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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.

I'YCF Practices: Infant and Young Child Feeding (I'YCF) 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 1°

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 (HHSs), 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)

Figurel.l- Growth faltering in height for age (HAZ) in children coincides with the

complementary feeding period

HAZ score
-1

=15

-2
1

18 24 30 36 42 48 54 60

0 6 12
Child age (months)
95% Cl ———-—- Girls
95% CI ——— Boys

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

Timely introduction of Age-appropriate meal Age-appropriate Age-appropriate food
“first foods” frequency amounts consistency
Starting at b months . + 2to 3spoonfuls  Transition to 12 cup
I '3 2or 3 times/day
3 cup 1eup
Safe preparation, storage and use Responsive feeding and caregiving Feeding during and after illness

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

70

Percentage
8 &5 g 8

=]
=]

=

n
0 |

Early initiation Exclusive Introduction of Minimum Minimum Minimum Continued
of breastfeeding breastfeeding solid, semi—solid diet meal acceptable breastfeeding
<1 hour 0-5 months or soft foods diversity frequency diet 12—23 months

-8 months 6-23 months 6-23 months 6-23 months

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

MINIMUM DIET MINIMUM MEAL MINIMUM CONSUMPTION OF
DIVERSITY FREQUENCY ACCEPTABLE IRON RICH FOOD
DIET

® [ndia = Gujarat

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

Children age 6-23 months receiving an
adequete diet

15

" =1 ER
0

Guijarat Bharuch

B NFHS-4 M NFHS-5
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

Prevent and reduce Tarmat-
Stunting in children (0- 6 Target: 4 by 64 ]

@ 2% per annum.

+Target: ) by 6%
@ 2% per annum.

«Target: J by %%
@ 3% per annum.

«Target: ). by %
@ 3% per annum.

Target: J by &
@ 2% per annum.

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 Dauvis,
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:

(@) 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. lodine

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:
e Leadership and coordination
e Information systems and nutrition assessments
e Prevention of stunting, wasting, micronutrient deficiencies and overweight in
children aged under five years
e Prevention of undernutrition, micronutrient deficiencies, and anaemia in middle
childhood and adolescence
e Prevention of undernutrition, micronutrient deficiencies, and anaemia in pregnant
women and breastfeeding mothers
e Nutrition care for wasted children
e System strengthening for maternal and child nutrition

e 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 I'YCN.

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 (AWWSs, 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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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 I'YCN 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 I'YCFPs, while 79 (18.9%)
had insufficient knowledge. As according I'YCF 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 I'YCF 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 1'YCF

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 VVadodara, 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

EARLY INITIATION (BIRTH)
Rural 46.6% ¥4 Urban 471%
Boys 46.5% @ Girls 471%
Richest ‘45.4% 44 Poorest 46.2%
None or primary ;16.0% @ ¥ Secondary or higher 47.6%
EXCLUSIVE BREASTFEEDING (<6 MONTHS)
Urban 44.1% -8 Rural 47.7%
Boys 459% @ Girls 46.7%
Richest 4‘4.8% AowM Poorest 48.2%
Secondary or higher‘ 46.3% 4» None or primary 46.7%

CONTINUED BREASTFEEDING (1.YEAR)

Urban 74.8% B # Rural 829%
Boys 79.6% @ Girls 80.0%
|
Richest 71.0% | Aeemmmmnbiniinnes A Poorest 86.0%
- None or
Secondary or higher 76.8% @ @ primary 83.3%

CONTINUED BREASTFEEDING (2 YEARS)

Urban 48.9% [ # Rural 59.0%
‘ Girls 55.0% ©® Boys 56.1%
Rich 43.6% & A Poorest 65.2%
Secondary or h‘igher 89.8% Qe “ None or primary 61.4%
INTRODUCTION OF SOLID, SEMI-SOLID OR SOFT FOODS (6-8 MONTHS)
Rural 64.1% B ® Urban 70.9%
Girls 65.8% @ Boys 66.2%
Poorest 60.1% Auwewremmmeeeeni A Richest 71.2%
None or primary 62.3% @ 0 Secondary or higher 70.4%

