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GLOSSARY

Food, Nutrition, Health and WASH (FNHW): Under DAY-NRLM, FNHW (Food,
Nutrition, Health, and WASH) is a crucial component that focuses on enhancing the
health and nutrition status of Self-Help Group (SHG) members through a multi-sectoral
approach, emphasizing behaviour change and access to services.

Cluster Level Federation (CLF): In the context of the Deendayal Antyodaya Y ojana-
National Rural Livelihood Mission (DAY-NRLM), a Cluster Level Federation (CLF)
is a secondary level federation of Self- Help Groups (SHGs) representing a cluster of
villages, aiming to achieve economies of scale and critical mass for solidarity, and to
serve as a platform for greater collective action, increased access to markets, and more
organized capacity building.

Village Organization (VO): In the context of the National Rural Livelihoods Mission
(NRLM), a VO stands for Village Organization, which is the primary federation of Self-
Help Groups (SHGs) at the village/hamlet level, acting as a platform for community
participation and addressing poverty and vulnerability.

Self Help Group (SHG): In the context of the Deendayal Antyodaya Yojana - National
Rural Livelihoods Mission (DAY-NRLM), a Self-Help Group (SHG) is the primary
building block of the community institutional design, focusing on empowering women
from rural poor households through collective savings, credit, and economic activities.

Social Action Committee (SAC): These people directly address women’s
empowerment by working on Gender-Based Violence (GBV), child marriage, and
school dropouts among girls.

Underweight: According to the World Health Organization (WHO), underweight in
adults is defined as a Body Mass Index (BMI) less than 18.5 kg/m?. In other words, it
can be defined as low weight for age.

Chronic Energy Deficient (CED): As per Asia Pacific Classification, BMI <18.5 is
considered to be Chronic Energy Deficient.

Overweight/Obesity:  According to the World Health  Organization
(WHO), overweight is defined as a Body Mass Index (BMI) of 25 or more, while
obesity is defined as a BMI of 30 or more.




Anemia: A condition characterized by a deficiency in the number of red blood cells or
the amount of haemoglobin (a protein in red blood cells that carries oxygen) in the
blood, leading to reduced oxygen-carrying capacity.

Sustainable Development Goals (SDGs): The Sustainable Development Goals
(SDGs), also known as the Global Goals, are 17 universal goals adopted by the United
Nations in 2015 to address global challenges and achieve "peace and prosperity for
people and the planet" by 2030.

Balanced diet: According to the World Health Organization (WHO), a balanced
diet involves consuming a variety of foods, largely plant-based, to meet energy, protein,
vitamin, and mineral needs, while balancing energy intake with expenditure.

Unhealthy foods: The WHO defines unhealthy foods as those high in calories, added
sugars, saturated or trans fats, and/or sodium, while being low in essential nutrients,
often highly processed and lacking vitamins, minerals, and other nutrients.

Dietary diversity: According to the World Health Organization (WHO), dietary
diversity is defined as the number of different food groups or foods consumed over a
given reference period, often used as a proxy for nutrient adequacy and a positive
indicator of a healthy diet.

24 hr dietary recall method: A method of dietary assessment where individuals are
interviewed to recall and describe all food and beverages consumed in the past 24 hours,
typically from midnight to midnight, to understand dietary habits.

MDD-W: For women of reproductive age, the Minimum Dietary Diversity for Women
(MDD-W) indicator, developed by FAO and partners, recommends consuming food
items from at least five out of ten defined food groups in the previous day or night to
improve micronutrient adequacy.

Adequate dietary diversity: According to the World Health Organization (WHO),
adequate dietary diversity is defined as consuming foods from at least five out of the
ten defined food groups within a 24-hour period.

Undernutrition: According to the World Health Organization (WHO), undernutrition
encompasses deficiencies, excesses, or imbalances in a person's intake of energy and/or
nutrients, including wasting (low weight for height), stunting (low height for age),
underweight (low weight for age), and micronutrient deficiencies.

Mamta Divas: Mamta Divas, which translates to "Maternity Day," is a fixed-day,
fixed-site initiative focused on providing maternal and child health services at the
grassroots level. It's a Gujarat-specific version of the nationally known Village Health
and Nutrition Day (VHND).




Suposhan Samvad: Suposhan Samvad" translates to "Nutrition Dialogue" and refers
to community-based events, particularly in Anganwadi centers, focused on promoting
nutrition and health awareness for pregnant and lactating mothers, and their families,
often held on the first Tuesday of the month.

Baltula Divas: A special day focusing on child well-being, often held on the second
Tuesday of each month, where children's weight and height are measured.

Annaprashan Divas: Annaprasan Divas, celebrated in Anganwadi centers, marks the
introduction of solid food to infants, typically on the third Tuesday of each month,
focusing on complementary feeding and promoting healthy eating habits.

Purna Divas: It is a comprehensive initiative designed for adolescent girls aged 15-18
in Gujarat which focuses on improving their nutritional status, health, and life skills
while empowering them through education, vocational training, and exposure to public
services.

Mid-Day Meal (MDM): A school lunch program, specifically in India, that provides
free, cooked meals to children in government and government-aided schools to improve
their nutritional status and support their education.

Ayushman Bharat-PM JAY: It is the largest health assurance scheme in the world
which aims at providing a health cover of Rs. 5 lakhs per family per year.

First 1000 days: It refers to the period from conception to a child's second birthday, a
critical window for establishing the foundations for lifelong health and development,

including brain development, immunity, and growth.

ANC care: Antenatal care (ANC), also known as prenatal care, is the healthcare

provided to pregnant women and adolescent girls to ensure the best health conditions
for both mother and baby during pregnancy, promoting a healthy pregnancy and birth.




ABSTRACT

BACKGROUND: The Deendayal Antyodaya Yojana - National Rural Livelihoods

Mission (DAY-NRLM) has adopted an integrated approach that includes Food, Nutrition,
Health, and WASH (Water, Sanitation, and Hygiene) [FNHW] for the holistic development of
Self-Help Group (SHG) members and their families. If proper nutrition is taken along with
utilization of health services and appropriate sanitation and hygiene, it will have less
expenditure on health/diseases which will have increased savings and will lead to good overall

wellbeing and improved quality of life.

OBJECTIVE: To partner with local women groups for integration of FNHW concepts in
SHG members under DAY-NRLM in Waghodia Block of Vadodara District

METHODOLOGY: Under Vadodara District, there are two blocks that are selected by
Gujarat Livelihood Promotion Company (GLPC) i.e., Vadodara Rural and Waghodia. Out of

two blocks, Waghodia block was selected purposively and in all 120 members were enrolled
for the study. The study was conducted in three phases. In Phase I, baseline assessment of VO
representatives with a specific focus on assessing the knowledge on selected FNHW
components, dietary diversity and services of various national programs under ICDS, PDS,

PM-POSHAN and Ayushman Bharat- PM JAY was conducted.

In Phase II, based on the knowledge and practices on FNHW components of VO members,
topics were identified and training module and relevant handouts were developed and
distributed to VOs for further sensitizing of SHG members. All VOs were provided one-day
training session on various topics under FNHW concepts using various IEC materials and

handouts and action plan was made to encourage SHG groups for FNHW components.

In Phase III, to evaluate the impact of the training and action plan strategy, post data was
collected on their knowledge related to selected FNHW components, dietary diversity and
services of various national programs under ICDS, PDS, PM-POSHAN and Ayushman Bharat-
PM JAY of VOs after 3 months. Monitoring was done for 3 months for all the members of
VOs whether they were encouraging discussion of FNHW concepts in SHG meetings regularly
through checklist and random monitoring of it was done through researcher and concerned

authorities.




FINDINGS: A majority (35%) of members were aged 30-40, with 89% from reserved

categories and 36% from BPL households. Nutritional challenges were evident, as 45% were
overweight/obese, while 24% suffered from chronic energy deficiency. At baseline, awareness
of breastfeeding practices was moderate, with 90% knowing about exclusive breastfeeding, but
only 35% aware of continued breastfeeding until two years. While 95% had heard about
anemia, most lacked knowledge of its symptoms. Despite 95% consuming a diverse diet,
knowledge of food groups was limited. Additionally, 78% owned an Ayushman Card, and 81%

availed of PDS rations, but awareness of national services and CBOs remained weak.

All the enrolled 120 VO/SHGs were sensitized to initiate discussion about FNHW concepts in
their respective SHG meetings. Intervention was for 3 months to implement the action plan.
Training sessions on FNHW concepts improved awareness, with 50% of VO/SHG members
understanding its link to livelihoods. All 10 VOs incorporated FNHW topics in their meetings,
though SHG meeting participation was low (29%). While VO meetings were conducted
regularly (97%), only 42 out of 168 SHG meetings took place during 3 months intervention
period. ASHA, AWW, and ANM participation in meetings was limited (13% in VO meetings,
24% in SHG meetings). Counseling efforts for pregnant women, lactating mothers, and
adolescent girls were inadequate, covering only 20%, while newly married women received
the least attention (10%). Major village issues included poor drainage, irregular water supply,
and a lack of awareness about government services, highlighting the need for stronger

community engagement and service accessibility.

Post training, significant improvement were seen in knowledge aspects of [YCN practices,
anaemia, WASH practices, food groups, balanced diet and nutrients, undernutrition, unhealthy
dietary patterns, number of food groups consumed, services of ICDS, Community Based

Events (CBEs) and MDM.

CONCLUSION: Sensitization on integrating FNHW with livelihoods improved members’
understanding of FNHW. While VO members successfully conducted monthly meetings, only
one-third of SHG members could initiate integration of FNHW in their SHG meetings. There
is a need for a built-in monitoring system under the State Livelihood Mission to ensure the
integration of FNHW in SHG meetings. Strengthening this approach will improve nutrition,

service utilization, and overall well-being, contributing to SDG goals 1, 2, and 3.




INTRODUCTION

BACKGROUND

The Deendayal Antyodaya Yojana - National Rural Livelihoods Mission (DAY-NRLM) has
adopted an integrated approach that includes Food, Nutrition, Health, and WASH (Water,
Sanitation, and Hygiene) for the holistic development of Self-Help Group (SHG) members and
their families. It is promoting the FNHW program through SRLMs and partner organizations
to raise awareness among Self-Help Group (SHG) members. The program strives to build the
capacities of SHG women, aiming to improve human development indicators and amplify the
impact of its interventions. It seeks to create momentum for social and behavior change through
the Behavior Change (BC) model, with a strong focus on Health, Nutrition, Sanitation,
Education, and Gender Issues. Further, these FNHW interventions are embedded in other key
components of the broader program viz., Institution Building, Capacity building, Financial
Inclusion, Farm livelihoods, non-Farm livelihoods, Gender, Social Inclusion and Convergence

with PRIs.

Lucrative and stable livelihoods are necessary for access to diverse foods; at the same time,
good health and nutrition are a condition for inclusive livelihood development. Recognizing
this link, 16 states have initiated various activities targeted particularly at women and children

who fall into the 1,000-day window of opportunity (from conception to 2 years of age).

