

Undernutrition: Undernutrition in general terms, is an outcome of insufficient quantity 

and quality of food and frequent episodes of infectious disease. 

Underweight: It is an indicator assessing the adequacy of weight-for-age. Underweight 

causes can be short-term or long-term and are challenging to define. 

Wasting: Wasting is usually the result of acute or short-term insufficient food intake 

often combined with frequent illness—results in a dangerously thin child (i.e. they have 

a deficient weight for their height). 
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ABSTRACT 

BACKGROUND:- The "First 1000 Days" are a period of rapid physical growth and 

enhanced mental development that provides a once-in-a-lifetime opportunity to create 

lifelong health and cognitive development. These first 1000 days of life prepare child for 

good health for the rest of the life. 

TITLE:- Complementary Feeding: Comprehensive Nutrient Gap Analysis of children (6-

23 months) and capacity building of frontline workers of selected villages of Jambusar 

block in Bharuch district. 

 

OBJECTIVES:-The broad objective of the study was Comprehensive Nutrient Gap 

Analysis of children (6-23 months) and capacity building of frontline workers of selected 

villages of Jambusar block in Bharuch district. 

 

METHODOLOGY:- It was a University-NGO collaborative study so the study was 

conducted in the villages which comes under working of aatapi seva foundation in Jambusar 

block.  

Phase 1:- In phase one Jambusar block was purposively selected and the study was conducted 

in anganwadi centers of 5 villages where aatapi seva foundation is currently working. Total 

232 children were enrolled in the study and data on Socio- economic status (HHs), Practices 

about Complementary feeding, Three day 24 hour Dietary Recall, Weight, Height and 

MUAC was collected from the mothers of children who gave consent. Also the data of 

following aspects were collected: District profile, Block profile, Village profile, Anganwadi 

Profile.  

Phase 2:- In the second phase of study, pre-knowledge of frontline workers (n=31) which 

includes ASHA workers, and AWW of selected AWC’s and Aaroga sathis of aatapi seva 

foundationon age appropriate complementary feeding practices using semi-structured 

questionnaire was taken, training module for the same was compiled from available 

modules of UNICEF and ICDS and training to frontline workers regarding the same was 

done. After the training knowledge retention of frontline workers was also elicited. 

 

FINDINGS:- The results of the study showed Joint families accounted for 67.7% of 

households, while general households accounted for 48.3%. 68.5% of families were below 
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poverty level card. The prevalence of stunting was 48.3%, wasting was 8.6% and 

underweight was 24.1% (-2SD) whereas, severely underweight children were 12.9% (-

3SD). Arround, 67.2% children were early initiated with breastmilk that is within one hour 

of birth. Breastmilk was discontinued before the age of 23 months for 20.6% of the 

children. The prevalence of early initiation of complementary feeding that is at the 

completion of 6 months of age was 47%. Arround, 3.5% children were not initiated 

complementary foods at the time of data collection. All of the children had a percent 

nutritional deficit for all micronutrients. The energy deficit in 1-2 year old children was 

48.8%, compared to 13.4% in the 6-12 month age group. Minimum meal frequency, dietary 

diversity, and acceptable diets were found to be 51 %, 71%, and 34%, respectively.  

 

From the total enrolled 31 Frontline workers, 41.9 percent of functionaries have completed 

secondary education. Frontline staff received training and three refresher trainings on various 

complementary feeding practises. Frontline workers' awareness of the quantity, frequency, 

and quality of food that should be given to children, as well as hygienic standards to be 

followed when feeding children, showed significant improvement. 

CONCLUSION:- It can be concluded that high prevalence of undernutrition among 6-23 

months children of selected villages of Jambusar block is a cause of concern. Breast feeding 

practices and complementary feeding practices needs to be strengthen among young mothers. 

Nutrient gap was found for all the micronutrients. Training module on Complementary 

feeding practices appeared well designed and resulted in measurable improvements in 

Frontline workers knowledge with regard to quality, quantity and frequency of 

Complementary feeding. Hence, there is a need to strengthen capacity building of Frontline 

workers with regard to Complementary feeding practices, interpersonal counselling and 

promotion of nutri agri smart communities to improve complementary feeding practices. 

Baseline data on Complementary feeding practices and nutrient gap analysis may be useful 

for Non-governmental organizations to plan further interventions to improve the Infant and 

Young Child Nutrition practices and dietary diversity. 
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INTRODUCTION 

 

Every child has the fundamental right to adequate nutrition. Children who are fed enough of 

the right foods, in the right amounts, and at the right time in their development have a better 

chance of surviving, growing, developing, and learning. They are better prepared to thrive in 

the face of disease, disaster, or crisis. Breastfeeding and access to a wide variety of healthy 

foods provide children with the necessary nutrients, vitamins, and minerals they need to grow 

to their maximum physical and cognitive potential between the ages of 6 and 23 months – the 

complementary feeding period – with benefits that last long into adulthood. The 

complementary feeding cycle is also an important opportunity to avoid all types of childhood 

malnutrition, such as stunting, wasting, micronutrient deficiencies, overweight, obesity, and 

diet-related non-communicable diseases. (UNICEF 2020) 

The complementary feeding period, which lasts from 6 to 23 months, is one of the most 

difficult periods to meet children's nutritional needs. Although children's stomachs can only 

carry a limited amount of food, their nutrient requirements reach a lifetime peak, leaving 

them vulnerable to growth failure. In most countries, reductions in height-for-age or length-

for-age (HAZ or LAZ) occur mainly during the complementary feeding cycle as a result of 

insufficient quality and/or quantity of first foods, poor feeding habits, and increased infection 

rates. (Figure 1.1) 

Figure1.1- Growth faltering in height for age (HAZ) in children coincides with the 

complementary feeding period 

 

Source:- UNICEF 2020. 
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Adequate nutrition during infancy and early childhood is crucial for the development of each 

child's full human potential. It is widely understood that the time from birth to two years of 

age is a "critical window" for ensuring optimal growth, health, and behavioural development. 

Early nutritional deficiencies are linked to impairments in intellectual performance, work 

capacity, reproductive outcomes, and overall health during adolescence and adulthood in the 

long run. As a result, the malnourished girl child is more likely to give birth to a 

malnourished, low-birth-weight infant when she grows up, reinforcing the malnutrition cycle. 

The primary proximate causes of malnutrition during the first two years of life are poor infant 

feeding practises combined with high rates of infectious diseases. (WHO 2005) 

 

Age-appropriate complementary feeding practises are depicted in the Figure 1.2 below. After 

6 months, implement first foods gradually, beginning with 2 to 3 spoons per day and 

gradually increasing to 1/2 cup per day and finally 1 cup per day. First Foods are semi-solid 

and solid foods.  

Figure 1.2-When and how children should eat 

 

 

Source:- UNICEF, 2020.  
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Data on Dietary practices of young children (6-23 months) are present graphically in 

Figure 1.3  

 

Globally, only 19% of children (6-23 months) are getting a minimum acceptable diet. We 

can see that 69% children (6-8 months) were introduced of solid, semi-solid or soft foods. 

Whereas, only 29% of children (6-23 months) receive minimum diet diversity. 

Figure 1.3-Percentage of children benefitting from the recommended infant and young 

child feeding practices 

 

Source: -UNICEF, 2019 

 

As per CNNS (2016-2018) survey data, we can see there is low percentage of children (6-23 

months) having minimum diet diversity (consumption of minimum 5 food groups out of 8 

food groups) and minimum meal frequency (consumption of minimum number of meals in a 

day). Whereas, very low percentage of minimum acceptable diet (combined indicator of 

minimum duet diversity and minimum meal frequency) and consumption of iron rich foods 

can be seen among children (6-23 months) for India and Gujarat both. (Figure 1.4) 
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Figure 1.4-Percentage of children aged 6–23 months receiving MDD, MMF, MAD, and 

Iron-rich foods 

 

Source:- CNNS(2016-2018) 

To address undernutrition, adequate complementary feeding from six to 24 months is needed, 

as well as continued breastfeeding. In India, optimal breastfeeding combined with 

complementary feeding practises will prevent 20% of infant deaths under the age of five. 

(Lancet - 2004) 

NFHS-5 data for Gujarat and Bharuch on minimum adequate diet is presented in 

Figure 1.5 

Here the NFHS-5 data shows that only 5.9% and 7.7% of children receive minimum adequate 

diet for Gujarat and Bharuch respectively. Whereas, NFHS-4 data of India shows that only 

9.6% children has received minimum acceptable diet. 

Figure 1.5-Percentage of children age 6-23 months receiving an adequate diet 

 

Source:- NFHS-4 & NFHS-5 
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National Programmes for Improving the situation 

 

India's flagship initiative, POSHAN Abhiyaan 2018 (National Nutrition Mission), aims to 

enhance nutritional outcomes for infants, pregnant women, and lactating mothers. 

Recognizing that India's malnutrition levels are high and have remained stable over the last 

decade, this national nutrition mission aims to address five key elements that have been 

identified as critical in the fight against malnutrition: delivery of high-impact interventions 

with adequate coverage, continuity, intensity, and quality (C2IQ), including large-scale 

behaviour change communication.multi-sectoral convergence to address the root causes of 

malnutrition, adequate resources and tracking to track progress and learn, and dedicated 

leadership and an enabling environment are all required. Stunting, wasting, anaemia, and low 

birth weight can take years to affect, but improvements in these vital elements that can drive 

progress on the path to healthy nutrition can be done in shorter timeframes. (POSHAN 

Abhiyan report 2019) 

Targets of POSHAN Abhiyan is presented in figure 1.6 

Figure 1.6- Targets of the Poshan Abhiyaaan 

 

Source:- Poshan Abhiyaan 2019 
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Fill The Nutrition Gap (FNG) 

Improved nutrition situation analysis can enhance understanding of the possible extent and 

key causes of the nutrient gap within a specific target group in a given context, such as 

children under the age of two or pregnant and lactating mothers. The World Food Programme 

has created the "Fill the Nutrient Gap" (FNG) system for improved nutrition situation 

analysis and decision making, with input from the University of California Davis, 

International Food Policy Research Institute, Epicentre, Harvard University, Mahidol 

University, Save the Children, and UNICEF. It aims to promote identification of strategies to 

improve nutrient intake. (Bose et al. 2019) 

The FNG analysis contributes in a greater understanding of the current state of nutrition 

because it: 

(a) Concentrates on the food intake side of the malnutrition system, examining the 

nutrient intake of various target groups in depth; 

(b) To characterise barriers to nutrient intake, linear programming is combined with 

secondary data to understand the availability, cost, and affordability of healthy diets 

for households and target groups with higher nutritional needs, as well as model 

potential interventions to improve them; 

(c) It connects nutrition situation analysis to decision-making by providing decision-

makers with evidence to direct their strategies; 

(d) It enables an utilisation of context-specific interventions (both nutrition specific and 

sensitive) to improve the nutrition situation through food, health, and social security 

systems by facilitating multi sectoral discussions on barriers to nutrient intake.  

Comprehensive Nutrient Gap Analysis (CONGA) 

GAIN and UNICEF 2020 has come up with Comprehensive Nutrient Gap Analysis report. 

As per the report, nutrient requirements for an infant after the first six months exceed what 

breastmilk alone can supply. Along with breastfeeding, babies should be exposed to nutrient-

dense firm, semi-solid, or soft foods at six months of age to satisfy growing nutrient 

requirements and ensure proper growth and development. Despite this, only 21% of infants 

and young children aged 6–23 months in India eat a diet that includes the required number of 

food groups, rising their risk of micronutrient deficiency and growth halting. 
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Identifying food and nutritional gaps during the complementary feeding phase is important 

for guiding strategies and services aimed at enhancing infant health and nutrition. However, 

nationally representative results for young children are typically only available for a few 

foods and are obtained infrequently. Alternative sources of information, even if of poorer 

quality, may help fill data gaps, particularly where different sources point to the same 

nutrients of concern or dietary concerns. Given the broad variety of indicators used, the 

variability of data sources and demographic patterns, and variations in the severity of related 

health effects, policy makers have no clarity about how to find and assess information to 

identify the extent and importance of nutritional gaps in infant diets. 

The researchers then used local and United States Department of Agriculture (USDA) food 

composition tables, as well as data on household food intake and food prices in India, to 

identify the most nutrient-dense, locally accessible food sources of key problem nutrients 

based on nutrient quality and local availability. The micronutrients which commonly 

deficient in diets of young children are:- 

a. Iron                                         g. Niacin  

b. Vitamin-A                              h. Iodine  

c. Zinc                                        i. Vitamin-B1  

d. Vitamin-B12                          j. Vitamin-B6  

e. Folate      k. Vitamin-C  

f. Calcium  

Findings from nationally representative and high-quality sub-national studies, grey literature, 

and journal papers on infant and young child feeding habits, micronutrient shortages, dietary 

intake, household use and spending, and food availability were analysed and summarised. 

The literature was reviewed to assess the burden of gap and the certainty of available 

evidence for 11 micronutrients typically deficient in the diets of young children.  

COMMUNITY ENGAGEMENT 

The inclusion of local health system users and community partners in all aspects of policy, 

planning, administration, and implementation of health care services is known as 

community engagement. Community participation is an important part of successful 

population health management since it ensures that programmes are tailored to the needs 

and beliefs of the community. Community participation, according to the World Health 

Organization, is "a method of building partnerships that allow people to work together to 

solve health-related problems and encourage well-being in order to achieve positive health 

effects and outcomes." 
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Improved feeding practises for infants and young children have the ability to increase child 

growth and development in India. Anganwadi Workers, who serve on the front lines of 

India's national nutrition supplementation scheme, are crucial in supporting baby and young 

child feeding activities in the city. (Chaturvedi, et al. 2014) 

The importance of community involvement in improving the nutritional diversity of children 

aged 6 to 23 months' complementary eating activities is critical. Evidence from randomised 

clinical trials conducted in and outside of India shows that using women's organisations as a 

forum for implementing health and wellness interventions is a viable strategy with particular 

requirements. (Sethi et al., 2017) 

It is a public health priority to promote balanced complementary feeding through behaviour 

change approaches. Most research undertaken around the world tended to concentrate on the 

effects of behavioral management strategies on the adequacy of complementary diets, rather 

than the timing of initiations. (Abiyu and Belachew 2020) 

UNICEF 2020 in the report on Core Commitments for children in Humanitarian 

actions discussed the eight commitments to enable improvement in nutritional status.  

For Nutrition, the revised Core Commitments for Children describe eight commitments to 

enable that: Children, adolescents, and women have access to diets, services and practices 

that improve their nutritional status in humanitarian crisis:  

 Leadership and coordination  

 Information systems and nutrition assessments  

 Prevention of stunting, wasting, micronutrient deficiencies and overweight in 

children aged under five years  

 Prevention of undernutrition, micronutrient deficiencies, and anaemia in middle 

childhood and adolescence  

 Prevention of undernutrition, micronutrient deficiencies, and anaemia in pregnant 

women and breastfeeding mothers  

 Nutrition care for wasted children  

 System strengthening for maternal and child nutrition  

 Community engagement for behaviour and social change  
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In view of the above, the present study was planned with the following Rationale and 

Objectives. 

RATIONALE  

 Regional data on CONGA is scarce and needs to be generated for planning of cost 

effective interventions to improve IYCN. 

 Poor complementary feeding practices is a cause of concern and needs to be improved 

through multiprong strategies including interpersonal counselling of Mother’s of 

young children. 

 Effective community engagement can lead to improved complementary feeding 

practices.  

 

BROAD OBJECTIVE 

 Comprehensive Nutrient Gap Analysis of children (6-23 months) and capacity 

building of frontline workers of  selected villages of Jambusar block in Bharuch 

district 

SPECIFIC OBJECTIVES 

 To assess socio- demographic profile of households of children (6-23 months)  

 To document complementary feeding practices of children (6-23 months)  

 To document the utilization of services of Annaprasan diwas under ICDS programme  

by the mothers of  children(6-23 months) 

 To document the compliance of Balshakti supplied under ICDS programme. 

 To calculate the CONGA for selected macro and micro nutrients based on ICMR 

RDA 2020. 

 To strengthen the capacity of front line workers (AWWs, ASHAs and aarogya sathis 

of NGO) for effective counselling on age appropriate complementary feeding 

practices. 

 To assess knowledge of FLWs on complementary feeding before and after trainings. 

 To collect feedback from FLWs regarding change in complementary feeding practices 

if any at community level after counselling by them. 



 

 

 

 

 

Review of 

Literature 
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REVIEW OF LITERATURE 

 

Breastfeeding and infant and young child feeding practises that are optimal are vital to a child's 

life, wellness, nutrition, and development. India has made improvements in early breastfeeding 

within the first hour after birth and exclusive breastfeeding from birth to six months. However, 

complementary feeding is often delayed and insufficient in both quality and quantity. (Arun 

Gupta and Neelima Thakur, 2018) 

Identifying and interpreting dietary nutrient gaps is critical for improving inadequate diets and 

reducing malnutrition. Evidence of the burden of nutritional deficiencies and insufficient 

nutrient intake or availability exists in many countries, but it is often misinterpreted or 

underutilised in decision making. There is no clear guidance about how to synthesise and analyse 

the relevant data, which comes in a variety of types. To address this analytical void, the 

Comprehensive Nutrient Gap Assessment approach was developed, which allows the use of 

established evidence to determine the public health importance of nutrient gaps and identify 

evidence gaps. (Beal et. al. 2021) 

The focus of this chapter is on the available literature in relation to complementary feeding 

practises in children aged 6-23 months and identifying dietary gaps in selected villages of 

Jambusar block in Bharuch district.  

The broad objective of the present study is Comprehensive Nutrient Gap Analysis of children (6-

23 months) and capacity building of frontline workers of selected villages of Jambusar block in 

Bharuch district. 

The literature is compiled under the following subtitles: 

1. Knowledge and practices about complementary feeding practices 

2. Dietary Practices of children 6-23 months  

3. The magnitude of undernutrition among children 6-23 months 

4. Capacity building of functionaries and its impact on IYCN practices 

5. Nutrient Gap during complementary feeding phase 
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KNOWLEDGE AND PRACTICES ABOUT COMPLEMENTARY FEEDING 

PRACTICES 

Global scenario 

A cross-sectional community study was carried out in Ethiopia in 2017. According to the 

findings of this report, 104 (40%) of mothers/caretakers had overall awareness and practises of 

complementary feeding, while 156 (60%) did not initiate complementary feeding on time. More 

than half of the caregivers or mothers in the study area did not start complementary feeding on 

time; the key explanation for this was a lack of expertise and a perception of insufficient breast 

milk production. A high proportion of children aged 6-23 months did not receive the minimum 

dietary diversity recommended by the World Health Organization. Furthermore, the intake of 

animal source foods, vitamin A-rich fruits and vegetables, and other fruits and vegetables was 

low among the children interviewed. (Neme K, et al. 2017) 

Yonas et al. in 2015 conducted a community based cross sectional study in Ethiopia. Out of a 

total of 417 respondents, 338 (81.1%) had adequate knowledge of IYCFPs, while 79 (18.9%) 

had insufficient knowledge. As according IYCF indicators, 283 (67.9%) of children under the 

age of 24 months were fed incorrectly, while 134 (32.1%) were fed correctly. The study found 

that inappropriate IYCF practices was common in the study region. The study revealed that a 

large number of mothers gave pre-lacteal feeding, discarded colostrum, and used a nipple bottle 

for feeding. 

A study was conducted in 2014 in rural areas of Moramanga and Morondava districts in 

Madagascar, by Rakotonirainy NH et al. to assess the dietary diversity among children of 6-

59 months. The diet data gathered was used to create multiple WHO-based dietary practise 

indicators for children aged 6 to 23 months. The results showed, early breastfeeding initiation 

(within 1 hour of birth) was prevalent in Moramanga at 53.5%.  Within one hour of birth, 

approximately 24.0% of children in Morondava were breastfed. Breastfeeding up to the age of 

12 months was very common in both study sites: 98.5 % of Moramanga children and 87.6 % of 

Morondava children were already breastfed on the day before the survey. Overall, nearly half of 

the children in both sites had an adequate minimum diet. Children aged 12 to 17 months had the 

highest proportion: 65.1 % in Moramanga and 47.8 % in Morondava. It began to decline at the 

age of 18 months. The drop was most noticeable in Morondava, where only 24.8 % of 
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children aged 18–23 months had an adequate minimum diet. Iron-rich foods were consumed by 

48.1 % of Moramanga children and 57.3 % of Morondava children. Children between the ages 

of 12 and 17 months ate the most iron-rich foods, 54.7 % in Moramanga and 63.5 % in 

Morondava. Morondava had a higher proportion of children who ate iron-rich foods than 

Moramanga. 

Aguayo in 2015 conducted the survey and study evidence available to describe existing 

complementary feeding practises for children aged 6–23 months in South Asia, as well as the 

efficacy of IEC approaches aimed at improving complementary feeding in this age group. The 

results revealed that South Asian complementary feeding activities are far from optimal. Less than 

3 in 5 infants (57.4 %) aged 6–8 months are fed soft, semisolid, or solid foods, meaning that at 

least 2/5 of children begin complementary feeding late. Furthermore, fewer than half of children 

aged 6–23 months are fed on a daily basis at a minimum frequency, and only around one-third are 

fed diets that reach a minimum diet diversity. Complementary foods for children aged 6–23 

months are predominantly cereal based diets that lack the necessary growth promoting nutrients 

offered by fruits and vegetables (only one in every three children aged 6–23 months is fed fruits 

and vegetables) and foods of animal origin (less than one in every five children is fed meat, fish, 

poultry, and/or eggs). 

 

Domestic scenario 

In a cross-sectional analysis by Karmee et al. in 2017 with mixed methodology (quantitative 

approach augmented by qualitative method in-depth interview) was conducted with 374 

respondents. In this research, infant and young child feeding practises were found to be 

suboptimal. Almost half of the respondents demonstrated insufficient and improper IYCF 

practices. 

In a regional analysis by Dhami et al. in 2019, the findings revealed a large variation in the 

prevalence of introduction of solid, semi-solid, or soft foods (complementary foods) among 

infants aged 6–8 months in regional India, with the South (61%) having the highest prevalence 

and the Central and Northern regions having the lowest (38%). Similarly, the South had the 

highest minimum dietary diversity (MDD) and the lowest in the Central region (12 %). 
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Minimum meal frequency (MMF) and minimum suitable diet (MAD) differed significantly 

across regions. The factors associated with complementary feeding practises varied across 

Indian regions as well. Higher household wealth index for the implementation of complementary 

foods in the North and Eastern India; higher maternal education for MMF and MDD in the North 

and Central regions were significant modifiable factors associated with complementary feeding 

practises. Improving complementary feeding practises in India will necessitate national and sub-

national efforts that targeted vulnerable mothers, such as those with no schooling and few health-

care contacts. 

A research was carried out in selected blocks from three tribal districts of Maharashtra: 

Amravati, Gadchiroli, and Nandurbar. According to the findings of this report, the majority of 

children (65%) were introduced to top feeding between the ages of six and seven months, which 

is the recommended age for top feeding initiation. Though delayed top feeding was observed in 

one-fifth of the cases (20%). Delayed top feeding initiation was found to be mostly correlated 

with mothers' own values, myths, and, in some cases, child illness, child refusal to eat, and 

mothers' lack of awareness about top feeding initiation. According to WHO and UNICEF 

indices, only 13.3 % of children were fed the recommended amount of times. Fruits were 

completely absent from the diet. Instead, more than half of the children were given fast food, 

while 14 were given tea. The overall picture showed that, although the majority of mothers were 

ignorant of proper feeding practises for meeting the nutritional needs of their children. Top 

feeding strategies were discovered to be inadequate in terms of underfeeding and a lack of a 

nutritionally healthy diet in the children surveyed. (Marathe and Yakkundi, 2017) 

In an urban environment, Sabreena, et al. in 2019 conducted a cross-sectional analysis of 

complementary feeding practises among mothers with children aged six months to two years. 

This research was carried out to assess mothers' awareness of complementary feeding, to 

examine complementary feeding practises, and to identify the factors affecting the 

inappropriateness of complementary feeding. The study found that while the majority of mothers 

were well-versed in breast feeding and complementary feeding, the optimal activities they 

practised were found to be very low. 
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Regional data 

In 2017, Gandhi and Patni conducted research in the rural blocks of Vadodara, where 72% of 

lactating mothers reported the correct age for starting complementary feeding. According to the 

author, more than 80% of the mothers continued breastfeeding as well as complementary 

feeding. 49% of children were fed half a cup at a time, and 38% of children ate three to four 

times a day. 64 percent of mothers practised hand-washing before preparing food, 44% of 

mothers washed their hands after cleaning their child's faeces, and 50% of mothers washed their 

hands before feeding the child. 

A cross-sectional study was carried out among 250 mothers from Vadodara's Waghodiya Taluka 

who had at least one child under the age of two. According to the mothers, the most common 

reasons for implementing complementary food were "inadequate breast milk" and "poor child 

development." Cow's milk emerged as the most common food item to begin complementary 

feeding. Just 21.2 percent of mothers followed the ideal mix of food products for complementary 

feeding.  A total of 58% of mothers fed their children less than times per day. When mothers 

were questioned about hygiene maintenance, the most popular response (33%) was clean 

vegetables, followed by clean kitchen (27 %). A total of 95% of mothers agreed to continue 

breast-feeding if they had a fever, and 91% agreed to continue breast-feeding if their infant had 

a fever. (Trivedi et al. 2015)  
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DIETARY PRACTICES OF CHILDREN 6-23 MONTHS 

 

UNICEF 2019 has summarised various indicators on Infant and young child feeding practices at 

global level which is presented in figure 2.1. It can be interpreted that globally, exclusive 

breastfeeding and continuation of breastfeeding till 2 years is better in urban areas as compared to 

rural. However, Minimum acceptable diet is much lower in rural as compared to urban areas.  

Figure 2.1-Inequalities in infant and young child feeding indicators by urban–rural location, sex, 

wealth and maternal education 

 

Source:- UNICEF 2019 



Page | 16  

 

Global scenario 

In 2016, a community-based cross-sectional analysis was conducted in rural Aleta Wondo. To 

recruit 502 children aged 6–23 months, multistage sampling was used. DD was determined by 

asking the mother if the index child had obtained food from the regular seven food groups the day 

before. According to the study's findings, children aged 6–8 months were served solid, semisolid, 

or soft foods less than half of the time (41.5% of the time). Between one and two years, a significant 

proportion of children (81.7%) continued breastfeeding (68.9%). Just 13.6 percent of infants and 

young children received iron-rich or iron-fortified foods. Vast majority (89.2%) of children aged 

6–23 months were breastfeeding at the required age. The mean (SD) DDS of the children the day 

before was 2.5 (0.9), and only a small proportion met the DD minimum requirement. The most 

widely consumed food groups were grains, roots, and tubers (89.0%) and milk and milk products 

(72.5%). Likewise, eggs (21.5%), vitamin A-rich fruits and vegetables (21.5%), legumes (17.1%), 

other fruits and vegetables (11.8%), and flesh foods (3.4%) were less commonly eaten. More than 

three-fourth (77.9%) of the children consumed solid, semisolid, or soft foods the minimum 

recommended number of times or more the day before. Less than one-tenth (8.6 percent) of the 

children met the minimum adequate diet- a combination of minimum DD and minimum meal 

frequency. (Karisa Dafursa and Samson Gebremedhin, 2019) 

In 2018, Stratified random sampling was used in Indonesia by Aripin Ahmad et al. to select 392 

children aged 6-23 months for a cross-sectional analysis. Interviews were used to gather socio-

demographic information. Interviews and the repeated 24-hour food recall tool were used to obtain 

CF habits, which included the timely implementation of CF, the minimum meal frequency, dietary 

diversity and the minimum acceptable diet, and the intake of foods high in proteins and vitamin 

A. According to the findings, 39 percent were exclusively breastfed, 61 percent received sustained 

breastfeeding, and 50 percent were introduced to Complementary Food on time. Minimum meal 

frequency was met by 74% of subjects, but dietary diversity and minimum acceptable diet were 

only met by 50% and 40% of the children, respectively. 

In 2016, a health facility-based cross-sectional study was conducted by Solomon et al.  in Addis 

Abeba's three sub-cities. The 352 study participants or mothers with children aged 6–23 months 

were sampled using a multi-stage sampling technique. The dietary diversity measured using a 24-

hour recall procedure revealed that 59.9 % (95 % CI: 54.7–65.3) of the children had received the 
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minimum dietary diversity. Grain, roots, and tubers were the most commonly consumed food items 

24 hours before the survey, consumed by 326 (92.6 %) of the children, followed by dairy products 

(249). (70.7%). However, the consumption of flesh food or organ meat was low; only 54 (15.3 %) 

of the total children consumed flesh food. The intake of minimum dietary diversity was found to 

be high among children aged 6 to 23 months in this study. Even though this study showed a better 

outcome, further effort is needed to meet the recommended minimum dietary diversity intake for 

all children aged 6 to 23 months.  

Taha et al. conducted a cross-sectional analysis in 2020 which revealed Three-quarters of the 

children (72.2%) were first exposed to Complemenatary Feeding between the ages of 6 and 9 

months. The majority (71.4 %) consumed four food groups, which corresponds to the 

recommended minimum diet diversity. In total, less than half (47.3 %) of the children met the 

minimum meal frequency standards, with non-breastfed children aged 6–23 months being the least 

compliant (21.9 % ) (p 0.001). Sugary snacks were provided to a large number of children. In total, 

36.2 % of children aged 6 months had a minimum acceptable diet.  

A stratified multistage sampling protocol was used to sample 433 children aged 6–24 months in 

this cross-sectional analysis conducted in southwest Ethiopia in 2019. Demographic, 

socioeconomic, and dietary data were collected using a semi-structured questionnaire. A 24-hour 

dietary recall was used to calculate the dietary diversity score. In the research area for infant and 

young child-feeding practises The majority of the children (88.9 %) were exclusively breastfed, 

and 75.6 % were breastfed up to the age of two years. Both early and late introduction of 

complementary food was widely practised in the study region, but the majority (82.9 % ) of 

mothers began giving complementary food to their children only at 6 months. The majority of the 

children (83.9%) did not receive the minimum dietary diversity. Dietary diversity was found to be 

higher in children aged 12–24 months, whose birth order was first, and whose parents were 

formally educated. (Forsido et al. 2019) 

Domestic scenario 

Chaudhary, et al. conducted a community based cross-sectional study of children aged 6–36 

months in Ahmedabad's urban slums of Girdharnagar ward in  2015. According to the findings 

Breastfeeding was started in just 38.3 % children within 1 hour, 28.6 % within 24 hours, and 

33% after 24 hours. 54.8 % of children were given colostrum, and 60.5 % were given prelacteal 
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feeds. Just 19.1 % of the children were breastfed for two years or more, 35.6 % for six to twelve 

months, 30.4 % for twelve to twenty-three months, 14.3 % for six months or less, and 26.2 % were 

bottlefed. In 64.3 % of the children, meal frequency was adequate.  15.7% of the children received 

dietary diversity from more than four food groups. 

In 2018, Srivasatava G et al. conducted a 6-month hospital-based cross-sectional prospective 

analysis at a referral treatment centre in Lucknow, India. Results showed in 95 % of non-breast-

fed infants, adequate milk feed frequency was observed. It was 100 % in the 18-24 month age 

group. It was discovered that 69 % of children began complementary feeding on time. The 

minimum meal frequency in breastfed and non-breastfed children was 60% and 69%, respectively, 

and the minimum dietary diversity was 60% for all age groups. The CFI (Complementary Feeding 

Index) was seen to be low in 32%, medium in 61% and high only in 7% children. In the group in 

which complementary feeding was just started i.e. in the age group of (6 months to 11 months) the 

CFI score was low only in 11% but in the 18-23-month group it was low in 57%. 

A cross-sectional community-based study was conducted by Sandhya Rani Javalkar in 2019 

among mothers with children in Mangalore Taluka, Karnataka. Data was gathered through 

personal interviews with 408 mothers using a predesigned and pretested questionnaire. In both 

urban and rural areas, indicators such as exclusive breast feeding under 6 months (47.8 % in urban 

and 45.6 % in rural), introduction of solid and semisolid foods (90.0 % in rural and 92.0 % in 

urban), and minimum meal frequency (83.3 % rural and 81.9 % urban) were remarkably similar. 

Early breast feeding initiation (50 % in rural and 42.8 % in urban), and continued breast feeding 

(60.4 % in rural and 50.7 % in urban) were higher in rural areas than in urban areas. In both regions, 

indicators such as minimum dietary diversity (21.3 % in rural and 37 % in urban) and minimum 

acceptable diet (20% in rural and 31.9 % in urban) were low. 

The most recent nationally representative, cross-sectional data from the National Family Health 

Survey (NFHS-4, 2015–16) was used for analysis of 73,852–74,038 children aged 6–23 months. 