MINIMUM MEAL FREQUENCY

Rural 48.6% M- ® Urban 53.6%
Girls 50.0% @ Boys 50.7%
Poorest 4‘5.3% A A Rich 57.2%
None or primory‘ B6.9% Wi ¥ Secondary or higher 53.7%

MINIMUM DIETARY DIVERSITY

Rural 27.4% B # Urban 35.1%
Boys 29.3% ©® Girls 30.4%
Poorest 2291% e A l‘lichest 38.3%
None or primary 24.4% @ < Seco‘ndary or higher 35.2%

MINIMUM ACCEPTABLE DIET
Rural 17.2% B ® Urban 221%

|
Boys 18.6% -‘Girls 19.1%

Poorest 13.9% & ‘ A Richest 25.4%
None or primary 14.8% @ 4 Secondary or higher 22.4%
0% 10% 20% 30% 40% 50% 60% 70% 80% 100%

Source:- UNICEF 2019
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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% Cl: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

Maternal, infant and young child nutrition targets

Anaemia
jOFFCouRse |

@TARGET 50% reduction of anaemia
in women of reproductive age.

9

Baseline (2012) 30.3%
2016 data 32.8%
NON-PREATMEN 32.5%
N OMEN T 40.1%
Turge 025) 15%

In 2016, anaemia affected 613.2 million
women of reproductive age, 35.3 million
of whom were pregnant.

Baseline proportion for 2012 was revised

to 30.3% in 2017. Current prevalence reflects
increase since then.

Childhood stunting
{56

©TARGET 40% reduction in the number
of children under 5 who are stunted.

Baseline (2012) 165.8m
2018 data 149m
Target (2025) Around 100m

In 2018, 149.0 million children
were stunted.

The current AARR (2.2%) is below the required
AARR (4.0%). There will be about 30 million stunted
children above the 100 million target of 2025

if current trends continue. The baseline status

has been updated from 165.2 million children in

the 2018 Global Nutrition Report to 165.8 million.

Exclusive breastfeeding

@TARGET Increase the rate of exclusive
breastfeeding in the first 6 months up
to at least 50%.

&

Baseline (2005-2012) 37%
2018 data 42.2%
Target (2025) 50% or more

In 2018, 42.2% of infants 0-5 months were
exclusively breastfed.
An increase of 5 percentage points over 6 years

reflects very limited progress. The estimate for 2018
was 40.7%.

Childhood wasting

OFF COURSE é é

@©TARGET Reduce and maintain childhood
wasting to less than 5%.

Baseline (2012) 79%
2018 data 7.3%
Target (2025) Less than 5%

In 2018, 7.3% of children were wasted,
equivalent to 49.5 million children.

Global prevalence was 7.3% in 2018, compared

to 7.9% in 2012, demonstrating negligible progress
towards the 5% target for 2025. A substantial
increase in efforts will be required to break the
global status of inertia in wasting and lower the
rate in the direction of the 5% target by 2025.

Source:- Global nutrition report 2020

Low birth weight

©TARGET 30% reduction in low birth weight.

Baseline (2012) 15%
2015 data 14.6%
Target (2025) 10.5%

The latest estimate is that there are
around 20.5 million children with low
birth weight.

Achieving the 2.74% average annual rate of
reduction (AARR) required between 2012 and
2025 to meet the global nutrition target will
necessitate more than doubling progress.
This will involve both improved measurement
and programme investments to address the
causes of low birth weight.

Childhood overweight
joFFcouRse |

@TARGET No increase in childhood
overweight.

9

Baseline (2012) 5.5%
2018 data 59%
Target (2025) 5.5% or less

In 2018, 5.9% of children were overweight,
equivalent to 40.1 million children.

The baseline status has been updated from 5.4%
in the 2018 Global Nutrition Report to 5.5%.
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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 I'YCN
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
I'YCN 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

Page | 27



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

Page | 29



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
1 7 7 144.4
Millets 6 8 >
13 7 19 25.3
Pulses
3 3 2 1.8
GLV's
Other 12 16 9 30.6
vegetables
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2 1 41.1
M&MP 8 03 60

1
Fats and oils 3 6 0 6
Sugar and 16 4 13 5.7
jaggery

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(ug) 78 64 92 75.3
Thiamin(mg) 0.5 0.4 0.6 0.9
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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

Iron VitA  Zinc VitB, Folate Ca  Niacin lodine VitB, VitC VitB,

Gap

burden High Maod Mod Mod Moed Mod Low Low Low Mone

High High High High High | Mod SO low  Low  Low

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)

Page | 32



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)

Page | 33



Methodology



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

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

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

e To document the utilization of services of Annaprasan diwas under ICDS programme by
the mothers of children (6-23 months).