Improving nutrition for women and children remains a high public health priority in India.
Women's groups are becoming important in delivering health and nutrition interventions while
continuing to address gender and livelihood challenges. India’s key poverty alleviation
programme Deendayal Antodaya Yojana- National Rural Livelihoods Mission (DAY-NRLM)
recognized that members of its women self-help groups (SHGs) were spending their savings
on health expenses, due to recurrent illness impacting their income and well-being. In response,
the food, nutrition, health, WASH (FNHW) and social development initiatives were integrated
within the programme. Under the DAY-NRLM programme, the FNHW interventions led by
women’s collectives are focused on behaviour change within communities to adopt practices
for better health and nutrition outcomes, demand generation and linkage with services and
entitlements. SHGs and their federations play a key role in engaging communities by

discussing FNHW topics in their regular meetings and supporting mobilisation for public



nutrition and health services. On similar lines, Swabhimaan (2017-2021) a research pilot was
initiated by State Rural Livelihoods Mission under DAY-NRLM in three states; Bihar,
Chhattisgarh and Odisha, with an objective to generate operational know-how on how women’s
collectives can be engaged in FNHW interventions and how DAY-NRLM self-help groups are
leading change: - Women'’s collectives in Odisha are driving health reforms - In Bihar student
gardeners improve nutrition and health metrics - Women collectives tackle teen sex,
contraception and nutrition Relevant materials on FNHW programming by women’s

collectives are available in the resources section. (UNICEF)

What are Local women groups (SHG members)?

e Self-Help Groups (SHGSs) are informal associations of people who choose to come
together to find ways to improve their living conditions.

e They can be defined as self-governed, peer controlled information group of people with
similar socio-economic background and having a desire to collectively perform
common purpose.

e Villages face numerous problems related to poverty, illiteracy, lack of skills, lack of
formal credit etc. These problems cannot be tackled at an individual level and need
collective efforts.

e Thus, SHG can become a vehicle of change for the poor and marginalized. SHG rely

on the notion of “Self Help” to encourage self-employment and poverty alleviation.

Their role is to build the functional capacity of the poor and the marginalized in the field of
employment and income generating activities, resolves conflicts through collective leadership
and mutual discussion, work as a collective guarantee system and are the most effective
mechanism for delivery of microfinance services to the poor. Institutional structure of SHGs

is presented in Fig. 1.1.



Fig. 1.1: Institutional structure of SHGs

Cluster Level Federations (CLF)
10-20 VOs

Village Organizations (VOs)
5-20 SHGs

Social Action Committee (SAC)

Self Help Groups (SHGs)

10-20 women

Source: DAY-NRLM

Role of Social Action Committee (SAC):

Following the NRLM guidelines, several sub-committees were established at each level with

the objective of social inclusion and enabling outreach to the poorest of poor. The formation

of Social Action Committees (SAC) within the existing federated structure of SHGs was one

such step to directly address women’s empowerment by working on Gender-Based Violence

(GBV), child marriage, and school dropouts among girls.

ACTIVITIES & FUNCTIONS CONDUCTED BY SAC:

L.

1i.

iii.

1v.

V1.

Vii.

Including gender agenda in SHG and VO meetings.

Resolving issues identified in Village Poverty Reduction Plan (VPRP); support women
approaching with issues.

Becoming a link for SAC, SHG and VO members to access schemes and entitlements.
Developing VO level gender action plan.

Maintaining records.

Monitoring progress of the demands raised at the Gram Panchayat level.

Monitoring the work of gender point person.



Key interventions adopted by DAY-NRLM:

The Deendayal Antyodaya Yojana - National Rural Livelihoods Mission (DAY-NRLM) has
adopted an integrated approach that includes Food, Nutrition, Health, and WASH (Water,
Sanitation, and Hygiene) for the holistic development of Self-Help Group (SHG) members and
their families.
1. Food, Nutrition and Health
e 1000 Days window - institutional delivery, colostrum

feeding, prenatal and antenatal care, exclusive

breastfeeding, and complementary feeding
e Dietary diversification
e Reducing anemia
e Menstrual hygiene - working with women and adolescent girls

e Development of Nutri-enterprises

2. WASH

e Usage of sanitary toilets ﬂ
é

e Hand washing practices especially at 3 critical times
e Management of waste at home

e Development of sanitation-related enterprises
Integration of Food, Nutrition, Health and WASH (FNHW) under DAY- NRLM:

The FNHW program under DAY-NRLM is built on the principle that addressing health and
nutrition requires a multi-sectoral approach, which involves creating strong linkages with key
sectors such as sanitation, agriculture, and livelihoods. This approach is centered on utilizing
the established strengths of institutional platforms for the poor, particularly Self-Help Groups
(SHGs) and their federations, to drive the implementation of integrated health and nutrition
initiatives. By mobilizing these community-based groups, the program aims to enhance access
to essential services, promote healthy practices, and improve overall well-being at the

grassroots level.

The core of a sustainable livelihoods program involves building social capital and developing
community institutions, creating a strong foundation for implementing social development

interventions. Similarly, an integrated health and nutrition program operates at multiple levels,



acknowledging that behaviors are influenced not only by individual choices but also by social
norms, accessible institutions, and available goods and services. Given its comprehensive
scope, the DAY-NRLM serves as an effective platform to address the root causes of poor

health, including high malnutrition rates.

In 2006, Andhra Pradesh, under the Society for Elimination of Rural Poverty (SERP), was the
first state to incorporate health and nutrition into its livelihood program. The program
recognized the complementary roles of health and nutrition service providers and the Self-Help
Group (SHG) households they served. To integrate medical and social health, the program
employed social mobilization strategies focused on health and nutrition, alongside the
development of local social capital. Efforts were made to include health and nutrition topics in
regular SHG and federation meetings, aiming to promote positive maternal and child health
practices among SHG households. Convergence efforts facilitated access to public health

system entitlements, contributing to reduced household health expenditures.

This model was later replicated in Bihar with support from the Bill & Melinda Gates
Foundation, which helped implement interventions through the SHG network at the village
level. The focus was on deploying Behavior Change Communication (BCC) modules in SHG
meetings, conducting home visits for "first 1000 days" target groups, organizing awareness

drives, and providing funds for sanitation and health issues.

In 2016, DAY-NRLM established the Special Convergence Fund (SCF) to develop
community-centric, community-led convergence models. The SCF aims to engage with line
departments to access schemes and entitlements and to create a more responsive system. The
SCF's objective is to drive convergent planning and demonstrate sustainable mechanisms for
mainstreaming results-based convergence with other government programs, including the
Mahatma Gandhi National Rural Employment Guarantee Scheme (MGNREGS), Pradhan
Mantri Awas Yojana (PMAY), Swachh Bharat Mission (SBM), and National Social Assistance
Programme (NSAP). This initiative has been implemented in nine states: Bihar, Chhattisgarh,

Jharkhand, Karnataka, Maharashtra, Rajasthan, Tamil Nadu, Uttar Pradesh, and West Bengal.



Why to Integrate Food, Nutrition, Health and WASH (FNHW) in DAY-NRLM?

If proper nutrition is taken along with utilization of health services and appropriate sanitation
and hygiene, it will have less expenditure on health/diseases which will have increased savings
and will lead to good overall wellbeing and improved quality of life. This will in return keep
one happy and healthy. Relationship between FNHW and quality of live is presented in Fig.
1.2.

Fig. 1.2: Relationship between FNHW with overall wellbeing and quality of life

Increased savings Overall wellbeing
and improved
quality of life

Appropriate Sanitation and Hygiene Less Expenditure on Health/Diseases

Source: Aajeevika

Linkage of Food, Nutrition, Health and WASH (FNHW) with Livelihood:

Livelihoods/increased income and good health are interdependent to each other (Fig.1.3) One
will be able to earn better if one is healthy and to remain healthy a person has to pay attention
to good food, nutrition, health and WASH practices, not only for oneself but for the entire
family. Poor health due to inappropriate nutrition and sanitation may lead to long lasting

adverse and poor conditions for the family.

Fig. 1.3: Linkage of FNHW with Livelihood

Source: Aajeevika



Concepts covered under FNHW components:

" Linking Health, Nutrition, Hygiene and Sanitation, Education with Livelihood

Balanced Diet and Dietary Diversification

First 1000 Days Approach and ANC care

Services of national programs under ICDS, PDS, PM-POSHAN, Ayushman Bharat- PM
" JAY



Factors contributing to Nutritional problems:

India has indeed made significant strides in improving household incomes, agricultural

productivity, and overall child survival rates over the past two decades. However, the country

still faces major challenges related to malnutrition, anemia, stunting, and wasting, particularly

among women and children. These nutritional challenges have persisted despite economic

growth and poverty reduction, highlighting deeper, structural issues that need addressing. The

various factors contributing to these persistent nutrition problems are:

1. Malnutrition and Anemia:

According to the National Family Health Survey (NFHS-5), nearly half (around 52%) of
pregnant Indian women aged 15 to 49 are anemic. Anemia in women is often due to a
lack of iron and other essential nutrients, which can result from poor dietary intake, high
rates of parasitic infections, and limited access to healthcare.

Over one-third of Indian women in the reproductive age group have a low body mass
index (BMI), indicating undernutrition and poor overall health.

Among children under the age of five, 35.5% are stunted (low height-for-age), indicating
chronic malnutrition, while 32.1% are underweight (low weight-for-age), reflecting a

combination of both acute and chronic malnutrition.

2. Food Insecurity and Poor Nutrition:

Various factors contributing to food insecurity and poor nutrition are:

Inadequate Access to Food: Despite improvements in food production, access to
adequate and nutritious food remains unequal. Economic disparities, coupled with the
rising costs of nutritious foods like fruits, vegetables, and proteins, make it difficult for
many families, especially those in rural and marginalized communities, to afford a

balanced diet.

Structural Inequalities: Deep-rooted structural inequalities such as gender
discrimination, caste hierarchies, and social exclusion limit access to resources,
healthcare, and nutrition for many groups. Women and girls, in particular, often face
discrimination that affects their nutrition, as they may eat last or eat less nutritious food

than male family members.



Lack of Water and Sanitation: Poor access to clean water, sanitation, and hygiene
significantly contributes to malnutrition. Waterborne diseases, diarrheal infections, and
poor hygiene practices can lead to nutrient loss and hinder the absorption of nutrients,

exacerbating malnutrition among children and adults alike.

Micronutrient Deficiencies: Many Indians suffer from deficiencies in essential vitamins
and minerals such as iron, vitamin A, iodine, and zinc. These deficiencies can lead to
severe health problems, including impaired cognitive development, weakened immunity,

and higher morbidity and mortality rates.

Illiteracy and Lack of Nutrition Awareness: Lack of education and awareness about
proper nutrition and dietary practices further compounds the problem. Many people may
not be aware of the nutritional value of certain foods or the importance of a balanced diet,
leading to poor food choices and feeding practices, especially in rural and underprivileged

arcas.

Fig.1.4: Magnitude of Malnutrition (NFHS-5 data) in Vadodara district

Malnutrition in Children

Low-birth weight

Stunted =~ 1

Wasted |

Severely wasted ~@|

Underweight - |

Overweight/obesity ~}@



Anemia in pregnancy

Anemia (non-pregnant) @ 7:
Anemia (pregnant) o
IYCN practices

Early initiation of breastfeeding (children <3 yrs) st 4

Exclusive breastfeeding

Continued breastfeeding at 2 years

Timely introduction of complementary foods
Adequate diet (children) =4 ¢

Dietary diversity (children)

Nutritional Status of Women of Reproductive Age (WRA) (15-49 years)
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Overweight/obesity ==——j-@ 28
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Nutritional Status of Adolescents of Gujarat as per CNNS data (2016-18)

Adolescents aged 10-19 years are obese .
(BMI for age) z-score >+2 SD.