Consumption of 21 food items, seven food groups, and Adequately Diversified Dietary intake 

(ADDI) was collected through mother’s 24-h dietary recall. Overall, the mean dietary diversity 

score was low (2.26; 95% CI:2.24 2.27) and the prevalence of ADDI was only 23%. Interventions 

designed to improve food consumption and diversified dietary intake among Indian children need 
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to be universal in their targeting given the overall high prevalence of inadequate dietary diversity 

and the relatively small differentials by SES. (S. Agrawal et al. 2019) 

 

   Regional data  

A descriptive cross-sectional research on 300 eligible mothers with children aged 0–23 months 

in Dabhoda, Gujarat, revealed that all mothers of children aged 12–23 months continued breast-

feeding up to 2 years. At six months, 59.8 % children began complementary feeding. Just 28.3 

% of children were fed from four or more food groups (MDD), 95.6 % had an minimum meal 

frequency (MMF), and 28.3 percent had a minimum acceptable diet (MAD). (Chandwani et 

al., 2015) 

A community-based mixed-method study has been carried out among 253 children aged 6-23 

months in the Narmada -aspirational district of Gujarat. Dietary practices of enrolled children were 

elicited through a one-day 24-hour recall method. There were a total of 253 young children 

participating in the study, 38.3 % of whom were fed from more than four food groups, 68.1 % of 

whom had a minimum meal frequency, and 30.6 % of whom had a Minimum Acceptable Diet 

(MAD). According to the report, grains, roots, and tubers contributed the most (84%) to the highest 

inclusion of food group in complementary foods. Non-dairy animal source foods were the least 

inculcated in complementary foods, followed by less than half of other fruits and vegetables. 

Dietary habits of infants and young children aged 6-23 months were discovered to be deplorable. 

(Gandhi and Mehta, 2021) 
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THE MAGNITUDE OF MALNUTRITION AMONG CHILDREN 6-23 MONTHS 

 

Global program towards the global nutrition targets 2025 is presented in figure 2.2. It can be 

seen that exclusive breastfeeding rates as per 2018 is 42% and we need to achieve 50% by 2025. 

Figure 2.2-Global progress towards the 2025 global nutrition targets 

 

 

Source:- Global nutrition report 2020 
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  Global scenario 

In Indonesia, Ahmad et al. (2018) conducted formative research. A cross-sectional research 

involving 392 children aged 6 to 23 months was conducted. They reported the percentage of 

children that were underweight (26.3 %), wasting (22.5 %), and stunted (22.5 %) (27.8 % ). 

Underweight and stunting were more prevalent among boys aged 12-23 months, while wasting 

was more prevalent among females aged 6-11 months. 

Abera et al., 2019 gathered cross-sectional data from 1,525 children ages 6–23 months. In the 

study, child undernutrition was classified as MUAC -2 z-score, with MUAC -3 z-score defining 

severe undernutrition. According to the findings, the burden of undernutrition in northern Ethiopia 

was 13.7%, with 43 children suffering from severe malnutrition. According to the study's findings, 

male children bear a greater burden of malnutrition than female children. The authors came to the 

conclusion that males' mean MUACZ score values were consistently lower than girls' across all 

age categories. 

White et al. in 2017 represented that inadequate amounts and consistency of complementary 

foods, as well as poor eating practises, endanger children's health and nutrition. Interventions to 

enhance complementary feeding are vital to reducing all types of malnutrition, and having access 

to data to determine the status of complementary feeding activities is critical for efforts to improve 

feeding behaviours. The complementary feeding cycle is a window of opportunity for preventing 

all types of malnutrition, including stunting, wasting, being overweight, and being obese. 

Children's first foods and feeding experiences are important not just for their immediate survival 

but also for their long-term potential. 

In 2014/15, a community-based cross-sectional research was conducted in Eskezyiaw Agedew 

and Tefera Chane among 562 women with children aged 6 to 23 months in Kemba area. Out of 

562 questioned mothers-child pairs, 18.7 %, 95% CI (15.6–22.1), and 25.8 %, 95 % CI (20.8–31.4) 

boys and 12.5 %, 95 % CI (8.5–16.0) girls had chronic undernutrition. The prevalence of mild 

stunting was 10.4 %, with a 95% CI of 7.9–12.9. There was moderate chronic undernutrition 

among all boys (14.4 %; 95% CI (10.2–18.6) and moderate chronic undernutrition among all girls 

(6.8 %; 95% CI (3.9–9.7). The prevalence of severe stunting (HAZ 3 Z-score) was 8.4 %, with a 

95 % CI (6.1–10.7). Boys were more affected than girls in the overall scenario. The number of 

stunted boys was greater than the number of stunted girls. 
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Mutuku J. N. et al. carried out a research to establish the impact of maternal knowledge on child 

feeding and complementary practises on the nutritional health of children aged 6-23 months in a 

Kenyan pastoral community. According to the findings, almost one-fifth of the children (21.8%) 

were wasted, with more boys (25.5%) being wasted than girls (17.4 %). Overall, 26.0 percent of 

the children were stunted, with boys being stunted at a greater rate (31.8%) than girls (17.4%). A 

similar pattern was seen for underweight children, with 25.5 %, 29.1% of boys and 21.0% of girls 

being underweight. 

Domestic scenario 

In this prospective cross-sectional research conducted by Srivasatava G et al. over the course of 

six months, 256 mothers were surveyed at a referral care centre in Lucknow. The following WHO 

anthropometric nutritional status indices were calculated: weight-for-age, length-for-age, and 

weight-for-length, all represented in standard deviation (SD) units (z-scores). In the sample, 24% 

of the children were stunted (length for age LAZ -2SD), 38% were underweight (weight for age 

WAZ -2SD), and 35% were wasting (weight for length WLZ -2SD). 

Ahmad I et al. conducted a research which was a cross-sectional community-based investigation. 

It was conducted on enrolled families from the Urban Health Training Centre and Rural Health 

Training Centre, Department of Community Medicine. In the research study, the prevalence of 

stunting was 45.7 % (95% CI - 40.1%, 51.1% ); moderate stunting was 33.7% (95% CI - 28.8%, 

39% ); and severe stunting was 12% (95% CI - 8.8% , 16%). The prevalence of stunting was 

shown to be substantially related to dietary diversification (OR - 0.17, 95% CI - 0.10–0.29).  

According to the study, dietary diversification is a strong predictor of stunting. To reduce the 

burden of stunting among new borns and young children, measures targeted at enhancing dietary 

diversity should be implemented. 

Regional data  

A cross-sectional study was carried out in the city of Vadodara. A total of 514 children were 

enrolled in the study, and mothers were interviewed about their family background, breastfeeding 

and complementary feeding practises, including commonly and traditionally consumed 

complementary foods, immunisation, morbidity profile, anthropometric and dietary parameters for 

their children. The prevalence of underweight was 32.3%, stunting was 40.2%, and wasting was 
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24.7%. Malnutrition was substantially more prevalent in the ICDS setting. Poor dietary diversity 

in complementary foods was seen in children from poorer socioeconomic backgrounds, increasing 

their risks of being malnourished. (Kantawala S. and Shah E. 2019) 

From July to October 2015, Chaudhary et al. performed a cross-sectional research in 

Ahmedabad's Girdharnagar ward. Anthropometric measures were performed as needed, and 

nutritional indicators were computed. Almost 65.2 % of the children were stunted, 43.3 % were 

underweight, and 11.9% were wasted.  

A community-based mixed-method study was conducted on 253 children aged 6-23 months in the 

Narmada District, one of Gujarat's aspirational districts. Data on the District profile, Block profile, 

Village profile, and Socio-Economic Status of enrolled children's households were acquired. 

Young children's height, weight, MUAC, and nutritional information. According to the findings, 

the prevalence of stunting in young children was 44.1 %, wasting was 21.1 % with less weight for 

height, and 33.9 % of children were underweight. (Gandhi and Mehta, 2021) 

 

CAPACITY BUILDING OF FUNCTIONARIES AND ITS IMPACT IN IYCN 

PRACTICES 

 

  Global scenario 

A study by Sanghvi et al. (2017) discussed about how to design and administer behaviour 

modification interventions to improve complementary feeding habits. Bangladesh, Malawi, Peru, 

and Zambia were the four initiatives that matched the selection criterion of scale and demonstrable 

benefits. They looked for similarities and contrasts in the design and execution of social and 

behavioural change methods, as well as the usage of programme delivery platforms, problems 

faced, and lessons learned. All four programmes reported increases in dietary diversity as a result 

of their different strategies. The study's findings suggest that complementary feeding practises, 

particularly dietary diversity, can be rapidly improved in a variety of settings using existing 

programme platforms if interventions focus on specific barriers to food access and use effective 

strategies to encourage caregivers to prepare and feed appropriate foods.  
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Domestic scenario 

A cluster-randomized study in Andhra Pradesh found that improving macronutrient consumption 

in both intervention groups without providing additional supplemental meals enhanced 

macronutrient intake, although micronutrient deficits persisted. It was also demonstrated that 

community-based educational programmes can improve dietary consumption. (S.Vazir et al. 

2013) 

Mukherjee A, et al., conducted a community based cross sectional study in Durgapur, West 

Bengal, India, between December 2016 and January 2017 among 216 people using a dietary 

diversity questionnaire in rural and urban field practise areas. The study indicated that a dietary 

variety awareness campaign should be created to educate individuals about the importance of 

dietary diversity. Optimum nutrition is required from infancy onwards for proper growth and 

development. Increasing the diversity of meals and food types in the diet aids in ensuring optimal 

nutritional intake. 

A research study was conducted where exploratory mix-methods approach was used to investigate 

coverage of women's nutrition services between July 2014 and March 2015. A capacity assessment 

tool was created to map all sorts of community collectives and evaluate their knowledge, 

institutional, and programme ability as a sponsored stakeholder for delivering women's nutrition 

services/behavior promotion. The results showed Women Self-Help Groups can become direct 

grantees for expanding the reach of women's nutrition initiatives in these tribal districts/pockets if 

they are trained and monitored properly. (Sethi et al. 2017) 

K. Mallikharjuna Rao, et al., 2010 (9 states of India) in their study highlighted the need for 

necessary steps for more community participation in various developmental programmes for 

removal of poverty and improve literacy rate among females. The study also concluded that Health 

and Nutrition Education has to be strengthened through department of health and ICDS, to 

bring awareness and behavioral change for better health and nutrition practices to improve the 

nutritional status of mother and child.  
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Regional data  

Gandhi and Shah 2020 through her review paper revealed that there is a decreasing trend in the 

incidence of undernutrition and anaemia in children, as well as an improvement in the status of 

IYCN practises in Gujarat. Concerns arise about its speed, since we need to meet new Rashtriya 

Poshan Abhiyan objectives by 2022. The report emphasises the importance of state-specific 

successful implementation and use of key government programmes, as well as community 

engagement, in order to meet the aims of the Rashtriya Poshan Abhiyan and the SDGs in general. 

Infant and young child feeding practises that are improved have the potential to improve child 

growth and development outcomes in India. A Chaturvedi et al., carried out a research to examine 

Anganwadi Workers' knowledge of infants and young child feeding practises, as well as their 

capacity to counsel and encourage caregivers on these practises. The evaluation results revealed 

that Anganwadi Workers knew more about infant and young child feeding practises such as 

breastfeeding initiation, pre-lacteal feeding and colostrum, age of introduction of complementary 

foods, portion size, and feeding frequency than domains that appeared to have a direct bearing on 

practises. There was a significant gap between Anganwadi Workers' knowledge and their ability 

to use it in official counselling sessions with caregivers. During counselling, there was a general 

lack of empathy with caregivers, a disregard for taking children's feeding histories, poor active 

listening skills, and an inability to deliver need-based suggestions. To summarise, a paradigm shift 

in training is essential to enable greater engagement between Anganwadi Workers and caregivers 

on baby and young child feeding practises, with communication processes and counselling skills 

being fundamental to the training. 

Gandhi and Rathi (2018) conducted a study in urban Vadodara with the overarching goal of 

engaging community and grassroot level functionaries to deliver key nutrition and dietary 

interventions to improve knowledge, practises for optimising weight through improved home diet, 

and utilisation of available public health services by unmarried adolescent girls aged 15 to 19 

years. This is one of the few studies that investigates the feasibility of a community engagement 

method utilising Mahila Aarogya Samiti members in urban slum areas in delivering essential 

nutrition/health messages to unmarried teenage girls. The findings indicate that it may offer a 

feasible solution if further efforts by authorities such as frequent orientation, supportive 

monitoring, and recognition of functionaries with incentives are explored. 
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NUTRIENT GAP DURING COMPLEMENTARY FEEDING PHASE 

 

Global scenario 

 

Identifying and understanding dietary nutritional gaps is critical for improving poor diets and 

lowering malnutrition. In many nations, evidence demonstrating the impact of dietary deficiencies 

and inadequate nutrient intake or availability exists, yet it is frequently misconstrued or 

underutilised in decision making. Insight into nutrient gaps and evidence gaps is critical for making 

suggestions on how to enhance diets and consequently a population's nutritional status. Evidence 

indicating the burden of dietary deficiencies or inadequate nutrient intake or availability is widely 

available in nations, but it is frequently misconstrued or underutilised in decision-making. The 

CONGA offers a systematic strategy to using this information to help decision makers understand 

what policies, initiatives, and research are needed to improve diets. Furthermore, CONGA data 

may be utilised to feed subsequent analyses to investigate the root reasons of nutrition gaps, such 

as a lack of availability, accessibility, price, attractiveness, or understanding of healthy foods rich 

in critical nutrients. (Ty Beal et al. 2021) 

Micronutrient deficiency is a major cause of illness and death in millions of South Asian children. 

Understanding the individual micronutrients deficient in the diet during the supplementary feeding 

phase is critical for correcting undernutrition induced by poor diets. A Comprehensive Nutrient 

Gap Assessment was performed to synthesis varied data, evaluate the public health importance of 

complementary-feeding micronutrient shortages, and identify evidence gaps in eight South Asian 

nations. There were significant iron, zinc, vitamin A, folate, vitamin B12, and, to a lesser extent, 

calcium and vitamin C deficiencies throughout the region. Liver, tiny fish, eggs, ruminant meat, 

and dark leafy greens are the most nutrient-dense whole-food sources of these micronutrients. 

Some nations require investment to obtain data on micronutrient biomarkers and dietary intakes. 

A food systems strategy is required to improve child diets and reduce malnutrition, which impacts 

millions of children, their prospects, and society as a whole across South Asia and beyond. (Ty 

Beal et al. 2021) 
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Breast-fed infants and young children require complementary foods with a high nutritional density 

(especially iron and zinc), especially between the ages of 6 and 12 months. Low-income 

countries, diets, on the other hand, are typically dominated by cereal-based porridges with low 

nutritional density and poor mineral bioavailability. Complementary feeding diets are frequently 

deficient in iron and zinc, as well as other minerals. These nutritional adequacy gaps in baby meals 

are thought to have been a feature of human diets since the agricultural revolution 10,000 years 

ago. Estimates of nutrient intakes prior to that point, based on hypothetical diets of pre-agricultural 

humans, suggest that infants had much higher intakes of essential nutrients than is true today, and 

would have been able to meet their nutrient needs from a combination of breast milk and pre-

masticated foods provided by their mothers. In modern times, strategies for ensuring appropriate 

nutrition for newborns and early children must confront the difficulty of satisfying nutritional 

demands from mostly cereal-based diets. (Kathryn G. Dewey. 2013) 

Dewey and vitta, in 2014 obtained that children under the age of two have a high nutritional 

requirement to sustain growth and development.Since breastfed infants normally eat only a limited 

amount of food other than breastmilk, complementary foods must be extremely nutrient dense.In 

fact, cereal-based porridges with low nutrient density dominate infant diets in low-income 

populations.The presence of phytate in grains and legumes exacerbates the problem by reducing 

iron, zinc, calcium, and phosphorus absorption.Most complementary food diets would be deficient 

in iron and zinc unless excessive quantities of animal-source foods are consumed on a regular 

basis. 

Chessa K. Lutter and Juan A. Rivera's 2020 studied on suggested breast-feeding and 

complementary feeding habits, as well as access to the proper quality and quantity of meals, are 

critical components of good nutrition for infants and young children aged 6 to 24 months. In 

Bangladesh, Ghana, Guatemala, Mexico, and Peru, complementary food diets are lacking in iron, 

zinc, and vitamin B-6. Iron deficiency is consistent with the high frequency of anaemia found in 

this age range. The adequacy of observed calcium, vitamin A, thiamin, folate, and vitamin C 

intakes is determined by the age range under consideration and the set of needs utilised in the 

evaluation.  

In 2020, Jabri et al. performed a research to investigate the nutritional intakes and complementary 

feeding practises of children aged 6–24 months of Bangladeshi ancestry residing in Tower 
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Hamlets, London, and to explore the feasibility of a larger, population-representative research. The 

findings revealed that the average protein consumption (39.7 g/day, SD 18.2) was greater than 

RNIs for all age groups (P = 0.001). Vitamin D consumption was lower than recommended (P = 

0.006) in the 12–24-month age group. Zinc consumption was lower than recommended for 

children aged 10–12 months (P = 0.028). Iron and zinc intakes were lower than recommended for 

the 6–9-month combined age group (P = 0.021 and P = 0.002, respectively). Initial findings 

suggested that children of Bangladeshi ancestry may not be reaching nutritional requirements; 

consequently, a future intervention targeted to the needs of the Bangladeshi community may be 

necessary to enhance parts of complementary feeding habits and nutritional status. 

The researchers Kavian et al., analysed data from mothers and infants who took part in the 

NOURISH and South Australian Infant Dietary Intake (SAIDI) trials. Anthropometric data, 

newborn feeding methods, and three days' worth of infant food intake data were gathered at birth 

and again when the infants were 4-8 months old. Usual energy intakes were higher than estimated 

needs for babies aged 4–6 months (2764 kJ vs. 2505 kJ) and 6–8 months (2857 kJ vs. 2601 kJ), as 

were mean protein intakes for babies aged 4–6 months (14 g vs. 10 g) and 6–8 months (2857 kJ 

vs. 2601 kJ) (18 g vs. 14 g). Infants who were formula-fed solely or mixed-fed had greater 

carbohydrate and protein consumption than infants who were entirely breastfed. Increased protein 

consumption may lead to fast weight gain in this population. These findings are critical in 

understanding the impact of early diet on later health and weight status.  

Abeshu et al. review suggestions shows Breastfeeding gives the best nutrition for the first six 

months of life. When breast milk is no longer adequate on its own, complementary feeding begins, 

with a target age of 6–23 months. With age, the nutritional gap between what is required and what 

is received from breast milk widens. At 6–8, 9–11, and 12–23 months, complementary foods are 

anticipated to provide 200, 300, and 550 kcal per day, respectively. Furthermore, the 

complementary foods must contain significant amounts of micronutrients such as iron, zinc, 

phosphorus, magnesium, calcium, and vitamin B6. In many regions of the underdeveloped world, 

complementary feeding remains a barrier to proper nutrition in children. 

Feyisa et al., conducted a research to assess the sufficiency of calorie and micronutrient intake 

from complementary foods in children aged 6–23 months, as well as to define current feeding 

practises in Southern Ethiopia. From February to March 2016, a community-based cross-sectional 
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investigation was undertaken. 190 mothers/primary caregivers of children aged 6–23 months were 

recruited using simple random selection. A repeated interactive multiple-pass 24-hour recall 

survey was utilised to measure children's food and nutrient consumption. Animal sources, fruits, 

and vegetables were scarce in complementary foods. The majority of children (94.7 %) ingest 

grains, roots, and tubers. 71 (37.8 %) of children ingest vitamin A-rich fruits and vegetables. Iron-

fortified foods are consumed by a very small percentage of children (1.6 %). The anticipated 

demand from complementary foods is exceeded by the median protein consumption. Except for 

vitamin B2 and B6, children aged 9–23 months consumed less calories and micronutrients than 

recommended by the World Health Organization (WHO). 

N. F. Butte et al. conducted a cross-sectional study of a nationwide random sample of US children 

aged birth to 47 months. A telephone-administered, multiple-pass 24-hour dietary recall was used 

to determine usual nutritional intakes from meals, drinks, and supplements. Typical nutritional 

intakes met or surpassed energy and protein needs while posing no danger of vitamin and mineral 

deficiency. Except for iron and zinc in a small sample of older infants and vitamin E and potassium 

in toddlers and preschoolers, the normal intakes of antioxidants, B vitamins, bone-related minerals, 

and other micronutrients were adequate compared to the Adequate Intakes or Estimated Average 

Requirements.  

Fisher et al. investigated the accuracy of infant and toddler energy intakes using a single, 

telephone-administered, multiple-pass 24-h recall vs 3-d weighed food records. Intakes based on 

three-dimensional weighted food records were within 5% of predicted energy requirements. The 

24-h recall overestimated energy intake by 13% among infants (740 ± 154 and 833 ± 255 kcal, 

respectively) and by 29% among toddlers (885 ± 197 and 1140 ± 299 kcal, respectively) as 

compared to the 3-d weighed food records. Macronutrient and micronutrient intakes were greater 

with 24-hour recall than with a 3-day weighted food record. Dairy and grains provided the greatest 

energy to the diet, accounting for 74% and 54% of the overestimation in infants and toddlers, 

respectively. 

Forsido et al. conducted a cross-sectional investigation which showed  Only 16.1% of children 

receive the recommended amount of dietary diversity. Cereals and grains (68.8 % ), discretionary 

calories (53.6%), protein-rich meals (44.6%), oils and fat (40.5 % ), vegetables (38.5%), dairy 

products (17.9 % ), and fruits were reported to be provided to the children (28.1%). Total 
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carbohydrate, crude fat, protein, energy content, calcium, zinc, and iron content ranged from 4.3–

24.4%, 0.9–8.5 %, 8.2–11.9%, 27.9–162.6 Kcal/100 g, 168.4–250.4 mg/100 g, 1.8–4.1 mg/100 g, 

and 22.5–42.4 mg/100 g, respectively. All of the complementary food samples that were primarily 

offered to children lacked appropriate protein, fat, carbohydrate, energy, and calcium as suggested 

for complementary feeding. However, the majority of complementary foods include appropriate 

amounts of iron and zinc. 

 

Domestic scenario 

Data on Foodstuff and Nutrient consumption by 1-3 years old children 

Here, the data presented below from NNMB shows that for rural Gujarat from 2001 to 2012 there 

has been a minimal increase in g/day consumption of cereals and pulses by 1-3 years old children. 

We can also see some increase in g/day consumption of fats & oils. Whereas, there is gradual 

decrease in g/day consumption of other food groups such as millets, green leafy vegetables, other 

vegetables, milk and milk products and sugar.  

If look into the data of tribal Gujarat we can see that they have maximum g/day consumption of 

millets followed by cereals, milk and milk products, other vegetables and pulses among 1-3 years 

old children.  

Table2.1- Average Intake of Foodstuffs (g/day) 1-3 year of children (Gujarat) 
 
Foodstuff Rural Tribal 

 2001-02 2005-06 2011-12 2008-09 

Cereals 51 44 66 43.8 

Millets    

61 78 57 144.4 

Pulses 
 

13 7 19 25.3 

GLV's 
 

3 3 2 1.8 

Other 

vegetables 
 

12 16 9 30.6 
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M&MP 
 

82 103 60 41.1 

Fats and oils 
 

3 6 10 6 

Sugar and 

jaggery 
 

16 4 13 5.7 

 

Source:- National Nutrition Monitoring Bureau (NNMB)  Rural and Tribal Data 

 

Here, the data on per day nutrient consumption of 1-3 years old children for rural Gujarat shows 

that from 2001 to 2012 there has been increase in protein, fat, energy, iron, vitamin-A, thiamin and 

niacin. Whereas, there is decrease in per day intake of calcium and vitamin-C.  

The data of tribal Gujarat shows among 1-3 years old children there is high intake of energy, 

protein, thiamine and vitamin-C as compared to rural Gujarat. 

Table 2.2-Intake of Nutrients (per day) 1-3 year of children (Gujarat) 

 

Nutrients Rural Tribal 

 2001-02 2005-06 2011-12 2008-09 

Protein(g) 19.1 17.8 21.5 29.2 

Fat(g) 12 10 18.2 15.2 

Energy(kcal) 658 536 734 935 

Calcium(mg) 215 194 182 162 

Iron(mg) 6.5 6.5 7 7.1 

Vitamin-A(µg) 78 64 92 75.3 

Thiamin(mg) 0.5 0.4 0.6 0.9 



Page | 32  

 

Niacin(mg) 3.8 3.3 4.4 6 

Vitamin-C(mg) 12 7 9 17 

 

Source:- National Nutrition Monitoring Bureau (NNMB)  Rural and Tribal Data 

 

 

Iron, vitamin A, zinc, vitamin B12, folate, and calcium are micronutrients of concern during the 

complementary feeding phase in India, according to existing information. There is presumably 

significant regional heterogeneity in nutritional gaps at the subnational level, which has not been 

studied. The consequences of deficits in micronutrients of concern, as well as the explanations for 

their classifications, are briefly outlined here. 

Table.2.3 Nutrient gaps and evidence ratings for children 6–23 months in India 

 

There is substantial evidence of substantial iron, vitamin A, zinc, vitamin B12, folate, and calcium 

deficiencies in young children's diets in India during the complementary feeding period (6–23 

months).  (CONGA. 2020) 

A hospital-based cross-sectional investigation was carried out at two different private hospitals. 

The study included 200 women with children aged six months to two years who were visiting the 

paediatric outpatient departments of the above mentioned institutions for growth monitoring, 

immunisation, and minor illnesses such as upper respiratory tract infections. According to the 

findings, only 32% of mothers provided an acceptable amount of complementary feeding. 

However, only the site of delivery was substantially linked with the practise of providing a suitable 

quantity of complementary feeding. (Rao S et al. 2011) 
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Regional data  

A cross-sectional study was conducted in urban Vadodara. The results showed mean intake of 

energy 56.98% and protein 68.24% of RDA. The mean intake of calcium and iron was low, 

meeting about half and one-fourth of the % RDA. Mean % RDA intake of vitamin A (6.56%) and 

C (20.97%) was the most deficient. (Kantawala and Shah. 2019) 
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METHODOLOGY 

 

The "First 1000 Days" are a period of rapid physical growth and enhanced mental development 

that provides a once-in-a-lifetime opportunity to create lifelong health and intelligence. These 

first 1000 days of life prepare child for good health for the rest of the life. Providing the right 

nutrients to babies during their first 1000 days helps them avoid infections and encourages their 

developing brains and bodies to reach their maximum developmental potential. Documentation 

on nutrient intake and percent nutrient gap of children need to be generated and along with that 

improvement in maternal knowledge of appropriate complementary feeding practices should be 

done with community engagement strategies such as capacity building of frontline health 

workers for improving young children’s diet. Which will help in achieving Targets of POSHAN 

Abhiyan by 2022. 

The broad objective of the study is:- 

BROAD OBJECTIVE  

Comprehensive Nutrient Gap Analysis of children (6-23 months) and capacity building of 

frontline workers of selected villages of Jambusar block in Bharuch district. 

 

SPECIFIC OBJECTIVES  

 To assess socio- demographic profile of households of children (6- 23 months). 

 To document complementary feeding practices of children (6-23 months). 

 To document the utilization of services of Annaprasan diwas under ICDS programme by 

the mothers of children (6-23 months). 

 To document the compliance of Balshakti supplied under ICDS programme.  

 To calculate the CONGA for selected macro and micro nutrients based on ICMR RDA 

2020.  

 To strengthen the capacity of front line workers (AWWs, ASHAs and aarogya sathis of 

NGO) for effective counselling on age appropriate complementary feeding practices.  

 To assess knowledge of FLWs) on complementary feeding before and after trainings.  

 To collect feedback from FLWs regarding change in complementary feeding practices if 

any at community level after counselling by them. 
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ETHICAL APPROVAL 

The Department approved the study of Medical Ethics Committee (No.IECHR/FCSC/2020/58), 

The Maharaja Sayajirao University of Baroda, Vadodara. 

 

UNIVERSITY- NGO COLLABORATIVE STUDY 

Aatapi Seva Foundation has requested us to carry out documentation on complementary feeding 

practices of children (6-23 months) in their selected villages. 

 

Aatapi Seva Foundation  

Aatapi Seva Foundation is a social developmental institute, incorporated under the companies 

act, 2013(section 8) working towards holistic and sustainable community development through 

promotion and strengthening of community based organizations. Established in 2008, Aatapi 

Seva Foundation evolved in response to the needs that emerged in the course of a baseline study 

conducted in four villages of Gajera, Piludara, Kareli and Vedach villages in Jambusar taluka of 

Bharuch district, Gujarat. Aatapi’s field of activity is now concentrated in 53 villages of 

Jambusar and Ankleshwar blocks in Bharuch District. Aatapi works on various areas such as:-  

 Livelihood 

  Women Empowerment 

  Health and Well being 

 Inclusive and Quality Education 

 

SELECTION OF THE STUDY AREA 

The study was conducted in Jambusar block of Bharuch district of Gujarat. The study site is 

presented in Figure 3.1 

 

About the district- Bharuch 

Bharuch is a city at the mouth of the river Narmada in Gujarat in western India. Bharuch is the 

administrative headquarters of Bharuch District. Bharuch is a port city situated on the banks of 

the Narmada river. The Bharuch district is surrounded by Vadodara (North), Narmada (East) 

and Surat (South) districts. To the west is the Gulf of Khambhat. Total area of Bharuch is 6,509 



Page | 36  

 

km² including 6,339.21 km² rural area and 169.79 km² urban area. Bharuch has a population of 

15,51,019 peoples. There are 3,33,483 houses in the district. 

 

LOCATION OF THE STUDY 

It was a University-NGO collaborative study so the study was conducted in the villages which 

comes under working of aatapi seva foundation in Jambusar block. Jambusar block was 

purposively selected and the study was conducted in anganwadi centers of 5 villages where 

aatapi seva foundation is currently working. These 5 villages are Daabha, Kareli, Kahanva, 

Piludra, Vedach and anganwadi centers selected for the study is presented below. 

Details of villages  

 

District Block Village Anganwadi Center name and 

number 

Bharuch Jambusar Daabha Daabha-1 

Daabha-2 

Daabha-3 

Daabha-4 

Kareli Kareli-1 

Kareli-5 

Kahanva Kahanva-7 

Kahanva-13 

Piludra Piludra-2 

Piludra-6 

Vedach Vedach-3 

Vedach-5 

Vedach-6 
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Figure 3.1:- Location of study- 
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The study was divided into 2 phases:- 

Phase-1- Formative Research on practices of mothers about Complementary feeding. 

Phase-2- Capacity building of FLWs for effective counselling on age appropriate 

complementary feeding practices (CF) 

 

Phase-1- Formative Research on practices of mothers about complementary feeding 

A community-based mixed-method study was conducted to assess the dietary practices for 

young children in terms of nutrient intake, complementary feeding practices and nutritional 

status in terms of stunting, wasting, and underweight and utilization of THR- Balshakti. 

 

Enrolment of young children aged 6-23 months 

Selected anganwadi centers of 5 villages where Aatapi seva foundation is working was enrolled. 

Infants and young children (6-23 months) living in selected villages with mothers/caregivers 

were enrolled in the study. Permission was obtained from the ICDS office to contact AWCs in 

selected villages. From Anganwadi centers, a list of registered children aged 6-23 months was 

obtained. The mothers of these children who consented and were available during the data 

collection process were enrolled in the study. 

 

Sample size 

In this study, 13 Anganwadi centers of 5 villages where Aatapi seva foundation is working were 

enrolled. All the children’s aged between 6 months to 23 months who were registered in the 

anganwadi centers were enrolled for the study. 

 

The Inclusion and Exclusion criteria were as follows: 

INCLUSION CRITERIA  

 All the mothers of children (6-23 months) from the selected villages willing to 

participate in the study and gave consent were included.  

EXCLUSION CRITERIA  

 All the mothers of children (6-23 months) not willing to enrol for the study were 

excluded. 
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Data collection Tools 

A pretested semi structured questionnaire in vernacular language was prepared. Data on 

sociodemographic profile, anthropometric measurements and ANC information, utilization of 

Annaprasann diwas and compliance of Bal Shakti, complementary feeding practices was 

collected. Data on both quantity and quality of food given to the child was elicited through 3 day 

24 hour dietary recall to assess CONGA (comprehensive nutrient gap analysis) and 

complementary feeding indicators. (Appendix:-2) To gain a better understanding of the regional 

profile, general information about the district, block, and enrolled villages was gathered using a 

pre-tested semi-structured questionnaire.  

 

Data collection 

Six Arogya Sathis of Aatapi seva foundation who are from the same villages where the study 

area was who are supposed to carryout interpersonal counselling to vulnerable groups was 

trained to elicit required information using pretested semi structured questionnaire in vernacular 

language to avoid unnecessary exposure due to COVID19 pandemic. Research Investigator had 

monitored and accompanied each Arogya Sathi during data collection phase.  

 

Socio-demographic profile 

Information from mothers of children of (6-23 months) on their Socio-economic status was 

collected using a pre-tested questionnaire. Information regarding- name, educational 

qualification of mothers, economic status, community, type of family, occupation, enrolment of 

mother or father of child in any self help group of aatapi seva foundation,  family size, the total 

number of children of 6-23 months, was collected. 

 

Anthropometric measurements and ANC information 

Data on child’s age, gender, birth order, was collected. Anthropometric measurements such as 

child’s length, weight, MUAC (mid upper arm circumference) and birth weight was taken to 

assess nutritional status. ANC information of mother with regard to index child such as type of 

delivery and place of delivery was also collected. 
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Length/Height measurement 

Depending on a child’s age and ability to stand, measure the child’s length or height. A child’s length is 

measured lying down (recumbent). Height is measured standing upright.  

 If a child is less than 2 years old, measure recumbent length.  

 If the child is aged 2 years or older and able to stand, measure standing height. 

Procedure for Length  

Infants’ length was measured using an infantometer (<85cm child). It consists of the fixed 

headboard and movable foot piece. Before placing an infantometer on the firm flat surface, it 

was clean to disinfectant. The child’s length was taken with minimal clothing and no footwear/ 

socks/ any hair ornaments. Reading observed nearest to 0.1 cm. 