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

e To calculate the CONGA for selected macro and micro nutrients based on ICMR RDA
2020.

e To strengthen the capacity of front line workers (AWWSs, ASHASs and aarogya sathis of
NGO) for effective counselling on age appropriate complementary feeding practices.

e To assess knowledge of FLWSs) on complementary feeding before and after trainings.

e 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.I[ECHR/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:-

e Livelihood

e \Women Empowerment

e Health and Well being

e 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
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kmz2 including 6,339.21 km2 rural area and 169.79 kmz2 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
e 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
e 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.

e [fachildisless than 2 years old, measure recumbent length.

e 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 Height board

Movable H [
Length board neadvoard |||
Fived
headboard

Movable
footboard
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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.

Salter scale with 100 gram divisions

Upper hook
‘/ Screw for setting needle to ‘0’

Z5 TN

Dial

Lower hook

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)
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
e At the tip of the shoulder, starting points of scapular bone, clavicle bone, and humerus
are joined to each other.
e 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.
e 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 1009)

Sr. No. Nutrients Human Milk Composition
1. Water () 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 (ug) 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, Vitamin-B1,

Vitamin-B6, Vitamin-C

Niacin, lodine,

Complementary feeding indicators

Recently shared I'YCN Indicators by UNICEF, 2021 were also computes from the average data

Table 3.6:- Infant and young child feeding indicators

FREQUENCY 6-23 MONTHS

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 percentage of children born in the last 24 months who
BREASTFEEDING were put to the breast within one hour of birth.

3. CONTINUED percentage of children 12—23 months of age who were fed
BREASTFEEDING 12-23 breast milk during the previous day.
MONTHS

B COMPLEMENTARY FEEDING INDICATORS

1. AGE APPROPRIATE percentage of children born in the last 24 months who
INITIATION OF were initiated with complementary food at the completion
COMPLEMENTARY of 6 months of age.
FEEDING

2. COMPLEMENTARY percentage of infants 6-8 months of age who consumed
FEEDING INDICATORS solid, semisolid or soft foods during the previous day.

3. MINIMUM DIETARY percentage of children 6-23 months of age who consumed
DIVERSITY 6-23 MONTHS foods and beverages from at least five out of eight defined

food groups during the previous day.
4. MINIMUM MEAL 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.

Page | 46




FRUIT CONSUMPTION 6-23
MONTHS

5. MINIMUM MILK FEEDING percentage of non-breastfed children 6-23 months of age
FREQUENCY FOR NON- who consumed at least two milk feeds during the previous
BREASTFED CHILDREN 6 | day.

23 MONTHS

6. MINIMUM ACCEPTABLE percentage of children 6-23 months of age who consumed
DIET 6-23 MONTHS a minimum acceptable diet during the previous day.

7. EGG AND/OR FLESH FOOD | percentage of children 6-23 months of age who consumed
CONSUMPTION 6-23 egg and/or flesh food during the previous day.

MONTHS

8. SWEET BEVERAGE percentage of children 6-23 months of age who consumed
CONSUMPTION 6-23 a sweet beverage during the previous day.

MONTHS

0. UNHEALTHY FOOD percentage of children 6-23 months of age who consumed
CONSUMPTION 6-23 selected sentinel unhealthy foods during the previous day.
MONTHS

10. ZERO VEGETABLE OR 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 (FLWSs) 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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e 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
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The training module consisted of following topics. It was prepared in vernacular language:-
e Malnutrition
e First 1000 days
e What is Complementary Feeding?
e Importance of complementary feeding
e Correct age of Initiation of Complementary Feeding
e Continuation of Breastfeeding
e Quality of Complementary Feeding including dietary diversity
e Age appropriate quantity of Food

e Age appropriate frequency of Complementary Feeding
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e Safe and hygienic preparation and storage of Complementary Feeding
e Active responsive Feeding

e Feeding during illness

e Balshakti

e Recipies for age-wise complementary feeding

e Standard cups and spoons

e Growth Monitoring

e Importance of attending Annaprshan diwas at AWC

e Use of produce of Nutri-kitchen Garden

e 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.