Adolescents aged 10-19 years are overweight
or obese (BMI for age) z-score >+1 SD. _

Adolescents aged 10-19 years are severely _
thin (BMI for age) z-score <-3 SD.

Adolescents aged 10-19 years are moderate

or severely thin (BMI for age) z-score <-2 _
SD.

0.00% 5.00% 10.00% 15.00% 20.00% 25.00% 30.00% 35.00%

ANC Utilization

ANC first trimester ® 20

>4 ANC visits &

POSHAN Abhiyan and NITI Aayog also reinforces to improve malnutrition in vulnerable
groups to achieve nutrition-related Sustainable Development Goals (SDGs). Integration of
FNHW into DAY-NRLM will serve as a powerful tool for achieving some of the indicators of
various SDG goals like Goal 2 and Goal 3.

SDG goals:

There are 17 SDG goals. The Sustainable Development Goals (SDGs) were established by the
United Nations General Assembly with the aim of achieving them by 2030. SDGs contribution
of current research is linked with the following SDG:

SDG 2: Zero Hunger
Goal 2 focuses on ending hunger and malnutrition, ensuring that everyone,
especially children, has access to sufficient and nutritious food throughout

the year. It also aims to double agricultural productivity and promote

sustainable food production systems. The key objectives are to end hunger,

achieve food security, improve nutrition, and promote sustainable agriculture.
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According to the SDG India Index 2023-24 published by NITI Aayog, Gujarat scored 41 out
of 100 on SDG 2 (Zero Hunger) indicators, which is below the national average of 52.
However, Gujarat's performance has declined from a score of 49 in the 2018 baseline index,
while the national average has increased from 48. This indicates that while the national average

is improving, Gujarat’s performance on Zero Hunger has deteriorated.

SDG 3: Good Health and Well-being

Goal 3 aims to ensure that people enjoy a level of health that enables them to

GOOD HEALTH
AND WELL-BEING

lead a socially and eco nomically productive life. It aims to end preventable
—W\. deaths across all ages from communicable and non-communication diseases

and illnesses caused by air, water, soil pollution and contamination sensitive

and ensure that all learners acquire knowledge and skills needed to promote sustainable
development. It also aims to achieve universal health coverage, including financial risk
protection, access to quality essential health care services and access to safe, effective, quality

and affordable essential medicines.

According to the SDG India Index 2023-24 published by NITI Aayog, Gujarat scored 90 out
of 100 on SDG 3 (Good Health and Well-being) indicators, which is above the national average
of 77. However, Gujarat's performance has inclined from a score of 52 in the 2018 baseline
index, while the national average is same as local ie. 52. This indicates that both national
average and Gujarat’s performance on Good Health and Well-being is same. These issues
persist despite 75% of beneficiaries of rural population and 50% of beneficiaries of urban
population in Gujarat being covered under the National Food Security Act (NFSA) 2013, which
aims to provide subsidized food grains to two-thirds of the population. India’s goal for 2030 is
to eliminate hunger and malnutrition by ensuring access to quality food that meets nutritional

needs for a healthy life.

Under the National Rural Livelihood Mission (NRLM), the Society for Elimination of Rural
Poverty (SERP) uses a Social and Behavior Change Communication (SBCC) program which
has a strategic communication to promote positive health outcomes, drawing on proven
theories and models of behavior change. This approach aims to address underlying social and
behavioral factors contributing to malnutrition, such as poor dietary practices and lack of

awareness about nutrition and health. To achieve its 2030 targets, Gujarat needs to strengthen
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these initiatives, ensure better implementation, and address the structural issues that contribute

to persistent malnutrition and anemia among its population.

Therefore, keeping the following points in mind the pilot study has been planned with the

following rationale and broad objective:

Rationale of the Study:

Gujarat Livelihood Promotion Company (GLPC), Vadodara has identified 2 blocks of
Vadodara district for integration of FNHW to curtail malnutrition through SHG
members

There is a scarcity of data on knowledge and practices about FNHW concepts in SHGs
Therefore, present study was planned with the broad objective of partnering with local
women groups for integration of FNHW concepts in SHG members under DAY-

NRLM in Waghodia Block of Vadodara District

Specific objectives:

N » e

To assess the profile of VO representatives.

To assess the knowledge and practices of VO representatives on services of national
programs under ICDS, PDS, PM-POSHAN, Ayushman Bharat- PM JAY.

To assess their knowledge on selected FNHW concepts and dietary practices of VO
representatives.

To compile various IEC materials from existing resources of DAY-NLRM.

To sensitize VO representatives on selected FNHW aspects.

To assess knowledge retention and change in dietary practices of VO representatives.
To encourage and monitor discussion within SHGs in their regular monthly schedule

meetings on various FNHW components.
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REVIEW OF LITERATURE (ROL)

The Deendayal Antyodaya Yojana - National Rural Livelihoods Mission (DAY-NRLM) has
adopted an integrated approach that includes Food, Nutrition, Health, and WASH (Water,
Sanitation, and Hygiene) for the holistic development of Self-Help Group (SHG) members and
their families. Food, Nutrition and Health include 1000 Days window - institutional delivery,
colostrum feeding, prenatal and antenatal care, exclusive breastfeeding, and complementary
feeding, dietary diversification, reducing anemia, menstrual hygiene - for women and
adolescent girls and development of nutri-enterprises and WASH includes usage of sanitary
toilets, hand washing practices, management of waste at home and development of sanitation-

related enterprises.

The FNHW program under DAY-NRLM is built on the principle that addressing health and
nutrition requires a multi-sectoral approach, which involves creating strong linkages with key
sectors such as sanitation, agriculture, and livelihoods. This approach is centered on utilizing
the established strengths of institutional platforms for the poor, particularly Self-Help Groups
(SHGs) and their federations, to drive the implementation of integrated health and nutrition
initiatives. By mobilizing these community-based groups, the program aims to enhance access
to essential services, promote healthy practices, and improve overall well-being at the

grassroots level.

This chapter describes the available relevant literature in the area of partnering with local
women groups for integrating Food, Nutrition, Health and WASH concepts, micro-finance and
empowerment among Self-Help Group members. It was planned with the broad objective of
partnering with local women groups for integration of FNHW concepts in SHG members

under DAY-NRLM. Available information is compiled into the following sub heads:

» Self Help Groups (Local women groups) and role of Social Action Committee (SAC)
» Integration of Food, Nutrition, Health and WASH (FNHW) under DAY- NRLM
o Global Scenario
o National Scenario
o Regional Scenario
» Linkage of Food, Nutrition, Health and WASH (FNHW) with Livelihood
» Factors contributing to Nutritional problems in SHGs

» Nutritional Status of Adolescents and Women of Reproductive Age (WRA) in India
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Self Help Groups (Local women groups):

Self-Help Groups (SHGs) are the primary building block of the NRLM institutional
design. They serve as the purpose of providing women members space for self-help, mutual
cooperation and collective action for social and economic development. They are self-
governed, peer controlled information group of people with similar socio-economic
background and having a desire to collectively perform common purpose and are informal
associations of people who choose to come together to find ways to improve their living
conditions and are vehicle of change for the poor and marginalized people. Women SHGs
under DAY-NRLM consist of 10-20 persons. DAY-NRLM promotes affinity based women
Self Help Groups (SHGsS).

Their role is to build the functional capacity of the poor and the marginalized, resolves
conflicts, work as a collective guarantee system and are the most effective mechanism for

delivery of microfinance services to the poor.

Integration of Food, Nutrition, Health and WASH (FNHW) under DAY- NRLM

The Food, Nutrition, Health, and WASH (FNHW) concept under the Deendayal Antyodaya
Yojana — National Rural Livelihoods Mission (DAY-NRLM) is built upon the fundamental
principle that addressing issues related to health and nutrition requires a multi-sectoral
approach. This approach involves establishing strong linkages with key sectors such as
sanitation, agriculture, and livelihoods, which play a critical role in shaping health outcomes at
the community level. Recognizing that poor health and malnutrition are often linked to social
and economic factors, the program leverages the institutional platforms for the poor,
particularly Self-Help Groups (SHGs) and their federations, to drive community-led health and
nutrition initiatives. These platforms provide an effective mechanism for mobilizing women
and communities, facilitating access to essential health and nutrition services, and promoting
healthy behaviors. By integrating health and nutrition efforts with livelihood programs, the
FNHW initiative ensures that communities are empowered to improve their well-being in a

holistic and sustainable manner.

At its core, a sustainable livelihoods program is built on the principles of social capital
formation and community institution development. These foundations create a strong platform
for implementing various social development interventions, including health and nutrition

programs. Unlike stand-alone health initiatives, an integrated health and nutrition program
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operates at multiple levels, considering that health behaviors and nutritional choices are
influenced by a variety of factors. These factors include individual decision-making,
community norms, institutional structures, and the availability of essential goods and services.
DAY-NRLM, with its deep community penetration and structured network of SHGs, serves as
an effective vehicle to address the root causes of poor health, such as high malnutrition rates,
inadequate maternal and child healthcare, poor sanitation, and limited access to health services.
By utilizing existing community structures, the program fosters behavioral change and ensures
that vulnerable households can access the resources and support they need to improve their

overall health and well-being.

Now, let’s have a look on the studies carried out in different parts of India ie. global studies,

national studies and regional studies.
Global Scenario:

The study conducted by Kotagal, et al. (2016) on the impact of quality improvement in
healthcare facilities and community mobilization efforts on maternal, neonatal, and perinatal
mortality in East Africa. The research specifically focused on interventions implemented
through Self-Help Groups, aiming to improve health outcomes for mothers and newborns. The
primary outcomes assessed in the study included maternal mortality, neonatal mortality, and
perinatal mortality. The results showed variations in neonatal mortality rates over the
intervention period, with recorded rates of 34.0, 28.3, 29.9, and 27.0 neonatal deaths per 1,000
live births. Similarly, perinatal mortality rates demonstrated a decline, with figures reported at
56.2,55.1, 48.0, and 48.4 per 1,000 births. These findings suggest some level of improvement
in neonatal and perinatal survival due to the interventions introduced. However, despite these
positive trends in neonatal and perinatal mortality, the study did not find any significant effect
of the interventions on maternal mortality. This indicates that while the quality improvement
measures and community mobilization efforts contributed to better neonatal and perinatal
outcomes, they did not have a measurable impact on reducing maternal deaths during the study

period.
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National Scenario:

A study conducted by Gomala and Ravichandran (2009) focused on assessing the impact of
Self-Help Groups (SHGs) on women empowerment in Theni District. The research examined
various aspects of empowerment, including financial inclusion, leadership development,
personality growth, economic status, social recognition, and managerial skills among SHG
members before and after their participation in these groups. One of the key findings of the
study highlighted that only a small percentage (6.36%) of SHG members had bank accounts,
indicating limited financial inclusion at the time. Additionally, 1.22% of the total members did
not have any savings, reflecting financial constraints among certain participants. The study also
explored leadership empowerment among women, revealing a shift in highly rated leadership
qualities before and after SHG participation. During the pre-SHG period, the most valued
leadership traits among members were generosity, political awareness, and the ability to listen
to others. However, in the post-SHG period, while the ability to listen to others remained
important, new key traits emerged, such as the willingness to accept changes and continued
political awareness. This shift suggests that SHG participation may have helped members
become more adaptable and open to change while maintaining their awareness of political
issues. In terms of personality empowerment, the study found that before joining SHGs,
members highly valued listening to media, owning media (such as radios or televisions), and

participating in social programs.