Procedure for Height  

Height was measured using a stadiometer (>85cm). Stadiometer consisted of the vertical 

backboard, fixed baseboard, and movable headboard. Before procuring the height, it was placed 

on an even/smooth surface perpendicular to the ground. The children were asked to stand upright 

with the shoulders, hips, and heels together touching the wall and with no footwear, heels, socks 

or hair ornament and looking straight ahead. The head was held comfortably erect, arms hanging 

loosely by the sides. The headboard attached to the stadiometer was adjusted on the top of the 

subject’s head in the center, crushing the hair at right angles and then noting the readings 

accordingly. Reading observed nearest to 0.1 cm. 

 

Figure 3.2:- length board for 6-23 months old children and height board for children above 

2 years              
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Weight measurement 

Weight is a significant anthropometric indicator of body mass. It is a sensitive predictor of 

malnutrition and can be used to estimate an individual's nutritional status. 

Procedure 

A Salter weighing (spring hanging) scale, periodically calibrated, had been used to take the 

weight of the children. It is portable and used conveniently in the field. The children were placed 

in the trouser and hung erect on the scale without touching anything with minimal clothing or 

footwear and looking straight ahead. The scale adjusted to zero before each measurement. The 

weight reading recorded to the nearest 0.1kg (100g). 

 

Figure 3.3:- Salter Scale for recording weight of 6-23 months old children. 

 

 

MUAC Measurement 

Mid Upper Arm Circumference indicates muscle mass and fat reserves and preferably measured 

on the left upper arm. It is done using standard, flexible, and non-stretchable tape and is 

independent of age. It is age-independent.  

 

Figure 3.4:- MUAC Tape for children aged 6-59 months 
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Table 3.1:- Classification for MUAC for children 

Classification MUAC(cm) 

SAM <11.5 

MAM 11.5-12.5 

Normal >12.5 

(Source: IMCI-WHO, 2014) 

 

Procedure 

First, locate the tip of the children’s left shoulder (scapular bone), and then the elbow was bent 

to make a right angle. The tape placed at the tip of the shoulder and pulled straight down tothe 

tip of the elbow. MUAC reading takento the nearest 0.1 cm and then divided by 2 to get mid-

point. Mark the mid-point with a pen on the arm. With the straightened arm, wrapped the tape 

(neither too tight nor too loose) around the arm at mid-point. The reading recorded accordingly. 

Identification of tip of the shoulder 

 At the tip of the shoulder, starting points of scapular bone, clavicle bone, and humerus 

are joined to each other. 

 To find the acromion process on the shoulder, put the finger on the edge of the shoulder 

and rotate the hand in a circular direction and, during rotation, identify the bone which 

is not rotating. 

 From that point, the length of the arm can be measured, and one can get the exact mid-

point of the arm. 

 

Nutritional status 

Children (6-23 months) under-nutritional status was assessed through the following nutritional 

indicators (UNICEF). 

Table 3.2:- Nutritional Indicators used for assessment of under-nutrition 

Underweight (Low weight for age) - below minus two standard deviations from median 

weight for age of reference population. Severe underweight is below minus three standard 

deviations from median weight for age of reference population. 
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Wasting (low weight for height) - below minus two standard deviations from median weight 

for height of reference population. Severe wasting is below minus three standard deviations 

from median weight for height of reference population 

Stunting (Low height for age) - below minus two standard deviations from median height 

for age of reference population. Severe stunting is below minus three standard deviations from 

median height for an age of reference population 

 

ICDS service utilization 

Information from mothers of children of 6 months to 23 months about available ICDS services 

was taken. Data on child’s enrolment in anganwadi center, mothers knowledge about 

annaprashan diwas and utilization of it, mothers knowledge about balshakti and its service 

utilization, recepi demonstration at anganwadi center was collected.  

 

Kitchen garden  

Information on household having kitchen garden, who supported for kitchen garden, etc was 

collected. 

 

Practices of children (6-23 months) 

Information on age appropriate Practices about complementary feeding of children (6-23 

months) was obtained using a pre-tested questionnaire from the mothers on the following topics. 

 Initiation of breastfeeding 

 Exclusive breastfeeding 

 Continuation of breastfeeding 

 Initiation of complementary feeding 

 Care and WASH practices 

 Utilization of balshakti 

 Consumption of food groups 

 Frequency and Quantity of complementary feeding 
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Dietary information 

Data on dietary practices of children was taken through 24-hour dietary  recall method. A 3 day 

dietary recall of quality and quantity of food consumed by all the children were collected. 

Standard cups and spoons were used to elicit information about the quantity of food consumed 

by children.  

 

Figure 3.5:- Standard cups and spoons 

 

 

Breastfeeding information 

As our main focus was to assess nutrient gap among children of 6-23 months age, it is necessary 

to calculate breastmilk consumption by the child. Information on frequency of breastmilk given 

to child was taken in 24-hour dietary recall data to calculate nutrient contributes by breastmilk.  

 

We allocated breast milk volumes based on the child's age in months using the available 

literature. Information available through research paper by Butte et el 2010 was considered. 

Information is presented below.  
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Table 3.3:- Calculation for nutrient contribution by Breastmilk consumption. 

Sr. no. Category of Breastfeeding Age Average human milk 

consumption 

1 Exclusively breastfed 6-11.9 months 600 ml/day 

2 Partially breastfed 6-11.9 months 600ml/day – amount of 

other milk ingested 

3 Partially breastfed 12-17.9 months 89ml/feed 

4 Partially breastfed >17.9 months 59ml/feed 

Source :- Butte ET AL. 2010 

 

Nutrient composition of human milk is presented in Table 3.4 

Table 3.4:- Nutrient composition of Human milk (per 100g) 

Sr. No. Nutrients Human Milk Composition 

1. Water (g) 88 

2. Energy (kcal) 65 

3. Protein (g) 1.1 

4. Carbohydrate (g) 7.4 

5. Fat (g) 3.4 

6. Calcium (mg) 28 

7. Phosphorus (mg) 11 

8. Vitamin-A (µg) 41 

9. Thiamine (mg) 0.02 

10. Riboflavin (mg) 0.02 

11. Caseinogen 1.2 

12. Vitamin-C (mg) 3 

Source:- Gopalan et. al. 1989  

 

Nutrient Calculation 

All the data of 24 hour dietary recall and breastfeeding was entered and analysed using DietCal 

software to arrive at per day and average nutrient intake by children. CONGA will be calculated 

for selected macro and micro nutrients based on recent RDA given by ICMR (2020). 
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Table 3.5:- Nutrients calculated using DietCal software 

Macronutrients Micronutrients 

Energy, Protein, Fat Iron, Vitamin-A, Zinc, Vitamin-B12, Folate, 

Calcium, Niacin, Iodine, Vitamin-B1, 

Vitamin-B6, Vitamin-C 

 

 

Complementary feeding indicators 

Recently shared IYCN Indicators by UNICEF, 2021 were also computes from the average data 

 

Table 3.6:- Infant and young child feeding indicators 

Sr. no Indicators Defination 

A. BREASTFEEDING INDICATORS 

1. EVER BREASTFED percentage of children born in the last 24 months who 

were ever breastfed 

2. EARLY INITIATION OF 

BREASTFEEDING 

percentage of children born in the last 24 months who 

were put to the breast within one hour of birth. 

3. CONTINUED 

BREASTFEEDING 12–23 

MONTHS 

percentage of children 12–23 months of age who were fed 

breast milk during the previous day. 

B COMPLEMENTARY FEEDING INDICATORS 

1. AGE APPROPRIATE 

INITIATION OF 

COMPLEMENTARY 

FEEDING  

percentage of children born in the last 24 months who 

were initiated with complementary food at the completion 

of 6 months of age. 

2. COMPLEMENTARY 

FEEDING INDICATORS 

percentage of infants 6–8 months of age who consumed 

solid, semisolid or soft foods during the previous day. 

3. MINIMUM DIETARY 

DIVERSITY 6–23 MONTHS 

percentage of children 6–23 months of age who consumed 

foods and beverages from at least five out of eight defined 

food groups during the previous day. 

4. MINIMUM MEAL 

FREQUENCY 6–23 MONTHS 

percentage of children 6–23 months of age who consumed 

solid, semi-solid or soft foods (but also including milk 

feeds for non-breastfed children) at least the minimum 

number of times during the previous day. 
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5. MINIMUM MILK FEEDING 

FREQUENCY FOR NON-

BREASTFED CHILDREN 6–

23 MONTHS 

percentage of non-breastfed children 6–23 months of age 

who consumed at least two milk feeds during the previous 

day. 

6. MINIMUM ACCEPTABLE 

DIET 6–23 MONTHS 

percentage of children 6–23 months of age who consumed 

a minimum acceptable diet during the previous day. 

7. EGG AND/OR FLESH FOOD 

CONSUMPTION 6–23 

MONTHS 

percentage of children 6–23 months of age who consumed 

egg and/or flesh food during the previous day. 

8. SWEET BEVERAGE 

CONSUMPTION 6–23 

MONTHS 

percentage of children 6–23 months of age who consumed 

a sweet beverage during the previous day. 

9. UNHEALTHY FOOD 

CONSUMPTION 6–23 

MONTHS 

percentage of children 6–23 months of age who consumed 

selected sentinel unhealthy foods during the previous day. 

10. ZERO VEGETABLE OR 

FRUIT CONSUMPTION 6–23 

MONTHS 

percentage of children 6–23 months of age who did not 

consume any vegetables or fruits during the previous day 

Source:- UNICEF 2021 

Information about district, block, village and anganwadi center were also entered through pre 

tested semi structures questionnaire  

District and Block Profile 

Information elicited regarding the Population demographics, type of health facilities at the block 

level, NGOs working, number of Health facilities, ICDS and Health staff pattern and availability. 

Also, the distance observed from district to block for the block profile and distance from 

Vadodara to the office of bharuch district was observed for district profile. (Appendix:-4 &5 ) 

 

Village Profile 

Information obtained about Population demographics, type of health facilities at the village 

level, NGOs working, number of Health Infrastructure, Health and ICDS Staff pattern and 

availability. Also, the distance observed from block to village. (Appendix:- 6 ) 

 

Anganwadi Profile 

Information obtained about population demographics, number of childrens, adolescents, 

pregnant and lactating mothers, days celebrated at anganwadi centers. Also, distance observed 

from block to anganwadi center. (Appendix:- 7) 
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Phase-2- Capacity building of Frontline workers (FLWs) for effective counselling on age 

appropriate complementary feeding practices 

In the second phase of study, pre-knowledge of frontline workers on age appropriate 

complementary feeding practices using semi-structured questionnaire was taken, training 

module for the same was compiled from available modules of UNICEF and ICDS and training 

to frontline workers regarding the same was done. After the training knowledge retention of 

frontline workers was also elicited. 

Table 3.7:- Frontline workers enrolled in study 

Frontline workers Total Number 

Arogya sathis 7 

Anganwadi Workers 13 

ASHA workers 11 

Total 31 

 

Pre-knowledge data collection 

A semi-structured pretested questionnaire was prepared to elicit the knowledge of frontline 

workers (Arogya sathis, Anganwadi worker, ASHA) on appropriate complementary feeding 

practices. The information and knowledge on following topics was gathered. (Appendix:-3 ) 

General Information  

 Education qualification 

 Work experience in years 

 Household they are working on 

 Trainings received  

 Counselling done by them on complementary feeding practices 

Knowledge topics 

 What is complementary feeding 

 Foods to be included in complementary feeding 

 Frequency and Quantity of foods should be given to child 

 Care and WASH practices 

 Balshakti  

 Kitchen garden 
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 Regional complementary feeding practices  

IEC Developed 

A training module was compiled using available UNICEF and ICDS modules for frontline 

workers to be used during counselling regarding appropriate complementary feeding practices. 

(Appendix:-8) 

Figure 3.6:- Training module on complementary feeding for frontline workers  

 

The training module consisted of following topics. It was prepared in vernacular language:- 

 Malnutrition 

 First 1000 days 

 What is Complementary Feeding? 

 Importance of complementary feeding 

 Correct age of Initiation of Complementary Feeding 

 Continuation of Breastfeeding 

 Quality of Complementary Feeding including dietary diversity 

 Age appropriate quantity of Food 

 Age appropriate frequency of Complementary Feeding 
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 Safe and hygienic preparation and storage of Complementary Feeding 

 Active responsive Feeding 

 Feeding during illness 

 Balshakti  

 Recipies for age-wise complementary feeding 

 Standard cups and spoons 

 Growth Monitoring 

 Importance of attending Annaprshan diwas at AWC 

 Use of produce of Nutri-kitchen Garden 

 Counselling Skills 

 

Capacity Building of Frontline workers  

For proper community engagement local frontline workers were identified. A one day training 

on appropriate complementary feeding practices and other releted aspects using prepared 

training module was conducted for arogya sathis of Aatapi seva foundation. Along with training 

recipi demonstration of recipies from balshakti was given to arogya sathis. To reinforce 

knowledge 3 refresher training of arogya sathis was done at 15 days interval. The one day 

training on complementary feeding and other related aspects using training module was 

conducted for other frontline workers (anganwadi workers and ASHA workers) of selected 13 

anganwadi centers under study.  

Recipe Demonstration at anganwadi centers 

Recipe demonstration given during training to arogya sathis was then replicated at their 

respective anganwadi centers. Recipe demonstration for balshakti was given to them along with 

proper counselling on complementary feeding practices using training module by arogya sathis 

of aatapi seva foundation with the help of anganwadi worker and anganwadi helper at their 

respective anganwadi centers. This was done with strict COVID 19 appropriate behaviour. 

Recipe demonstration was not done for Anganwadi workers and ASHA workers as they were 

busy in covid-19 related activities. 
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Post-knowlegde data collection 

A semi-structured pretested questionnaire was prepared to elicit the knowledge of frontline 

workers (Arogya sathis, Anganwadi worker, ASHA) on appropriate complementary feeding 

practices at the end of the training and refresher training using the same (Appendices:-) 

 

Feedback from frontline worker about Complementary feeding at community level 

Feedback from arogya sathis regarding change in complementary feeding practices at 

community level after inter personal counselling by them was obtained through focus group 

discussion after 15 days of all trainings given.  

Table 3.8:- Guidelines for Focus Group Discussions 

Sr.No. Topic Subtopics 

1. Complementary Feeding Practices 

before councelling 

What were the inadequate complementary 

feeding practices. 

What were the adequate complementary 

feeding practices. 

 What were the myths and misconceptions. 

2. Councelling given on 

complementary feeding practices 

Were all the topics councelled during training 

covered  

Difficulties you find during councelling 

IEC materials used during councelling and its 

benefits 

3. Change in complementary feeding 

post councelling 

What are the changes you have seen in 

complementary feeding practices post 

councelling 

What are the complementary feeding aspects 

which needs to be strengthen more according 

to you 

Which are the complementary feeding aspects 

which were easily understood by the 

community 

4. New learnings What were the new aspects you have learned 

from this training 
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Do you think this aspects needs to be 

strengthen more 

 

Tools and Techniques used in the study are summarised in Table 3.9 

Table 3.9:- Tools and Techniques used for study 

PARAMETERS TOOLS 

Block & Village profile, AWC profile 

FLW profile 

Pre-tested Semi-Structured Questionnaire 

Socio-economic profile Pre-tested Semi-Structured Questionnaire 

Complementary feeding Practices Pre-tested Semi-Structured Questionnaire and 

24 hour Dietary Recall Method 

Utilisation of ICDs services- 

Annaprashan diwas and Balshakti 

Pre-tested Semi-Structured Questionnaire 

Pre and post data on knowledge of FLWs on 

CF and feedback  

Pre-tested Semi-Structured Questionnaire 

 

Feed back on change in CF practices at 

community level 

feedback 

 

STATISTICAL ANALYSIS 

 The data collected were entered and cleaned using Microsoft Excel version 15. 

 Data were analyzed using Excel.  

 Frequency distribution and the percentage was calculated for all quantitative parameters.  
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Figure 3.7:- Experimental design:- 
Phase-1- Formative Research on practices of mothers about 

Complementary feeding. 
 

 

 
   

                                            
 

 

 

Bharuch

Jambusar block 

5 villages

13 Anganwadi's

All the mothers of children (6-23 
months) who give concent

Data collection on:-

1. Socio demographic profile

2. Complementary feeding practices

3. Utilization of ICDS services-
Annaprashan diwas and Balshakti
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Phase-2 Capacity building of FLWs (AWWs , ASHAs and Arogya 

Sathis) 

 

 
 
 

Bharuch

Jambusar block

5 Villages

13 AWCs- All AWWs, ASHAS and Arogya 
sathis working for AWC area (N=31)

Pre Data collection -FLW profile 
Knowledge about CF

1 day Training on CF for effective councelling

3 refresheer meetings at the interval of 15 days

Post Data Collection-

knowledge retention and feedback from FLWs on change 
in dietary practices of CF after counceslling by them



 

 

 

 

 

Results and 

Discussion 
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RESULTS 

 

Malnutrition is a serious public health concern in developing nations such as India, and 

undernutrition remains a serious public health concern in the most vulnerable groups. Proper 

nutrition for young children aids in adequate stunted growth and development, while those who 

are subjected to nutritional limits throughout their important years of life (first 1000 days) where 

maximum growth of child takes place end up with being undernourished. Providing adequate 

nutrition during complementary feeding period is essential for proper growth and development of 

child. Right quality, quantity and diversity among complementary food is a key factors for 

improved growth and development of children reducing undernutrition.  

The present study was conducted with the broad objective of Comprehensive Nutrient Gap 

Analysis of children (6-23 months) and capacity building of frontline workers of selected 

villages of Jambusar block in Bharuch district. 

The specific objectives were framed as under: 

• To assess socio- demographic profile of households of children (6-23 months). 

• To document complementary feeding practices of children (6-23 months). 

• To document the utilization of services of Annaprasan diwas under ICDS programme by the 

mothers of children(6-23 months). 

• To document the compliance of Balshakti supplied under ICDS programme.  

• To calculate the CONGA for selected macro and micro nutrients based on ICMR RDA 2020.  

• To strengthen the capacity of front line workers (AWWs, ASHAs and aarogya sathis of NGO) 

for effective counselling on age appropriate complementary feeding practices.  

• To assess knowledge of FLWs on complementary feeding before and after trainings.  

• To collect feedback from FLWs regarding change in complementary feeding practices if any at 

community level after counselling by them.  
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The study was carried out in selected villages of Jambusar block of Bharuch district where 

Aatapi Seva Foundation is working as an NGO. Total 13 anganwadi centers from 5 villages were 

enrolled for the study. Information of block, village and Anganwadi centers profile was obtained.  

About Bharuch district 

Table 4.1. represents demographic information of Bharuch district. Bharuch is the oldest city of 

Gujarat. Bharuch is a port city situated on the banks of the Narmada river surrounded by 

Vadodara (North), Narmada (East) and Surat (South) districts. To the west is the Gulf of 

Khambhat. The distance of Bharuch (jilla panchayat office) from baroda is 82 kms. The district 

with 8 blocks consists of 333,483 households with 675 revenue villages and total population of  

1,55,1019 having 745,312 male population and 805,707 female population. The average sex 

ration of Bharuch district is 925 (no. of females per 1000 males). The total SC population and ST 

population of Bharuch is 622,35 and 488,194 respectively. There are total of 4 community health 

centers in Bharuch district along with 37 primary health centers and 200 sub centers. The sum 

total of private hospitals, government hospitals and hospitals run by any non-governmental 

organization was 5, 3 and 1 respectively. 

Table 4.1: Information on district profile 

Particulars District (Bharuch) 

Distance(km) 82 km 

(From Baroda to Bharuch office) 

Total no. of blocks 8 

Total no. of Households 333483 

Total no. of Revenue villages 675 

Total population 1,55,1019 

Total male population  745,312 

Total female population 805,707 

Sex ratio 925 

SC Population 622,35 

ST Population 488,194 

Number of Health Facilities available  

 Community health center 4 

 Primary health center 37 

 Sub center 200 

 Private hospital  5 

 Government hospital 3 

 Hospital run by NGO 1 
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About Jambusar block 

The study was conducted in 5 villages of jambusar district. Table 4.3. shows the demographic 

data of jambusar block. The distance of jambusar block from Bharuch (jila panchayat office) was 

49 kms.  The jambusar block of Bharuch district consists of 32277 households with overall 

population of 153694 from which 79981 are males and 73713 are female population having sex 

ratio 922 (no. of females per 1000 males). There are 104,11 SC population and 203,86 St 

population. Jambusar block consists of 1 Community health center along with 5 primary health 

centers and 27 sub centers followed by 2 private hospitals and 1 govrnment hospital. (Table 4.2) 

Table 4.2: Information on block profile 

Particulars District (Bharuch) 

Distance(km) 49 

(From district office) 

Total no. of Households 32277 

Total no. of Revenue villages 82 

Total population 153694 

Total male population  79981 

Total female population 73713 

Sex ratio 922 

SC Population 104,11 

ST Population 203,86 

Number of Health Facilities available  

 Community health center 1 

 Primary health center 5 

 Sub center 27 

 Private hospital  2 

 Government hospital 1 

 Hospital run by NGO 0 
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Demographics of villages and anganwadi centers under study 

In the present study, 5 villages of jambusar block were enrolled and Table 4.3 shows the 

information of these villages. Here, among these 5 villages kahanva and vedach consist of 

maximum population that is 8809 and 7921 respectively and daabha consists of least population 

that is 4334. Out of these 5 villages only daabha consists of remarkale number of ST population. 

In all the 5 villages male population was higher than female population. Health facility such as 

sub center were there in other 4 villages except daabha, whereas there is a private hospital 

facility available at daabha. Total 13 Anganwadi centers from these 5 villages were enrolled for 

the study. Maximum anganwadi centers were from daabha village maximum number of children 

enrolled in the study are from vedach. The information of all the 13 anganwadi centers were 

presented below in Table 4.4. 

Table 4.3: Information of villages enrolled under study 

Particulars V1 V2 V3 V4 V5 

Name of village Daabha Kareli Kahanva Piludra Vedach 

Distance from block 

(km) 

1.4 1.2 20 15 12 

Total no. of households 833 1313 1915 1047 1744 

Total population 4334 5719 8809 4960 7921 

Total male population 2254 3007 4662 2594 4163 

Total female 

population 

2080 2712 4147 2366 3758 

SC population 294 329 339 261 402 

ST population 261 5 5 0 24 

Availability of health facility 

 Community health 

center 

- - - - - 

 Primary health center - - - - - 

 Sub center - Yes Yes Yes Yes 

 Private hospital  Yes - - - - 

 Government hospital - - - - - 

 Hospital run by NGO - - - - - 
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Table 4.4:- Information of Anganwadi centers enrolled under study 
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The findings of the study are highlighted and presented into following sections according the 

phases: 

Phase 1:- Formative research on practices of mothers about Complementary feeding 

 Section 1:- Information on data collected 

 Section 2:- Background information of Households 

 Section 3:- Delivery information of mothers  

 Section 4:- Nutritional status of Children (6-23 months) 

 Section 5:- Utilization of ICDS services 

 Section 6:- Infant and Young Child Nutrition practices 

 Section 7:- Dietary practices of children (6-23 months) 

 Section 8:- Comprehensive Nutrient Gap Analysis 

 Section 9:- Practices of mothers regarding complementary feeding 

Phase 2:- Capacity Building of Frontline Workers (FLW’s) for effective counselling on age 

appropriate Complementary Feeding practices 

 Section 10:- Profile of Frontline workers 

 Section 11:- Knowledge of Frontline workers pre and post training 
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PHASE 1: Formative Research on practices of mothers about Complementary Feeding 

practices 

 

Section 1:- INFORMATION ON DATA COLLECTED  

Total 232 children of 6-23 months who were available and whose mothers gave consent were 

interviewed for assessing dietary practices of 6-23 months old children. In selected 13 anganwadi 

centers total 247 children of 6-23 months were registered out of which 232 children were 

available for data collection which shows 15 (6.1%) children were not available during this 

phase which is mostly because of mothers went to their maternal home for delivery or went to 

other village for labour work. Out of total 232 children interviewed majority of children which is 

159 were from age range 12-23 months, followed by 41 children from 9-11 months of age range 

and 32 children from 6-8 months. The data on district, block, village, and anganwadi profiles, 

practices of complementary feeding and 24-hour dietary recalls were collected. The number of 

units on which the data was collected is presented in Table 4.5. 

Table 4.5: Particulars for data collected on various aspects 

Particulars  Details 

Name of District with block  Bharuch (Jambusar) 

Total Villages Covered  5 

Number of Anganwadi Centers covered 13 

Total Household covered 232 

Total children covered (6-23 months) 232 

 (6-8 months) 32 

 (9-11 months) 41 

 (12-23 months) 159 

Non-Availability rate of the children %(n) 6.1 (15) 

Knowledge of Frontline workers about Complementary feeding 30 
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Distribution of children 

Table.4.6. shows that in the present study 13 anganwadi centers of 5 villages were enrolled and 

total of 232 children from 232 households of 6-23 months of age who’s mothers was interviewed 

about  complementary feeding practices. Majority of children are from vedach and daabha. Total 

of 32 children of 6-8 months, 41 children of 9-11 months and 159 children of 12-23 months were 

interviewed. The total number of male and females were 128 and 104 respectively. Total of 247 

childrens of 6-23 months were registered in the 13 anganwadi centers of 5 villages but 232 

children were available during the data collection phase, 15 children and their mothers were not 

present in the village during data collection.  

Table 4.6: Distribution of children enrolled in the study 

 

 

Name of 

village 

Anganwadi 

name and 

number 

6-8 

months 

9-11 

months 

12-23 

months

  

Total  Grand  

Total 

M F M F M F M F 

Dabha Dabha-1 1 1 1 1 13 14 15 16 66 

 Dabha-2 0 1 1 1 1 5 2 7 

 Dabha-3 4 1 1 2 7 3 12 6 

 Dabha-4 1 1 2 1 2 1 5 3 

Kareli Kareli-1 2 0 1 0 4 5 7 5 30 

 Kareli-5 3 0 1 1 5 8 9 9 

Kahanva Kahanva-7 0 0 1 2 7 4 8 6 21 

 Kahanva-13 0 1 3 0 2 1 5 2 

Piludara Piludara-2 2 1 2 1 3 6 7 8 34 

 Piludara-6 2 1 2 2 8 4 12 7 

Vedach Vedach-3 3 2 5 1 8 9 16 12 81 

 Vedach-6 0 1 4 2 16 13 20 16 

 Vedach 

(morvago)-5 

1 3 1 2 8 2 10 7 

Total  19 13 25 16 84 75 128 104 232 

32 41 159 
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Section 2:- BACKGROUND INFORMATION OF HOUSEHOLD  

Table.4.7. shows the data of background information and socio economic status of households of 

children. The data shows that there were majority of joint families which is 67.7% followed by 

18.1% nuclear families and 14.2% extended families. 68.5% households are having Below 

Poverty Line card for availing services of Public distribution system. From all the surveyed 

households 112 (48.3%) families comes under general category whereas, 58 families are of 

schedule caste followed by  17.7% families of other backward class (OBC) and 9.1% schedule 

tribe. Out of all the surveyed households only 8 households are having kitchen garden facility.  

Majority of the head of the households that is 34.1% are either working as laboures or having 

private jobs, 28.9% are working as farm laboures and a very low percentage of households are 

having family business or government jobs. The percentage of illiteracy among women were 

24.6% that is 57 mothers were illiterate out of all the interviewed mothers. Here, majority 96.1% 

of mothers were housewifes only followed by 4 mothers having private job and 3 mothers having 

own business.  

The study was conducted in the villages where Aatapi seva foundation is working for better 

livelihood, health and wellbeing, etc. Aatapi seva foundation has formed self help groups in t 

these villages. Out of all the surveyed households 31 (13.4%) were part of self help groups (swa 

sahay juth). Aatapi seva foundation is also working for disabled people here 20 families were 

having a disability in any one member of family.  

Table 4.7.: Household Information 

Background information about household of children 

 % n 

Type of family 

 

Joint 67.7 157 

Nuclear 18.1 42 

Extended 14.2 33 

Category 

 

Schedule tribe 9.1 21 

Schedule caste 25 58 

Other backward class 17.7 41 

General 48.3 112 
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Economic category 

APL 31.5 73 

BPL 68.5 159 

Households having kitchen garden 

Yes 3.5 8 

No 96.6 224 

Occupation of head of the family 

Unemployed 0.43 1 

Farm labour 28.9 67 

Labourer 34.1 79 

Family business 1.7 4 

Government job 0.9 2 

Private job 34.1 79 

Education of the mother 

Illitrate 24.6 57 

Can read and write 11.2 26 

Primary 30.6 71 

Secondary 32.3 75 

Higher secondary 1.3 3 

Occupation of mother 

Housewife 96.1 223 

Farm labour 0.4 1 

Labourer 0.4 1 

Private job 1.7 4 

Own business 1.3 3 

Any of the family member part of group by Aatapi seva foundation 

Swa sahay juth 13.4 31 

FPO 0.4 1 

Federation 2.2 5 

None 84.1 195 

Any disability in family 

Yes 8.6 20 

No  91.4 212 

 

Facility of Nutri-kitchen garden  

Out of all the 232 households surveyed only 8 (3.5%) households are having facility nutri-

kitchen gardens which was promoted and created by Aatapi seva foundation. The basic food 

items grown in these gardens were methi, palak, beetroot, and tandaljo which was included in 

diets of 6-23 months old young children. (Table 4.8.) 
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Table 4.8: Use of produce of nutri-kitchen garden 

Particulars % n 

Household having kitchen 

garden  

3.5 8 

Who promoted kitchen 

garden 

  

 AatapiSeva Foundation 100 8 

Food items produced in 

kitchen garden 

  

 Methi 100 8 

 Palak 100 8 

 Beetroot 75 6 

 Tandaljo 100 8 

Children consuming food 

items produced in kitchen 

garden  

100 8 

 

Section 3:- DELIVERY INFORMATION OF MOTHERS 

Table 4.9. shows that  majority 82.3% of mothers had normal delivery for index child followed 

by 41 (17.7%) cesarean deliveries. Out of all the enrolled children 163 children were born in 

government hospitals followed by 53 (22.8%) deliveries took place in private hospitals. 9 

children were born at home only and very low percentage of mothers went to Community health 

center and public health center for delivery.  

Table 4.9: Ante-natal Care information of mother for index child 

Particulars % n 

Type of delivery 

 Normal 82.3 191 

 C-section 17.7 41 

Total  232 

Place of delivery 

 PHC 2.1 5 

 CHC 0.9 2 

 Government hospital 70.3 163 

 Private hospital 22.8 53 

 Home  3.9 9  

Total  232 
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Section 4:- NUTRITIONAL STATUS OF CHILDREN (6-23 MONTHS)  

Height and weight measurements were taken by Arogya sathis. Date of birth of children were 

confirmed with Anganwadi register. Anthropometric measurements of children were assesed by 

using 2006 WHO child growth standards reference. The data on children’s age, gender, height, 

weight and Mid upper arm circumference (MUAC) were collected and analysed using WHO 

Anthro Plus Software.  

Prevalence of Stunting, Underweight and Wasting  

Prevalance of undernutrition in terms of stunting, underweight and wasting is depicted in figure 

4.1. The prevalence rates of stunting, underweight and wasting by gender and age group are 

presented in Table 4.10 

The data of nutritional status of 6-23 months old children shows prevalence of stunting as 48.3% 

(<-2 SD) with severe stunting 20.3% (<-3SD). The prevalence of stunting is seen more among 

boys as compared to girls. Highest stunting prevalence was seen in the age group of 12-23 

months old children.   

The prevalence of underweight is seen to be 24.1% (<-2SD) with severe underweight 12.9% (<-

3SD). The prevalence shows that is 27.7% (<-2SD) boys were underweight and prevalence of 

underweight among girls is seen to be 17.3% (<-2SD). 

The overall wasting prevalence was reported as 8.6% (<-2SD), whereas severely wasted children 

were 3.9% (<-3SD).  

The overall anthropometric data shows that there is higher prevalence of stunting, underweight 

and wasting among boys as compared to girls (Figure 4.1.). If we look into age group data it’s 

seen that prevalence is higher in the age group of 12-23 months old children. 

Mid Upper Arm Circumference (MUAC) 

The total number of children having MUAC >12.5 cm is reported as 213 (91.8%) which comes 

under normal category. The data presented shows 17 (7.3%) children have MUAC between 

11.5cm - 12.5cm, whereas only 2 children have MUAC <11.5cm. 
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Table 3.10: Nutritional classification of children by age group 

Nutritional classification of children by age group 

Under nutrition All 6-8 months  9-11 months 12-23 months 

% n % n % n % n 

 (N=232) (N=32) (N=41) (N=159) 

Stunting  

Stunted 48.3 112 31.3 10 41.5 17 53.4 85 

Severely stunted 20.3 47 25 8 19.5 8 19.5 31 

Underweight 

Underweight 24.1 

 

56 18.8 

 

6 34.1 

 

14 22.6 

 

36 

Severely 

underweight 

12.9 

 

30 18.8 

 

6 9.8 

 

4 12.6 

 

20 

Wasting 

Wasted 8.6 

 

20 9.4 

 

3 17.1 

 

7 6.3 

 

10 

Severely wasted 3.8 

 

9 6.3 

 

2 2.4 

 

1 3.8 

 

6 

MUAC 

Red  0.9 2 0.00 0 4.9 2 0.00 0 

Yellow 7.3 17 21.9 7 7.3 3 4.4 7 

Green 91.8 213 78.1 25 87.8 36 95.6 152 

 

Figure 3.1: Prevalence of undernutrition status of children (6-23 months) by gender  
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Section 5:- UTILIZATION OF ICDS SERVICES 

The information about ICDS services utilized by children 6-23 months of age from the 

anganwadi centers were also elicited.  