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

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

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
Complementary feeding.

PAKISTAN

about

Bharuch District

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)

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 FLWSs on change
in dietary practices of CF after counceslling by them
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Results and

D1scussion



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 2000 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 (AWWSs, 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

Primary health center

Sub center

Private hospital

Government hospital

N
olr| N Nlul+

Hospital run by NGO
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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 14 1.2 20 15 12
(km)

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 2080 2712 4147 2366 3758
population

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

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

e Section 1:- Information on data collected

e Section 2:- Background information of Households

e Section 3:- Delivery information of mothers

e Section 4:- Nutritional status of Children (6-23 months)

e Section 5:- Utilization of ICDS services

e Section 6:- Infant and Young Child Nutrition practices

e Section 7:- Dietary practices of children (6-23 months)

e Section 8:- Comprehensive Nutrient Gap Analysis

e 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

e Section 10:- Profile of Frontline workers
e 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 Anganwadi 6-8 9-11 12-23 Total Grand

village name and months months months Total
number

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 1 3 1 2 8 2 10 7
(morvago)-5

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
Ilitrate 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 35 8
garden
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 100 8

items produced in kitchen
garden

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

\ %

|

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 10 415 |17 534 |85
Severely stunted 20.3 47 25 8 195 |8 195 |31
Underweight
Underweight 24.1 56 18.8 6 341 |14 226 |36
Severely 12.9 30 18.8 6 9.8 4 126 |20
underweight
Wasting
Wasted 8.6 20 9.4 3 171 |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 2 000 |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

Prevalence of undernutrition status of children
(6-23 months) by gender
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40
30
20
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All
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Boys
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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)

%
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)

%
Mothers having knowledge about 41.4 96
annaprashan diwas
Mothers who attended annaprashan diwas | 89.6 86
(N=96)
Activities being carried out on annaprashan diwas (N=96)
Counselling about age appropriate 32.3 31
complementary feeding
Recepi demo from balshakti 24 23
Feeding balshakti raab to children 73 70

Table 4.13: Compliance of Balshakti

Compliance of Balshakti (N=232)

%
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 54 12
3 packets 0.9 2
Childrens received balshakti monthly 100 224
Mothers attended recepi demo from balshakti 32.1 72
done at AWC
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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 | 24.6 55
of family

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 | 67.2 156
one hour of birth
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 3.5 8

feeding

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
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Table 4.16: Age wise complementary feeding practices

Frequency of 6-8 months 9-11 months 12-23 months
complementary feeding | %(n) (N=30) %(n) (N=35) %(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(2) 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 | 6-8 months 9-11 months 12-23 months | Total

by children %(n) (N=30) | %(n) (N=35) %(n) (N=159) | %(n) (N=224)
Grains, roots and 73.3 (22) 94.3 (33) 100 (159) 95.5 (214)
tubers

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 0 5.7 (2 10.1 (16) 8 (18)

and vegetables

Other fruits and 26.6 (8) 65.7 (23) 82.4 (131) 72.3 (162)
vegetables

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
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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 9-11 months 12-23 months Total
%(n) (N=30) %(n) (N=35) %(n) (N=159) %(n) (224)
Minimum meal 76.6 (23) 60 (21) 71.1(113) 70 (157)
frequency
Minimum diet 3.3(1) 54.2 (19) 59.1 (94) 51 (114)
diversity
Minimum 3.3(1) 25.7 (9) 41.5 (66) 34 (76)
acceptable diet

Table 4.19: Gender wise standard indicator of children

Male %(n) Female %(n) Total %(n)

(N=123) (N=101) (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
Age wise standard indicators of
complementary feeding of young children

80 76.6

6-8 MONTHS 9-11 MONTHS 12-23 MONTHS TOTAL

B Minimum meal frequency B Minimum diet diversity [ Minimum acceptable diet

Figure 4.3: Gender wise standard indicator of complementary feeding of young children
Gender wise standard indicators of
complementary feeding of young children