However, after SHG participation, the most significant personality development factors shifted
to participation in social programs, allocating time for entertainment, and adoption (which
could imply adopting new skills, behaviors, or innovations). This suggests that SHGs played a
role in broadening members’ engagement in social and recreational activities. Economic
empowerment was another crucial area of the study. The results showed that prior to joining
SHGs, the most significant indicators of economic empowerment were the possession of a
television and overall family income. Interestingly, even after participating in SHGs, these two
factors remained the most valued economic indicators, suggesting that while SHG involvement
may have strengthened economic stability, the key markers of economic status remained
unchanged. Regarding social empowerment, the study found that before joining SHGs,
members considered family recognition and participation in social functions as the most
significant factors. Notably, these remained unchanged even after SHG participation,
indicating that while SHGs may have reinforced social empowerment, they did not necessarily

alter members’ perceptions of the most valuable social aspects.
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Finally, the study examined managerial empowerment, revealing changes in members’
managerial skills due to SHG involvement. Before joining SHGs, the most valued managerial
skills were coordinating with others and preparing programs. However, after SHG
participation, the highly rated managerial traits shifted to consultation with others and acquiring
market knowledge. This shift indicates that SHGs contributed to enhancing members’ decision-
making abilities and understanding of market dynamics, likely benefiting their financial and
entrepreneurial activities. Overall, the study underscores the significant role of SHGs in
enhancing various dimensions of women’s empowerment. While financial inclusion remained
low, there were notable improvements in leadership, personality growth, and managerial
capabilities, demonstrating that SHGs serve as an effective platform for fostering women’s

social and economic development.

Tripathy Prasanta, et al. (2010) examined the impact of a participatory intervention involving
women’s groups on birth outcomes and maternal depression in the Indian states of Jharkhand
and Orissa. The research aimed to assess whether engaging women in structured group
discussions and activities could lead to improvements in neonatal survival rates and maternal
mental health. A key outcome measured in the study was the neonatal mortality rate (NMR),
which represents the number of neonatal deaths per 1,000 live births. The study observed
significant improvements in neonatal survival in areas where the intervention was
implemented. In the intervention clusters, the NMR declined progressively over the three-year
study period, with rates of 55.6 per 1,000 live births in the first year, 37.1 in the second year,
and 36.3 in the third year. In contrast, the control clusters, where no intervention was
conducted, experienced an increase in neonatal mortality, with rates of 53.4 in the first year,
59.6 in the second year, and 64.3 in the third year. When analysing the overall impact of the
intervention, the study found that neonatal mortality was 32% lower in the intervention clusters
compared to the control clusters, after adjusting for factors such as clustering, stratification,
and baseline differences. The statistical analysis indicated an odds ratio of 0.68 with a 95%
confidence interval (CI) of 0.59—0.78, meaning that the likelihood of neonatal death was
significantly lower in intervention areas. Furthermore, the impact of the intervention was even
more pronounced in the second and third years of the study, where the neonatal mortality rate
was found to be 45% lower than in the control clusters, with an odds ratio of 0.55 (95% CI:
0.46-0.66). In addition to neonatal mortality, the study also examined the effect of the
intervention on maternal mental health, specifically maternal depression. Although the overall

results did not show a statistically significant reduction in maternal depression across all three
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years, the study found a notable decrease in moderate maternal depression by the third year of
the intervention. The prevalence of moderate depression was reduced by 57%, with an odds
ratio of 0.43 (95% CI: 0.23-0.80), indicating a substantial improvement in the mental well-

being of mothers in the intervention clusters.

Overall, the findings of the study suggest that participatory interventions involving women’s
groups can have a significant positive impact on neonatal survival, reducing neonatal mortality
rates over time. While the intervention did not have a significant effect on overall maternal
depression, it was associated with a marked reduction in moderate maternal depression by the
third year. These results highlight the potential of community-based participatory approaches

to improve maternal and newborn health outcomes in resource-limited settings.

Rajani Manikonda and Prof. P. Narasimha Rao (2013) carried out a study in Andhra
Pradesh explored the impact of Self-Help Groups (SHGs) on the changing socio-economic
status of rural women. The research provided valuable insights into the occupational patterns,
income distribution, consumption expenditure, asset holdings, and borrowing behaviour of

SHG members, shedding light on their financial and social empowerment.

Occupational and Income Distribution

The study found that agricultural wage labour was the predominant occupation among SHG
women, accounting for 31.7% of the sample population. This highlights the continued
dependence of rural women on agriculture-related employment, emphasizing the need for
alternative income-generating opportunities. Regarding household income levels, the study
revealed diverse financial conditions among SHG members. A significant proportion (30.3%)
of respondents had a monthly family income ranging between 35,000 and 7,500, while 23%
earned between X1,500 and Z5,000 per month. Interestingly, nearly 29.7% of members reported
an income exceeding 10,000 per month, indicating that some SHG members had managed to
achieve higher earnings. Meanwhile, 17% of respondents had a household income between
X7,500 and X10,000 per month. These findings suggest a broad variation in financial stability
among SHG households, with a notable proportion achieving higher income levels, potentially

due to participation in SHG activities.
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Consumption Expenditure Pattern

The study also analysed the expenditure patterns of SHG households, revealing that a
significant portion of household income was allocated to essential needs. A substantial 44.9%
of total expenditure was spent on food items, emphasizing the priority given to basic
sustenance. Non-food expenditures, including clothing, household utilities, and other

essentials, accounted for 31% of total spending.

Medical expenses constituted 10.6% of household expenditure, highlighting the financial
burden of healthcare in rural areas. Additionally, 9.9% of spending was dedicated to education,
reflecting an awareness of the importance of investing in children’s schooling. However, a
smaller proportion (3.6%) of household expenditure was directed toward liquor and tobacco,
indicating that while some resources were spent on non-essential items, they formed a minor
portion of overall consumption. The average monthly household consumption expenditure was

calculated at X5,060, indicating a modest standard of living among SHG members.

Asset Holdings and Financial Status

The study examined the distribution of household assets, revealing that a majority (75.5%) of
assets were held in the form of physical assets such as land, houses, and equipment. Liquid
assets, such as cash and bank savings, constituted 15.7% of total assets, while durable assets
(such as vehicles and household appliances) accounted for 6.3%. Additionally, a small
proportion (2.5%) of total assets was held in the form of livestock, indicating that animal
husbandry played a minor role in the financial portfolio of these households. The total average
value of assets owned by SHG households was estimated at 34,60,992, reflecting moderate

wealth accumulation among the sample population.

Borrowing Behaviour and Access to Credit

One of the most significant findings of the study was the high dependence of SHG members
on non-institutional sources for credit, despite the availability of loans from institutional
sources. The total average borrowed amount among respondents was 260,756, out of which a
significant 66.6% was borrowed from non-institutional sources, such as moneylenders, friends,
and informal lenders. Only 33.4% of the borrowed amount came from institutional sources,
including banks, cooperatives, and microfinance institutions. This indicates a persistent
reliance on informal credit channels, which are often associated with high-interest rates and

exploitative lending practices. Despite the financial support provided by SHGs and formal
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financial institutions, many rural women continued to seek loans from non-institutional
lenders, possibly due to easier accessibility, lack of collateral requirements, or quicker

disbursement of funds.

Overall, the study underscores the mixed impact of SHGs on rural women’s economic
empowerment, suggesting that while progress has been made, significant challenges remain in
ensuring financial stability, reducing reliance on informal credit, and promoting sustainable

livelihood opportunities.

A study conducted by Sethi Vani, et al. (2013) in the states of Chhattisgarh, Jharkhand, and
Odisha examined critical health and nutrition indicators among adolescent girls and women,
particularly within tribal populations. The research highlighted concerning trends related to
undernutrition, anaemia, iron and folic acid (IFA) supplementation, access to maternal health
services, and teenage pregnancies, underscoring significant public health challenges in these
regions. The study found a high prevalence of thinness (low body mass index for age) among
adolescent girls, with Jharkhand reporting the highest proportion at 43.8%, followed by 40%
in Chhattisgarh and 38.5% in Odisha. These findings suggest that undernutrition remains a
severe issue in these states, affecting a large segment of adolescent girls, which could have
long-term implications for their health, growth, and future maternal outcomes. The high
prevalence of thinness reflects inadequate dietary intake, poor nutrition awareness, and
possibly socio-economic challenges that limit access to nutritious food. Anaemia was found to
be alarmingly high across all three states, with Jharkhand recording the highest prevalence
(65%) among both adolescent girls and women. The situation was even worse among the tribal
population, where anaemia prevalence among women reached 75% in Jharkhand, followed by
63.3% in Odisha and 55.9% in Chhattisgarh. These figures indicate a widespread deficiency of
essential micronutrients, particularly iron, which is critical for overall health and maternal well-
being. The high prevalence of anaemia increases the risk of complications during pregnancy

and childbirth, lowers immunity, and reduces productivity among women.

The study also evaluated the coverage and consumption of iron and folic acid (IFA)
supplements among pregnant women. Jharkhand recorded the lowest IFA supplementation
coverage, with only 69.4% of pregnant women receiving IFA tablets, whereas both
Chhattisgarh and Odisha had over 90% coverage. However, while IFA distribution was
relatively high in Chhattisgarh and Odisha, the actual consumption of at least 100 IFA tablets
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during pregnancy remained low across all three states. In Jharkhand, only 15% of pregnant
women consumed the recommended dosage, while less than 30% in Chhattisgarh and less than
40% in Odisha adhered to the prescribed regimen. This highlights a significant gap between
distribution and effective utilization, potentially due to lack of awareness, misconceptions
about IFA, side effects, or inadequate follow-up by healthcare providers. The study found that
a significant proportion of pregnant women from tribal households were unable to access
essential healthcare services during the crucial first trimester of pregnancy. More than 50% of
pregnant women in Jharkhand’s tribal communities did not receive early maternal healthcare,
while 40% in both Chhattisgarh and Odisha faced similar challenges. This lack of early
antenatal care increases the risk of maternal and neonatal complications, as timely medical
check-ups, nutritional guidance, and supplementation are crucial for a healthy pregnancy. The
study suggests that barriers such as geographical inaccessibility, lack of healthcare
infrastructure, socio-cultural factors, and economic constraints contribute to this gap in
maternal healthcare services. Teenage pregnancy emerged as a significant concern, particularly
in Jharkhand, where 11% of adolescent girls were already mothers. Among tribal households
in Odisha, the situation was also worrisome, with one out of every ten girls experiencing early
motherhood. In contrast, Chhattisgarh had a relatively lower rate of about 5% teenage
pregnancies. Early pregnancies pose serious health risks to young mothers, including
complications during childbirth, higher rates of maternal and neonatal mortality, and increased
vulnerability to malnutrition and anaemia. Teenage motherhood also disrupts education and

limits economic opportunities, perpetuating cycles of poverty and poor health outcomes.