Enrollment at Anganwadi center 

All the 6-23 months old children interviewed in the study were registerd at anganwadi centers, 

from which mothers of 206 (88.8%) children visits anganwadi center, out of which 159 (77.1) 

mothers visit anganwadi center monthly. (Table 4.11.) 

Annaprashan diwas  

Annaprashan diwas is celebrated at anganwadi centers on every third Tuesday of month. A small 

ceremony of giving first food was planned every month for the children who has completed 6 

months of age. In this study only 96 mothers (44.4%) had knowledge of what is annaprashan 

diwas. If we talk about the activities being carried out at anganwadi centers on annaprashan 

diwas only 73% mothers knew about the activity of feeding balshakti raab to children, 32.3% 

mothers know about the counselling being done and 24% mothers knew about the recepi 

demonstration. Out of these 96 mothers, 86 (89.6%) mothers attended annaprashan diwas held at 

anganwadi centers and became part of activities conducted on that day. (Table 4.12.). 

Use of THR-Balshakti 

Balshakti is a take home ration packets which is provided to children (6-23 months) under ICDS 

from anganwadi centers. In the present study, out of 232 children registered at anganwadi centers 

224 (96.6%) children got the packets of balshakti monthly. 88.4% of the 224 children received 7 

packets of balshakti every month, as per the ICDS protocol for a normal child. Out of these 224 

children, 54.5 % consumed and liked balshakti, with 24.6 percent of them reported that balshakti 

is also shared by other family members. 33.5% of children who received balshakti consume it on 

a daily basis, with 22.3 percent consuming it once a day, 6.7 percent consuming it twice a day, 

and 8.9 percent consuming 50 ml of balshakti on a daily basis, and 8% consuming 80 ml of 

balshakti on a daily basis (Table 4.13.). 
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Table 4.11: Registration of enrolled children at Anganwadi center 

Information regarding AWC (N=232) 

 % n 

Registration of child at AWC 100 232 

Mothers visit to AWC  88.8 206 

Frequency of visit(N=206)   

 Once a week 10.7 22 

 Once in 15 days 12.1 25 

 Once in month 77.1 159 

 

Table 4.12: Information on Annaprashan diwas services 

Compliance of Annaprashan diwas (N=232) 

 % n 

Mothers having knowledge about 

annaprashan diwas 

41.4 

 

96 

Mothers who attended annaprashan diwas 

(N=96) 

89.6 

 

 

86 

Activities being carried out on annaprashan diwas (N=96) 

 Counselling about age appropriate 

complementary feeding 

32.3 

 

31 

 Recepi demo from balshakti 24 23 

 Feeding balshakti raab to children 73 70 

 

Table 4.13: Compliance of Balshakti 

Compliance of Balshakti (N=232) 

 % n 

Children getting balshakti packets regularly  96.6 224 

No of balshakti packets given per child (N=224) 

 7 packets 88.4 198 

 10 packets 0.5 1 

 6 packets 3.1 7 

 5 packets 1.8 4 

 4 packets 5.4 12 

 3 packets 0.9 2 

Childrens received balshakti monthly 100 224 

Mothers attended recepi demo from balshakti 

done at AWC 

32.1 72 
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Childrens who consume balshakti 54.5 122 

Childrens who likes balshakti 54.5 122 

Families where balshakti is shared by all members 

of family 

24.6 55 

Recepies being made from balshakti by the 

mother 

  

 Raab 13 29 

 Sheero 41.5 93 

 Sukhdi 6.3 14 

 Raw 1.8 4 

Children’s consuming balshakti every day 33.5 75 

Frequency of consumption / day (N=75)   

 1 time 22.3 50 

 2 times 6.7 15 

 3 times 3.1 7 

 > 3 times 1.3 3 

Quantity of consumption / serving / day (N=75)   

 C1(200 ml)  2.2 5 

 C2(100 ml) 4.9 11 

 C3(80 ml) 8.0 18 

 C4(50 ml) 8.9 20 

 S1(15 ml) 8.0 18 

 S2(5 ml) 1.3 3 

 

Section 6:- INFANT AND YOUNG CHILD NUTRITION PRACTICES 

Breastfeeding Information 

WHO recommends early initiation of breastfeeding (within one hour of birth), exclusive 

breastfeeding (till the completion of 6 months of age of child) and continuation of breastfeeding 

till 2 years of age of the child. Information of Infant and young child nutrition practices was 

elicited from the mothers of young children.  

67.2% of children were breastfed within one hour of delivery, and 54.3% were exclusively 

breastfed until they were six months old. Currently, 79.3% of children are being breastfed out of 

which 69% children during day and 89.1% children during night are being breastfed 2-6 times.  

Out of all children 20.7% children (6-23 months) were discontinued with breastmilk at the time 

of data collection. Continuation of breastmilk along with complementary feeding is important as 
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many of the nutrient needs of child is fulfilled through breastmilk. It was disheartening to learn 

that nearly 33% of the mothers gave pre lacteals like honey, water, milk etc. (Table 4.14.) 

Table 4.14: Breastfeeding practices of children  

Breastfeeding information (N=232) 

% n 

Early initiation of breastfeeding Within 

one hour of birth 

67.2 156 

Prelacteals given 32.8 76 

Type of prelacteals given(N=76) 

 Water 18.4 14 

 Honey 26.3 20 

 Milk 23.7 18 

 Sugar / patasa / jaggery water 31.6 24 

Exclusive breastfeeding 54.3 126 

Currently breastfeeding their child 79.3 184 

Currently not breastfeeding their child 20.7 48 

Childrens breastfed during day  79.3 184 

Number of times child is being breastfed / day (N=184) 

 < 2 times 4.9 9 

 2-6 times 69 127 

 7-9 times 20.7 38 

 > 9 times 5.4 10 

Childrens breastfed at night  79.3 184 

Number of times child is being breastfed at night (N=184) 

 < 2 times 8.6 16 

 2-6 times 89.1 164 

 7-9 times 1.6 3 

 > 9 times 0.5 1 

 

Complementary Feeding practices 

Initiation of complementary feeding is recommended to start at the completion of 6 months of 

age. In the present study, 46.6% of children were timely initiated with complementary food at the 

completion of 6 months of age. Out of total 232 children interviewed 8 children (3.5%) were not 

initiated with complementary feeding they are still fed by breastmilk only. Out of the remaining 

224 children, 75.9% began complementary feeding at home, while 24.1 percent began 

complementary feeding in an anganwadi centre on Annaprashan Diwas. 49.1% children were fed 
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with biscuit as their first food followed by 27.1% children fed with balshakti and 23.2 children 

fed with other home made food. (Table 4.15.) 

Child should fed with proper frequency, quantity and consistency of complementary food to 

grow better. Out of 32 children of 6-8 months of age 30 children were initiated with 

complementary feeding. All the 30 children of this age group were fed with the frequency of 2-3 

times a day out of which 30% children fed with 50 ml of complementary food everyday followed 

by 16.7% children fed with 200ml, 80ml and 15ml of complementary food per serving 

respectively. From these 30 children 16 children (53.3%) were given liquid food, 11 children 

(36.7%) were fed with semi-solid smashed food and 3 children (10%) fed with solid food.  

Total 41 children of 9-11 months of age were interviewed in this study from which 35 children 

were started with complementary feeding. From these 35 children 19 children (54.3%) were fed 

2-3 times a day followed by 14 children (40%) 3-4 times a day and 2 children (5.7%) 4-5 times a 

day. Out of 35 children 24 (68.6%) were fed with 50 ml of complementary food everyday per 

serving. Semi-solid smashed foods were given to 30 children (85.7%).  

For children ages 12-23 months a majority of 56.6% children were fed 4-5 times a day with 

39.6% children receiving 50 ml of food per serving everyday. 53.5% of children were getting 

solid food everyday. (Table 4. 16.) 

 

Table 4.15: Initiation of complementary feeding  

Particulars  (N=232) 

% n 

Initiation of complementary feeding after 6 months of age  47 108 

Children who haven’t initiated with complementary 

feeding 

3.5 8 

Place of initiation of complemenatary feeding (N=224)   

 Home 75.9 170 

 Anganwadi center/ on annaprashan diwas 24.1 54 

First food given to the child (N=224)   

 Balshakti 27.7 62 

 Biscuit 49.1 110 

 Home made food 23.2 52 

 



Page | 73  

 

Table 4.16: Age wise complementary feeding practices 

Frequency of 

complementary feeding 

6-8 months 

%(n) (N=30) 

9-11 months 

%(n) (N=35) 

12-23 months 

%(n) (N=159) 

2-3 times 100 (30) 54.3 (19) 28.9 (46) 

3-4 times 0 40 (14) 10.1 (16) 

4-5 times 0 5.7 (2) 56.6 ( 90) 

5-7 times 0 0 3.8 (6) 

>7 times 0 0 0.6 (1) 

Quantity of 

complementary feeding 

per feed 

   

C1(200 ml)  16.7 (5) 11.4 (4) 17 (27) 

C20(100 ml) 13.3 (4) 5.7 (2) 9.4 (15) 

C3(80 ml) 16.7(5) 8.6 (3) 27 (43) 

C4(50 ml) 30 (9) 68.6 (24) 39.6 (63) 

S1(15 ml) 16.7 (5) 0 6.4 (10) 

S2(5 ml) 3.3(1) 5.7 (2) 0.6 (1) 

S3(2.5 ml) 3.3(1) 0 0 

Consistency of 

complementary feeding 

   

Liquid food 53.3(16) 14.3(5) 0 

Semi-solid smashed food 36.7(11) 85.7(30) 46.5(74) 

Solid food 10(3) 0 53.5(85) 

 

Section 7:- DIETARY PRACTICES OF CHILDREN (6-8 MONTHS) 

The dietary practices of children are discussed in this section. From the total 232 surveyed 

children 8 children haven’t started consuming complementary food so the data was analysed for 

224 children. The data on dietary consumption of children are collected through 24-hour dietary 

recall method. A 3 day 24-hour dietary recall was taken and dietary practices of children 

assessed on average of 3 day consumption. Table 4.17. shows 3 days average consumption of 

food groups and other discretionary foods by children. Majority of children consumed grains, 

roots and tubers that is 95.5%, legumes and nuts are consumed by 93.8% children, dairy product 

consumption was seen at 86.2%, and other vegetable consumption was 72.3%, very low 

consumption of flesh foods, eggs and vitamin A rich fruits and vegetables are seen. Out of total 

224 children almost all the children that is 222 (99.1) consumed unhealthy packaged foods 

(wafers, fryms, biscuits, fried ready to eat packets). WHO has recommended that child should be 

breastfed till 2 years of age here, 82.1% of children were given breastmilk during 3 day dietary 
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recall. Under ICDS ready to eat take home ration as balshakti is given to children from their 

respective anganwadi centers during the dietary recall 53 children have reported consumption of 

balshakti.  

If we look into the age wise distribution of food group consumption for children aged between 6-

8 months zero flesh food, egg, and vitamin a rich food was reported. Only in this age group 

legumes and nuts consumption is more than grains, roots and tubers consumption. All the 

children of this age group consumed breastmilk and unhealthy packaged foods. For children aged 

between 9-11 months 94.3% grains, roots and tuber consumption was reported followed by 

88.6% children consumed legumes and nuts. This is the only age group where 1 child consumed 

egg. Majority of children are aged between 12-23 months reported 100% consumption of grains, 

roots and tubers.  

  

Table 4.17: Age wise distribution of percent consumption of food groups and other 

discretionary foods by children (6-23 months)  

Food items consumed 

by children 

6-8 months 

%(n) (N=30) 

9-11 months 

%(n) (N=35) 

12-23 months 

%(n) (N=159) 

Total  

%(n) (N=224) 

Grains, roots and 

tubers 

73.3 (22) 94.3 (33) 100 (159) 95.5 (214) 

Legumes and nuts 86.6 (26) 88.6 (31) 96.2 (153) 93.8 (210) 

Dairy products 43.3 (13) 85.7 (30) 94.3 (150) 86.2 (193) 

Flesh foods 0 0 3.1 (5) 2.2 (5) 

Eggs 0 2.9 (1) 0 0.4 (1) 

Vitamin A rich fruits 

and vegetables 

0 5.7 (2) 10.1 (16) 8 (18) 

Other fruits and 

vegetables 

26.6 (8) 65.7 (23) 82.4 (131) 72.3 (162) 

Packed foods 100(30) 97.1 (34) 99.4 (158) 99.1 (222) 

Breastmilk  100 (30) 97.1 (34) 74.2 (118) 82.1 (184) 

Balshakti 20 (6) 37.1 (13) 21.4 (34) 23.7 (53) 

 

The standard indicators of complementary feeding were calculated on average of 3 day 24-hour 

dietary recall. The minimum meal frequency that is breastfed children receiving minimum 

numbers of meal for all the children were reported at 70%. For 6-8 months (2 meals) old breast 



Page | 75  

 

fed children it’s 76.6% and for 9-11 months (3 meals) breastfed children 60% of meal frequency 

is seen. 71.5% of males and 68.3% females received minimum meal frequency. 

According to WHO Minimum diet diversity is calculated at consumption of 5 food groups out of 

specified 8 food groups (1. Breastmilk, 2. Grains, roots and tubers, 3. Legumes and nuts, 4. Dairy 

product, 5. Flesh foods, 6. Eggs, 7. Vitamin-A rich fruits and vegetables, 8. Other fruits and 

vegetables). Here, for all the children 51% of minimum dietary diversity is reported. Among 6-8 

month old breastfed children MDD is lowest only 3.3%, for 9-11 months old children and 12-23 

months old children its 4.2% and 59.1% respectively. MDD among males and females were 

almost equal.  

Minimum acceptable diet is the combination of minimum meal frequency and minimum dietary 

diversity. The total children having both MMF and MDD were 34%. For 6-8 month old children 

its lowest 3.3%, for children aged between 9-11 months and 12-23 months it’s 25.7% and 41.5% 

respectively. MAD among males were 35% and among females 32.7%.  (Table 4.18 and Table 

4.19) (Figure 4.2 and 4.3) 

 

Table 4.18: Age wise standard indicators of children 

 6-8 months 

%(n) (N=30) 

9-11 months 

%(n) (N=35) 

12-23 months 

%(n) (N=159) 

Total  

%(n) (224) 

Minimum meal 

frequency  

76.6 (23) 60 (21) 71.1 (113) 70 (157) 

Minimum diet 

diversity 

3.3 (1) 54.2 (19) 59.1 (94) 51 (114) 

Minimum 

acceptable diet 

3.3 (1) 25.7 (9) 41.5 (66) 34 (76) 

 

Table 4.19: Gender wise standard indicator of children  

 Male %(n) 

(N=123) 

Female %(n) 

(N=101) 

Total  %(n) 

(N=224) 

Minimum meal frequency  71.5 (88) 68.3 (69) 70 (157) 

Minimum diet diversity 51.2 (63) 50.5 (51) 51 (114) 

Minimum acceptable diet 35 (43) 32.7 (33) 34 (76) 
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Figure 4.2: Age wise standard indicator of complementary feeding of young children  

 

 

Figure 4.3: Gender wise standard indicator of complementary feeding of young children  
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Responses regarding top fed milk 

Out of all the children interviewed only 64 children (27.6%) are fed with top milk. 46.9% 

children are fed with top milk once a day followed by 19 children (29.7%) receive top milk twice 

a day, 13 children consuming top milk 3-5 times a day and only 2 children are given top milk 

more than 6 times. (Table 4.20) 

Table 4.20: Information regarding top fed milk 

Particulars % n 

Children being top-fed 27.6 64 

Frequency of top feeding (N=64) 

 < 2 times 46.9 30 

 2 times 29.7 19 

 3-5 times 20.3 13 

 > 6 times 3.1 2 

Source of milk (N=64) 

 Cow 21.8 14 

 Buffalo  68.8 44 

 Goat 9.4 6 

 

 

Section 8:- COMPREHENSIVE NUTRIENT GAP ANALYSIS 

Nutrient intake and Nutrient gap data of young 6-23 month old children 

For conducting Comprehensive nutrient gap analysis the 3 day 24-hour dietary recall with the 

quantity of food consumption was done for 232 children. All the dietary data collected was 

entered and nutrient calculation is done using DietCal software. The 3 day average quantity of 

consumption of food by children was compared with RDA 2020 by ICMR. It is presented in 

Table 4.21. Nutrient gap was calculated for 3 macronutrients and 10 micronutrients. The RDA 

was given in the category of 6-12 months and 1-2 years so all the children were divided 

according to age for dietary calculation. 
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Table 4.21:- Recommended Dietary Allowance 2020 by ICMR 

Nutrients 6-12 months children 1-2 years children 

Energy(Kcal) 670 1110 

Protein(g) 10.5 12.5 

Thiamin(mg) 0.4 0.7 

Niacin(mg) 5 7 

B6 (mg) 0.6 0.9 

Folate(µg) 85 120 

Vitamin-C(mg) 30 30 

Vitamin-A(µg) 350 390 

Calcium(mg) 300 500 

Iron (mg) 3 8 

Zinc(mg) 2.5 3.3 

Iodine(µg) 130 90 

 

According to RDA 2020 for 6-12 months old children per day protein consumption should be 

10.5g in our data the average intake of protein was 11.3g. There is no RDA for energy, the EAR 

for energy is equivalent to the Estimated Energy Requirement so for energy EAR was considered 

the EAR for energy is recommended 670 Kcal/day, in our data average energy intake of children 

was 580 Kcal. Micronutrient is as essential as macronutrients the RDA for micronutrients is less 

but still its unable to fulfill the nutrient needs. The RDA for thiamine is 0.4mg/day in our data 

average intake is 0.2mg. Daily 5mg niacin should be consumed according to RDA in our data 

average consumption is only 0.5mg. For Vitamin-B6 0.6mg per day was recommended but in 

our study children are having average consumption of 0.1mg. Folate intake should be 85µg/day 

but here average intake of folate is 11.6µg. RDA for Vitamin-Cis 30mg/day as compared to that 

average intake was only 17.7mg. Vitamin-A intake should be 350µg/day here average intake is 

seen 242.8µg. RDA for Calcium, Iron and Zinc is 300mg, 3mg and 2.5mg here average intake 

was  205.7mg, 0.7mg and 0.4mg respectively. Iodine intake according to RDA should be 

130µg/day but here average intake of 10.1µg is seen.  

According to RDA 2020 for 1-2 years old children per day protein consumption should be 12.5g 

in our data the average intake of protein was 12.6g. There is no RDA for energy, the EAR for 

energy is equivalent to the Estimated Energy Requirement so for energy EAR was considered the 

EAR for energy is recommended 1110 Kcal/day, in our data average energy intake of children 



Page | 79  

 

was 568.3 Kcal. Micronutrient is as essential as macronutrients the RDA for micronutrients is 

less but still its unable to fulfill the nutrient needs. The RDA for thiamine is 0.7mg/day in our 

data average intake is 0.2mg. Daily 7mg niacin should be consumed according to RDA in our 

data average consumption is only 1mg. For Vitamin-B6 0.9mg per day was recommended but in 

our study children are having average consumption of 0.1mg. Folate intake should be 120µg/day 

but here average intake of folate is 24.9µg. RDA for Vitamin-C is 30mg/day as compared to that 

average intake was only 11.2mg. Vitamin-A intake should be 390µg/day here average intake is 

seen 142.2µg. RDA for Calcium, Iron and Zinc is 500mg, 8mg and 3.3mg here average intake 

was  173.9mg, 1.6mg and 1mg respectively. Iodine intake according to RDA should be 90µg/day 

but here average intake of 20.9µg is seen. (Table 4.22) Whereas, the data on median intake of 

nutrients by children shows slight decrease as compared to mean intake. (Table 4.23.) 

The average percent intake of nutrients by children is presented in the Table 4.24. The data 

shows that average protein intake of children of both the age groups were more than RDA. As 

compared to EAR energy intake of 6-12 month old children was 86.6% and for 1-2 years of 

children intake was 51.2%. If we compare RDA of micronutrients for 6-12 months old children 

average intake of Vitamin-C, Vitamin-A and calcium was more than half percentage. Very low 

percent intake of Niacin, Vitamin-B6, folate, iodine, iron and zinc was seen. For 1-2 year of 

children average intake of all the micronutrients were less than 50%. 

After comparing average intake of children with RDA percent nutrient gap was derived for all 

the children. Percent energy gap was 13.4% among 6-12 months old children and 48.8% among 

1-2 years old children. For 6-12 month old children high percent nutrient gap of nutrients such as 

Niacin, Vitamin-B6, Folate, zinc and iodine is seen. For 1-2 year old children nutrient of corcern 

are Niacin, Vitamin-B6, folate, iron, showing high nutrient gap. Whereas other nutrients also 

shows more than 50% nutrient gap. From the data nutrient gap of only 2 micronutrients Niacin 

and Folate showed significant difference in both the age groups.(p-value>0.05) (Table 4.25) 

(Figure 4.4 and 4.5) 
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Table 4.22 Average Nutrient intake of Nutrients among 6-23 months old children 

Nutrients 6-12 months children 1-2 years children 

Mean SD Mean SD 

Energy(Kcal) 580 136.6 568.3 153.1 

Protein(g) 11.3 4 12.6 4.3 

Thiamin(mg) 0.2 0.1 0.2 0.1 

Niacin(mg) 0.5 0.5 1 0.4 

B6 (mg) 0.1 0.1 0.1 0.1 

Folate(µg) 11.6 12.5 24.9 14 

Vitamin-C(mg) 17.7 4.7 11.2 6.1 

Vitamin-A(µg) 242.8 69.5 142.2 90.5 

Calcium(mg) 205.7 121.6 173.9 129 

Iron (mg) 0.7 0.7 1.6 0.8 

Zinc(mg) 0.4 0.5 1 0.5 

Iodine(µg) 10.1 9.5 20.9 9.7 

 

 

 

Table 4.23:- Median nutrient intake of 6-23 months old children 

Nutrients 

MEDIAN Nutrient Intake 

6-12 months children 1-2 years children 

Protein(g) 10.7 12.0 

Energy(Kcal) 573.5 567.5 

Thiamin(mg) 0.2 0.2 

Niacin(mg) 0.4 0.9 

B6 (mg) 0.0 0.1 

Folate(µg) 7.3 20.9 

Vitamin-C(mg) 18.2 10.6 

Vitamin-A(µg) 249.4 141.2 

Calcium(mg) 184.8 143.4 

Iron (mg) 0.6 1.5 

Zinc(mg) 0.4 0.9 

Iodine(µg) 9.0 19.5 
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Table 4.24: Average of percent Nutrient intake among 6-23 months old children 

Nutrients 6-12 months children 1-2 years children 

Energy 86.6 51.2 

Protein 107.9 101 

Thiamin 42.1 26.8 

Niacin 9.9 13.7 

B6  7.5 18.8 

Folate 13.5 20.8 

Vitamin-C 58.9 37 

Vitamin-A 69.4 36.2 

Calcium 68.6 34.8 

Iron  23.8 19.4 

Zinc 16.6 30.1 

Iodine 7.3 23.3 

 

 

 

Table 4.25: Average of percent Nutrient gap among 6-23 months old children 

Nutrients 6-12 months children 1-2 years children 

Energy 13.4 48.8 

Protein -7.9 -1 

Thiamin 56 73.1 

Niacin 90.1 86.2 

B6  92.5 81.1 

Folate 86.5 79.2 

Vitamin-C 41.0   63.0 

Vitamin-A 30.6 63.8 

Calcium 31.4 65.2 

Iron  76.2 80.6 

Zinc 83.4 69.9 

Iodine 92.7 76.8 
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Figure 4.4: Nutrient gap among 6-12 months old children 

 

 

Figure 4.5: Nutrient gap among 1-2 years old children 
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The nutrient gap among the children according to their weight for age is shown in Table 4.26. 

The 6-12 months old children are having maximum of nutrient gap of folate and iron among both 

underweight and severely underweight children whereas, protein gap was not their among this 

children. From the data it can be interpreted that the dietary gap of nutrients such as energy, 

Vitamin-A, calcium among Underweight children of both the age groups showed significant 

difference. (p-value<0.05) For severely underweight children are having high nutrient gap. 

However, nutrients such as energy, protein, vitamin-A, calcium showed significant difference. 

(p-value<0.05)  

 

Table 4.26: Nutrient gap among underweight children  

Nutrients 

Mean % nutrient gap 

6-12 months 1-2 years 

Underweight 

Severely 

Underweight Underweight 

Severely 

Underweight 

Protein(g) -16.48 -9.69* 0.46 23.80* 

Energy(Kcal) 11.3* 12.9* 47.36* 58.72* 

Folate(µg) 84.3 85.1 80.68 85.35 

Vitamin-A(µg) 26.5* 31.7* 65.23* 74.28* 

Calcium(mg) 16.3* 33.4* 68.51* 76.77* 

Iron (mg) 71.4 77.3 81.41 86.56 

 

 

 

The Table 4.27. shows the nutrient gap of children who have minimum acceptable diet. The data 

shows that children who have minimum acceptable diet shows less percent nutrient gap for 

energy which was significantly different in both the age groups. (p-value<0.05) whereas, there is 

no difference in micronutrient gap of children having minimum acceptable diet. Thus we can say 

that the child should be fed with proper quality, quantity and frequency to fulfil dietary nutrient 

gap. 
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 Table 4.27:- Comparison of Nutrient gap of children with MAD 

Nutrients Mean % nutrient gap of children having MAD (N=76) 

6-12 months children 

(n=11) 

1-2 years children (n=65) 

Energy(Kcal)* 3.9 47.5 

Protein(g) -25.5 -0.9 

Thiamin(mg) 49.5 72.1 

Niacin(mg) 85.0 86.3 

B6 (mg) 88.3 81.3 

Folate(µg) 76.3 79.1 

Vitamin-C(mg) 40.3 58.0 

Vitamin-A(µg) 31.0 60.6 

Calcium(mg) 26.9 66.9 

Iron (mg) 59.9 79.9 

Zinc(mg) 73.9 70.1 

Iodine(µg) 87.7 76.1 

 

Section 9:- PRACTICES OF MOTHERS REGARDING COMPLEMENTARY FEEDING 

As child starts growing several physical skill developments were seen among children some of 

the mothers use this developmental milestones to start complementary feeding of child. Here 

mothers were asked about what are the milestones she noticed when first food were given to 

children. For 52.2% children mothers reported “child sitting with support” as a milestone during 

initiation of complementary feeding. (Table 4.28.) 

Mothers needs to be counselled regarding appropriate complementary feeding practices. Here, 

majority of mothers get information regarding complementary feeding from family menbers 

followed by 21.1% mothers counselled by anganwadi worker, 9.1% mothers were counselled by 

NGO workers and 16.8% mothers didn’t received any counselling. (Table 4.29)  

Majority of the mothers that is 95.3% wash their hands with soap regularly. 83.7% mothers wash 

hands before preparing for food followed by 32.1% mothers wash hands after preparing for food. 

After cleaning child’s feces 52.5% mothers wash their hands. 15.4% mothers perform all the 

hygenic practices. (Table 4.29) 
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Care during feeding child is most essential here, 76.7% mothers reported that mother and child 

both should wash hands before and after feeding followed by 38.4% mothers said reported child 

is being fed in a separate bowl and a separate spoon should be used for child. 32.3% mothers 

reported food is freshly prepared for child. 32.8% children are given safe water to drink. 75% 

children receives home water for drinking. (Table 4.30) 

Table 4.28: Practices showing an understanding of ‘milestones’ by mothers of children (6-

23 months) regarding initiating complementary feeding (Multiple Responses) 

Developmental milestones for initiating 

complementary feeding to the child 

% n 

The Child started crawling 1.3 3 

The child started moving over his her abdomen 39.2 91 

The child started sitting with support 52.2 121 

The child started sitting without support 16.4 38 

The child started standing with support 6.9 16 

 

 

Table 4.29: Hygenic practices and counselling received by mother (Multiple Responses) 

Councelling received by mothers regarding 

appropriate complementary feeding practices 

% n 

Family members 61.6 143 

Anganwadi worker 21.1 49 

ASHA 1.3 3 

ANM 1.7 4 

Other lactating mothers 0.4 1 

Doctor 2.6 6 

NGO workers 9.1 21 

Self 16.8 39 

Hygenic practices followed by mothers 

 % n 

Mothers who wash their hands with soap regularly 95.3 221 

When mothers wash their hands (N=221) 

 Before preparing for food 83.7 185 

 After preparing food 32.1 71 

 After cleaning child’s feces 52.5 116 

 Before giving food to child 20.8 46 

 After giving food to child 8.6 19 

 All of the above 15.4 34 
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Table 4.30: Care taken during feeding 

Care taken during feeding (Multiple Responses) 

 % n 

Mother and child both should wash hands 76.7 178 

Spoon/ bowl should be clean 38.4 89 

Temperature of food 30.2 70 

Food should be freshly prepared 32.3 75 

Clean water should be given 6.5 

 

15 

Safe drinking water 32.8 76 

All of the above 6.5 15 

Care taken during giving water 

 Boiled water 9.91 23 

 Clean water 15.1 35 

 Home water 75 174 
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HIGHLIGHTS 

 67.7% household were joint families and 48.3% households comes under general 

category. 

 68.5% households are having Below poverty line card. 

 Stunting prevalence was 48.3%, underweight prevalence 24.1% and wasting  8.6% (<-

2SD) 

 20.6% children from all the 6-23 months old children were not receiving breastmilk as it 

was discontinued before 23 months of age. 

 Only 41.4% mothers are having knowledge about annaprashan diwas 

 Around 33.5% of children consume balshakti regularly. 

 Around 47% children were initiated with complementary food at the completion of 6 

months of age. Whereas, 3.5% children were not initiated with complementary food at 

the time of data collection. 

 Percent nutrient gap for all micronutrients was found in all the children.  

 Energy deficit was 48.8% in 1-2 years old children as compared to 13.4% in 6-12 months 

age group. 

Recent indicators of breastfeeding and complementary feeding 

Indicators % n 

Breastfeeding Indicators (N=232) 

Ever Breastfed  98.7 229 

Early initiation of breastfeeding 67.2 156 

Continued breastfeeding 12-23 months (N=159) 74.2 118 

Complementary Feeding Indicators (N=224)   

Age appropriate initiation of complementary feeding 47 108 

Infants 6-8 months old who consumed food during 

previous day  (N=32) 

94 30 

Minimum dietary diversity 6-23 months  51 114 

Minimum meal frequency 6-23 months 70 157 

Minimum milk feeding frequency for non-breastfed 

children  (N=48) 

29.2 14 

Minimum acceptable diet 6-23 months  34 76 

Egg and/or flesh food consumption 6-23 months  2.6 6 

Sweet beverage consumption 6-23 months  65.2 146 

Unhealthy food consumption 6-23 months  99.1 222 

Zero vegetable or fruit consumption 6-23 months 31.3 70 
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PHASE 2: CAPACITY BUILDING OF FRONTLINE WORKERS 

 

Capacity building of frontline health workers 

A one day training on complementary feeding practices and its related aspects were done to 

sensitize frontline workers who works in the community using training module. The training 

module consists of all the topics relates to complementary feeding. Training modules were given 

to all the frontline workers to use it during counselling. Total 31 frontline workers were 

sensitized for counselling on complementary feeding practices.  

After the training three refresher trainings were conducted to enhance the knowledge given to the 

functionaries. 

Total number of frontline workers enrolled in the study were as follows. The study was 

conducted with Aatapi seva foundation from which 7 arogya sathis were enrolled. 13 anganwadi 

workers and 11 ASHA workers working in the anganwadi centers which were part of the study 

were enrolled.  