80

715
70 68.3 | 70

MALE FEMALE TOTAL

B Minimum meal frequency B Minimum diet diversity [ Minimum acceptable diet
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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 %

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(ug) 85 120
Vitamin-C(mg) 30 30
Vitamin-A(ug) 350 390
Calcium(mg) 300 500
Iron (mgQ) 3 8
Zinc(mg) 2.5 3.3
lodine(ug) 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 85ug/day
but here average intake of folate is 11.6pg. RDA for Vitamin-Cis 30mg/day as compared to that
average intake was only 17.7mg. Vitamin-A intake should be 350pg/day here average intake is
seen 242.8ug. RDA for Calcium, Iron and Zinc is 300mg, 3mg and 2.5mg here average intake
was 205.7mg, 0.7mg and 0.4mg respectively. lodine intake according to RDA should be
130pug/day but here average intake of 10.1g 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
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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 120ug/day
but here average intake of folate is 24.9ug. RDA for Vitamin-C is 30mg/day as compared to that
average intake was only 11.2mg. Vitamin-A intake should be 390ug/day here average intake is
seen 142.2ug. RDA for Calcium, Iron and Zinc is 500mg, 8mg and 3.3mg here average intake
was 173.9mg, 1.6mg and 1mg respectively. lodine intake according to RDA should be 90ug/day
but here average intake of 20.9ug 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(ug) 11.6 12.5 24.9 14
Vitamin-C(mg) 17.7 4.7 11.2 6.1
Vitamin-A(ug) 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
lodine(ug) 10.1 9.5 20.9 9.7
Table 4.23:- Median nutrient intake of 6-23 months old children

MEDIAN Nutrient Intake
Nutrients 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(ug) 7.3 20.9
Vitamin-C(mg) 18.2 10.6
Vitamin-A(ug) 249.4 141.2
Calcium(mg) 184.8 143.4
Iron (mg) 0.6 1.5
Zinc(mg) 0.4 0.9
lodine(ug) 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
lron 23.8 194
Zinc 16.6 30.1
lodine 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
B6
Folate
Vitamin-C 41.0 63.0
Vitamin-A 30.6 63.8
Calcium 314 65.2
Iron 76.2
Zinc 69.9
lodine 76.8

Page | 81



Figure 4.4: Nutrient gap among 6-12 months old children
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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

Mean % nutrient gap
6-12 months 1-2 years
Severely Severely
Nutrients Underweight Underweight | Underweight | Underweight

Protein(g) -16.48 -9.69* 0.46 23.80*
Energy(Kcal) 11.3* 12.9* 47.36* 58.72*
Folate(ug) 84.3 85.1 80.68 85.35
Vitamin-A(ug) 26.5* 31.7* 65.23* 74.28*
Calcium(mg) 16.3* 33.4* 68.51* 76.77*
Iron (mg) 714 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 1-2 years children (n=65)
(n=11)
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(ug) 76.3 79.1
Vitamin-C(mg) 40.3 58.0
Vitamin-A(ug) 31.0 60.6
Calcium(mg) 26.9 66.9
Iron (mg) 59.9 79.9
Zinc(mg) 73.9 70.1
lodine(ug) 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

%

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 % n
appropriate complementary feeding practices
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 154 34
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Table 4.30: Care taken during feeding

Care taken during feeding (Multiple Responses)

%
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.

e Percent nutrient gap for all micronutrients was found in all the children.

e 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 | % I
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 94 30
previous day (N=32)

Minimum dietary diversity 6-23 months 51 114
Minimum meal frequency 6-23 months 70 157
Minimum milk feeding frequency for non-breastfed 29.2 14
children (N=48)

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
complementary feeding practices (Table 4.32)

Table 4.32: Information on training received by frontline workers

100 days and appropriate

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 90.3(28)
storage of food

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 | Post Training
%(n)(N=31) | %(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 | Post Training
%(n)(N=31) | %(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.

e 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.

e 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 guantity, 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 lodine 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
and