The high prevalence of undernutrition and anaemia, coupled with poor adherence to IFA
supplementation, limited access to maternal healthcare services, and alarming rates of teenage
pregnancy, highlight the urgent need for targeted interventions. Addressing these issues
requires a multi-faceted approach, including improving nutrition awareness, strengthening
healthcare infrastructure, enhancing IFA supplementation programs, promoting early antenatal
care, and implementing measures to prevent teenage pregnancies through education and

community-based initiatives.

A study conducted by Barman R and Dr. Bhui U(2014) examined the role of Self-Help
Groups (SHGs) in improving the economic status of women, particularly those belonging to

Below Poverty Level (BPL) families. The research highlighted the enthusiasm of women from
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marginalized communities in joining SHGs, their transition from unemployment to income-

generating activities, and the broader economic impact of SHG participation on their families.

A remarkable 99.04% of women from BPL families expressed a strong willingness to join
SHGs as a means to escape poverty. This overwhelming enthusiasm indicates that women saw
SHGs as a viable solution to their financial struggles. Given their socio-economic
vulnerabilities, SHG membership provided them with an opportunity to access credit, skill
development, and income-generating activities, which were previously beyond their reach.
Before joining SHGs, the vast majority of these women had no independent source of income
as they were not engaged in any form of income-generating activities. Their financial
dependence on male family members limited their decision-making power and economic
independence. However, after joining SHGs, a significant 59.38% of women became part of
income groups, meaning they started earning through small businesses, handicrafts,
agricultural work, or other entrepreneurial activities. This transformation not only improved

their financial stability but also contributed to their self-confidence and social empowerment.

The study also revealed that SHG loans were not only benefiting the women members but also
their husbands. Many SHG members utilized the credit facilities available to them by taking
loans in their names and providing monetary assistance to their husbands for their businesses.
This suggests that while SHGs primarily aim to empower women financially, the economic
benefits often extend to the entire household. The financial support provided by women to their
husbands helped in expanding family businesses, increasing household income, and improving
overall economic well-being. However, this also raises the question of whether women had full
control over the financial resources or if they were still influenced by traditional gender roles
in financial decision-making. The study also found that the majority of SHG members preferred
to work independently rather than in groups. Specifically, 81.25% of members chose to work
individually, while only 18.75% functioned collectively. This trend indicates that although
SHGs encourage group-based financial cooperation, most women preferred running their own
businesses or income-generating activities rather than collaborating on joint ventures. The
preference for individual work could be due to personal convenience, differences in skills and
interests, or challenges in collective decision-making. It may also reflect a desire for autonomy

and self-reliance, which SHGs have helped foster among women.
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Sethi Vani, et al. (2014) explored the potential of partnering with women’s collectives,
particularly Self-Help Groups (SHGs), to deliver essential nutrition interventions for women
in tribal areas of eastern India, specifically in Chhattisgarh, Jharkhand, and Odisha. The study
revealed several critical bottlenecks that hindered the effectiveness of nutrition interventions
for women in these tribal areas: Limited Targeting of the Pre-Pregnancy Period — Nutrition
programs often focus on pregnant and lactating women but fail to address the nutritional needs
of women before conception. Ensuring adequate nutrition during the pre-pregnancy phase is
crucial for improving maternal health and birth outcomes, but existing interventions in these
districts showed gaps in reaching women before pregnancy, Delays in First Trimester
Registration of Pregnant Women — Timely registration during the first trimester is essential for
providing early antenatal care, nutritional guidance, and micronutrient supplementation.
However, the study found delays in the registration of pregnant women, reducing their access
to critical maternal health services and increasing the risk of adverse health outcomes for both
mothers and newborns, and Low Micronutrient Supplementation Supply and Awareness — The
study also identified a shortage in the supply of micronutrient supplements, such as iron, folic
acid, and calcium, which are essential for maternal and foetal health. Additionally, there was
low awareness among women regarding the importance of micronutrient intake during
pregnancy and lactation. This lack of knowledge and inadequate supply chain management

further compounded nutritional deficiencies in these tribal areas.

The study mapped 18 different types of community collectives operating in these districts and
found that Self-Help Groups (SHGs) and their federations (tier 2 and tier 3) were the most
effective platforms for delivering essential nutrition interventions. The reasons for this include:
Vast Network & Extensive Reach, Strong Governance Structure, Bank Linkage & Financial
Support and Regular Interface with Women. The study further estimated that nearly 400,000
women (or 20% of women) in the target districts could be reached through the existing network
of 31,919 SHGs. This finding underscores the potential of leveraging SHGs as a delivery
mechanism for nutrition interventions, particularly in remote tribal areas where traditional
healthcare systems face accessibility challenges. The research also assessed the capability of
SHGs to handle grants for income generation and community development activities, which
are essential for sustaining nutrition interventions. The study found that the organizational
readiness of SHGs for receiving and managing grants varied between 41% and 94% across

different districts. This variation suggests that while many SHGs were well-prepared to
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implement nutrition programs, others required additional capacity-building efforts, such as

training in financial management and program implementation.

Another study conducted by Sethi Vani, et al. (2016) examined the Water, Sanitation, and
Hygiene (WASH) practices and their association with the nutritional status of adolescent girls
in poverty-stricken areas of Bihar, Chhattisgarh, and Odisha. The research highlighted the
widespread prevalence of poor sanitation and hygiene practices among adolescent girls in these
states and established a clear link between inadequate WASH facilities and poor nutritional

outcomes.

Widespread Practice of Open Defecation Among Adolescent Girls

The study found that 82% of adolescent girls were still practicing open defecation, indicating
a severe lack of access to improved sanitation facilities. Open defecation exposes individuals
to various health risks, including frequent diarrheal infections, worm infestations, and
increased vulnerability to undernutrition due to repeated episodes of illness. Additionally, the
lack of safe sanitation facilities also poses safety and dignity concerns for adolescent girls,
often forcing them to defecate in the open during odd hours, which increases their risk of

harassment and violence.

Limited Use of Sanitary Napkins for Menstrual Hygiene

The study further revealed that 76% of adolescent girls were not using sanitary napkins,
indicating poor menstrual hygiene management. Instead, many relied on unhygienic
alternatives such as cloth rags, which, when not washed and dried properly, can lead to
reproductive tract infections (RTIs) and other health complications. The lack of awareness,
affordability issues, and social taboos surrounding menstruation contribute to this problem,

highlighting the need for improved access to menstrual hygiene products and education.

High Prevalence of Malnutrition Among Adolescent Girls

The research also assessed the nutritional status of adolescent girls in these poverty-affected
regions and found alarming levels of malnutrition: One-third (approximately 33%) of
adolescent girls were stunted, indicating long-term undernutrition and chronic deficiencies in

essential nutrients. Stunting is particularly concerning as it affects overall growth, cognitive
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development, and future maternal health, 17% of adolescent girls were classified as thin,
reflecting acute undernutrition, which makes them more susceptible to infections and illnesses
and 20% had a Mid-Upper Arm Circumference (MUAC) of less than 19 cm, a strong indicator

of severe malnutrition and inadequate muscle mass development.

The study established a significant correlation between poor WASH practices and the
nutritional status of adolescent girls. Several key WASH-related factors were found to
contribute to higher rates of malnutrition, including: Lack of Access to Safe Drinking Water —
Many households did not have access to clean drinking water within their premises, forcing
adolescent girls to fetch water from distant sources. This not only increases their workload but
also exposes them to the risk of consuming contaminated water, leading to frequent waterborne
diseases like diarrhoea, which contribute to malnutrition, Unimproved Sanitation Facilities —
The absence of proper toilet facilities and the continued practice of open defecation result in
increased exposure to pathogens and infections, further exacerbating undernutrition. Poor
sanitation conditions also contribute to the spread of intestinal parasites such as worms, which
deprive the body of essential nutrients, leading to stunting and wasting and Inadequate
Handwashing Practices — The study found that many adolescent girls did not use soap after
defecation, increasing the risk of bacterial and viral infections. Poor hand hygiene facilitates
the transmission of diseases, particularly diarrhoea, which is a major contributor to

malnutrition.

By improving WASH facilities and practices, not only can the nutritional and health status of
adolescent girls be improved, but their overall well-being, dignity, and quality of life can also

be significantly enhanced.

A study conducted by Sethi Vani, et al. (2016) focused on the Swabhimaan initiative, an
integrated multisectoral strategy aimed at improving the nutritional status of girls and women
in Bihar, Chhattisgarh, and Odisha. This initiative targeted women’s nutrition at three critical
life stages: before conception, during pregnancy, and after childbirth. The study highlighted
the role of community-driven interventions in improving health outcomes and emphasized the
need for strengthening human resources and institutional mechanisms to ensure effective

program implementation.
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Furthermore, the study found that UNICEF India played a supportive role in strengthening the
implementation of Swabhimaan by providing technical and human resource support at the state
and block levels in Bihar and Odisha. However, despite these efforts, there were no dedicated
personnel at the Village Organization (VO) level, which posed a significant challenge for last-
mile implementation. Village Organizations (VOs) are federations of Self-Help Groups
(SHGs) and play a crucial role in delivering health, nutrition, and sanitation interventions at
the grassroots level. The absence of trained personnel at the VO level limited the program’s
ability to reach vulnerable women and girls effectively, highlighting the need for additional
human resource investment. Recognizing this gap, the study outlined a plan to advocate for an
increased number of human resource positions at the State Rural Livelihoods Missions
(SRLMs) by 2020. Strengthening the SRLM workforce was expected to improve the
implementation of the Convergent Action Plan (CAP), which aimed to integrate health,
nutrition, WASH (Water, Sanitation, and Hygiene), and livelihood programs under a unified
framework. By investing in trained personnel at different administrative levels, the initiative
sought to enhance service delivery, ensure better coordination, and improve the overall impact
of Swabhimaan interventions. A key component of the study’s recommendations was the
creation of a system for Community Resource Persons (CRPs) to graduate to block-level
positions across the three states. CRPs are experienced members of Self-Help Groups (SHGs)
who are trained in health, nutrition, and sanitation and serve as peer educators and mobilizers
within their communities. By elevating CRPs to block-level roles, the Swabhimaan initiative
aimed to: Enhance Local Capacity, Strengthen Last-Mile Service Delivery, and Promote

Women'’s Leadership.

The study highlighted that the Swabhimaan initiative in Chhattisgarh was recognized as a best
practice by the Deendayal Antyodaya Yojana — National Rural Livelihoods Mission (DAY-
NRLM). This recognition was based on the initiative’s successful integration of health,
nutrition, and WASH (Water, Sanitation, and Hygiene) interventions within the SHG platform.
The Chhattisgarh model demonstrated how women’s collectives could effectively drive
behavior change, improve access to services, and enhance nutrition outcomes at the community

level.