Total number of frontline workers enrolled 

Frontline workers enrolled in the study (N=31) 

Arogya sathis Anganwadi Workers ASHA Workers 

7 13 11 

 

Profile of Frontline Workers 

The background information of frontline workers is presented in Table 4.31. It shows that 51.6% 

of frontline workers were in the age group of 26-36 years followed by 41.9% workers were >33 

years old. 41.9% frontline workers had completed secondary education. 32.3% workers were 

having work experience of 5-10 years.  
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Table 4.31: Background information of frontline workers 

Particulars Frontline workers 

%(n)(N=31) 

Age of the functionaries  

 18-25 years 6.5(2) 

 26-36 years 51.6(16) 

33-42 years 41.9(13) 

Education qualification   

 Primary 22.6(7) 

 Secondary 41.9(13) 

 Higher secondary 25.8(8) 

 Graduate 9.7(3) 

Years of Experience   

 <5 years 29(9) 

 5-10 years 32.3(10) 

 11-20 years 25.8(8) 

 >21 years 12.9(4) 

 

 

All the frontline workers reported about previous training on first 100 days and appropriate 

complementary feeding practices (Table 4.32) 

Table 4.32: Information on training received by frontline workers 

Particulars Frontline workers 

%(n)(N=31) 

Received any training 100(31) 

Topics covered in the training  

 First 1000 days 100(31) 

 Counselling skills 90.3(28) 

 Recepi demonstration 77.4(24) 

 Appropriate complementary feeding 100(31) 

 Nutri-Kitchen garden 48.4(15) 
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One of the most important job of frontline workers is to effectively counsel the community 

regarding various issues. Frontline workers are grassroot functionaries working with community 

by being part of it. Here, all the functionaries were conducting counselling sessions. Some of 

them were conducting counselling sessions on days celebrated at anganwadi centers where as 

some of them were conducting house to house visits for counselling. (Table 4.33) 

 

Table 4.33: Information regarding counselling done by Frontline workers (Multiple 

Responses) 

Particulars Frontline workers 

%(n)(N=31) 

Counselling done on complementary feeding practices 100(31) 

Where was counselling done  

 Mamta diwas 32.3(10) 

 Suposhan diwas 48.4(15) 

 Annaprashan diwas 80.6(25) 

 Annavitran diwas 38.7(12) 

 During home visits 48.4(15) 

Topics covered by frontline workers during counselling  

 Importance of complementary feeding 100(31) 

 Age appropriate complementary feeding 100(31) 

 Continuation of breastfeeding 100(31) 

 Age appropriate quantity of complementary feeding 77.4(24) 

 Quality of complementary food including dietary diversity and 

storage of food 

90.3(28) 

 Age appropriate frequency of complementary food 64.5(20) 

 Use of balshakti and its recipies 32.3(10) 

 Demonstration of recipies for complementary feeding 32.3(10) 

 Active responsive feeding 16.1(5) 

 Use of produce of nutri-kitchen garden 22.6(7) 

 Wash practices 25.8(8) 

 Importance of attending annaprashan diwas at AWC 80.6(25) 
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One day training and 3 refresher training were conducted. After that knowledge retention on 

various aspects of complementary feeding was elicited. Data on pre post knowledge is presented 

in Table 4.34, Table 4.35 and Table 4.36. It was found that all Frontline workers had correct 

understanding about concept of Complementary feeding, age of its initiation. However 

knowledge about frequency, quantity and quality of complementary feeding showed significant 

improvement. (p-value<0.05) 

Table 4.34: Knowledge of frontline workers regarding complementary feeding practices 

pre and post training (correct responses) 

Particulars Pre Training 

%(n)(N=31) 

Post Training 

%(n)(N=31) 

What is complementary feeding 100(31) 100(31) 

Correct age of initiation of complementary food 100(31) 100(31) 

Continuation of breast feeding till 2 years of age 100(31) 100(31) 

Correct frequency of food to be given    

 6-8 months 77.4(24) 0100(31) 

 9-11 months 67.4(21) 100(31) 

 12-23 months 48.4(15) 100(31) 

Correct quantity of food to be given   

 6-8 months 38.7(12) 100(31) 

 9-11 months 58.1(18) 100(31) 

 12-23 months 41.9(13) 100(31) 

Correct consistency of food to be given    

 6-8 months 90.3(28) 100(31) 

 9-11 months 74.2(23) 100(31) 

 12-23 months 93.5(29) 100(31) 

 

Knowledge on hygiene to be conducted for complementary feeding was also collected and 

presented in Table 4.33. It was found that care to be taken during preparation of food for children 

showed satisfying improvement (Table 4.33). Improvement for the some aspects showed 

Significant improvement (p-value<0.05) 
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Similarly For how food should be served to children showed great improvement. Before training 

only 9.7% Frontline workers knew about it and after sensitization workshops it improved to 

90.3% with regard to knowledge about hand washing practices, improvement was seen in hand 

washing after cleaning feces and before preparing the food for child. 

 

Table 4.35: Knowledge of frontline workers regarding care taken during feeding children 

pre and post training (correct responses) (Multiple Responses) 

Particulars Pre Training 

%(n)(N=31) 

Post Training 

%(n)(N=31) 

Care taken during preparation of food for child   

 Hands of mother and child should be clean  38.7(12) 83.9(26) 

 Utensils should be clean and properly washed 64.5(20) 67.7(21) 

 Appropriate temperature of the food 32.3(10) 77.4(24) 

 Food should be freshly prepared 77.4(24) 80.6(25) 

 Drinking water should be clean 41.9(13) 64.5(20) 

 All of above 9.7(3) 48.4(15) 

How food should be served to child   

 In mother’s plate 48.4(15) 16.1(5) 

 Along with other children of house in same plate 12.9(4) 9.7(3) 

 Separate plate 64.5(20) 90.3(28) 

Hand Washing practices to be followed   

 Before preparing food 38.7(12) 96.8(30) 

 After preparing food 45.2(14) 96.8(30) 

 After cleaning feces of child 90.3(28) 96.8(30) 

 Before feeding child 74.2(23) 90.3(28) 

 After feeding child 67.7(21) 80.6(25) 
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With regards to Annaprashan diwas, all frontline workers were aware about it but improvement 

in knowledge about its benefits was seen which was not significant. (p-value>0.05) (Table 4.36) 

Table 4.36: Knowledge of frontline workers regarding annaprashan diwas and balshakti 

(correct responses) (Multiple Responses) 

Particulars Pre Training 

%(n)(N=31) 

Post Training 

%(n)(N=31) 

Place for celebrating annaprashan diwas 100(31) 100(31) 

Benefits of annaprashan diwas 74.2(23) 100(31) 

Importance of annaprashan diwas 80.6(25) 100(31) 

THR-balshakti Number of packets to be given per child   

 Normal child 100(31) 100(31) 

 SAM child 100(31) 100(31) 

 

Feedback from frontline worker about Complementary feeding at community level 

 

After training and refresher training of frontline workers on various aspects of complementary 

feeding and counselling skills, all frontline workers started counselling the mothers of young 

children. Due to COVID 19 situation Anganwasi workers and ASHA workers were involved in 

COVID 19 related work. Feedback from Arogya Sathis were obtained on community’s response 

about Complementary feeding practices. It was reported that due to COVID 19 situation it was 

difficult for them to counsel mothers on various days.  

 However, training module which was provided was useful in sensitizing young mothers. 

 On counselling few mothers reported that counselling on quality, quantity, frequency and 

hygiene regarding complementary feeding helped them to understand better.  

 Feedback from anganwadi workers and ASHA workers could not obtained because of 

their involvement in COVID 19 work. 
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HIGHLIGHTS 

 

 Total 31 frontline workers were enrolled in the study. 

 41.9% functionaries have completed secondary education.  

 Training and 3 refresher training on various complementary feeding practices were given 

to frontline workers. 

 Improvement is seen in knowledge of frontline workers regarding quantity, frequency, 

quality of food which should be given to children and hygienic practices to be followed 

while feeding child.  
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DISCUSSION 

 

The complementary feeding period is most critical period for child as child’s maximum 

growth occurs during this period. This is the transition phase for a child from breastmilk to 

first foods thus the food given to child should have proper quantity and quality both. If 

children are given food of proper quality but quantity is les then child will be unable to 

satisfy his/her nutrient needs which results into undernutrition among young children. Early 

in life, a child's health has an impact on growth and other functions. Childhood malnutrition 

obstructs both physical and cognitive development. 

The major highlights of the study was based on consumption of food groups, minimum meal 

frequency, minimum diet diversity, minimum acceptable diet, nutrient intake and nutrient gat 

among diets of young children (6-23 months), utilization of ICDS services, complementary 

feeding practices by mothers, nutritional status of young children. 

Dietary practices of young children (6-23 months) 

In the study 232 total children were interviewed out of which 8 children haven’t started with 

first foods so, infant and young child feeding indicators were assessed for 224 children. The 

results of the study showed that minimum meal frequency of children were 70%, minimum 

diet diversity was 51% that is more than 5 food groups were consumed by 51% children in 

average of 3 day 24-hour diet recall and minimum acceptable diet was 34%.   

To identify the links between feeding practises and underweight, Shreyans Rai and Sayeed 

Unisa 2019-20 used three basic indicators: minimum meal frequency, minimum diet 

diversity, and minimum acceptable diet of infant and young child feeding practises. It's worth 

noting that children with a minimum diet diversity have an 18% lower risk of being 

underweight than those who don't. 

Nutrient Gap among young children diet 

In the present study, we calculated the nutrient intake of young children based on average of 

food quantity consumed by children in 3 days including breastmilk. The results showed the 

nutrient gap of Nutrients such as Niacin, Vitamin-B6, Folate, Iron, Zinc and Iodine are found 

in the diets of 6-12 months old children. whereas,  for 1-2 years old children almost all the 

nutrients are having more than 50% gap.  
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A study by Beal et al. 2021 showed high burden of nutrient gap for nutrients such as Iron, 

Zinc and Folate. A comprehensive nutrient gap analysis by GAIN-UNICEF 2020 showed 

the high nutrient gap burden of Iron and Moderate nutrient gap burden of Vitamin-A, Zinc, 

Folate, Calcium and Niacin. NIN report 2021 showed that the deficit intake reported to be 

high with respect to vitamin C (87%) followed by riboflavin (83%), calcium (77.5%), niacin 

(73.8%),vitamin A (71.8%) folic acid (62.9%) and iron (61.1%). 

 

The findings of this research was presented in INTERNATIONAL CONFERENCE ON 

PUBLIC HEALTH. (Appendix – 9) 

A research paper of the findings from this study was accepted by SCHOLARS’ MOSAIC 

2021 
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SUMMARY  

The "First 1000 Days" are a period of rapid physical growth and enhanced mental 

development that provides a once-in-a-lifetime opportunity to create lifelong health and 

intelligence. These first 1000 days of life prepare child for good health for the rest of the life. 

Providing the right nutrients to babies during their first 1000 days helps them avoid infections 

and encourages their developing brains and bodies to reach their maximum developmental 

potential.  

Every child has the fundamental right to adequate nutrition. Children who are fed enough of 

the right foods, in the right amounts, and at the right time in their development have a better 

chance of surviving, growing, developing, and learning. They are better prepared to thrive in 

the face of disease, disaster, or crisis. 

Identifying food and nutritional gaps during the complementary feeding phase is important 

for guiding strategies and services aimed at enhancing infant health and nutrition. However, 

nationally representative results for young children are typically only available for a few 

foods and are obtained infrequently. Alternative sources of information, even if of poorer 

quality, may help fill data gaps, particularly where different sources point to the same 

nutrients of concern or dietary concerns. Given the broad variety of indicators used, the 

variability of data sources and demographic patterns, and variations in the severity of related 

health effects, policy makers have no clarity about how to find and assess information to 

identify the extent and importance of nutritional gaps in infant diets. 

The Department approved the study of Medical Ethics Committee 

(No.IECHR/FCSC/2020/58), The Maharaja Sayajirao University of Baroda, Vadodara. 

 

BROAD OBJECTIVE  

Comprehensive Nutrient Gap Analysis of children (6-23 months) and capacity building of 

frontline workers of selected villages of Jambusar block in Bharuch district. 

 

SPECIFIC OBJECTIVES  

 To assess socio- demographic profile of households of children (6- 23 months). 

 To document complementary feeding practices of children (6-23 months). 

 To document the utilization of services of Annaprasan diwas under ICDS 

programme by the mothers of children(6-23 months). 
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 To document the compliance of Balshakti supplied under ICDS programme.  

 To calculate the CONGA for selected macro and micro nutrients based on ICMR 

RDA 2020.  

 To strengthen the capacity of front line workers (AWWs, ASHAs and aarogya 

sathis of NGO) for effective counselling on age appropriate complementary feeding 

practices.  

 To assess knowledge of FLWs) on complementary feeding before and after 

trainings.  

 To collect feedback from FLWs regarding change in complementary feeding 

practices if any at community level after counselling by them. 

 

Phase 1:- Formative research on practices of mothers about Complementary feeding 

It was a University-NGO collaborative study so the study was conducted in the villages 

which comes under working of aatapi seva foundation in Jambusar block. Jambusar block 

was purposively selected and the study was conducted in 13 anganwadi centers of 5 villages 

where aatapi seva foundation is currently working. These 5 villages were Daabha, Kareli, 

Kahanva, Piludra, Vedach and anganwadi centers selected for the study 

Data on the following aspects were collected:- 

 District profile (n=1) 

 Block profile (n=1) 

 Village profile (n=5) 

 Anganwadi Profile (n=13) 

 Socio- economic status (HHs) (n= 232) 

 Practices about Complementary feeding (n=232) 

 Three day 24 hour Dietary Recall Method (n=232) 

 Weight, Height and MUAC (n=232) 

 

HIGHLIGHTS 

 67.7% household were joint families and 48.3% households comes under general 

category. 

 68.5% households are having Below poverty line card. 
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 Stunting prevalence was 48.3%, underweight prevalence 24.1% and wasting  8.6% 

(<-2SD) 

 20.6% children from all the 6-23 months old children were not receiving breastmilk as 

it was discontinued before 23 months of age. 

 Only 41.4% mothers are having knowledge about annaprashan diwas 

 Around 54.5% of children consume balshakti regularly. 

 Around 47% children were initiated with complementary food at the completion of 6 

months of age. Whereas, 3.5% children were not initiated with complementary food at 

the time of data collection. 

 Percent nutrient gap for all micronutrients was found in all the children.  

 Energy deficit was 48.8% in 1-2 years old children as compared to 13.4% in 6-12 

months age group. 

Recent indicators of breastfeeding and complementary feeding as per WHO, UNICEF 

2021 are presented below. 

Indicators % n 

Breastfeeding Indicators (N=232) 

Ever Breastfed  98.7 229 

Early initiation of breastfeeding 67.2 156 

Continued breastfeeding 12-23 months (N=159) 74.2 118 

Complementary Feeding Indicators (N=224)   

Age appropriate initiation of complementary feeding 47 108 

Infants 6-8 month old who consumed food during 

previous day (N=32) 

94 30 

Minimum dietary diversity 6-23 months  51 114 

Minimum meal frequency 6-23 months 70 157 

Minimum milk feeding frequency for non-breastfed 

children  (N=48) 

29.2 14 

Minimum acceptable diet 6-23 months  34 76 

Egg and/or flesh food consumption 6-23 months  2.6 6 
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Sweet beverage consumption 6-23 months  65.2 146 

Unhealthy food consumption 6-23 months  99.1 222 

Zero vegetable or fruit consumption 6-23 months 31.3 70 

 

Phase 2:- Capacity Building of Frontline Workers (FLW’s) for effective counselling on 

age appropriate Complementary Feeding practices 

In the second phase of study, pre-knowledge of frontline workers on age appropriate 

complementary feeding practices using semi-structured questionnaire was taken, training 

module for the same was compiled from available modules of UNICEF and ICDS and 

training to frontline workers regarding the same was done. After the training knowledge 

retention of frontline workers was also elicited. 

 

Data on the following aspects were collected:- 

 Profiles of Frontline workers (n=31) 

 Frontline workers knowledge pre and post training (n=31) 

 Feedback through Focus group discussion (n=7) 

 

 

HIGHLIGHTS 

 

 Total 31 frontline workers were enrolled in the study. 

 41.9% functionaries have completed secondary education.  

 Training and 3 refresher trainings on various complementary feeding practices were 

given to frontline workers. 

 Improvement is seen in knowledge of frontline workers regarding quantity, frequency, 

quality of food which should be given to children and hygienic practices to be 

followed while feeding child.  
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CONCLUSION  

 

 It can be concluded that high prevalence of undernutrition among 6-23 months 

children of selected villages of Jambusar block is a cause of concern.  

 Breastfeeding practices and complementary feeding practices needs to be strengthen 

among young mothers.  

 Nutrient gap was found for all the micronutrients.  

 Training module on Complementary feeding practices appeared well designed and 

resulted in measurable improvements in Frontline workers knowledge with regard to 

quality, quantity and frequency of Complementary feeding.  

 Hence, there is a need to strengthen capacity building of Frontline workers with 

regard to Complementary feeding practices, interpersonal counselling and promotion 

of nutri agri smart communities to improve complementary feeding practices.  

 Baseline data on Complementary feeding practices and nutrient gap analysis may be 

useful for Non-governmental organizations to plan further interventions to improve 

the Infant and Young Child Nutrition practices and dietary diversity. 
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RECOMMENDATIONS AND WAY FORWORD 

 

 There is a need to strengthen capacity building of Frontline workers with regard to 

complementary feeding practices and interpersonal counselling.  

 Promotion of nutri agri smart communities to improve complementary feeding 

practices and dietary diversity.  

 Further emphasis on counselling of mothers, fathers and other family members to 

improve complementary feeding practices is suggested.  

 In collaboration with ICDS, celebration of Annaprashan diwas to be strengthened 

with maximum participation of mothers of young children.  

 Periodic recipe demonstration using balshakti and other complementary feeding 

recipes.  

 Counselling of mothers with growth chart of their child to be carried out at least, once 

in a month. 

 Monitoring checklist to be filled by Arogya sathis to understand age appropriate IYCF 

practices.  

 Counselling of pregnant mothers on early initiation of breastfeeding, colostrum 

feeding, no prelacteals and counselling of lactating mothers regarding exclusive 

breastfeeding should be done.  

 We can involve Self Help Group members who can adopt SAM children and monitor 

their improvement.  
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Appendix-1 Request letter 

 



ગ ાંધી અન ેઠ કરુ ૨૦૨૦ 

MSU 

 

ફોર્મ નાંબર: -        ત રીખ: -        /      / 

ફોર્મ ભરન રનુાં ન ર્:- _  જિલ્લો:-    

ત લુકો:-   ગ ર્ :-    

આાંગણવ ડી ન ર્ અને નાંબર:-      

૬-૨૩ ર્જિન  બ ળક ની ર્ ત  ર્ ટે ઉપરી આિ ર ની ર્ જિતી ર્ ટે પ્રશ્ન વજલ 

ડડપ ટમર્ેંટ ઓફ ફૂડ્સ એન્ડ ન્યૂડિશન  

ફેકજલ્ટ ઓફ ફૅજર્લી એન્ડ કમ્યૂજનટી સ યન્સીસ  

ધ ર્િ ર જા સય જીર વ યુજનવર્સમડટ ઓફ બરોડ   
 

 

 
 

સ ર્ જિક જથિજત 

1. ર્ ત નુાં ન ર્ (પડરવ રર્ ાં 6-23 ર્જિન ની બ ળકની 

ર્ ત ) 

 

2. ર્ ત ની શૈક્ષજણક લ યક ત  
 

૧. 1.અજશજક્ષત   2.વાચત  લ ખત  આવડ ે  3. પ્ર િજર્ક   4. ર્ ધ્યજર્ક  

5.થન તક   6. અનુથન તક   7. કોઈપણ અન્ય(િણ વો)_____ 

3. જ્ઞ જત 1.અનુસુજચત િનજાજત (એસ.ટી)   2.અનસુુજચતજાતિ(એસ.સી)  
3.પછ ત વગમ (ઓબીસી)      4.સ ર્ ન્ય 

4. આર્િમક જથિજત  1. એ.પી.એલ.       2. બી.પી.એલ. 

5. કુટુાંબનો પ્રક ર  1. સાંયુક્ત      2. જવભક્ત     3. જવથતૃત 

6. ઘરનો ર્ુખ્ય વ્યવસ ય 1.બેરોિગ ર   2. ખેત ર્િૂરી   3.છૂટક ર્િૂરી  4.કૌટુાંજબક વ્યવસ ય  

5.સરક રી નોકરી      6.ખ નગી નોકરી        7. થવ રોિગ રી               

8. અન્ય િણ વો______ 

7.                                             છે? 1.                  2. એફ.  .ઓ. 

8. ર્ ત નો વ્યવસ ય      1. ગૃજિણી 2.બેરોિગ ર   3. ખેત ર્િૂરી   4.છૂટક ર્િૂરી   

    5.કૌટુાંજબક વ્યવસ ય    6.સરક રી નોકરી  7.ખ નગી નોકરી  

    8. થવ રોિગ રી     9.અન્ય િણ વો______ 

9. કુટુાંબન  સભ્યોની કુલ સાંખ્ય   

10. પડરવ રર્ ાં 6-23 ર્જિન ની બ ળકની કુલ સાંખ્ય    

11.           માાં       ણ              ણ             

     છે? 

   1.  હા                           2.  ના 

FreeText
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12. શ રીડરક ર્ પદાંડ  1. લાંબ ઈ (સ.ેર્ી):____ 

2. વિન (ડકલો):______ 

3. બ વડ  ન  ર્ધ્ય ભ ગ ન  ઘેર વનુાં ર્ પ(સે.ર્ી.):____ 

4. િન્ર્ સર્ય વિન(ડકલો):___-

(ર્ર્ત  ક ડમ તપ સો) 

 

સગભ મ સર્ય ની ર્ જિતી  

13. સુવ વડ નો પ્રક ર? (િે બ ળક ની ર્ જિતી લખ વી છે 

તેની સુવ વડ જવશ ેપછૂવુાં) 

1. સ ર્ ન્ય  2. જસઝેડરયન 3.અન્ય  

14. સુવ વડ કય ાં કરવ ર્ ાં આવી િતી? 1.પટે  કેન્ર  2.પી.એચ.સી  3.સી.એચ.સી  4.સરક રી દવ ખ નુાં 

5.ખ નગી દવ ખ નુાં        6.જચરાંજીવી  દવ ખ નુાં          

      7.અન્ય િણ વો   

                               આઈ.સી.ડી.એસ. સવે ઓ નો ઉપયોગ જવશ ેર્ જિતી 

15. શુાં તર્ ર  બ ળક નુાં ન ર્ નજીકન  આાંગણવ ડી કને્ર ર્ ાં 

નોંધ યેલુાં છે? 

1.  િ  2.  ન  

16. શુાં તર્ે આાંગણવ ડી કેન્રની ર્લુ ક ત લો છો? 1.  િ  2.  ન  

17. િો િ , તો કેટલી વ ર? 1. અઠવ ડડય ર્ ાં એકવ ર       2. 15 ડદવસર્ ાં એકવ ર               

3. એક ર્જિન ર્ ાં એકવ ર       4. કોઈપણ અન્ય 

18. શુાં તર્ે અન્નપ્ર શન ડદવસ જવશ ેજાણો છો? 1.  િ  2.  ન  

19. તર્ ર  આાંગણવ ડી કેન્રર્ ાં અન્નપ્ર શન  ડદવસની 

ઉિવણી ક્ય ાંર ેકરવ ર્ ાં આવે છે? 

1.      ર્ાંગળવ ર            2. ખબર નિી                                   

3. કોઈપણ અન્ય (િણ વો) _________ 

20. શુાં તર્ે અન્નપ્ર શન ડદવસર્ ાં િ િરી આપો છો? 1.  િ  2.  ન  

21. િો િ , તો કઈ કઈ પ્રવૃજિઓ કરવ ર્ ાં આવે છે? 1. છ ર્જિન  પુર  િય  પછી બ ળક ન ેશુાં ખવડ વુાં, કેટલી વ ર 

ખવડ વુાં, કેવી રીતે ખવડ વુાં તેની ર્ જિતી 

2. બ લશજક્ત પેકટે ર્ િી બનેલી વ નગીનુાં                 

3. બ લશજક્ત ની ર બ બન વી ખવડ વ ે

4.  અન્ય (િણ વો) _________ 

22. તર્ને બ લ શજક્ત ન  પેકટે ર્ળે છે? 1.  િ  2.  ન  

23. િો િ , તો ર્જિન  ર્ ાં કેટલ  પેકેટો ર્ળે છે? 1. 7 પેકટે્સ     2. 10 પેકેટ્સ     3. અન્ય(િણ વો) _____ 

24. િો િ , તો કેટલી વ ર? 1. અઠવ ડડયે    2. ર્જિને  3. ત્રણ ર્જિને  4. અન્ય(િણ વો) __ 

25. બ લ શજક્તન  પેકટે કોણ આપ ેછે? 1. આાંગણવ ડી ક યમકર  2.આશ   3.નસમબેન  4.અન્ય કોઈ______ 

26. િો ન , તો તર્ને કેર્ નિી ર્ળતુાં? 1. THR લેવ  નિી િત    2.આાંગણવ ડી કેન્ર ર્ ાંિી નિી ર્ળતુાં 

3. આાંગણવ ડી બાંધ રિે    4.કોઈપણ અન્ય થપષ્ટ કરો _______ 

બ ળક નુાં ન ર્ :-   િન્ર્ ત રીખ :-   

ઉર્ર :-___                                         જાજત :- 1.બ ળક  2.બ ળકી           કેટલ ર્ુાં જીજવત બ ળક છે? ______  
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27.  બ લ શજક્ત ર્ ાંિી વ નગીઓ કેવી રીતે બન વ ની એ ર્ ટે 

કોઈ વ નગી         કરવ ર્  આવ્યુ િતુાં? 

1.  િ    2.  ન  

28. િો િ , તો પછી કોણે        કયુું? 1. આાંગણવ ડી ક યમકર   2.આશ    3.અન્ય કોઈ(િણ વો)______ 

29. િો િ , તો        ક્ય ર ેઆપયુાં િતુાં? 1.  અન્નપ્ર શન ડદવસ 2. અન્ય કોઈ ડદવસ_ે______ 

30. શ ાં િમારા ઘરમાાં પોષણ વાતિકા છે? 1.  હા   2.  ના 

31. જો હા, પોષણ વાતિકા શરૂ કરવા માિે કોન ેસલાહ આપી હિી?  

32. શ ાં િમે પોષણ વાતિકા માાંથી      માાં          ઓ ઉપરી 

આહાર માાં      છો? 

1.  હા   2.  ના 

33. િમે પોષણ વાતિકા માાં કઈ કઈ     ઓ       છો?  

ઉપરી આિ ર જવશ ે

34. સ્િનપાન ક્યાર ેશરૂ કર્ ું હિ ાં? 1. જન્મના 1 કલાકની અાંદર    2. જન્મના 1 તદવસની અાંદર        3. 

કોઈપણ અન્ર્____ 

35. શ ાં સ્િનપાન શરૂ કર્ાા પહેલા કોઈ ખાવાની વસ્િ  આપી હિી? 1.  હા   2.  ના 

36. જો હા, િો પછી શ ાં આપવામાાં આવર્ ાં હિ ાં? 1. પાણી 2. મધ 3. ઉપરન ાં દૂધ 4. કોઈપણ અન્ર્ સ્પષ્ટ કરો____ 

37. કેિલા મતહના સ ધી બાળક ને ફક્ત ને ફકિ સ્િનપાન કરાવામા 

આવર્ ાં હિ ાં? 

1. ૪ મતહના    2. ૬ મતહના   3. ૮ મતહના   4. કોઈપણ અન્ર્ સ્પષ્ટ 

38. શ ાં િમે હાલમાાં િમારા બાળકને સ્િનપાન કરાવો છો ? 1.  હા   2.  ના 

39. િો િ , તો પછી ડદવસર્ ાં કટેલી વ ર બ ળકને થતનપ ન 

કર વવ ર્ ાં આવે છે? 

 

40. શુાં તર્ે ર ત્રે બ ળકને થતનપ ન કર વો છો ? 1.  િ    2.  ન  

41. બ ળકને કઈ ઉંર્રે ઉપરી આિ ર આપવ ની શરૂઆત કરવ ર્ ાં 

આવી િતી? 

1. ૪  ર્જિન   2. ૬ ર્જિન  કરત  ઓછ  

3. ૬ ર્જિન  પૂણમ િત ાં   4. ૮ ર્જિન    5. કોઈપણ અન્ય (થપષ્ટ) 

42. તર્ે તર્ ર  બ ળકને ક્ય ર ેઉપરી આિ ર આપવ ની શરૂઆત 

કરી િતી? 

1. બ ળક તેન  / તેન  પેટ ઉપર ખસેડવ નુાં શરૂ કયુું 

2. બ ળક ટેકો લઈને બસેવ  લ ગ્યો   3. બ ળક ટેકે વગર બેસવ  

લ ગ્યો     4. ક્રોલલાંગ શરૂ કયુું    5. ટેકો લઈને ઉભો િયો  

6. કોઈપણ અન્ય (થપષ્ટ)___________ 

43. ઉપરી આિ ર શરૂ કરવ  ર્ ટે કોને સલ િ આપી િતી? 1.ઘર ન  સભ્યો    2.આાંગણવ ડી ક યમકર    3.આશ     4.નસમબને           

5. અન્ય થતનપ ન કર વતી ર્ ત ઓ       6. ડોક્ટર                        

7. થવૈજછછક સાંગઠન ન  ક યમકર   8. પોત ે   9.રેડડયો સાંદેશ         10. 

અન્ય (િણ વો)___________ 

44. પિેલી વ ર ઉપરી આિ ર ક્ય ાં  આપવ ર્ ાં આવ્યુાં િતુાં? 1. ઘરે        2. આાંગણવ ડી કને્ર ર્ ાં અન્નપ્ર સનન  ડદવસ ે

3. કોઈપણ અન્ય (િણ વો)___________ 

45. પહેલી વખિ ઉપરી આહાર માાં શ ાં      હિ ાં ? 1. બ લ શજક્ત        2.જબજથકટ      3.ઘર નો ખોર ક   

4.અન્ય (િણ વો)__ 

46. તર્ે સ બુિી િ િ ધુઓ છો? 1. િ    2. ન   
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47. િો િ , તો ક્ય ર ેક્ય ર?ે 1. ખોર ક તૈય ર કરત  પિેલ     2. ખોર ક તૈય ર કય મ પછી 

3. બ ળકન  ર્ળ સ ફ કય મ પછી  4. બ ળકને ખોર ક આપત  પિેલ  

5. બ ળકને ખવડ વ્ય  પછી  6. ઉપરોક્ત તર્ ર્ 

48.બ ળકને ખવડ વત  સર્યે તર્ે કઈ કઈ ક ળજી ર ખો છો? 1. ર્ ત  અને બ ળક બાંને િ િ ધુએ   2. ચર્ચી /વ ટકી સ ફ કરવી  

3. ખોર કનુાં ત પર્ ન (ખૂબ ગરર્ / ઠાંડ  નિી)  4. ખોર ક વ સી ન 

િોવો િોઈએ  5.                           

6. પીવ નુાં પ ણી થવછછ    7. ઉપરોક્ત તર્ ર્  

8. કોઈપણ અન્ય (િણ વો)___________ 

49. બ ળકને પ ણી આપત  પિેલ  તર્ે કઈ સ વચેતી ર ખો છો? 1. પ ણી ગરર્ કય મ પછી ઠાંડ ુકરીને આપવુાં         2. શુધ્ધ પ ણી 

3. ઘર ર્ ાં િે પ ણી િોય એ   4. કોઈપણ અન્ય (િણ વો)___ 

50. શુાં બ ળકને ઉપર નુાં દૂધ આપવ ર્ ાં આવે છે? 1. િ    2. ન  

51. િો િ , તો કેટલી વ ર? 1. <૨વખત      2. ૨ વખત         3. ૩-૫ વખત                 

4. > ૬ વખત     5. કોઈપણ અન્ય (િણ વો)_________ 

52. િો િ , તો કયુાં દૂધ? 1. ગ ય  2. ભેંસ   3.બકરી   4.કોઈપણ અન્ય (થપષ્ટ કરો) 

53. શુાં તર્ે તર્ ર  બ ળકને બ લશજક્ત આપો છો? 1. િ    2. ન  

54. િો િ , તો પછી તર્ે બ લ શજક્ત ર્ ાંિી શુાં બન વો છો? 1. ર બ   2. શીરો   3. સુખડી   4. કોઈપણ અન્ય(િણ વો)____ 

55. શુાં તર્ રાં બ ળક બ લશજક્ત ખ ય છે? 1. િ    2. ન  

56. િો નિીં, તો શ  ર્ ટ?ે 1. બ ળક ન ેભ વતુાં નિી    2. ર્ન ેભ વતુાં નિી  

3. બ ળક ને ઝ ડ  િઈ જાય છે  4. કોઈપણ અન્ય(િણ વો)___ 

57. શુાં બ લ શજક્ત પડરવ રન  અન્ય સભ્યો       પણ ખ વ  ર્ ાં 

આવ ેછે? 

1. િ    2. ન  

ફક્ત ૬-૮ મહિનાના બાળકો માટે પૂછવ ું 

58. હાલમાાં, િમે િમારા બાળકને ધાવણની સાથ ેઉપરી 

ખોરાક કેિલી વખિ આપો છો? 

1. ૨-૩ વખિ     2. ૫ વખિ      3. માાંગે ત્ર્ાર ે 

4. કોઈપણ અન્ર્(જણાવો)___________ 

59. એક વખિે કેિલ ાં આપો છો? (સ્પ ન બિાવો) 1. C1   2. C2   3. C3  4. C4   5. કોઈપણ અન્ર્ (સ્પષ્ટ)_____ 

60. પૂરક ખોરાકમાાં કેવો ખોરાક 

આપો છો? 

1. અધા ઘટ્ટ મસળેલો  2.પ્રવાહી  

3. કોઈપણ અન્ર્(જણાવો)___________ 

61. િમ ેબાળકને  પૂરક ખોરાકમાાં શ ાં  શ ાં ખવડાવો છો?  

 

1. અનાજ અને કાંદમૂળ     2. કઠોળ અને સૂકો મેવો 3. દૂધ અને 

દૂધ ની બનાવિો 4. માાંસ 5. ઇાં ડા            6. તવિાતમન એ થી 

ભરપ ર ફળો અને શાકભાજી      7. અન્ર્ ફળો અને શાકભાજી 8. 

પેકેિ (તબતસ્કિ, વેફર, વગેર)ે જણાવો__________ 

62. શ ાં િમારાં  બાળક તનર્તમિપણે બાલ શતક્ત ખાર્ છે? 1. હા  2. ના 

63. જો હા, િો તદવસમાાં કેિલી વાર?  