Conclusion



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
e To assess socio- demographic profile of households of children (6- 23 months).
e To document complementary feeding practices of children (6-23 months).
e To document the utilization of services of Annaprasan diwas under ICDS

programme by the mothers of children(6-23 months).
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e To document the compliance of Balshakti supplied under ICDS programme.

e To calculate the CONGA for selected macro and micro nutrients based on ICMR
RDA 2020.

e To strengthen the capacity of front line workers (AWWSs, ASHAs and aarogya
sathis of NGO) for effective counselling on age appropriate complementary feeding
practices.

e To assess knowledge of FLWSs) on complementary feeding before and after
trainings.

e To collect feedback from FLWSs 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:-

e District profile (n=1)

e Block profile (n=1)

¢ Village profile (n=5)

e Anganwadi Profile (n=13)

e Socio- economic status (HHs) (n=232)

e Practices about Complementary feeding (n=232)

e Three day 24 hour Dietary Recall Method (n=232)
¢ Weight, Height and MUAC (n=232)

HIGHLIGHTS

e 67.7% household were joint families and 48.3% households comes under general
category.

e 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.

e Percent nutrient gap for all micronutrients was found in all the children.

e 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 94 30
previous day (N=32)

Minimum dietary diversity 6-23 months 51 114
Minimum meal frequency 6-23 months 70 157
Minimum milk feeding frequency for non-breastfed 29.2 14
children (N=48)

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:-

e Profiles of Frontline workers (n=31)

e Frontline workers knowledge pre and post training (n=31)

e Feedback through Focus group discussion (n=7)

HIGHLIGHTS

e Total 31 frontline workers were enrolled in the study.

e 41.9% functionaries have completed secondary education.

e Training and 3 refresher trainings on various complementary feeding practices were

given to frontline workers.

e 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



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 I'YCF
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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Have your child weighed at the AW centre regularly
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¢ Breastfeed more oftenn
& Give extra fluidsd
& Give ORSo

& Continue to give

normal diet 0

® if loose motions do not
stop, take the child to

the health centen
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¢ Use colkd/wet sponge on

the forehead and limbs

during high fever and
take the child to the
health center

& If the child has rapid
and/ or difficult

braathing, take tha child

to the health canter

-+ Care During lliness -+
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Appendix-9 Abstract of ICPH

+ INTERNATIONAL CONFERENCE
ON PUBLIC HEALTH

th > MAVRACHANA UNIVERSITY
icph 24 26"™ March, 2021

Centre for Public Health

Oral Presentation - 12

Dr. Hemangini Gandhi', Dr. Nandani Shrivastava?, and Bhumika Thakur®
*Department of Foods and Nutrition, Faculty of Family and Community Sciences,

The Maharaja Sayajirao University of Baroda, Vadodara

?Aatapi foundation, Vadodara, Gujarat.

Email: hgandhi1850@gmail.com

Title : Complementary feeding practices of rural children of Bharuch district of Gujarat

Background: Complementary feeding practices
contribute to saving lives, preventing stunting, and
increasing the economic growth of the country as
the first 24 months of life offer a critical window of
opportunity to avert the irreversible and life-long

damage caused by poor feeding practices.

Methodology: All the 6-23 months old children of
selected 13 Anganwadi centers from 6 villages of
Jambusar block in Bharuch district whose mothers
gave consent (n=125) were enrolled in the study.
The data on complementary feeding practices
of children was taken. through 24-hour dietary
recall method and pre-tested semi-structured

questionnaire.

Results: Dietary practices data revealed that only
19.2% children get minimum dietary diversity,

whereas, 72% children get minimum meal frequency
and 20% children get minimum acceptable diet. We
observed that 96% children consume unhealthy
food whereas, 45.6% children consume sugar-
sweetened beverages. The results have also showed
that children with zero consumption of fruits and
vegetables were 45.6%. Continued breastfeeding till

24 months was reported by 74% of the mothers.

Conclusion: There is a need to strengthen
Annaprashan day under ICDS programme and timely
sensitizing mothers along with other family care

givers on first foods for young children.

Keywords: Complementary feeding, ICDS, Minimum acceptable diet, First foods.
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Appendix- 11 - Photogallery

1. Training given for Data collection to Arogya Sathis







5. Recipe Demonstration for Frontline workers