A study by Shrivastav Monica, et al. (2016) focused on early lessons from Swabhimaan, a
multi-sector integrated health and nutrition program designed to improve women’s and girls’

health and nutritional outcomes in India. The study assessed key indicators related to food
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security, micronutrient supplementation, maternal weight monitoring, and access to health and
nutrition services from baseline to midline. While some positive changes were observed,
significant challenges remained, particularly in ensuring adequate nutrition and health service
utilization among vulnerable groups. One of the key findings of the study was an 8-12%
improvement in the proportion of women living in food-secure households from baseline to
midline. This indicated that efforts under Swabhimaan, including nutrition-sensitive
interventions, access to entitlements, and awareness-building initiatives, were contributing to
better food security for women and girls. However, despite these gains, the study highlighted
that over 60% of women continued to live in food-insecure households, meaning that they still
lacked consistent access to adequate and nutritious food. This persistent food insecurity posed
serious risks to maternal and child health, increasing vulnerability to malnutrition, anemia, and
other deficiencies. The study emphasized the need for scaling up interventions that address the
root causes of food insecurity, such as livelihood support, agricultural interventions, and

improved access to public food distribution programs.

Further, the study reported a 5% increase in IFA compliance among pregnant women and
mothers, indicating some improvement in the adoption of iron and folic acid supplementation.
However, despite this progress, overall consumption levels remained critically low, with only

29.4% of pregnant women and 23.2% of mothers adhering to IFA supplementation guidelines.

To increase IFA compliance, the study recommended improved supply chain management,
stronger counselling efforts, and behaviour change communication (BCC) strategies through
Anganwadi Centres (AWCs) and Self-Help Groups (SHGs). 66.0% of pregnant women had
their weight monitored during their current pregnancy at baseline, which increased to 86.2% at
midline. The proportion of mothers who had their weight checked at least four times during
their last pregnancy also saw a slight increase from 24.1% at baseline to 29.4% at midline.

Mothers consuming calcium tablets in their second trimester increased from 29.7% at baseline
to 60.4% at midline. Pregnant women taking calcium supplements in their second trimester

saw an improvement from 23.8% at baseline to 55.4% at midline.

The study also found that pregnant women and mothers were increasingly availing Integrated
Child Development Services (ICDS) entitlements, which include supplementary nutrition,
health checkups, and counselling services. The proportion of pregnant women using ICDS

services increased from 34.7% at baseline to 55.8% at midline. The percentage of mothers
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utilizing ICDS entitlements increased from 44.5% at baseline to 77.0% at midline. Responses
from the study suggested that adolescent girls and pregnant women had adopted improved
behaviours related to dietary intake and Water, Sanitation, and Hygiene (WASH) practices.
One key indicator of improved health-seeking behavior was the increase in visits to health

service points.

Sethi Vani, et al. (2019) examined the key predictors of dietary intake among three critical
population groups in rural eastern India—adolescent girls, pregnant women, and mothers with
children under the age of two years. The study aimed to assess the diversity and quality of diets
consumed by these groups and identify regional disparities in dietary diversity across Bihar,
Chhattisgarh, and Odisha. The findings highlighted a lack of dietary diversity, a predominance

of cereal-based diets, and regional inequalities in dietary intake, particularly in Bihar.

The study found that there was not much variation in the types of foods consumed daily across
the three target groups—adolescent girls, pregnant women, and mothers with young children.
Regardless of their life stage, most women and girls in rural eastern India followed a
monotonous diet, which was high in cereals and vegetables but lacked diversity in other
essential food groups. The key findings included: cereal-based diets dominated daily intake,
with 98% of respondents consuming cereals as their staple food, vegetables were the second
most commonly consumed food group, with 83% of respondents reporting regular
consumption and other critical food groups, such as proteins, dairy, and micronutrient-rich
foods, were largely missing from daily diets, indicating a serious gap in nutritional intake. The
heavy dependence on cereals and vegetables, with limited consumption of protein sources such
as pulses, dairy, eggs, and meats, raises concerns about nutrient deficiencies, particularly in

iron, calcium, and essential vitamins.

The study further examined the Dietary Diversity Score (DDS), a widely used indicator to
assess the nutritional adequacy of diets. Nearly 30% of mothers had low dietary diversity
scores, meaning their diets lacked variety and essential nutrients, 25% of pregnant women were
also found to have low dietary diversity, which is concerning as poor maternal diets can lead
to adverse pregnancy outcomes, including low birth weight and anaemia and 24% of adolescent
girls had low dietary diversity, putting them at risk of nutritional deficiencies that can affect
their growth, reproductive health, and overall well-being. This lack of dietary diversity suggests

that a significant portion of women and adolescent girls were unable to access or afford a
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balanced diet that included proteins, dairy, fruits, and healthy fats, all of which are crucial for

maintaining good health and preventing malnutrition.

A critical benchmark for assessing diet quality is the Minimum Dietary Diversity (MDD) score,
which requires an individual to consume at least five out of ten food groups daily to meet
minimum nutrition standards. The study found that more than half of the respondents in each
group failed to meet the MDD requirement. This means that a majority of adolescent girls,
pregnant women, and mothers with young children were not consuming a nutritionally
adequate diet. The study revealed significant regional disparities in dietary diversity across
Bihar, Chhattisgarh, and Odisha. Regardless of background characteristics, the mean dietary
diversity scores were found to be lowest in Bihar, compared to Chhattisgarh and Odisha.
Possible reasons for lower dietary diversity in Bihar - higher levels of food insecurity, cultural

food habits, weaker public health and nutrition programs and lower agricultural diversity.

Overall, the study underscores the urgent need for multi-sectoral interventions that improve
access to diverse and nutritious foods, strengthen public health programs, and empower women
and adolescent girls to make better dietary choices. Addressing these gaps will be crucial in
reducing malnutrition, preventing anemia, and improving the overall health outcomes of

women and children in India.

Roy, et al. (2019) conducted a study to assess the dietary diversity among women in different
regions of India, specifically comparing the states of Gujarat and Maharashtra. Their findings
revealed that 37% of women in Gujarat had a higher Dietary Diversity Score (DDS), indicating
that they consumed a more varied and nutritionally balanced diet. In contrast, only 23% of

women in Maharashtra were found to have a similarly diverse dietary intake.

This difference suggests that women in Gujarat have greater access to a variety of food groups,
which may be influenced by factors such as agricultural practices, availability of locally grown
food, socio-economic conditions, and awareness regarding nutrition. On the other hand, the
lower percentage in Maharashtra indicates that a significant portion of women in the state may

have limited access to a diverse range of foods, potentially leading to nutritional deficiencies.

The study underscores the need for targeted interventions to promote dietary diversity,

especially in regions where women’s nutritional intake remains inadequate. Improving access
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to diverse food sources, enhancing nutritional education, and implementing policies that
encourage better food security could help bridge the gap between these states and ensure that

more women achieve a balanced diet essential for their overall health and well-being.

Singh Sukwinder, et.al (2020) investigated the associations between crop and income
diversity and dietary diversity among men, women, adolescents, and children of farmer
households in India. They examined crop, income, and dietary data collected from 1106 farmer
households across Gujarat and Haryana, two states that represent different livelihood transition
pathways in India. Regression results suggested that crop diversity had a positive association
with dietary diversity among adults (both men and women) in both states, and among
adolescents and children in Haryana. Higher family education and annual income were the two
most important factors associated with higher dietary diversity score (DDS) in Gujarat whereas,
higher family education, greater crop diversity, and increased distance travelled to markets
were the most important factors associated with higher individual DDS in Haryana.
Specifically, for children, crop diversity emerged as one of the most important factors
associated with dietary diversity in both states. Interestingly, they found that even in these two
relatively prosperous states, the pathways to dietary diversity vary across sites and within
households, suggesting that policies to improve dietary diversity should be tailored to a given

location and context.

Thakar and Rajpura (2021) conducted a comprehensive review of various research studies
that examined the nutritional status of farm women in both India and the state of Gujarat. Their
findings indicate that women engaged in agricultural work often do not maintain an adequate
nutritional status, which can have significant implications for their health and productivity. The
review highlights that the dietary intake of these women consistently falls below the
Recommended Dietary Allowances (RDA), suggesting that they are not consuming sufficient

nutrients to meet their daily physiological and energy requirements.

One of the key concerns raised in the study is the lack of awareness among farm women
regarding the importance of a well-balanced diet, particularly in relation to the physical
demands of agricultural labor. Many of these women face physically strenuous conditions,
which further increase their need for essential nutrients. However, due to factors such as limited
access to nutritious food, socio-economic constraints, and a lack of proper dietary knowledge,

their nutritional intake remains inadequate.
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Given these findings, they emphasize the need for active intervention by various stakeholders,
including government bodies, non-governmental organizations (NGOs), agricultural
institutions, and community health organizations. They stress the importance of educating farm
women about the necessity of a balanced diet that aligns with their body’s requirements and
the strenuous nature of their work. By enhancing their nutritional awareness and intake, these
women can improve their overall health and energy levels, ultimately increasing their work
efficiency and participation in agricultural activities. This, in turn, would contribute to greater
economic growth and development, both at the household level and for the agricultural sector

as a whole.

A study conducted by Hazra Avishek, et al. (2022) titled “Matching Intent With Intensity:
Implementation Research on the Intensity of Health and Nutrition Programs With Women’s
Self-Help Groups in India” aimed to analyse the extent and effectiveness of health and nutrition
programs integrated within Self-Help Groups (SHGs). The research examined how program
intensity—measured in terms of time spent, reach, and participation levels—impacted the

engagement and outcomes of SHG-led health and nutrition initiatives.

The study found that SHG members spent approximately 30 minutes per month discussing
health and nutrition-related topics during their group meetings. This limited engagement time
suggests that health and nutrition discussions were not a primary focus of SHG activities and
were often secondary to financial or livelihood-related discussions. In addition to group
discussions, the study highlighted the importance of targeted outreach activities like home
visits conducted by SHG members or community resource persons. These home-based
interventions reached more than one-third of households where at least one family member was
part of an SHG. The study further observed that SHG participation in health and nutrition
discussions was higher in pilot programs using the “layering approach” compared to fully

scaled-up programs.

A recent article published in India by Co-founder and CEQO Aspirational Bharat
Collaboratives (2025) on “Empowering panchayats: The key to achieving Viksit Bharat 2047
through community actions stated that India’s development journey has been significantly
shaped by the proactive contributions of its key leaders, including the Prime Minister, Chief
Ministers, and District Magistrates. Their efforts have laid the foundation for implementing

policies and initiatives that directly impact local communities. To achieve the ambitious goal
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of “Viksit Bharat 2047”—a vision of a developed India by 2047—it is essential to focus on
empowering panchayats (village councils). These grassroots-level institutions play a pivotal
role in addressing the unique needs of local populations and implementing development
strategies tailored to their specific challenges. The 73rd Constitutional Amendment marked a
turning point in India’s governance structure, granting constitutional status to panchayats and
empowering them to take charge of local development initiatives. This amendment devolved
significant administrative and financial powers to panchayats, enabling them to function as
autonomous bodies responsible for decision-making and implementing welfare programs.
However, despite this progress, many panchayats continue to face hurdles, such as inadequate
infrastructure, lack of financial resources, and limited technical capacity. These challenges
hinder their ability to address critical issues such as undernutrition, education gaps, and

insufficient healthcare access.