64. એક વખિે કેિલ ાં બાલ શતક્ત આપો છો? 1. C1 2. C2 3. C3 4. C4 5. કોઈપણ અન્ર્ (સ્પષ્ટ)______ 
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ફક્ત ૯-11 ર્જિન ન  બ ળકો ર્ ટ ેપૂછવુાં 

65. િ લર્ ાં, તર્ે બ ળકને કેટલી વખત પૂરક ખોર ક આપો છો? 1. 3-4 વખત      2. 5 વખત     3. ર્ ાંગે ત્ય રે  

4. કોઈપણ અન્ય (િણ વો)___________ 

66. એક વખત ેકટેલુાં આપો છો? (થપુન બત વો) 1. C1  2. C2  3. C3   4. C4   5. કોઈપણ અન્ર્ (સ્પષ્ટ)____ 

67. પૂરક ખોર કર્ ાં કવેો ખોર ક આપો 

છો? 

1. કઠણ             2. અધમઘટ્ટ ર્સળેલુ ખોર ક                                      

3. કોઈપણ અન્ય (િણ વો)____________ 

68.  િમે બાળકને  પૂરક ખોરાકમાાં શ ાં  શ ાં ખવડાવો છો?  1. અન િ અને કાંદર્ૂળ     2. કઠોળ અને સૂકો ર્વેો   3. દૂધ અને દૂધ 
ની બન વટો   4. ર્ ાંસ      5. ઇંડ         6. જવટ જર્ન એ િી ભરપુર 
ફળો અને શ કભ જી          7. અન્ય ફળો અને શ કભ જી                 
8. પેકટે (જબજથકટ, વેફર, વગેરે) િણ વો__________ 

69. શુાં તર્ રાં બ ળક જનયજર્તપણે બ લ શજક્ત ખ ય છે? 

 

1. િ   2. ન  

70. િો િ , તો ડદવસર્ ાં કેટલી વ ર?  

71. એક વખત ેકટેલુાં બ લ શજક્ત આપો છો? 

 

1. C1  2. C2  3. C3  4. C4  5. કોઈપણ અન્ર્ (સ્પષ્ટ)_____ 

ફક્ત 12-23 મતહના બાળકો માિે પૂછવ ાં  

72. હાલમાાં, િમે બાળકને કેિલી વખિ પૂરક ખોરાક આપો 

છો? 

1. 4-5 વખિ        2. 5 વખિ      3. માાંગે ત્ર્ાર ે 

4. કોઈપણ અન્ર્(જણાવો)___________ 

73. એક વખિે કેિલ ાં આપો છો? (સ્પ ન બિાવો) 1. C1  2. C2  3. C3  4. C4  5. કોઈપણ અન્ર્ (સ્પષ્ટ)_____ 

74. પૂરક ખોરાકમાાં કેવો ખોરાક આપો 

છો? 
1. કઠણ 2. અધાઘટ્ટ મસળેલ  ખોરાક  3. કોઈપણ અન્ર્ 

(જણાવો)____________ 

75.  િમે બાળકને  પૂરક ખોરાકમાાં શ ાં  શ ાં ખવડાવો છો?  1. અનાજ અને કાંદમૂળ     2. કઠોળ અને સૂકો મેવો 3. દૂધ અને દૂધ 

ની બનાવિો 4. માાંસ 5. ઇાં ડા            6. તવિાતમન એ થી ભરપ ર 

ફળો અને શાકભાજી      7. અન્ર્ ફળો અને શાકભાજી 8. પેકેિ 

(તબતસ્કિ, વેફર, વગેર)ે જણાવો__________ 

76. શ ાં િમારાં  બાળક તનર્તમિપણે બાલ શતક્ત ખાર્ છે? 

 

1. હા  2. ના 

77. જો હા, િો તદવસમાાં કેિલી વાર?  

78. એક વખિે કેિલ ાં બાલ શતક્ત આપો છો? 

 

1. C1 2. C2 3. C3 4. C4 5. કોઈપણ અન્ર્ (સ્પષ્ટ)_____ 
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આગળના હિવસે બાળકે ખાધેલ ખોરાક ની હવગત 

1. આહારનો પ્રકાર: (1) શાકાહારી (2) માાંસાહારી (3) શાકાહારી પણ ઈાં ડા ખાર્  

2. (આઈ.સી.ડી.એસ. હેઠળ આપવામાાં આવેલ બાલ શતક્ત તવશ ેઅને સ્િનપાન તવશે પૂછો) તદવસ દરતમર્ાન આપવામાાં આવિી 

પેક્ડ વસ્િ ઓ / સ ગરર્ ક્ત પીણાઓ તવશે પણ પૂછો અને નામ અને જથ્થો સાથે િેનો ઉલ્લેખ કરો - દા.િ. તબતસ્કિ, વેફર, કોલ્ડ તડર ાંક 

વગેર.ે 

                    હિવસ ૧   તારીખ     /         / 

 

 

 

 

 

 

 

 

 

કેટલા વાગે  

 

શ ું ખવડાવ્ય  વાનગી શેમાું થી બનાવેલ 

છે? 

પ્રમાણ   

(દા. ન. સવાર ે૭ વાગે) ભાખરીનો િ કડો, ચા ઘઉનો લોિ, િેલ , મીઠ ાં    દ ધ, ચા, 

ખાાંડ 

(સ્િાન્ડેડ કપ માાં) 

ચોથો ભાગ, એક ચમચી  
 

    

    

 બાલશતક્ત માાંથી િૈર્ાર કરલે 

વસ્િ ઓ  

   

કોઈપણ અન્ર્ (તબસ્કીિ, 

વેફર, કોલ્ડ તડર ાંક્સ, 

ભ ગળા, સેવ ન ાં પેકેિ, 

ચવાન  પેકેિ) 

   

કેિલી વાર ધાવણ આપર્ ાં?    
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                       હિવસ ૨                          તારીખ      /       /  

 

 

 

 

 

કેટલા વાગે  

 

શ ું ખવડાવ્ય  વાનગી શેમાું થી બનાવેલ 

છે? 

પ્રમાણ 

    

    

    

 બાલશતક્ત માાંથી િૈર્ાર કરલે 

વસ્િ ઓ  

   

કોઈપણ અન્ર્ (તબસ્કીિ, 

વેફર, કોલ્ડ તડર ાંક્સ, 

ભ ગળા, સેવ ન ાં પેકેિ, 

ચવાન  પેકેિ) 

   

કેિલી વાર ધાવણ આપર્ ાં?    
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       હિવસ ૩                     તારીખ      /         /  

કેટલા વાગે  

 

શ ું ખવડાવ્ય  વાનગી શેમાું થી બનાવેલ 

છે? 

 પ્રમાણ 

    

    

    

 બાલશતક્ત માાંથી 

િૈર્ાર કરલે વસ્િ ઓ  

   

કોઈપણ અન્ર્ (તબસ્કીિ, 

વેફર, કોલ્ડ તડર ાંક્સ, 

ભ ગળા, સેવ ન ાં પેકેિ, 

ચવાન  પેકેિ) 

   

કેિલી વાર ધાવણ આપર્ ાં?    
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ફ્રાંન્ટલાઇન કાર્યકર (આંગણવાડી કાર્યકર /આશા/આરોગ્ર્ સાથી) માટે ની પ્રશ્નાવલલ 

ડિપાર્ટમેંર્ ઓફ ફૂડ્સ એન્િ ન્યડૂિશન  
ફેકલ્ટર્ ઓફ ફમૅમલી એન્િ કમ્યમૂનર્ી સાયન્સીસ 
F mhiriji syiJriv y‰(nv(s<T) ai[f bri[Di 

fi[m< n>br: tir)K: 
માડિતી ભરનાર ન ું નામ:  જિટલો: 
તાલ કો: ગામન ું નામ:  
આંગણવાિી કેન્રન ું નામ: આંગણવાિી કેન્ર નુંબર: 
1. િવાબ આપનાર ન ું નામ:   

2. િવાબ આપનાર ન ું િોદ્દો: 1. આંગણવાિી કાયટકર  2. આશા  3. આરોગ્ય 
સાથી 

3. મશક્ષણ સ્તર: 1. મનરક્ષર 

2. પ્રાથમમક 

3. માધ્યમમક 

4. સ્નાતક 

5. અન સ્નાતક 

6. અન્ય 

4. અન ભવ (વર્ટ માું):  

5. ક લ કેર્લા ઘરો મારે્ તમે કામ કરો છો?  

6. કોઈ તાલીમ મળેલ છે? 1. િા  2. ના 
7. િો, િા તો કયા મ દ્દા પર મળેલ છે? 1. પિલેા િજાર ડિવસ  

2. પરામશટ કરવાની ની આવિત 

3. વાનગી મનિશટન 

4. ઉમર પ્રમાણ ેઉપરી આિાર  
5. પોર્ણ વાડર્કા  
6. અન્ય........ 

8. શ ું તમે ઉમર પ્રમાણે ઉપરી આિાર મારે્ પરામશટ 
આપો છો ? 

1. િા  2. ના 

FreeText
Appendix - 3



ગાાંધી અને ઠાકુર ૨૦૨૦ 

 

9. િો, િા તો ક્યા આપવામાું આવે છે? 1. મમતા ડિવસે 2. સ પોર્ણ ડિવસ 3. અન્નપ્રાશન 
ડિવસ     4. અન્નમવતરણ ડિવસ  

10. િો, િા તો ક્યારે આપવામાું આવે છે? 1. અઠવાડિયે  
2. ૧૫ ડિવસ માું એક વાર  
3. મડિના માું એક વાર  
4. અન્ય િણાવો....... 

11. પરામશટ િરમમયાન  કયા કયા મ દ્દાઓ ની ચચાટ કરવા 
માું આવે છે? 

1. ઉપરી આિાર ન ું મિત્વ  
2. ઉમુંર પ્રમાણ ેઉપરી આિાર  
3. સ્તનપાન ચાલ  રાખો  
4. ઉમુંર પ્રમાણ ેઉપરી આિાર ની માત્રા 
5. ઉપરી આિાર ની ગ ણવત્તા અને ખોરાક માું 

મવમવધતા અને ખોરાક ને સુંગ્રિ કેવી રીતે 
કરવાન ું  

6. ઉમુંર પ્રમાણ ેકેર્લી વાર ઉપરી આિાર આપવો 
7. બાલ શક્તત નો વપરાશ અને વાનગીઓ 

8. ઉપરી આિાર મારે્ વાનગી મનિશટન 

9. s(k\y Ki[rik p\(tsid 

10. પોર્ણ વાડર્કા માું ઉગેલ વસ્ત  ઓનો વપરાશ 

11. િાથ ધોવાની ની રે્વો 
12. આંગનવાિી કેન્ર માું અન્નપ્રાશન ડિવસ માું  

 ઉપરી આહાર વવષે ની માહહતી 
12. ઉપરી આિાર શ ું છે? 1. ૬ મડિના પછી બાળક ન ેસ્તનપાન સાથે કોઈ 

પણ ખોરાક આપવામાું માું આવે  
2. અન્નપ્રાશન ડિવસ પર બાળક ને બાલશક્તત 

આપવામાું આવે  
3. ખબર નથી  
4. અન્ય િણાવો ....... 

13. કઈ ઉમરે બાળક ને ઉપરી આિાર ન ું શરૂઆત કરવી 
િોઇય ે? 
 
 
 
 

1. ચાર મડિને  
2. ૬ મડિના થી પેિલા  
3. ૬ મડિના પરૂા થયા પછી 
4. ૮ માું મડિને  
5. અન્ય િણાવો ...... 



ગાાંધી અને ઠાકુર ૨૦૨૦ 

 

14. બાળક ને ઉપરી આિાર સાથે કયા સ ધી સ્તનપાન 
ચાલ  રાખવ ું િોઇયે ? 

1. ૧ વર્ટ  
2. ૨ વર્ટ  
3. ૨ વર્ટ થી વધારે 

4. અન્ય િણાવો ...... 
15. ઉપરી આિાર માું કયા કયા ખોરાક ના જૂથો ઉમેરવા 

િોઇય ે? 
1. અનાિ અને કુંિમળૂ  
2. િાળ, કઠોળ અને તેલીબીયા 
3. દૂધ અને દૂધ ની બનાવર્ો  
4. માુંસાિારી ખોરાક  
5. ઈંિા  
6. મવર્ામમન એ થી ભરપરૂ ફળો અને શાકભાજી  
7. અન્ય ફળો અને શાકભાજી 

16. ૬-૮ મડિના ના બાળક ને ડિવસ માું કેર્લી વાર 
ઉપરી આિાર આપવો િોઇયે? 

1. 2-3 વાર 

2. જેર્લી વાર માગે  
3. અન્ય િણાવો ...... 

17. ૬-૮ મડિના ના બાળક ન ે૧ વાર માું ઉપરી આિાર 
ની કેર્લી માત્રા આપવી િોઇયે? 

1. C1 2.C2 3. C3 4.C4 5.અન્ય િણાવો...... 

18. ૯-૧૧ મડિના ના બાળક ને ડિવસ માું કેર્લી વાર 
ઉપરી આિાર આપવો િોઇયે? 

1. 3-૪ વાર 

2. જેર્લી વાર માગે  
3. અન્ય િણાવો ...... 

19. ૯-૧૧ મડિના ના બાળક ન ે૧ વાર માું ઉપરી આિાર 
ની કેર્લી માત્રા આપવી િોઇયે? 

1. C1 2.C2 3.C3 4.C4 5. અન્ય િણાવો.... 

20. ૧૨-૨૩ મડિના ના બાળક ને ડિવસ માું કેર્લી વાર 
ઉપરી આિાર આપવો િોઇયે? 

1. 4-૫ વાર 

2. જેર્લી વાર માગે  
3. અન્ય િણાવો ..... 

21. ૧૨-૨૩ મડિના ના બાળક ને ૧ વાર માું ઉપરી 
આિાર ની કેર્લી માત્રા આપવી િોઇયે? 

1. C1 2.C2 3.C3 4.C4 5. અન્ય િણાવો..... 

22. ૬-૨૩મડિના ના બાળક ને કેવો ખોરાક આપવો 
િોઇય?ે 

1. ઘટ્ટ 

2. મસળેલ ું અને અધટઘટ્ટ 

3. અન્ય િણાવો.................. 
23. ઉપરી આિાર બનાવતી/ખવિાવતી વખતે શ ું કાળજી 

લેવી િોઇયે? 
1. માતા અને બાળક ના િાથ સાબ  થી ધોવા િોઇય ે 
2. કર્ોરી/ચમચી ધોવેલા અન ેતાપ માું સ કેલા 

િોઇય ે 
3. ખોરાક ખબૂ ગરમ/ઠુંિો ન િોવો િોઇયે  
4. ખોરાક વાસી ન િોવો િોઇય ે 
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5. પીવાન ું પાણી ચોખ ું િોવ ું િોઇયે  
6. ઉપરોતત માથી તમામ  
7. અન્ય િણાવો..... 

24. બાળક ને ખોરાક કેવી રીતે આપવો િોઈએ? 1. માતા ની થાળી માું  
2. ઘર ના બીજા બાળકો િોિ ે 
3. જ િી વાિકી માું  
4. અન્ય િણાવો..... 

25. શ ું તમે જાણો છો સાબ  થી િાથ ક્યારે ક્યારે ધોવા 
િોઇય?ે 

1. ખોરાક બનાવતા પિલેા  
2. ખોરાક બનાવ્યા પછી  
3. બાળક ના મળ અને પેશાબ સાફ કયાટ પછી  
4. બાળક ને ખવિાવતા પિલેા  
5. બાળક ને ખવિાવ્યા પછી  

26. શ ું તમે િાથ ધોવા ની સાચી રીતો જાણો છો? 1. િા     2. ના 
27. શ ું તમે અન્નપ્રાશન ડિવસ મવરે્ જાણો છો? 1. િા   2. ના  
28. શ ું તમે જાણો છો તમારી આંગણવાિી કેન્ર પર 

અન્નપ્રાશન ક્યારે ઉિવા માું આવે છે? 
1. ત્રીજા મુંગળવારે 

2. અન્ય િણાવો..... 
29. શ ું તમને અન્નપ્રાશન ડિવસ ન ું મિત્વ જાણો છો? 1. િા   2. ના  
30. િો, િા તો સ્પષ્ર્ કરો ......   
31. શ ું તમે બાલશક્તત  પેકેર્ મવર્ે િણો છો? 1. િા   2. ના  
32. િર મડિને કેર્લા પેકેર્ આપવા િોઇયે? 1. ૭ પેકેર્  

2. ૧૦પેકેર્ 

3. અન્ય િણાવો...... 
૩૩. શ ું તમે પોર્ણ વાડર્કા ન ું મિત્વ જાણો છો?  1. િા   2. ના  
34. િો િા, તો પછી ઘરેલ ું સ્તરે પરૂક ખોરાક સ ધારવામાું 

તે કેવી રીતે મિિ કરી શકે? 
 

35. તમારા મવસ્તારમાું, સામાન્ય રીતે ક્યાુંરે ઉપરી આિાર 
ની શરૂઆત કરવામાું આવે છે? 

 

36. તમારા મ િબ તમારા મવસ્તારમાું ઉપરી આિાર ની 
વિલેી અથવા મોિી શરૂઆતના કારણો શ ું છે? 

 

37. તમારા મવસ્તાર માું નાના બાળકોને પરૂક ખોરાક તરીકે 
કઇ ખાદ્ય પિાથો આપવામાું આવે છે? 
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ડિસ્ટ્રીક પ્રોફાઇલ 

ડિપાર્ટમેંર્ ઓફ ફૂડ્સ એન્િ ન્યૂડરશન  

ફેકલ્ટર્ ઓફ ફૅલ્મલી એન્િ કમ્યૂલ્નર્ી સાયન્સીસ 

 ધ મહારાજા સયાજીરાવ યુલ્નવર્સટડર્ ઓફ બરોિા  
 

તારીખ: ....................................   માલ્હતી લેનાર નુું નામ: ....................................................... 

માલ્હતી આપનાર નુું નામ: ..............................................................માલ્હતી આપનાર નો હોદ્દો:..................................... 

1. લ્િટલા નુું નામ:  

2. તાલુકા નુું નામ:  

3. લ્િટલા ઓડફસ થી વિોદરા નુું અુંતર (કી.મી.):  

4. કુલ રેવન્ય ુગામોની સુંખ્યા:  

5. કુલ વસ્ટ્તી:  

1. પુરુષ  

2. સ્ટ્રી  

 

6. સ્ટ્રી :પુરુષ દર:  

7. કુલ એસસી વસ્ટ્તી:   

8. કુલ એસર્ી વસ્ટ્તી:  

9. કુલ સામાન્ય વસ્ટ્તી:   

10. આરોગ્ય સુલ્વધા  1. સામુદાલ્યક આરોગ્ય કેન્ર_____ 

2. પ્રાથલ્મક આરોગ્ય કેન્ર _______ 

3. પેર્ા કેન્ર________  

4. ખાનગી દવાખાનો________ 

5. સરકારી દવાખાનો _________ 

6. સુંસ્ટ્થા દ્વારા ચાલતુું દવાખાનુું _____ 

7. અન્ય_____ 

11. કુલ આશા કાયટકરો:  

12. કુલ કેર્લા એનજીઓ કામ કરે છે?  

13. કુલ આુંગણવાિી કેન્ર ની સુંખ્યા  

1. કુલ આુંગણવાિી કાયટકર 

2. કુલ આુંગણવાિી હેટપર  
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તાલકુા પ્રોફાઇલ 
ડિપાર્ટમેંર્ ઓફ ફૂડ્સ એન્િ ન્યૂડરશન  

ફેકલ્ટર્ ઓફ ફૅલ્મલી એન્િ કમ્યૂલ્નર્ી સાયન્સીસ 

 ધ મહારાજા સયાજીરાવ યુલ્નવર્સટડર્ ઓફ બરોિા  
 

તારીખ: ....................................   માલ્હતી લેનાર નુું નામ: ....................................................... 

માલ્હતી આપનાર નુું નામ: ..............................................................માલ્હતી આપનાર નો હોદ્દો:..................................... 

1. લ્િટલા નુું નામ:  

2. તાલુકા નુું નામ:  

3. લ્િટલા ઓડફસ થી અુંતર (કી.મી.):  

4. કુલ રેવન્ય ુગામોની સુંખ્યા:  

5. કુલ વસ્ટ્તી:  

3. પુરુષ  

4. સ્ટ્રી  

 

6. સ્ટ્રી :પુરુષ દર:  

7. કુલ એસસી વસ્ટ્તી:   

8. કુલ એસર્ી વસ્ટ્તી:  

9. કુલ સામાન્ય વસ્ટ્તી:   

10. આરોગ્ય સુલ્વધા  8. સામુદાલ્યક આરોગ્ય કેન્ર_____ 

9. પ્રાથલ્મક આરોગ્ય કેન્ર _______ 

10. પેર્ા કેન્ર________  

11. ખાનગી દવાખાનો________ 

12. સરકારી દવાખાનો _________ 

13. સુંસ્ટ્થા દ્વારા ચાલતુું દવાખાનુું _____ 

14. અન્ય_____ 

11. કુલ આશા કાયટકરો:  

12. કુલ કેર્લા એનજીઓ કામ કરે છે?  

13. કુલ આુંગણવાિી કેન્ર ની સુંખ્યા  

3. કુલ આુંગણવાિી કાયટકર 

4. કુલ આુંગણવાિી હેટપર  
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લ્વલિે પ્રોફાઇલ 

ડિપાર્ટમેંર્ ઓફ ફૂડ્સ એન્િ ન્યૂડરશન  

ફેકલ્ટર્ ઓફ ફૅલ્મલી એન્િ કમ્યૂલ્નર્ી સાઇનલ્સસ  

ધ મહારાજા સયાજીરાવ યુલ્નવર્સટડર્ ઓફ બરોિા  

તારીખ:....................................   માલ્હતી લેનાર નુું નામ: ....................................................... 

માલ્હતી આપનાર નુું નામ:.......................... માલ્હતી આપનાર નો હોદ્દો:..................................... 

1. લ્િટલા નુું નામ:  

2. તાલુકા નુું નામ:  

3. ગામ નુું નામ:   

4. જીલા ઓડફસ થી અુંતર (કી.મી.):  

5. કુલ ઘરો ની સુંખ્યા:    

6. કુલ વસ્ટ્તી:  

1. પુરુષ  

2. સ્ટ્રી 

 

7. સ્ટ્રી:પુરુષ દર:   

8. કુલ એસસી વસ્ટ્તી   

9. કુલ એસર્ી વસ્ટ્તી   

10. કુલ સામાન્ય વસ્ટ્તી   

11. કઈ કઈ  આરોગ્ય સુલ્વધા ઉપલબ્ધ છે  1. સામુદાલ્યક આરોગ્ય કેન્ર  

2. પ્રાથલ્મક આરોગ્ય કેન્ર  

3. પેર્ા કેન્ર  

4. ખાનગી દવાખાનો 

5. સરકારી દવાખાનો  

6. સુંસ્ટ્થા દ્વારા ચાલતુું દવાખાનુું  

7. અન્ય  

12. કુલ આશા કાયટકરો:   

13. કુલ કેર્લા એનજીઓ કામ કરે છે:   

14. કુલ આુંગણવાિી કેન્ર ની સુંખ્યા  

1. કુલ આુંગણવાિી કાયટકર 

2. કુલ આુંગણવાિી હેટપર  
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ai>gNviD) p\i[fiel 

ડિપાર્ટમેºર્ ઓફ ફૂડ્સ એન્િ ન્યડૂિશન  

ફેકલ્ટર્ ઓફ ફમૅમલી એન્િ કમ્યમૂનર્ી સાયન્સીસ  

ધ મહારાજા સયાજીરાવ યમુનવમસિડર્ ઓફ બરોિા 

tir)K: ____________________                                             tpiskti<n‰> nim: ________________ 
 

jvib aipnirn‰> nim: ____________________                   jvib aipnirni[ hi[Ñi[: _____________ 
 

 

1. til‰ki[:   

2. ai>gNviD) k[ºWn‰> nim an[ n>br:  

3. JÃli ai[(fsY) a>tr:  

4. ai>gNviD) vk<r {AWW) n‰> nim:  

5. S]x(Nk liykit: 1. aBN 

2. p\iY(mk 

3. mi´y(mk 

4. uµctr mi´y(mk 

5. Anitk 

6. an‰Anitk 

7. ki[e pN aºy {ApOT} 

6. ai>gNviD) vk<r {AWW) tr)k[ kimg)r) k[Tli vP<Y) kr) rhyi Ci[?  

7. k‰l biLki[n) s>²yi 

 

u>mr 

{mh)nimi>} 

A#i\) p‰$P k‰l 

0-6     

6-24    

24-59    

8. k‰l A#i\)ai[n) s>²yi: 

 

k)Si[r) gB<vt) Fi#i) p\jnn 

vyn) 

A#i\)ai[ 

    

    

9. k‰l vAt):  

10. kyi kyi (dvsi[ ai>gNviD) k[ºW pr ujvvimi> aiv[ C[? 1. mmti (dvs 

2. s‰pi[PN (dvs 

3. aºnp\iSn Idvs 

4. biLt‰li (dvs 

5. aºn(vtrN (dvs 
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Appendix - 8 

આરોગ્ય સાથી, આગંણવાડી કાયયકર અને આશા કાયયકરો 

માટ ે

બાળકો ના પુરક આહાર વવષ ેમાગયદર્શયકા 

 
ટેકનીકલઈનપુટ:-ડો. હેમ ાંગીનીગ ાંધી 

સાંકલન કર્ ા:-ભૂમમક ઠ કુર 

 

                                                                         

 

મડપ ટામેંટઓફફડૂસએન્ડન્યુટર ીશન                                             આર્ પીસેવ ફ ઉન્ડેશન 

ફેકલ્ટીઓફફેમીલીએન્ડકમ્યુમનટીસ યન્સીસ                               ગજરે , જાંબુસર 

ધમહ ર જાસય જીર વયુમનવસીટીઓફબરોડ  

વડોદર , ગજુર ર્ 
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ઋણ સ્વીક ર 

 

બાળકોનાપુરક આહાર અંગેની માગગદર્શગકાફ્રન્ટલાઈન હેલ્થ વકગર્ગ જવેા કે આરોગ્ય 

ર્ાથી, આંગણવાડી કાયગકર અને આશા કાયગકર તેમજ સ્વેર્છિક ર્ંગઠન ના કાયગકરો 

માટે ર્મુદાય માં પરામશગમાટે ર્રળતા રહે તે માટે બનાવવામાં આવી િે. 

આ માગગદર્શગકા મા ં આપેલ માર્હતી તેમજ ર્િત્રો હાલમાં ઉપલબ્ધ યુર્નર્ેફ તેમજ 

મર્હલા અને બાળર્વકાર્ ર્વભાગ ની માર્હતી પુર્સ્તકાઓ માંથી પણ લીધેલ િે. 

આ માગગદર્શગકા માટે આતાપી ર્ેવા ફાઉન્ડેશન ગજરેા, જંબુર્રદ્વારા આથીક ર્હયોગ 

ર્ાંપડેલ િે જ ેમાટે અમેતેમના આભારી િીએ. 

 

 

 

 

ડો. હેમાંગીની ગાંધી 

ભૂર્મકા ઠાકુર 
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અનુક્રમમણક  

અનુક્રમનાંબર મવષય પ ન ાંનાંબર 

 મ ગાદમશાક નીજરૂરીય ર્ ૫ 

૧. પ્રસ્ર્ વન  ૬ 

૨. કુપોષણ ૭ 

૩. પહેલ  સોનેરી ૧૦૦૦ મદવસ  ૮ 

૪. પુરકઆહ રએટલેશુાં ? ૯ 

૫. પુરકઆહ રનુાંમહત્વ ૧૦ 

૬. પુરકઆહ રશરુકરવ નીયોગ્યઉાંમર ૧૧ 

૭. બેવષાસુધીસ્ર્નપ નનીસ થેપુરકઆહ ર ૧૨ 

૮. પુરકઆહ રમ ાંમવમવધર્  ૧૪ 

૯. ઉાંમરપ્રમ ણેબ ળકનેકેટલોખોર કઆપવો ૧૬ 

૧૦. ઉાંમરપ્રમ ણેબ ળકનેકેવો ખોર કઆપવો ૧૮ 

૧૧. પુરકઆહ રનીસ્વચ્છર્ અનેસાંગ્રહ ૧૮ 

૧૨. સમક્રયરીર્ેખોર ક અાંગેફીડબેક ૨૦ 

૧૩. બીમ રીદરમમય નઅનેપછીબ ળકની સાંભ ળ ૨૧ 

૧૪. બ લશમિ– પૌમિક `ટેકહોમરશેન ૨૨ 

૧૫. વ નગીઓ 

 ૬-૮ મમહન ન  બ ળકો મ ટે 

 ૯-૧૧ મમહન ન  બ ળકો મ ટે 

 ૧૨-૨૩ મમહન ન  બ ળકો મ ટે 

૨૩ 

૨૪ 

૨૫ 

૨૮ 

૧૬. સ્ટ ન્ડડા કપસ અને સ્પૂન ૩૩ 

૧૭. બ ળકન વજનઅનેઉાંચ ઇમ પવ નુાંમહત્વ ૩૪ 

૧૮. અન્નપ્ર શનમદવસનુાંમહત્વ ૩૬ 

૧૯. ન્યુટર ી-મકચેનગ ડાનનુાંમહત્વ ૩૭ 

૨૦. પર મશાઅાંગ ેમ ગાદશાન ૩૮ 
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મ ગાદમશાક  ની જરૂરીય ર્ 

આ માગગદર્શગકા નો ઉપયોગ પુરક આહાર ર્વષે પરામશગ કરવા માટેફ્રન્ટલાઈન કાયગકરો 

ની ક્ષમતા માં વૃર્િ કરવા થશ.ે  

આ મ ગાદમશાક  નો ઉપયોગ કોણ કરી શકે? 

ફ્રન્ટલાઈન કાયગકરો 

 આંગણવાડીકાયગકરો 

 આશાકાયગકરો 

 આરોગ્ય ર્ાથી  

 ANM- નર્ગ બેન  

 બાલ ર્ેર્વકા 

 ગ્રામ ર્ેર્વકા  

 સ્વેર્છિકર્ંગઠનના કાયગકરો   

 અન્ય કોઈ પણ કોમ્યુનીટી કાયગકરો 

મ ગાદમશાક  નો ઉપયોગ  

 ફ્રન્ટલાઈન કાયગકરો નો પુરક આહાર ર્વષેના જ્ઞાનમા ંવૃર્િ કરવા. 

 યોગ્ય પુરક આહાર ર્વષે બાળકો ની માતાઓનુ પરામશગ કરવા. 
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૧.પ્રસ્તાવના 

ઇન્ફંટ એન્ડ યંગ ચાઈલ્ડ ફીડીંગ  (IYCF) દ્વારાબાળકને શ્રેષ્ઠત્તમ પોષણ આપવા તેમજ માતા તથા 

સંભાળકતાય દ્વારા બે વષય સુધીના બાળક ને સુયોગ્ય પુરક આહાર આપવાની ટેવો વવકસાવવા માટે 

સલાહ સુચન આપવામાં આવ્યા છે. ઇન્ફંટ એન્ડ યંગ ચાઈલ્ડ ફીડીંગ  (IYCF) દ્વારા આપેલ સલાહ 

સુચનો:-  

૧.સ્તનપાન ની વહલેી શરૂઆત, જન્મ પછી તરત જ પેહલા ૧ કલ્લાક ની અંદર. 

૨. જન્મ પછી ૬ મવહનાની ઉંમર સુધી ફક્ત સ્તનપાન જ આપવું, ૧૮૦ દદવસ (સ્તનપાન વસવાય 

બાળક ને બીજંુ કઈ પણ આપવું નવહ; ORS, વવટાવમન્સ, વમનરલ્સ કે દવાઓ ની સીરપ આપી 

શકાય.) 

૩. યોગ્ય ઉંમરે પુરક આહાર ની શરૂઆત કરવી; ૬ મવહના પુરા કયાય બાદ (બાળક ને અધયઘટ, પ્રવાહી 

કે પોચું ખાવા આપવુ)ં. 

૪. બાળક ને ૨ વષય ની ઉંમર સુધી સ્તનપાન આપવું ચાલુ રાખવું. 

૫. ઉંમર પ્રમાણે યોગ્ય પુરક આહાર આપવો અને સ્તનપાન આપવું પણ ચાલુ રાખવું. બાળકને ઓછા 

મા ઓછા ૪ પ્રકાર ના ખોરાક આપવા (૧. અનાજઅને કંદમૂળ ૨. કઠોળ અને સુકો મેવો ૩. દૂધ અને 

દૂધ ની બનાવટો ૪. માંસ ૫. ઈંડા ૬. વવટાવમન એ થી ભરપુર ફાળો અને શાકભાજી  ૭. અન્ય ફાળો 

અને શાકભાજી)  

૬. બીમારી દરવમયાન બાળક ના આહાર ની ખૂબ સંભાળ રાખવી. 
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૨.કુપોષણ 

કુપોષણ એટલે શું? 

કુપોષણ એટલે શરીરને જરૂરી એવા એક અથવા વધુ પોષક્તત્વોની ઉણપ અને/અથવા તેમના શરીરમાં 

અપૂરતા શોષણની વસ્થવત. મુખ્યત્વ ેપોષકતત્વોની ઉણપ સ્રીઓ અને બાળકોના આરોગ્ય ઉપર 

ગંભીર અસર કરે છે.  