To overcome these obstacles, it is imperative for panchayats to adopt a community-led
approach to development. This involves actively engaging local communities in decision-
making and ensuring alignment with Sustainable Development Goals (SDGs). Focusing on
areas such as education, healthcare, women’s empowerment, skill-building, and clean energy
can pave the way for holistic and inclusive growth at the grassroots level. By addressing these
core areas, panchayats can effectively tackle systemic challenges and uplift the socio-economic
status of rural communities. One of the key tools driving this transformation is the Gram
Panchayat Development Plan (GPDP). This initiative enables panchayats to systematically
allocate resources and prioritize village-level needs based on a participatory planning process.
The GPDP empowers communities to identify their specific challenges and propose solutions,
ensuring that development initiatives are both relevant and impactful. For example, some
villages have successfully focused on improving access to quality education, implementing
clean energy solutions, and enhancing healthcare services. These efforts highlight the potential
of strong local governance in driving sustainable development and improving the quality of

life for rural populations.

In conclusion, empowering panchayats is crucial for building self-reliant communities and
achieving the vision of “Viksit Bharat 2047.” By strengthening local governance, fostering
community participation, and addressing the unique needs of rural areas, panchayats can serve
as the foundation for India’s sustainable development. Through collective efforts at all levels

of governance, India can create an inclusive and equitable society that benefits all its citizens.
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Hazra, et al. (2025) conducted a study that highlighted the significant impact of household
kitchen gardens on women'’s dietary diversity and overall nutritional outcomes. Their findings
revealed that women who did not have access to a kitchen garden experienced poor dietary
diversity, as reflected in a Dietary Diversity Score (DDS) of less than 5. The study also reported
a strong statistical association between the presence of a kitchen garden and improved dietary
diversity, with an odds ratio (OR) of 0.163 and a highly significant p-value of 0.001. These
findings suggest that the absence of a kitchen garden drastically reduces the likelihood of

consuming a diverse range of foods, leading to potential nutritional deficiencies.

The literature reviewed in the study emphasized the role of kitchen gardens in improving
dietary diversity and household food security. It discussed two primary approaches to tackling
undernutrition: nutrition-specific interventions, also known as Behavior Change
Communication (BCC), and nutrition-sensitive interventions, which focus on agricultural
strategies. A kitchen garden falls under the latter category, as it directly enhances food
availability and accessibility at the household level. By cultivating a variety of vegetables at
home, families can secure a consistent supply of nutritious foods at a much lower cost
compared to purchasing them from markets. This is particularly beneficial for low-income rural
households and marginalized communities, where affordability and availability of fresh

produce are often major constraints.

The study also highlighted the critical role of local government support in promoting kitchen
gardens. In many regions, government initiatives have facilitated the adoption of scientifically
designed kitchen gardens by providing technical guidance, training, and material support. Such
interventions have significantly contributed to household food security and the nutritional well-
being of women. The government’s ongoing focus on improving women’s nutritional status
aligns well with this strategy, as it ensures not only individual health benefits but also broader

community well-being.

Given these advantages, the study suggests that kitchen gardens should be integrated into
national policies as a sustainable, cost-effective intervention for addressing malnutrition and
food insecurity. With minimal resources, the government can promote large-scale
implementation, ensuring that households, particularly in rural areas, benefit from improved
dietary diversity. However, the study also identified key challenges in sustaining such
initiatives. One major issue is the irregularity in cash payments or financial assistance provided

to households, which can hinder long-term participation in kitchen gardening programs.
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Ensuring consistent seed kit distribution and financial support is crucial for the success and

sustainability of these interventions.

Overall, the research provides strong evidence supporting kitchen gardens as an effective and
affordable strategy to improve dietary diversity and nutritional security. Their findings will
play a crucial role in shaping future policies aimed at tackling malnutrition, particularly in
vulnerable populations. By addressing the identified challenges, such as financial support
irregularities, policymakers can strengthen this initiative, making it a long-term, sustainable

solution for improving the dietary health of women and families across the country.

Regional Scenario:

Prof. Sirimavo Nair and Tanveer Moizali Umallawala (2018) conducted a study in
Songadh, Gujarat, to assess the awareness and knowledge levels among Self-Help Groups
(SHGs) regarding critical health issues, particularly undernutrition, anaemia, and
preconception care. The study revealed significant gaps in knowledge among SHG members,

highlighting the need for enhanced awareness programs in these areas.

The findings indicated that a substantial 41.2% of SHG members were unaware of the term
“undernutrition”, which suggests that a significant portion of women did not fully understand
the concept of inadequate nutrition and its potential consequences on health. Additionally, an
even larger proportion, 76.5% of SHG members, were unaware of the term “anaemia”,
indicating a lack of knowledge about this widespread health issue that disproportionately
affects women, particularly in rural areas. The most concerning finding was that 88.2% of SHG
members were unaware of the term “preconception”, which refers to the crucial period before
pregnancy when proper nutrition, healthcare, and lifestyle choices can significantly impact
maternal and child health. This lack of awareness suggests that women may not have been
receiving adequate education on reproductive health and maternal care. The study also
examined the knowledge levels among Accredited Social Health Activists (ASHAs), who play
a vital role in rural healthcare. The results showed that there was a significant improvement of
55.6% in ASHAs’ knowledge regarding undernutrition and preconception care. This indicates
that targeted interventions and training programs had a positive impact on increasing awareness
among ASHAs, enabling them to disseminate this information to the community more
effectively. However, the study found that the improvement in ASHAs’ knowledge about

anaemia, its preventive measures, and the consequences of teenage pregnancies was non-
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significant. This lack of significant improvement was attributed to multiple responses,
suggesting possible inconsistencies in the training methods, varied baseline knowledge levels,
or difficulties in retention and application of the information.

Among SHG members, there was a highly significant improvement in knowledge about
anaemia, preconception care, and preventive measures against teenage pregnancies.
Specifically, the awareness of anaemia saw a dramatic 94.1% improvement, highlighting the
success of education and awareness initiatives in this area. Knowledge about preconception
care improved by 47.1%, showing a considerable but still moderate level of progress, indicating
that more efforts are needed to fully educate women on the importance of preconception health.
The improvement in knowledge regarding the preventive measures and consequences of
teenage pregnancies was 17.6%, which, while notable, suggests that further interventions are
required to raise awareness on this critical issue. Regarding undernutrition, the study found a
significant improvement of 70.6% in SHG members’ knowledge, demonstrating that training
programs had a meaningful impact on educating women about the importance of proper

nutrition and its role in maintaining overall health.

In summary, the study highlighted that while there was a notable increase in knowledge about
health-related issues among SHG members and ASHAs, gaps still remained, particularly in
areas such as teenage pregnancy prevention and anaemia management. The findings
emphasized the need for continuous education, targeted interventions, and improved training
methodologies to ensure that women in rural communities have the necessary knowledge to

make informed health decisions for themselves and their families.

Another study conducted by Choksi Unnati and Prof. Dr. Nambiyar Sunita (2018) on
Sustainable Development through Micro-Enterprises among Women in Vadodara, which
provided crucial insights into the empowerment and awareness levels of women associated
with Self-Help Groups (SHGs). Their research highlighted the role of SHGs in enhancing
women’s knowledge of their legal rights, improving decision-making abilities, and fostering

socio-economic development.

The study found that 87% of SHG members were aware of their equal rights to paternal
property, demonstrating a growing awareness of women’s inheritance rights. Additionally,
94% of members were informed about the right of widows and divorcees to remarry, indicating

an increasing acceptance of second marriages and the breaking of social taboos related to
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widowhood and divorce. Awareness regarding marriage laws was also significantly high, with
98% of SHG members knowing that the legal marriageable age is 18 for females and 21 for
males. However, knowledge regarding social crimes like dowry was relatively lower, as only
69% of the members were aware that giving or accepting dowry is a punishable offense. In
terms of reproductive rights, 32% of SHG members knew that abortion requires the consent of
the woman, suggesting a need for further awareness in this area. Furthermore, only 26% were
aware that the immoral trafficking of women is a legally punishable crime, highlighting the
necessity for stronger advocacy and education on women’s safety and legal protections.
However, a considerable 59% of SHG members were aware of their right to divorce, signifying
progress in understanding marital rights. When it came to economic rights, an impressive 93%
of SHG members knew about their right to equal wages for equal work, reflecting a strong
awareness of workplace equality, while 75% were aware of the right to education for all
children, showcasing an understanding of fundamental educational rights. Beyond legal
awareness, the study also analysed the decision-making power of women in their households.
The findings revealed that a significant 97% of SHG members were able to make independent
decisions regarding their family’s health, while 85% had the authority to decide on their
children’s education. Furthermore, 99% of SHG members made decisions related to daily
household purchases, indicating a high level of autonomy in managing domestic expenses.
Financial empowerment was another key area of impact. Before joining the SHG, 75% of the
members did not have a savings bank account, highlighting their previous lack of financial
inclusion. However, after joining the SHG, 60% of respondents opened a savings bank account,

reflecting the role of SHGs in promoting financial independence and inclusion.

Despite these advancements, the study found that social and political participation remained
limited. A striking 97% of SHG members were not part of any social, religious, or political
organization or group, suggesting that while financial independence and household decision-
making had improved, broader societal engagement was still lacking. Additionally, only four
SHG members were involved in a ‘community panchayat’, indicating minimal political
participation at the grassroots level. The study also revealed that 98% of SHG members had
received training after joining the SHG, with the primary focus being capacity building. This
training played a crucial role in skill development, as many SHG groups ran sewing and
tailoring classes, which provided women with opportunities for self-employment and
entrepreneurship. Furthermore, the training helped in developing confidence and leadership

abilities among SHG members. 63% of participants reported that they had developed the ability
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to communicate freely and frankly with authorities, while 59% acquired the skill of teaching
and training other members, demonstrating an increase in leadership and knowledge-sharing

capabilities.

Overall, the study highlighted the significant impact of SHGs in improving women’s awareness
of their rights, enhancing their financial independence, strengthening decision-making abilities,
and fostering skill development. However, it also pointed out areas that need further
improvement, particularly in political participation, social engagement, and awareness of

specific legal protections related to women’s safety and reproductive rights.

From the reviewed literature, we can say that there is need to implement FNHW concepts in
rural areas and knowledge needs to be molded by sensitizing them with proper tools and

materials. Now, lets see how FNHW is linked with livelihoods of people.

Linkage of Food, Nutrition, Health and WASH (FNHW) with Livelihood:

The Food, Nutrition, Health, and WASH (FNHW) program under DAY-NRLM plays a
transformative role in improving overall well-being and quality of life, particularly for rural
communities. By integrating essential components such as food security, nutrition, healthcare,
and water, sanitation, and hygiene (WASH), the program directly addresses fundamental
determinants of health and human development. The interconnectedness of these factors
ensures that improvements in one area lead to positive ripple effects in others, thereby

enhancing livelihoods, economic security, and social well-being.

1. FNHW and Physical Well-Being

e Improved Nutrition: Access to adequate and nutritious food enhances physical
growth, cognitive development, and disease resistance, reducing malnutrition,
stunting, and anemia, particularly among women and children.

e Better Health Outcomes: Strengthening community health access and
promoting preventive care reduce maternal and child mortality, communicable
diseases, and lifestyle-related health issues.

e Enhanced WASH Practices: Improved access to safe drinking water,
sanitation, and hygiene facilities lowers the prevalence of waterborne diseases

like diarrhoea, cholera, and typhoid, leading to overall better public health.
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2. FNHW and Economic Well-Being

Reduced Healthcare Costs: When people have better nutrition and preventive
healthcare, they experience fewer illnesses, which translates into lower medical
expenses and less financial distress for households.