પ્રકાર:- 

૧. ઉંમર પ્રમાણે ઓછુ વજન (Underweight) 

૨. સ્ટન્ટીંગ (Stunting) 

૩. વેસ્ટીંગ (Wasting) 

૪. સુક્ષ્મ પોષકતત્વોની ઉણપ  

૫. અવત કુપોવષત (Severely acute malnourished-SAM) 

૬. મધ્યમ કુપોવષત(Moderately acute malnourished-MAM) 

૭. ઉંમર પ્રમાણે વધુ વજન (Overweight) 

કુપોષણ થવાના કારણો:- 

 કુપોષણની અસરો માટે ફક્ત અસમતોલ ખોરાક જ જવાબદાર નથી પરંતુ બાળકોને સ્તનપાન 

કરાવવાની તથા આહારની અયોગ્ય પદ્દાથીયો, બાળ સંભાળની ગુણવત્તા, અંગત તેમજ 

પયાયવરણીય સ્વચ્છતા અને સગભાય માટે સારી આરોગ્યપ્રદ સેવાઓની અસર પણ તેના પર પડે 

છે. 

 ગુજરાતના લોકો મુખ્યત્વે શાકાહારી ખોરાક લે છે. શહેરી અને ગ્રામ્ય વવસ્તારમાં આજકાલ 

લોકો અને મુખ્યત્વે બાળકો વબવસ્કટ, નૂડલ્સ, વેફસય, ચોકલેટ, ઠંડા પીણાં, જંકફુડ વધારે ખાય 

છે. 

 વધુમાં બાળકને કૃવમ હોવાથી, જમતા પહેલા હાથ ન ધોવાથી,ઘરમાં સ્વચ્છતા ન રાખવાથી 

બાળક જે કાંઈ પણ ખોરાક લે છે તેનું શરીરમાં શોષણ થતું નથી. 
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૩.પહેલાં સોનેરી ૧૦૦૦ દદવસ 

પહેલાં૧૦૦૦દદવસોમાંઝડપથીબાળકોનોશારીદરકઅનેમાનવસકવવકાસથાયછે. 

જેમાંસગભાયવસ્થાનાસમયગાળાથીલઈનેબાળકનાંજન્મનાબેવષયનીઉંમરસુધીનોસમયગાળોસામેલછે. 

આદરમ્યાનતંદુરસ્તસ્વાસ્્ય, પુરતંુપોષણ, 

પ્રેમાળઅનેતણાવમુક્તવાતાવરણતથાયોગ્યદેખરેખબાળકનેસંપૂણયવવકવસતકરવામાંમદદકરેછે. 
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૪. પુરક આહાર એટલે શુ?ં 

૬થી ૨૩ મવહના ના બાળકો ને સ્તનપાન સાથે ઘટ્ટ, અધયઘટ અને પોચો ખોરાક આપવામાં આવે 

એને પુરક આહાર કેહવાય.બાળક ૬ મવહના પુરા કરી લે તે પછી બાળકને સ્તનપાન સાથે સામાન્ય 

અને સ્થાવનક રીતે ઉપલબ્ધ ખોરાક આપવાનો શરુ કરવો. 

બાળકના ૬ મવહના પુરા થઇ જાય ત્યાર પછી તેને ફક્ત સ્તનપાન પૂરુ ંન પડી રહે બાળકનાં વવકાસ 

અનેવૃર્િમાટે અન્ય ઉપરી ખોરાક આપવો જરૂરી છે. બાળક જેમ મોટું થાય તેમ તેની પ્રવૃતીયો પણ 

વધતી જાય અને તેની સાથે સાથે બાળકની પોષકતત્વો ની જરૂરત પણ વધતી જાય. તેથી, બાળક ૬ 

મવહનાની ઉંમર પૂરી કરે તે પછી બાળકને પુરક આહાર આપવો શરુ કરવો. જન્મ પછી ના પહેલા ૬ 

મવહના સુધી બાળક ને સ્તનપાન થી જ જરૂરી પોષકતત્વો મળી રહે પણ ૬ મવહના ની ઉંમર પછી 

બાળક ની પોષકતત્વો ની જરૂરીયાત વધી જાય છે જે પૂરી કરવા ઉપરી આહાર આપવો જરૂરી. બાળક 

ને પુરક આહાર શરુ કયાય પછી પણ ૨ વષય ની ઉંમર સુધી સ્તનપાન ચાલુ જ રાખવું કેમ ક ઘણા બધા 

પોષકતત્વો માતા ના ધાવણ થી પણ મળી રહે છે. 
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૫. પુરક આહાર નુ ંમહત્વ 

બાળક ૬ મવહનાનું થઇ જાય ત્યાર પછી ફક્ત સ્તનપાન બાળક ના વવકાસ માટે પુરતું ના પડી રહે. ૬ 

મવહનાની ઉંમર પછી બાળકને ઉપરી આહાર આપવો શરુ કરવો જરૂરી છે અને તેની સાથે સાથે ૨ વષય 

સુધી સ્તનપાન આપવંુ પણ જરૂરી છે. પુરક આહાર યોગ્ય સમય પર શરુ ના થાય તો બાળક કુપોવષત 

થઇ શકે અને બાળક નું યોગ્ય ઉંમર પ્રમાણે વવકાસ પણ ન થાય. 

પુરક આહાર માટે નીચે આપેલા મુદ્દાઓ ધ્યાન માં રાખવા:- 

 બધા જ નાના બાળકો ને ૬ મવહના ની ઉંમર પછી ઉપરી આહાર ની જરૂરત પડે. 

 બાળકો માં ૬-૧૧ મવહના નો સમય ખુબ જ જોખમી હોય કારણ કે આ સમયે બાળકો માં 

કુપોષણ સામાન્ય છે. બાળકો આ ઉંમર માં ઉપરી આહાર ખાતા શીખે છે અને પુરતો ખોરાક 

લેવા માટે સક્ષમ નથી હોતા. 

 ૬ મવહના ની ઉંમર પછી બાળકો પ્રવાહી અને પોચો ખોરાક લતેાશીખે, બાળકો ના નવા દાત 

આવવા પણ શરુ થાય છે અને બાળકો ખોરાકનુ પાચન કરવા પણ સક્ષમ થાય છે. 

 ૯ મવહનાની ઉંમર પછી બાળક અધયઘટ મસળેલો ખોરાક ખાવા માટે સક્ષમ થાય છે. 

 ૧૫ મવહનાની ઉંમર પછી બાળક ઘર ના બીજા બધા સભ્યો ની જેમ કઠણ ખોરાક ખાવા શીખી 

જાય છે. 
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11 
 

૬. પુરક આહાર શરુ કરવાની યોગ્ય ઉંમર 

બાળક૬મવહનાનીઉંમરપૂરીકરેએટલેબાળકનેપોચો/પ્રવાહી, અધયઘટ, કે પછી 

ઘટ્ટખોરાકનોપદરચયકરાવવો. બાળક ને યોગ્ય સમયે ઉપરી આહાર નો પદરચય કરાવવાનો ખુબ જ 

મહત્વ છે કારણ કે, ૬ મવહનાની ઉંમર પછી માતા નુ ધાવણ એકલું બાળક ના વવકાસ માટે પુરતંુ ના 

પડી શકે. 

બાળકનેજન્મ થી ૬ મવહનાની ઉંમર સુધી ફક્ત માતા નુ ધાવણ જ આપવંુ ત્યારબાદ બાળક ની ૬ 

મવહના ની ઉંમર પૂરી કયાય બાદ બાળકની વધતી પોષણ ની જરૂરીયાત પૂરી કરવા ઉપરી આહાર શરુ 

કરવંુ. બાળક ને પોચું અને પ્રવાહી ખોરાક જેમ ક મસળેલા કેળા, બાફેલીદાળ, દહીં, વગેરે આપવાનુ ં

શરુ કરવું. બાળક ને પહેલા અનાજ આપવું જ શરુ કરવંુ કારણ કે બાળક અનાજ સહેલી રીતે પચાઈ 

શકે. 

પુરક આહાર અયોગ્ય સમયે શરુ કરવાના જોખમો 

પુરક આહાર ની વહેલી શરૂઆત કરીહોય (૬ મવહનાની ઉંમર કરતાં ઓછંુ): 

 ઝાડાકે પછી બીજી બીમાદરયો થવાના જોખમો વધી જાય. 

 માતા ના ધાવણ ની જગ્યા પર અન્ય ઓછા પોષણ યુક્ત ખોરાક નો પદરચય કરાવવા થી બાળક 

નુ વવકાસ અટકી જાય છે અને બાળક કુપોવષત થઇ જાય છે. 

પુરક આહાર ની મોડી શરૂઆત કરી હોય: 

 જરૂરી પોષકતત્વો નથી મળતા. 

 વવકાસ અને વૃવદ્ધ ધીમી થવીકે પછી  

અટકી જવી. 

 કુપોષણનુ જોખમ વધ.ે 

 બીમાદરયો થવાનું જોખમ પણ વધે. 
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૭. બ ેવષય સુધી સ્તનપાન સાથે પુરક આહાર 

બાળકનેઉપરીઆહારસાથેસ્તનપાનઆપવુંપણચાલુરાખવું. 

સ્તનપાનસાથેઉપરીઆહારઆપવાથીબાળકનેખુબજફાયદાથાય. શરૂઆતમાં૬ મવહનાની ઉંમર પછી 

જયારે બાળકનો ઉપરી આહાર સાથે પદરચય કરવો ત્યારે બાળક ને ભૂખ લાગે ત્યારે ત્યારે ઉપરી આહાર 

આપવો. બાળક ઉપરી આહાર ખાવાનુ શરુ કર ેત્યારે બાળકને પહેલા માતા નુ ધાવણ આપવું પછી 

ઉપરી આહાર આપવો.આથી યોગ્ય સ્તનપાન થઇ રહે. બાળક જયારે જયારે માંગે ત્યારે માતાયે બાળક 

ને ધાવણ આપવંુ. પુરક આહાર સાથે સ્તનપાન બે વષય ની ઉંમર સુધી ચાલુ રાખવું. 
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બ ેવષય સુધી સ્તનપાન આપવું કેમ ચાલુ રાખવું જોઈએ? 

બાળકની ૬ મવહના થી ૧૨ મવહનાની ઉંમર સુધી માતાનુ ધાવણ અડધી પોષણ ની જરૂરત પૂરી પડે 

છે. અને ૧૨ મવહના થી ૨ વષય સુધી રીજા ભાગ ના પોષણ ની જરૂરત માતા ના ધાવણ થી જ પૂરી 

થઇ રહે છે. 

 

બ ેવષય સુધી સ્તનપાન ચાલુ રાખવાનો મહત્વ 
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૮. પુરક આહાર માં વવવવધતા 

આપડ ેજાણીએ છીએ કે નાના બાળકો ની ખોરાક ખાવા ની ક્ષમતા ઓછી હોય છે, તેથી જે ઉપરી 

આહાર બાળકને આપવામાં આવે છે તેમાં ઓછા ખોરાક માં વધારે પોષકતત્વો ઉમેરી આપવા જેથી 

બાળક નો યોગ્ય વવકાસ થઇ શકે.તેલ,માખણ,ઘી, ખાંડ, ગોળ વગેરે નો ઉપયોગ:- યોગ્ય વવકાસ અને 

વજન વધારા માટે બાળકનાં ખોરાક માં ૧/૨-૧ tsp તેલ/ઘી, ખાંડ/ગોળ અને ૩-૪ tsp સસંગદાણા 

નો ભૂકો ઉમેરવો. 

કઠોળ અને ફળો/શાકભાજી વગેરે નો ઉપયોગ:- મુખ્યખોરાક(ચોખા, ઘઉં, સુજી, રાગી, વગેરે) 

સાથેથોડાપ્રમાણ માં કઠોળ, લીલા શાકભાજી (પલક, મેથી, વગેરે) પીડા અને નારંગી ફાળો/શાકભાજી 

(કોરું, પપયુ,ં ટમેટુ,ં વગેરે) ઉમેરી ઉપરી આહારને વધુ પોષણ યુક્ત બનાવવું. 

બાળકો ના ખોરાક માં ઉપલબ્ધ રાગી, બજરા, વગેરે ઉમેરવા થી મીનરલ્સ મળે છે.અનાજ અને કઠોળ 

ને ભેગા કરી બનાવવા જેમક ખીર, ખીચડી, વગેરે; જેથી ખોરાક માં પુરતું પ્રોટીન મળી રહે. આની 

સાથે સાથે માંસ, મચ્છી, ઈંડા, વગેરે થી પણ પ્રોટીન નું પ્રમાણ વધે છે. 

ખોરાક માં વવવવધતા:- નાના બાળકો ના પોષણ ની જરૂરત પૂરી પાડવા માટે વવવવધ પ્રકાર ના ખોરાક 

આપવા. વવવવધ પ્રકાર ના ખોરાક જેમ કે(૧.) સ્તનપાન, (૨.) અનાજઅને કંદમૂળ, (૩.) કઠોળ અને 

સુકો મેવો, (૪.) દૂધ અને દૂધ ની બનાવટો, (૫.) માસં, (૬.) ઈંડા, (૭.)વવટાવમન-એ થી ભરપુર ફાળો 

અને શાકભાજી, (૮.) અન્ય ફાળો અને શાકભાજી. જે બાળકો ને વવવવધ પ્રકાર નો ખોરાક આપવામાં 

આવે છે તેમનામાં ભરપુર પ્રમાણ માં વવટાવમન-એ, આયનય, કેલ્્યમ, થાઈઅમીન, ફોલેટ, ઝીંક, 

વવટાવમન-વબ૬ અને વબ૧૨. 
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કયા પ્રકાર નો ખોરાક આપવો:- 

બાળકો ને આપવા માં આવતો ખોરાક ૩ ભાગ માં વવભાજીત કરેલ છે:- 

શવક્તમાટે:-અનાજ જેમ કે ઘઉં, ચોખા, બાજરી, જુવાર, મકાઈ, વગેરે; તથા બટાકા, ગોળ, ખાંડ, 

ઘી, તેલ. 

વૃવદ્ધમાટે:- કઠોળ અને દાળ (મગ, તુવેર, અડદ, મઠ, ચણા, મસુર); દૂધકે ધુધ ની બનાવટો; ઈંડા, 

માંસાહાર વગેરે. 

રોગપ્રવતકારક શવક્ત માટ:ે- લીલાં પાંદડાવાળા, શાકભાજી, ઘાટા પીડા રંગ ના ફાળો (પપયુ,ં કેરી), 

તથાગાજર, આંબડા, સંતરા. 

 ડબલ ફોટીફાઈડ મીઠું (સત્વ) 

સત્વડબલ ફોટીફાઈડ મીઠું આઈ સી ડી અસ (ICDS) માંથી આપવામાં આવે છે. સત્વ માં 

આયોડીન અને આયનય બંને ફોટીફાય કરવામાં આવ્યા છે. બાળક ના વવકાસ માંટે ખુબ જ જરૂરી છે. 

બાળક ના ખોરાક માં હંમેશાડબલ ફોટીફાઈડ મીઠા નો જ ઉપયોગ કરવો. 

ડબલ ફોટીફાઈડ મીઠાના વનયવમત ઉપયોગથી થતા ફાયદા 

 વ્યવક્તના શારીદરક તથા માનવસક વવકાસમાં સહાયરૂપ. 

 શવક્ત અને બુવદ્ધવધયક. 

 શરીરમાં લોહીની ઉણપ (આયનયની ખામીથી થતા અનેવમયા) થી બચવામાં મદદરૂપ. 

 આયોડીનની ઉણપથી થતા વવકાસલક્ષી વવલંબ અને ગલગંડ ના રોગથી બચાવ. 

 આયોડીન સામાન્ય વૃવદ્ધ, થાઈરોઈડ અને મગજના વવકાસ માટે આવ્યક છે. 
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૯. ઉંમર પ્રમાણ ેબાળક ને કેટલો ખોરાક આપવો 

 ૬-૮ મવહનાના બાળકો 

બાળક નો પહેલો ખોરાક પોચો અને પ્રવાહી હોવો જોઈએ જે બાળક સારી રીતે ગડી શકે, 

જેમક‘ેસુજીની ખીર, ખીચડી, મસળેલા શાકભાજી, અને કેળા, પપયુ ંઅને ચીકુ ંજેવા ફાળો. બાળકને 

માટે તૈયાર કરેલો ખોરાક માતા ના દૂધ થી વધારે ઘટ્ટ હોવો જોઈએ, ખોરાક મસળીને પાતળો કરેલો 

હોવો જોઈએ જેથી બાળકને ગળવામાં સહેલું રહે.  

સામાન્ય રીતે માતાઓ પાસ ેબાળકો નો ખોરાક તૈયાર કરવા માટે અલગ થી સમય હોતો નથી. તેથી 

ઘરે બનાવેલ સાદો ખોરાક જેમ ક દાળ, ભાત, શાકભાજી વગેરે ને મસાલા વગર મસળીને પાતળો કરી 

તેમાં ઘી કે તેલ ઉમેરી બાળક ને આપી શકાય. 

બ્રેડકે રોટલી નો નાનો ભૂકો કરી તેને દૂધ સાથે મેળવી પણ બાળક ને આપી શકાય. દૂધ ની જગ્યા પર 

શાક નો રસો કે પછી ઘી/તેલ પણ નાખી ને આપી શકાય. બાળકને પહલા પ્રવાહી ખોરાક આપવો શરુ 

કરવો અને જેમ જેમ બાળક મોટું થતું જાય અધયઘટ અને કઠણ ખોરાક આપવો શરુ કરવો. 

શરુ શરુ માં બાળક ખાવા માટે ના પણ પડી શકે અને ખોરાક બહાર પણ કાઢી શકે પણ બાળક ને 

ખોરાક આપવા માટે પ્રયત્નો ચાલુ રાખવા. શરૂઆત માં ૧ થી ૨ ચમચી ખોરાક આપવો શરુ કરવો. 

૭-૮ મવહનાના બાળકો ને બાફી ને મસળેલા ઈંડા પણ આપી શકાય.જયારે બાળક બેસતા શીખે અને 

તેના નવા દાત આવવાના શરુ થાય ત્યારે બાળક ના હાથ માં જે આવે ત ેબાળક મો માં નાખી ખાવા 

લાગે તેથી આવા સમયે બાળક ને બ્રેડ, વબસ્કીટ, રોટલી નો ટુકડો વગેરે જેવી વસ્તુ આપવી અને બાળક 

જાતે ખોરાક ખાઈ શકે તેના માટે બાળકને પ્રોત્સાવહત કરવો. 

યાદ રાખવુ ંકેબાળક નાનું છે અને ઓછો ખોરાક જ લઇ શકે છે તેથી દદવસમાં ૨-૩ વાડકી જ બાળકને 

ખોરાક આપવો અને સાથે સાથે સ્તનપાન પણ ચાલ ુરાખવું. 

 ૯-૧૧ મવહનાના બાળકો 

જેમ જેમ બાળક ની ઉંમર વધતી જાય તેમ તેમ બાળકને આપવામાં આવતો ખોરાક ની માર પણ વધતી 

જાય છે. આઉંમરે બાળકને માંસાહારી ભોજન પણ મસળીને આપી શકાય. એટલી ઉંમર ના બાળકો ને 

દદવસ માં ૩-૪ વાડકીખોરાક આપવો અને ૧ વાર નાસ્તો આપવો અને એની સાથે સાથે સ્તનપાન 

પણ ચાલુ રાખવું. 

 ૧૨-૨૩ મવહનાના બાળકો   

આ ઉંમરે બાળક ને ઘરમાં બનતો બધા પ્રકાર નો ખોરાક આપવો અને બાળકને આપવામાં આવતા 

ખોરાક ની માર વધારવી. આ ઉંમર ેબાળકનેદદવસ માં ૪-૫ વાડકી ખોરાક આપવો અને ૨ વાર નાસ્તો 

આપવો અને સાથે સાથે સ્તનપાન પણ આપવું. 
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ભોજનની ઘટતા અનેઆપવાનો સમયગાળો 

ઉંમર 

(મવહના) 

બંધારણ સમયગાળો દરેક ભોજન ની સરેરાશ 

સંખ્યા 

૬-૮ જાડી રાબ, બરાબર 

મસળેલા પદાથોથી 

શરૂઆત કરો. 

અવારનવાર સ્તનપાન ઉપરાંત 

દદવસમાં ૨-૩ વખત ભોજન. 

ભૂખ લાગી હોય તે મુજબ ૧-૨ 

વખત નાસ્તો આપવો. 

૨-૩ ચમચીથી શરૂઆત 

કરીને ૨૫૦ વમલી કપનો 

૧/૨ ભાગ. 
 

૯-૧૧ બરાબર સમારેલા, 

મસળેલા પદાથો અને 

એવા પદાથો જે બાળક 

પકડી શકે. 

સ્તનપાન ઉપરાંત ૩-૪ વખત 

ભોજન. ભૂખ લાગી હોય તે 

મુજબ ૧-૨ વખત નાસ્તો 

આપવો. 

૨૫૦ વમલીકપ/વાડકાનો 

૧/૨ ભાગ. 

૧૨-૨૩ ઘર ેબનાવેલી વસ્તુઓ, 

જરૂર લાગે તો કાપવી 

અથવા મસળવી. 

સ્તનપાન ઉપરાંત ૪-૫ વખત 

ભીજન. ભૂખ લાગી હોય તે 

મુજબ ૧-૨ વખત નાસ્તો 

આપવો. 

૨૫૦વમવલ કપ/વાડકાનો 

૩/૪ થી ૧ ભાગ. 
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૧૦.ઉંમર પ્રમાણે બાળકન ેકેવો ખોરાક આપવો 

નાના બાળકો ને દદવસ માં ૫-૬ વખત ખોરાક આપવો જોઈએ સ્તનપાન સાથે. યાદ રાખવુ કે બાળક 

ને અપૂરતું ખોરાક આપવાથી બાળક કુપોવષત થઇ શકે છે. સંભાળકતાય એ ધ્યાન રાખવુકે જેમ જેમ 

બાળક મોટું થાય તેના ખોરાક ની માર વધારવી. ભોજન કેટલું પોવિક છે અને બાળક કેટલું ભોજન લે 

છે તેના પર થી બાળક ના ખોરાક ની સાચી મારા ખબર પડી શકે. નીચેWHO દ્વારા સુપોવષત બાળક 

માટે સલાહ સુચન આપેલા છે:- 

 ૬-૮ મવહનાના બાળક ને દદવસમાં બે વખત પોચું અને પ્રવાહી ખોરાક સ્તનપાન સાથે 

આપવો. 

 ૯-૧૧ મવહનાના બાળક નેદદવસમાં ૩ વખત અધયઘટ મસડેલો ખોરાક સ્તનપાન સાથે 

આપવો. 

 ૧૨-૨૩ મવહનાના બાળક નેદદવસમાં ૪ વખત અધયઘટ કે પછી કઠણ ખોરાક સ્તનપાન સાથે 

આપવો. જે બાળકો ને સ્તનપાન નથી આપતા તેમને કઈ પણ પ્રવાહી ખોરાક દદવસમાં એક 

વાર આપવો. 

૧૧. પુરક આહાર ની સ્વચ્છતા અન ેસગં્રહ 

પુરક આહાર આપતી વખતે સ્વચ્છતા જાળવવી ખુબ જ મહત્વની છે. પુરક આહાર સ્વચ્છતા થી ના 

બનાવવામાં આવ્યો હોય કે પછી સરખી રીતે તેનો સંગ્રહ ના કરવામાં આવ્યો હોય તો તેવો ખોરાક 

બાળકને આપવાથી બાળક બીમાર પડી શકે છે. પુરક ખોરાક ને સ્વચ્છતા થી તૈયાર કરવો, બરાબરરીતે 

સંગ્રહ કરવો, સાફ અને સ્વચ્છ હાથ થી બાળકને ખોરાક આપવો, વાડકી અને ચમચી પણ બરાબર સાફ 

કરવી. સંભાળકતાય એ ધ્યાન રાખવુક ેજયારે તે બાળક ને ભોજન આપે તે પેહલા બરાબર રીતે હાથ 

ધોઈ લ.ે 

કાયયકરો એ માતાઓ ને નીચે આપેલા મુદ્દાઓ પર અમલ કરવા પ્રોત્સાવહત કરવા:- 

 ભોજન બનાવતા સમયે, બાળકને ભોજન આપતા પહેલા અને પછી બરાબર હાથ ધોવા. 

 જે વાસણ ભોજન બનાવવામાં વપરાય અને બાળકને જે વાસણ માં ભોજન આપવામાં 

આવે છે તેને બરાબર સાફ કરવા અને સાફ જગ્યા પર તેને મુકવા. 

 ખોરાક બરાબર તાપમાન રાખી બનાવવો જેથી તેમાં બધા જંતુ મારી જાય. 

 તરત બનેલું તાજંુ ભોજન બાળકને આપવું. અને બાળક ને આપવા માટ ેબનાવેલ ભોજન ૨ 

કલ્લાક થી વધારે બહારના તાપમાન માં મૂકી નવહ રાખવું. 

 બધા અનાજ નો બરાબર બરણીઓ મા ંસંગ્રહ કરવો. 

 ઘર ની અંદર અને અજુ બાજુ નુ વાતાવરણ સાફ અને સ્વચ્છ રાખવું. 

 બાળક મળ/મુર કરી આવે ત્યારબાદ માતાએ બાળકને બરાબર સાફ કરવો. 

 બાળકનું મળ/મુર સાફ કયાય બાદ માતાએ પણ બરાબર રીતે હાથ ધોવા. 



19 
 

 



20 
 

૧૨. સદિયરીતખેોરાક અંગફેીડબેક 

આ પ્રવતસાદ માં બાળક ને ખોરાક આપવાની, ખોરાક ખાવા માટે પ્રોત્સાવહત કરવાની અને બાળક ને 

શું જોઈએ છે તે સમજવાની પ્રદિયા નો ઉમેરો થાય છે. કાયયકતાય એ નીચે આપેલા મુદ્દાઓ વવષ ેમાતાઓ 

ને સમજણ આપવી:- 

 બાળકો ને ખોરાક ખુબ જ ધ્યાન અને સંભાળ થી આપવો. બાળક રમવા માં લાગી જાય તો 

ખોરાક ના ખાય પણ ત્યારે માતાયે ધ્યાન રાખી થોડા થોડા સમયે બાળકને ખોરાક આપતું રહેવું. 

 બાળક ક્યારે ભૂખ્યું થાય છે તેની સમજણ માતા ને હોવી જોઈએ અને જયારે પણ બાળક 

ભૂખ્યું થાય ત્યારે તરત જ તેને ખોરાક આપવો. 

 જો બાળક કોઈ પ્રકાર ના ખોરાક ને ના ખાય તો તે પ્રકાર ના ખોરાક ને જુદી જુદી રીતે બાળકના 

ભાવતા ખોરાક સાથે મેળવી ને આપવંુ. 

 બાળક સાથે વાતો કતાય, બાળકને ખોરાક ખાવા પ્રોત્સાવહત કતાય બાળકને ખોરાક આપવો. 

 બાળક ને ભોજન આપતા સમયે બાળક વસવાય બીજી કોઈ જગ્યા પર ધ્યાન આપવું નવહ આવું 

કરવા થી બાળક અડધુ ખાવા છોડી ને જઈ શકે છે. 

 બાળકને ખોરાક આપવા માટે સ્વચ્છ અને સાફ વાડકી કે થાળી નો ઉપયોગ કરવો. 

 બાળકને જબરદસ્તી ખોરાક આપવો નવહ. 

 બાળક જયારે સુતંુ હોય ત્યારે બાળક ને ખોરાક નવહ આપવો આવું કરવા થી ખોરાક બાળક ના 

ગાળા માં અટકાઈ શકે છે. 

 બાળક બીમાર હોય ત્યારે માતાયે ખુબ સંભાળ રાખવી સ્તનપાન ચાલુ રાખવું અને નજીકના 

ડોક્ટર ની સલાહ લેવી. 

 બાળક ને બધા પ્રકાર ના ખોરાક ખાવા માટે પ્રોત્સાવહત કરવું. સંભાળકતાય એ ધ્યાન રાખવું કે 

તે કોઈ પણ પ્રકાર ના ખોરાક ના ભાવતું હોય તેવું ના બતાવે. 
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૧૩. બીમારી દરવમયાન અને પછી બાળકની સંભાળ 

પુરક પોષણ ના સમયે એટલ ેકે ૬ મવહના થી ૨ વષય સુધી માં નાના બાળકો વારંવાર બીમાર પડી શકે 

છે ઝાડા, મીસ્લ્સ, શરદી કે ખાસી વગેરે જેવી બીમારીઓ બાળક ને લાગી શકે. આવી બીમારી દરવમયાન 

બાળકની ખુબ સંભાળ રાખવી જરૂરી છે. બીમારી દરવમયાન પણ બાળક ને પુરતું ખોરાક મળી રહે તેની 

સંભાળ રાખવી જરૂરી કેમ કે બીમારી દરવમયાન બાળક વધારે નબળું હોય ત્યારે તેને પુરતંુ પોષણ ના 

મળે તો બાળક કુપોવષત થઇ જાય. કુપોષણ ની સાઇકલ અટકાવવા બાળક ને બરાબર રીતેબીમારી 

દરવમયાન ખોરાક અને પોષણ આપવંુ. બાળકો ને બીમારી દરવમયાન વધુ માં વધુસ્તનપાન આપવું અને 

સાથે સાથે ઉપરી ખોરાક પણ આપવો. 

બીમારી દરવમયાન નવજાત વશશુઓ અને બાળકોનો ખોરાક ઓછો થાય છે, જો કે તેમનીશવક્તની 

જરૂદરયાતમાં વધારો થાય છે. વજનમાંઘટાડો થતા અટકાવવા અને પોષણમાંઉણપન આવે તે માટે 

બીમારીદરવમયાનઅને ત્યાર પછી બરાબર ખોરાક આપવો જરૂરી છે. 

એટલુ ંકરો :- 

 બાળકને બીમારી દરવમયાન વારંવાર સ્તનપાન કરાવવંુ જોઈએ. 

 છ મવહનાથી મોટા બાળકોને, બીમારી દરવમયાન સ્તનપાન અને પુરક આહાર બંને આપવાનું 

ચાલુ રાખવું જોઈએ. 

 ખોરાક પાતળો કતાય કે બંધ કતાય રોકવો જોઈએ. 

 બીમાર બાળકને પુરતું ભોજન ખવડાવવામાં મદદ કરવા માટે પુરતો સમય ફાળવવો જોઈએ 

અને ધ્યાન આપવું જોઈએ. 

 નાના બાળકને થોડા થોડા પ્રમાણમા ંઆહાર લેવા માટે પ્રોત્સાહન આપવું જોઈએ પણ વારંવાર 

અને બાળકને ગમતો આહાર જ આપવો જોઈએ. 

 ઓરી, ઝાડા અને શ્વાસની તકલીફવાળા બાળકો વવટાવમન એ થી ભરપુર ખોરાક લે તેમ 

સુવનવશ્ચત કરો.ઝાડા થયા હોય તેવા બાળકો ને થોડા થોડા પ્રમાણ માં ઓ. આર. એસ. આપવું 

જોઈએ. 

 બીમારી પછી જયારે બાળક સાજુ થઇ રહ્ું હોય ત્યારે પુરતો તાકાતવાળો પોષણયુક્ત આહાર, 

પ્રોટીન, અને અન્ય પોષક તત્વો બાળક ના વવકાસ ને જાળવી રાખવા અને પોષક તત્વોના 

ભંડારને ફરી ભરવા માટે જરૂરી છે. 

 બીમારી પછી એક કે બે ભોજન વધારીને, પોષણવાળો નાસ્તો આપીને, એક મવહના સુધી 

દૈવનક ભોજનમાં દરેક વખતે વધારે ભોજન આપીને બાળકમા ંપોષણનું પ્રમાણ સહેલાઇથી 

વધારી શકાય છે. 

 

 



22 
 

૧૪. બાલશવક્ત– પૌવિક ટેક હોમ રેશન 

બાલશવક્તપૌવિક ટેક હોમ રાશન નુ આઈ. સી. ડી. એસ. (ICDS) ના અંતગયત વવનામૂલ્યે વવતરણ 

કરવામાં આવે છે.બાલશવક્તમાં ઘઉં નો લોટ, ખાંડ, ખાધ વનસ્પવત તેલ, સોયાબીન નો લોટ, 

ચણાનો લોટ, ઉમરેલાં વવટાવમન્સ અને ખનીજ તેલ જેવા ખાધપદાથો ઉમરેલ છે. 
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૧૫.બાળકો માટે 

વાનગીઓ 
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૬-૮ મવહના ના બાળકો માટ ે

૧. સાદી રાબ 

સામગ્રી પ્રમાણ પોષકતત્વો 

બાલશવક્ત- ૧૫ ગ્રામ કુલ પ્રમાણ – ૧ વાડકી 

(૮૦વમવલ) (C-૨) 

એનર્જી- ૬૬ દકલોકેલરી 

પ્રોટીન- ૧.૫૭ ગ્રામ 

આયનય- ૦.૭૮ મીલીગ્રામ 

કેવલ્શયમ- ૩૬ મીલીગ્રામ 

બનાવવાની રીત:- 

 બાલશવક્ત ને ૧ વમનીટ સુધી  

શેકવો. 

 તેમાં ૧ કપ પાણી ઉમેરવું. 

 સારી રીતે વમક્સ કરવું  

 ૫ વમનીટ ગરમ થવા દદયા પછી  

ઉતારી લેવું. 

 

૨. દધૂ ની રાબ 

બનાવવાનીરીત:-  

 બાલશવક્ત ને ૧ વમનીટ સુધી  

શેકવો. 

 તેમાં ૧ કપદૂધ(૩૦ વમલી) ઉમેરવું. 

 સારી રીતે વમક્સ કરવું  

 ૫ વમનીટ ગરમ થવા દદયા પછી ઉતારી લેવું  

 

 

 

 

સામગ્રી પ્રમાણ પોષકતત્વો 

બાલશવક્ત- ૧૫ ગ્રામ 

દૂધ- ૩૦ વમલી 

કુલ પ્રમાણ – ૧ વાડકી 

(૮૦વમવલ) (C-૨) 

એનર્જી- ૯૮.૧૯ દકલોકેલરી 

પ્રોટીન- ૨.૬૭ ગ્રામ 

આયનય- ૦.૮૨ મીલીગ્રામ 

કેવલ્શયમ- ૭૨.૩ મીલીગ્રામ 
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૩ .મમરાની રાબ  
 

સામગ્રી પ્રમાણ પોષકતત્વો 

મમરાનો ભુકો પાવડર)- ૧૦ ગ્રામ 

ખાંડ દડેલી,              - ૧૦ગ્રામ 

દુધ,                       - ૧૦૦ મી.લી 

કોપરેલ                     - ૫ ગ્રામ  

કુલ પ્રમાણ – ૧ વાડકી 

(૮૦વમવલ) (C-૨) 

એનર્જી-૪૯.૫૯દકલોકેલરી 

પ્રોટીન-૧.૧ગ્રામ 

આયનય-૦.૪૬૬મીલીગ્રામ 

કેવલ્શયમ-૨.૭૧મીલીગ્રામ 
 

બનાવવાની રીત – 

૧. કડાઇમાં મમરાના પાવડર ને આછા તાપે શેકી લો 

૨. ખાંડ અને દુધ નાખી ડી વાર હાલાવો. 

૩. રાબ થઇ જાય એટલે ૫ ગ્રામ કોપરેલ નાખી બરાબર હલાવો  

નોધ -  શેકેલા સીંગદાણાનો ભુકો નાખી શકાય. 

 

 

૯-૧૧ મવહના ના બાળકો માટ ે

૧. સાદો શીરો  

સામગ્રી પ્રમાણ પોષકતત્વો 

બાલશવક્ત- ૧૫ ગ્રામ 

તેલ- ૫ વમલી 

કુલ પ્રમાણ – ૧ વાડકી  

(૧૦૦વમવલ) (C-૩) 

એનર્જી- ૧૧૧ દકલોકેલરી 

પ્રોટીન- ૧.૫૭ ગ્રામ 

આયનય- ૦.૭૮ મીલીગ્રામ 

કેવલ્શયમ- ૩૬ મીલીગ્રામ 

બનાવવાની રીત :- 

 કડાઈ મા ં૫ વમલી તેલ ગરમ કરવું  અને તેમાં  

બાલશવક્ત ને  વમનીટ સુધીશેકવંુ. 

 તેમાં ૧ કપપાણી ઉમેરવું. 

 સારી રીતે વમક્સ કરવું  

 ૫ વમનીટ ગરમ થવા દદયા પછી ઉતારી લેવું  
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૨. દધૂ નો  શીરો  

સામગ્રી પ્રમાણ પોષકતત્વો 

બાલશવક્ત- ૧૫ ગ્રામ 

તેલ- ૫ વમલી 

દૂધ – ૩૦ વમલી  

કુલ પ્રમાણ – ૧ વાડકી  

(૧૦૦વમવલ) (C-૩) 

એનર્જી- ૧૪૩.૧૯ દકલોકેલરી 

પ્રોટીન- ૨.૬૭ ગ્રામ 

આયનય- ૦.૮૨ મીલીગ્રામ 

કેવલ્શયમ- ૭૨.૩ મીલીગ્રામ 

બનાવવાની રીત :- 

 કડાઈ માં ૫ વમલી તેલ ગરમ કરવું  અને તેમાં  

બાલશવક્ત ને  વમનીટ સુધીશેકવંુ. 

 તેમાં ૧ કપદૂધ ઉમેરવું. 

 સારી રીતે વમક્સ કરવું  

 ૫ વમનીટ ગરમ થવા દદયા પછી ઉતારી લેવું  

 

 

૩. રાઈસ પોરીજ વવથ બનાના 

સામગ્રી પ્રમાણ પોષકતત્વો 

ચોખા નો લોટ- ૮૦ ગ્રામ 

દૂધ – ૨૦૦ વમલી 

ખાંડ- ૧૫ ગ્રામ 

કેળા- ૮૦ ગ્રામ   

કુલ પ્રમાણ – ૧ વાડકી  

(૧૦૦વમવલ) (C-૩) 

એનર્જી- ૧૩૭ દકલોકેલરી 

પ્રોટીન- ૩.૪ ગ્રામ 

આયનય- ૦.૫ મીલીગ્રામ 

કેવલ્શયમ- ૮૦ મીલીગ્રામ 

બનાવવાની રીત:-  

 દૂધ અને ખાંડ ને ચોખા ના લોટ સાથે મેળવો. 

 ધીમા તાપે અને ગરમ કરવા મુકો અને 

હલાવતા રહો. 

 અધયઘટથાય એટલે ઉતારી લો અને ઠંડુ થવા 

દો. 

 કેળા ને મસળીને વમશ્રણ સાથે વમક્સ કરી લો. 
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૪. પાલક ખીચડી 

સામગ્રી પ્રમાણ પોષકતત્વો 

ચોખા - ૫૦ ગ્રામ 

મગ ની દાડ(શેકેલી) – ૨૫ગ્રામ 

પાલક- ૫૦ ગ્રામ 

ઘી – ૧૦ ગ્રામ  

પાણી- ૨૦૦ વમલી 

કુલ પ્રમાણ – ૧ વાડકી  

(૨૦૦વમવલ) (C-૪) 

એનર્જી- ૧૨૯ દકલોકેલરી 

પ્રોટીન- ૩.૭ ગ્રામ 

આયનય- ૦.૭મીલીગ્રામ 

કેવલ્શયમ- ૨૧ મીલીગ્રામ 

બનાવવાની રીત:-  

 ચોખા અને દાડ ૧ કલ્લાક પાણી માં પલાળી  

રાખવા અને પછી બાફી લેવા. 

 પાલક ને ધોઈ કાપી મસળી કાઢવા અને 

ગરમ કરવા 

 ગરમ પલક ના સૂપ ને બાફેલા ચોખા  

અને મગ સાથે વમક્સ કરવા. 

 મીઠું સ્વાદ અનુસાર નાખી વમક્સ કરવું. 

 અને સેવય કરવું.  

 

૫.કળેા અન ેસસંગદાણા નો હલવો 

સામગ્રી પ્રમાણ પોષકતત્વો 

સીંગદાણા - ૧૦ ગ્રામ 

કેળા– ૩૦ગ્રામ 

ગોળ- ૩૦ ગ્રામ 

દૂધ- ૩૦વમલી 

કુલ પ્રમાણ – ૧ વાડકી  

(૨૦૦વમવલ) (C-૪) 

એનર્જી- ૨૨૭ દકલોકેલરી 

પ્રોટીન- ૪ ગ્રામ 

આયનય- ૧.૨૬ મીલીગ્રામ 

કેવલ્શયમ- ૭૩ મીલીગ્રામ 

બનાવવાની રીત:-  

 કેળા ને મસળી નાખો. 

 સસંગદાણા સેકી તેનો ભૂકો કરી નાખવો. 

 ગોળ, દૂધ અને સસંગદાણા નો ભૂકો મસળેલા  

કેળા માં વમક્સ કરવો. 
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૧૨-૨૩ મવહના ના બાળકો માટ ે

૧. સાદોહલવો 

સામગ્રી પ્રમાણ પોષકતત્વો 

બાલશવક્ત- ૩૦ ગ્રામ 

તેલ- ૫ વમલી 

કુલ પ્રમાણ – ૧ વાડકી  

(૧૦૦વમવલ) (C-૩) 

એનર્જી- ૧૭૭ દકલોકેલરી 

પ્રોટીન- ૩.૧૪ ગ્રામ 

આયનય- ૧.૫૬ મીલીગ્રામ 

કેવલ્શયમ- ૭૨ મીલીગ્રામ 

બનાવવાની રીત :- 

 કડાઈ મા ં૫ વમલી તેલ ગરમ કરવું  અને તેમાં  

બાલશવક્ત ને  વમનીટ સુધીશેકવંુ. 

 તેમાં ૧ કપપાણી ઉમેરવું. 

 સારી રીતે વમક્સ કરવું  

 ૫ વમનીટ ગરમ થવા દદયા પછી ઉતારી લેવું  

 

 

૨. દધૂ નો  હલવો 

સામગ્રી પ્રમાણ પોષકતત્વો 

બાલશવક્ત- ૩૦ ગ્રામ 

તેલ- ૫ વમલી 

દૂધ – ૫૦ વમલી  

કુલ પ્રમાણ – ૧ વાડકી  

(૧૦૦વમવલ) (C-૩) 

એનર્જી- ૨૩૦.૬ દકલોકલેરી 

પ્રોટીન- ૪.૯૮ ગ્રામ 

આયનય- ૧.૬૪ મીલીગ્રામ 

કેવલ્શયમ- ૧૩૨.૫ મીલીગ્રામ 

બનાવવાની રીત :- 

 કડાઈ માં ૫ વમલી તેલ ગરમ કરવું  અને તેમાં  

બાલશવક્ત ને  વમનીટ સુધીશેકવંુ. 

 તેમાં ૧ કપદૂધ ઉમેરવું. 

 સારી રીતે વમક્સ કરવું  

 ૫ વમનીટ ગરમ થવા દદયા પછી ઉતારી લેવું  
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૩. થપેલા 

સામગ્રી પ્રમાણ પોષકતત્વો 

બાલશવક્ત- ૩૦ ગ્રામ 

તેલ- ૧૦વમલી 

ઘઉં નો લોટ- ૧૫ ગ્રામ 

મસાલા- સ્વાદ મુજબ  

કુલ પ્રમાણ – ૨ નંગ એનર્જી- ૨૭૦ દકલોકેલરી 

પ્રોટીન- ૪.૭૧ ગ્રામ 

આયનય- ૨.૧૭ મીલીગ્રામ 

કેવલ્શયમ-૭૬.૬ મીલીગ્રામ 

બનાવવાની રીત :- 

 ૩૦ ગ્રામ બાલશવક્ત લેવો. 

 તેમાં ૧૫ ગ્રામ ઘઉં નો લોટ ઉમેરી સ્વાદ  

અનુસાર મસાલા ઉમેરી લેવા. 

 બધુ સારી રીત ેવમક્સ કરી તેનો લોટ બાંધી લેવો. 

 તે લોટ માં થી નાના થેપલાં થાપી તવા 

 પર તેલ સાથે શેકી લેવા. 

 

૪. મેથી ના થેપલા 

સામગ્રી પ્રમાણ પોષકતત્વો 

બાલશવક્ત- ૩૦ ગ્રામ 

મેથી- ૩૦ ગ્રામ 

તેલ- ૧૦ વમલી 

ઘઉં નો લોટ- ૧૫ ગ્રામ 

મસાલા- સ્વાદ મુજબ  

કુલ પ્રમાણ – ૨ નંગ એનર્જી- ૨૮૦ દકલોકેલરી 

પ્રોટીન- ૫.૮૧ ગ્રામ 

આયનય- ૩.૮૭ મીલીગ્રામ 

કેવલ્શયમ-૧૫૮.૮ મીલીગ્રામ 

બનાવવાની રીત :- 

 ૩૦ ગ્રામ બાલશવક્ત લેવો. 

 મેથી ને બરાબર સાફ કરી ધોઈ તેને પાતળી પીસી  

નાખવી. 

 તેમાં ૧૫ ગ્રામ ઘઉં નો લોટ, પીસેલી મેથી ઉમેરી  

સ્વાદ અનુસાર મસાલા ઉમેરી લેવા. 

 બધુ સારી રીત ેવમક્સ કરી તેનો લોટ બાંધી લેવો. 

 તે લોટ માં થી નાના થેપલાં થાપી તવા 

 પર તેલ સાથે શેકી લેવા. 

(નોંધ:- મેથી વસવાય બીજા કોઈ પણ લીલા શાકભાજી નો ઉપયોગ કરી શકાય.) 
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૫. સુખડી 

સામગ્રી પ્રમાણ પોષકતત્વો 

બાલશવક્ત- ૩૦ ગ્રામ 

તેલ- ૫ વમલી 

ઘઉં નો લોટ- ૧૫ ગ્રામ 

ગોળ- ૫ ગ્રામ  

કુલ પ્રમાણ – ૧ વાડકી 

(C-૧) 

એનર્જી- ૨૪૨.૬ દકલોકલેરી 

પ્રોટીન- ૪.૮૦ ગ્રામ 

આયનય- ૨.૪૦ મીલીગ્રામ 

કેવલ્શયમ-૮૧.૯૫ મીલીગ્રામ 

બનાવવાની રીત :- 

 ૩૦ ગ્રામ બાલશવક્ત લેવોઅને તેને ઘઉં ના લોટ  

સાથે બરાબર વમક્સ કરી લેવો. 

 કઢાઈ મા ંતેલ ગરમ કરવું અને તેમાં બલશવક્ત અને  

ઘઉં ના લોટ ના વમશ્રણ ને શેકી લેવા. 

 ત્યારબાદ એક કઢાઈ મા ંગોળ ગરમ કરી લેવો. 

 શેકેલા બલશવક્ત અને ઘઉં ના લોટ ના વમશ્રણ 

ને ગરમ ગોળ સાથે વમક્સ કરવો. 

 બાર બાર વમક્સ કરી વમશ્રણ ને એક થાળી માં નીકાળી ઠંડુ કરવંુ. 

 ઠંડુ પડ્યા બાદ તેના નાના નાના કટકા કરી લેવા. 

 

૬. લાડ ુ 

સામગ્રી પ્રમાણ પોષકતત્વો 

બાલશવક્ત- ૩૦ ગ્રામ 

તેલ- તડવા માટે 

ઘઉં નો લોટ- ૧૫ ગ્રામ 

ગોળ- ૫ ગ્રામ  

કુલ પ્રમાણ – ૪ નંગ એનર્જી- ૧૯૭.૬ દકલોકલેરી 

પ્રોટીન-૪.૮૦ ગ્રામ 

આયનય- ૨.૪૦ મીલીગ્રામ 

કેવલ્શયમ-૮૧.૯૫ મીલીગ્રામ 

બનાવવાની રીત :- 

 ૩૦ ગ્રામ બાલશવક્ત લેવોઅને તેને ઘઉં ના લોટ  

સાથે બરાબર વમક્સ કરી લેવો. 

 બાલશવક્ત લેવોઅને તેને ઘઉં ના લોટ ના વમશ્રણ માં  

પાણી ઉમેરી તેના નાના નાના મુઠીયા બનાવી લેવા. 

 કઢાઈ માં તેલ ગરમ કરી મુઠીયા તળી લવેા. 

 ત્યારબાદ મુઠીયા ઠંડા પડે એટલે તેનો ભૂકો કરી લેવો. 

 એક કઢાઈ માં ગોળ ગરમ કરવો અને તેને મુઠીયા  

ના ભૂકા માં ઉમેરી લેવો. 

 ગોળ ઠંડો પડે તે પહેલા નાના નાના લાડુ બનાવી લેવા. 
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૭. શક્કરપારા 

સામગ્રી પ્રમાણ પોષકતત્વો 

બાલશવક્ત- ૨૦ ગ્રામ 

તેલ- તડવા માટે 

ઘઉં નો લોટ- ૧૦ગ્રામ 

કુલ પ્રમાણ – ૧ વાડકી 

(C-૧) 

એનર્જી- ૧૨૦.૦૨ દકલોકેલરી 

પ્રોટીન-૩.૧૪ ગ્રામ 

આયનય- ૧.૪૫ મીલીગ્રામ 

કેવલ્શયમ-૫૧.૦૯ મીલીગ્રામ 

બનાવવાની રીત :- 

 ૨૦ ગ્રામ બાલશવક્ત લેવોઅને તેને ઘઉં ના લોટ  

સાથે બરાબર વમક્સ કરી લેવો. 

 બાલશવક્ત અને ઘઉં ના લોટ ના વમશ્રણ માં  

પાણી ઉમેરી તેનો લોટ બાંધી લેવો. 

 એક મોટી રોટલી વણી લેવી અને તેના નાના નાના  

શક્કરપારાકાપી લેવા. 

 શક્કરપારા ને ગરમ તેલમાં અચ્છા લાલ થાય ત્યાં  

સુધી તળી લેવા.  

 

૮. પૂરી 

સામગ્રી પ્રમાણ પોષકતત્વો 

બાલશવક્ત- ૨૦ ગ્રામ 

તેલ- તડવા માટે 

ઘઉં નો લોટ- ૧૦ ગ્રામ 

કુલ પ્રમાણ – ૬ નંગ એનર્જી- ૧૨૦.૦૨ દકલોકેલરી 

પ્રોટીન- ૩.૧૪ ગ્રામ 

આયનય- ૧.૪૫ મીલીગ્રામ 

કેવલ્શયમ-૫૧.૦૯ મીલીગ્રામ 

બનાવવાની રીત :- 

 ૨૦ ગ્રામ બાલશવક્ત લેવોઅને તેને ઘઉં ના  

લોટ સાથેબરાબરવમક્સ કરી લેવો. 

 બાલશવક્ત અને ઘઉં ના લોટ ના વમશ્રણ માં  

પાણી ઉમેરી તેનો લોટ બાંધી લેવો. 

 તે લોટ માં થી નાની નાની પૂરી વણી લેવી. 

 પુરીઓને ગરમ તેલમાં અચ્છા લાલ થાય ત્યાં  

સુધી તળી લેવી.  
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૯. ફાળા લાપસી 

સામગ્રી પ્રમાણ પોષકતત્વો 

ઘઉં ના ફાળા – ૧૦૦ ગ્રામ 

ગોળ - ૧૦૦ ગ્રામ 

ઘી – ૨૦ ગ્રામ 

સસંગદાણા– ૧૦ ગ્રામ 

ખોપરા નો ભૂકો – ૨૦ ગ્રામ 

પાણી – ૩૦૦ વમલી 

 

કુલ પ્રમાણ – ૧ વાડકી 

(૨૦૦વમલી) (C-૧) 

એનર્જી- ૨૨૦દકલોકેલરી 

પ્રોટીન- ૩.૨૪ ગ્રામ 

આયનય- ૧.૯ મીલીગ્રામ 

કેવલ્શયમ-૪૧.૭ મીલીગ્રામ 

 

બનાવવાની રીત :- 

 ઘઉં ના ફાળા ને કઢાઈ માં શેકી લેવા. 

 સસંગદાણા શેકી તેને સાફ કરી લેવા. 

 શેકેલા ઘઉં ના ફાળા માં ગોળ, ખોપરા નો ભૂકો 

અને પાણી નાખી ગરમ કરવું અને થોડી  

વાર બનવા દેવુ.ં 

 છેલ્લે શેકેલા સસંગદાણા નો ભૂકો કરી ઉપર  

નાખવો. 

૧૦. પોિીક પંજરી 

સામગ્રી પ્રમાણ પોષકતત્વો 

ઘઉં નો લોટ- ૧૦૦ ગ્રામ 

બેસન – ૫૦ ગ્રામ 

ઘી- ૨૦ ગ્રામ 

ગોળ – ૫૦ ગ્રામ 

કુલ પ્રમાણ – ૧ વાડકી 

(C-૨) 

એનર્જી- ૩૭૩ દકલોકેલરી 

પ્રોટીન-૧૦.૪ ગ્રામ 

આયનય- ૨.૯ મીલીગ્રામ 

કેવલ્શયમ-૩૫ મીલીગ્રામ 

બનાવવાની રીત :- 

 કઢાઈ માં ઘી ગરમ કરવું તેમાં ઘઉં નો લોટ અને  

બેસન શેકી લેવુ. 

 તેમાં ગોળ ને સારી રીતે છીણી બરાબર વમક્સ  

કરી લેવું. 
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૧૬.સ્ટાન્ડડય કપસ અને સ્પૂન 

 

 

 

 

 

C-૧ , ૨૦૦વમલી C-૨, ૧૦૦વમલી C-૩, ૮૦વમવલ C-૪, ૫૦વમલી 

S-૧, ૧૫વમલી S-૨, ૫વમલી S-૩, ૨.૫ વમલી S-૪, ૧.૨૫ વમલી 
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૧૭.બાળક ના વજન અને ઉંચાઈ માપવાનુ ંમહત્વ 

બાળક નો વધુ માં વધુ વવકાસ જીવન ના પહલા ૧૦૦૦ દદવસો માં જ થાય છે.બાળકના શારીદરક 

વૃધ્ધી અને વવકાસ માપવા તેનું વનયવમત વજન અને ઉંચાઈ થાય તે ખુબ જરૂરી છે. વનયવમતપણે 

વવકાસ માપવો જેનાથી માતાઓ વવકાસ અથવા તેમાં ઉણપ જોઈ શકે અને બાળકનો વનયવમત વવકાસ 

તેમજ આરોગ્ય જળવાઈ રહે. જન્મ થી ૩ વષય સુધી બાળક નું વનયવમતપાણે દર મહીને વજન માપવું 

જોઈએ અને ૩-૬ વષય ના બાળકો નુ દર ૩ મહીને વજન માપવુ.ં આંગણવાડીમાં દર માસના બીજા 

મંગળવારે બાલતુલા દદવસની ઉજવણી કરવામાં આવે છે. જેમાં બાળકનું વજન અને ઉંચાઈ કરવામાં 

આવે છે. અને તે વજન અને ઉંચાઈ ને WHO ના ગ્રોથ ચાટય અને મમતા કાડય મા ંલખી લેવામાં આવે 

છે જેના આધારે બાળકનું પોષણ સ્તર નક્કી કરવામાં આવે છે. 
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વવકાસ દેખરેખ અને વવૃદ્ધ 

ઉંમર વજનમા ંવધારો/ મહીન(ેગ્રામ) 

જન્મથી ૨ મવહના સુધી ૮૦૦ 

૩ મવહનાથી ૪ મવહના ૬૦૦ 

૫ મવહનાથી ૬ મવહના ૪૦૦ 

૭ મવહનાથી ૩ વષય ૨૦૦ 
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૧૮. અન્નપ્રાશન દદવસનુ ંમહત્વ 

બાળક ૬ મવહના પુરા કરી લે ત્યારબાદ બાળકને પહેલો ઉપરી ખોરાક આપવામાં આવે છે તે 

ઉપરીખોરાક આપવાની વવવધ ને અન્નપ્રાશન દદવસ કેહવામાં આવે છે અને આપડી ભારતીય સંસ્કૃતી 

માં પણ એનો ખુબ જ મહત્વ છે.  

પુરક આહાર સારી રીતે બધા ને મળી રહે તે માટે ICDS દ્વારા દર મવહના ના રીજા મંગળવારે 

આંગણવાડી પર અન્નપ્રાશન દદવસ ઉજવવામાં આવ ેછે તે સમયે તેમના વવસ્તાર માં કોઈ પણ બાળકે 

૬ મવહના ની ઉંમર પૂરી કરી હોય તેમના માટે અન્નપ્રાશન ની ઉજવણી કરવામાં આવે છે. આ દદવસે 

બધી માતાઓ ને બોલાવી  ૬ મવહના ના બાળકો ને બાલશવક્ત ની રાબ બનાવી ને પીવડાવવામાં આવે 

છે અને માતાઓ ને બાળકો ના ઉપરી આહાર વવષે સમજણ આપવામાં આવે છે. 

અન્નપ્રાશન દદવસ ની પ્રવૃવતઓ:- 

 આંગણવાડી કાયયકર એ ધ્યાન રાખવું કે ઉજવણી શરુ થતા પહેલા બધી માતાઓ આવી ને બેસી 

ગઈ છે અને તેમની હાજરી ની નોંધ કરી લેવી. 

 ઉજવણી શરુ કતાય પહેલા કયી કયી પ્રવૃવત્તઓ કરવામાં આવશે તેની સમજણ માતાઓ ને 

આપવી. 

 ઉજવણી શરુ કતાય પહેલા માતાઓ અને બાળકો ના હાથ બરાબર ધોવડાવી લેવા. 

 ઉપરી આહાર માં બાળકો ને કયી કયી વાનગીઓ આપી શકાય તેનું વાનગી વનદશેન કરી પરામશય 

કરવા. 

 માતાઓ ને આવનારા રશીકરણ વવષ ેજાણકારી આપવી. 

 માતાઓ ને અન્ય વાનગીઓ બતાવવા માટે પ્રોત્સાવહત કરવા. 

 માતાઓ ને કોઈ પણ પ્રકાર ની સમસ્યા હોય તો તે જાણી તેના માટે સલાહ આપવી. 

 પુરક આહાર વવષે માતાઓ ને બરાબર રીતે પરામશય આપવું.  
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૧૯. ન્યુટ્રી-દકચન ગાડયન નુ મહત્વ 

વવવવધ પ્રકાર નો ખોરાક જરૂરીયાત વાડા લોકો ને મળી રહ ેઅને સારા પ્રમાણ માં મડી રહે તે ખુબ જ 

મહત્વ નુ છે. આથી ન્યુટ્રી-દકચનગાડયન ની ભૂવમકા નો ખુબ મહત્વ છે.ન્યુટ્રી-દકચનગાડયન નીમદદ થી 

સારો અને પૌવિક આહાર મળી રહે અને સારા પ્રમાણ માં મળી રહે છે. 

ન્યુટ્રી-દકચનગાડયન ના ફાયદા:-  

 તાજા ફળો અને શાકભાજી મળી રહે. 

 ફાળો અને શાકભાજી બજાર થી ખરીદવા ની જરૂર નવહ પડે જેથી પૈસા અને સમય બંને 

બચી રહે. 

 ન્યુટ્રી-દકચનગાડયન મા ંઉગાવવામાં આવેલા ફળો અને શાકભાજી વધારે પોવિક હોય છે. 

 સીજન વવના ના ફળો અને શાકભાજી પણ મળી રહે. 

 ખોરાકમાં વવવધતા લાવે. 
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૨૦. પરામશયઅંગ ેમાગયદશયન 

પરામશય એટલે શુ?ં 

પરામશય એટલે માતાની સાથે રહીને, તેની ભાવનાઓ અને લાગણીઓ સમજીને કામ કરવું, માતાને 

પોતાના વનણયય લેવામાં મદદરૂપ થવું, માતાને સક્ષમ બનાવવી. 

પરામશય કરવાની રીત 

૧. સાભંળવા અન ેજાણવા માટનેા ંકૌશલ્યો 

 મદદરૂપ અશાવબ્દક વ્યવહાર 

 સમાન સ્તરે હોવું, ચહેરા આમનેસામને હોવા. 

 ઉવચત અંતર (દુરી). 

 વાતચીતમાં ધ્યાન કેવન્િત કરવંુ. 

 અવરોધ દુર કરવા. 

 ધીરજ રાખવી (સમયઆપવો). 

 

 

 ખુલ્લા પ્રશ્નો પૂછવા 

 “કેવીરીત?ે”, “શુ?ં”, “ક્યાર?ે”, “ક્યાં?”, “શામાટ?ે”, જેવા પ્રશ્નો પૂછવા. 

 આવા પ્રશ્નો ખુબ ઉપયોગી છે કારણ કે તેના ઉત્તરમાં ઘણી માવહતી જાણવા મળે છે. 

 સીવમત પ્રશ્નો બહુ ઉપયોગી નથી કારણ કે તેનો ઉત્તર “હા” કે“ના” મા ંહોય છે. 

 જો કે ક્યારેક કોઈ હકીકતની ખાતરી કરવા માટે સીવમત પ્રશ્નો પૂછી શકાય. 
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 વાતચીત મા ંરસ દાખવવો 

 માથું ધુણાવીને, વસ્મત દ્વારા, “અચ્છા?”, “એમ?”, “ઓહો..” જેવા પ્રવતભાવો 

દ્વારા વાતચીમાં રસ દાખવી શકાય. 

 આમ કરવાથી માતા વધુ વાતચીત કરવા માટે પ્રોત્સાવહત થાય છે. 

 

 પ્રવતસાદ અપવો 

 માતા જે કહે તેને સહજ જુદી રીતે દોહરાવવું. 

 આમ કરવાથી તમે માતાને ધ્યાનથી સાભંળી રહ્ા ચો તેવું માતાને જણાશે. 

 માતા વધુ વાતચીત કરવા પ્રોત્સાવહત થશે. 

 

 પરાનભવૂત / સમાનુભવૂત દાખવવી 

 આમ કરવાથી માતાને લાગશે કે તેની લાગણી/ ભાવના તમે સમજી રહ્ા છો. 

 તમે માતાને એમ પણ કહી શકો કે તેની લાગણી તમે સમજી શકો છો. 

 તમે માતાને સમો પ્રશ્ન ન કરો કે સહાનુભૂવત ન દશાયવો એ ધ્યાનમાં રાખવું પણ 

જરૂરી છે. 

 

 ચુકાદો આપતા (વનણયયાત્મક) શબ્દો ન વાપરવા 

 સારૂ/ ખરાબ, યોગ્ય/ અયોગ્ય, પુરતંુ/ અપૂરતંુ, સાચું/ ખોટુ ંજેવા શબ્દોનો ઉપયોગ ન 

કરવો. 

 આવા શબ્દોનો અપણે વાતચીતમા ંઉપયોગ કરીએ તો જાણ્યે અજાણ્યે માતાના મનમાં 

પોતે કંઈક ખોટું કરી રહી છે ટેવો ભાવ આપણે પેદા કરીએ છીએ. 

 ક્યારેક જો કે,”સારૂં કયુું” જેવી ઉવક્ત માતાની પ્રશંસા કરવા માટે વાપરી શકાય. 

 

૨. આત્મવવશ્વાસ અન ેપીઠબળ આપવા માટેના ંકૌશલ્યો 

 માતાન ેસંમવત ક ેઅસંમતી દાખવ્યા વવના સ્વીકારવી 

 માતાની સાથે અસંમતી ન દશાયવવી જૂઈએ. 

 સાથેસાથે ગેરમાન્યતાને સમથયન પણ ન આપવંુ જોઈએ.  

 માતાને તટસ્થ ભાવ ેસ્વીકારવી જોઈએ. 

 

 માતા જે કઈ સારૂ કરતી હોય તે જાણીન ેતેની પ્રશંસા કરવી 

 આપણે હંમેશાં માતાની ભૂલો અને મુ્કેલીઓ ગોતવનો પ્રયત્ન જ કરીએ છીએ, 

તેની સાથે આપણે માતની પ્રશંસા અને તેમનું પ્રોત્સાહન પણ કરવુ જોઈએ. 
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 માતા જે કઈ સારૂ કરતી હોય તે જાણીને તેની પ્રશંસા કરવાથીમાતાનો 

આત્મવવશ્વાસવધ ેછે. 

 

 વ્યવહારીક મદદ કરવી 

 કઈ પણ બોલવા કરતાં માતાને કરેલી વ્યવહારીક મદદ વધુ અસરકારક નીવડે છે. 

 વ્યવહાદરક મદદ કરવાની તક જોઇને ઝડપી લેવી જોઈએ. 

 

 ઉવચત માવહતી આપવી અન ેમાતા સમજી છે ક ેનહી તનેી ખાતરી કરવી 

 જે માવહતી માતાને તે સમયે ઉપયોગી હોય તે જ તેને આપવી. 

 એક સાથે એક સમયે એકાદ બેમુદ્દા જ જણાવવા. 

 માવહતી હકારાત્મક રીતે જ આપવી, ટીકાત્મક સૂરમાં ન આપવી. 

 ખુલ્લા પ્રશ્નો પૂછીને માતાની સમજણની ચકાસણી કરવી અને જરૂર જણાય તો વધુ 

સમજાવવું. 

 

 સરળ ભાષાનો ઉપયોગ કરવો 

 સમજાય નવહ તેવા અઘરા અને વૈજ્ઞાવનક શબ્દો ન વાપરવા. 

 સરળ અને સમજાય તેવા શબ્દોમાં સમજણ આપવી. 

 

 એકાદ બે સુચનો આપવા, આદશે ક ેસલાહ ન આપવા 

 કશુંક કરવાનો આદેશ આપવાથી માતાનો આત્મવવશ્વાસ ડગી જાય છે. 

 મૈરીભયુું સુચન આપી માતા વધુ સારી રીતે વનણયય લઇ શકે તેનો આત્મવવશ્વાસ 

આપવો. 
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જેમવતરંગો રણ રંગો વગર અધુરો છે, તેમ સમતોલ આહાર પણ 

આ રંગો વગર અધુરો છે 

 

બાળક છ મવહનાનું થાય ત્યારબાદ તેના રોજીંદા આહારમાં જુદા જુદા 

ખાધ જૂથોનો સમાવેશ કરો 

“સહી પોષણ – દેશરોશન” 



Appendix-9 Abstract of ICPH 

 

 



Appendix-10 Ethical Certificate 

 

 



Appendix- 11 - Photogallery 

1. Training given for Data collection to Arogya Sathis  

  

  

 

 

 

 

 

 

 

 

 

2. Data Collection  

 

 

 

 

 

 



  

 

 

 

 

 

 

 

 

3. Frontline Workers Knowledge 

 

  

 

 

 

 

 

 

 

 

4. Training and refresher traning done 

  



  

5. Recipe Demonstration for Frontline workers 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



  

 