Increased Productivity & Livelihood Opportunities: A healthier population
contributes to higher workforce productivity, enabling individuals to engage
more effectively in agriculture, livelihoods, and income-generating activities.
Enhanced Economic Resilience: SHG-driven FNHW initiatives empower
rural households to access government entitlements, financial support, and

community-based health interventions, reducing economic vulnerability.

3. FNHW and Social Well-Being

Women’s Empowerment: Through SHGs, women actively participate in
health awareness programs, nutrition initiatives, and financial decision-making,
leading to greater autonomy and leadership in communities.

Better Child Development: Adequate nutrition and healthcare in the early
years contribute to improved cognitive development, school performance, and
long-term economic prospects.

Strengthened Community Networks: The FNHW program fosters collective
responsibility and participatory governance, enhancing social cohesion and

mutual support among rural populations.

4. FNHW and Environmental Well-Being

Sustainable Agriculture & Food Security: Promoting nutrient-rich farming
practices, organic agriculture, and kitchen gardens ensures long-term food
availability while preserving soil and biodiversity.

Safe Sanitation & Waste Management: Encouraging toilet use, solid waste
disposal, and clean water conservation reduces environmental pollution and

promotes sustainable living conditions.

5. FNHW and Quality of Life

A well-integrated Food, Nutrition, Health, and WASH system contributes to an overall

higher quality of life by ensuring that individuals and families:
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o Live longer, healthier, and more productive lives
o Experience lower disease burdens and reduced healthcare expenses
o Have access to safe water, hygiene facilities, and nutritious food

o Benefit from stronger social structures and economic opportunities

Concepts covered under FNHW components are Linking Health, Nutrition, Hygiene and
Sanitation, Education with Livelihood, Balanced Diet and Dietary Diversification, First 1000
Days Approach and ANC care, Child Feeding Practices, Anemia in vulnerable groups and its
preventive measures, Nutrition for Adolescent girls, WASH Practices and Services of national

programs under ICDS, PDS, PM-POSHAN, Ayushman Bharat- PM JAY.

Thus, FNHW framework under DAY-NRLM is not just about healthcare interventions—it is a
holistic approach to improving rural life. By addressing multiple determinants of health,
FNHW strengthens individual well-being, economic resilience, social equity, and

environmental sustainability, ultimately leading to a better quality of life for rural populations.
Factors contributing to Nutritional problems in SHGs:

India has made remarkable progress in several key areas over the past two decades, including
household income growth, increased agricultural productivity, and improved child survival
rates. These achievements are a testament to the country’s sustained economic development
and targeted social welfare programs. However, despite these advances, India continues to
grapple with significant malnutrition challenges, particularly among women and children. High
rates of anemia, stunting, wasting, and undernutrition persist, even in the face of economic
growth and poverty reduction. This paradox highlights deep-rooted structural issues that go
beyond income levels and food production, requiring a multi-sectoral, community-driven

approach to effectively tackle malnutrition.

Several key factors contribute to India’s persistent nutrition crisis, ranging from dietary
deficiencies and food insecurity to poor sanitation, gender disparities, and a lack of awareness
about nutrition. These interconnected issues need comprehensive interventions that address not
only food availability but also social determinants of health, education, sanitation, and

healthcare access.
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1. Malnutrition and Anemia

Widespread Anemia Among Women and Children:
According to the National Family Health Survey (NFHS-5), a staggering 52% of
pregnant women aged 15 to 49 in India suffer from anemia. Anemia is primarily caused
by iron deficiency, but it can also result from a lack of other essential nutrients like folic
acid, vitamin B12, and vitamin C. Several factors contribute to this high anemia
prevalence:
e Poor dietary intake of iron-rich foods like green leafy vegetables, lentils, and
animal protein.
e High rates of parasitic infections (such as hookworm infestations) that cause
chronic blood loss.
e Frequent pregnancies and inadequate maternal nutrition, leading to iron
depletion.
e Limited access to quality healthcare services, particularly in rural areas, where
iron supplementation programs may not reach all women effectively.
Anemia has serious health implications, especially for pregnant women and young
children. It increases the risk of maternal mortality, low birth weight, premature

deliveries, and developmental delays in infants.

Undernutrition in Women

A concerning proportion of Indian women of reproductive age (15-49 years) are
underweight and have a low Body Mass Index (BMI), which is indicative of chronic
undernutrition and poor overall health. This not only affects their own well-being and
productivity but also has intergenerational consequences, as undernourished mothers
are more likely to give birth to malnourished children, perpetuating a cycle of poor

health outcomes.

Malnutrition Among Children
Despite improvements in child survival rates, malnutrition among children under five
remains alarmingly high:

e 355% of children are stunted (low height-for-age), indicating chronic

malnutrition and long-term nutritional deficiencies.
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e 32.1% of children are underweight (low weight-for-age), reflecting both acute
and chronic malnutrition.

Children who experience early-life malnutrition often suffer from impaired cognitive

development, weakened immune systems, and reduced economic productivity in

adulthood.

Food Insecurity and Poor Nutrition

Inadequate Access to Nutritious Food

Although India has made significant strides in agricultural production, access to
nutritious, diverse, and affordable food remains unequal across different regions and
socio-economic groups. Economic disparities and rising food prices make it difficult
for many families—particularly those in rural, tribal, and marginalized communities—
to afford a balanced diet that includes proteins, fruits, vegetables, and micronutrient-
rich foods. The dominance of staple grains (rice and wheat) in public food distribution
programs has further limited dietary diversity, contributing to widespread micronutrient

deficiencies.

Structural Inequalities and Social Barriers

Deep-rooted social inequalities, gender discrimination, and caste-based exclusion
further exacerbate nutritional challenges. Women and girls are often the most affected
due to cultural norms that prioritize feeding male family members first or allocate them
larger food portions. In many households, women eat less nutritious foods or skip meals
entirely, making them more vulnerable to malnutrition and anemia. Similarly,
marginalized communities (such as Scheduled Castes and Scheduled Tribes) face
systemic barriers in accessing healthcare, education, and food security programs,

leading to persistently poor nutrition outcomes.

Poor Water, Sanitation, and Hygiene (WASH) Practices
A major but often overlooked factor in malnutrition is the lack of access to clean water,
proper sanitation, and hygiene facilities. Poor WASH conditions contribute to:

e Waterborne diseases such as diarrhea, cholera, and typhoid, which cause

nutrient loss and dehydration, particularly in young children.
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e Intestinal infections and parasitic infestations, which impair nutrient absorption
and overall growth.
e Poor menstrual hygiene management, which affects women’s health, school
attendance, and workforce participation.
Without improved WASH infrastructure, even the best dietary interventions will fail to

yield long-term improvements in nutrition.

Micronutrient Deficiencies
Many Indians suffer from hidden hunger—a form of malnutrition caused by
deficiencies in essential vitamins and minerals, including:
e Iron deficiency — Leads to anemia and fatigue, affecting work capacity and
cognitive function.
e Vitamin A deficiency — Causes vision impairment, weak immunity, and
higher child mortality.
e Jlodine deficiency — Leads to goiter, thyroid disorders, and developmental
issues in children.
e Zinc deficiency — Weakens immune response and increases the risk of
diarrheal diseases and infections.
Addressing micronutrient malnutrition requires fortification of staple foods, dietary

diversification, and large-scale supplementation programs.

Lack of Nutrition Awareness and Education

A significant challenge in tackling malnutrition is the lack of knowledge about proper

dietary practices. Many individuals, especially in rural areas, are unaware of the

nutritional value of different foods and may prioritize quantity over quality in their

diets. Traditional food habits, cultural taboos, and misinformation also play a role in

poor maternal and child feeding practices. For example:

e Mothers may delay introducing complementary feeding to infants, leading to early-
life malnutrition.

e Many families consume iron-rich foods with tea, which inhibits iron absorption,
worsening anemia.

e There is low awareness about fortified foods that could help prevent micronutrient

deficiencies.
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The Need for a Multi-Sectoral Approach

Since malnutrition is influenced by multiple factors, solutions must go beyond just

increasing food availability. India needs an integrated approach that combines:

o Nutritional interventions — Promoting dietary diversity, micronutrient
supplementation, and food fortification

o Improved healthcare access — Strengthening maternal and child healthcare services

o Water, sanitation, and hygiene (WASH) improvements — Ensuring clean drinking
water and sanitation facilities

o Economic empowerment — Enhancing livelihoods and social security programs for
vulnerable populations

o Behavioral change communication (BCC) — Raising awareness about good nutrition

and feeding practices

While India has made commendable progress in economic development, persistent
malnutrition, anemia, and stunting reveal the need for more comprehensive and inclusive
policies. Addressing these issues requires multi-sectoral coordination, community
involvement, and targeted interventions that prioritize the most vulnerable populations.
Sustainable solutions must focus on not just food security but also social equity, sanitation,

and public health, ensuring a healthier, more productive, and well-nourished population.

Nutritional Status of Adolescent Girls and Women in India: Key Insights from NFHS-5:

The National Family Health Survey (NFHS-5) has highlighted significant nutritional
disparities among adolescent girls and women in India. While a large proportion continues to
suffer from undernutrition, there is a growing burden of overweight and obesity, signalling a
dual burden of malnutrition. These trends underscore the urgent need for comprehensive
nutritional interventions that address both underweight and obesity through a balanced

approach to diet, healthcare, and lifestyle modifications.

1. Nutritional Status of Adolescent Girls
Adolescence is a critical period of growth and development, where adequate nutrition
plays a vital role in shaping future health outcomes. However, NFHS-5 data reveals
widespread nutritional imbalances among adolescent girls in India:
e 30.2% of adolescent girls (10-19 years) are moderately or severely thin,

indicating widespread undernutrition.
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10.5% of adolescent girls are severely thin, meaning they have a dangerously
low Body Mass Index (BMI), which increases the risk of weakened immunity,
menstrual irregularities, delayed puberty, and poor cognitive development.

7.9% of adolescent girls are overweight or obese, with 1.7% classified as obese,
reflecting rising trends of lifestyle-related health issues such as diabetes,

hypertension, and cardiovascular diseases.

These figures highlight the double burden of malnutrition in adolescent girls—while a

significant proportion is undernourished and at risk of stunted growth, a growing

number is experiencing overweight and obesity due to sedentary lifestyles and poor

dietary habits.

Implications of Undernutrition in Adolescent Girls

Adolescent girls who are undernourished often experience:

Delayed physical growth and puberty — Leading to weakened bone density,
poor muscle development, and increased vulnerability to infections.

Anaemia and micronutrient deficiencies— Causing fatigue, poor
concentration, and low academic performance.

Higher risk of complications during pregnancy— Undernourished
adolescent girls are more likely to have low birth weight babies, premature

deliveries, and maternal complications if they become pregnant.

Implications of Overweight and Obesity in Adolescent Girls

While undernutrition remains a major concern, the increasing prevalence of overweight

and obesity is equally alarming. Overweight adolescent girls face:

Higher risk of Type 2 diabetes, hypertension, and early-onset cardiovascular
diseases.

Psychosocial issues such as low self-esteem and mental health challenges,
including depression and anxiety.

Irregular menstrual cycles and polycystic ovarian syndrome (PCOS), which can

lead to fertility issues in adulthood.
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This nutritional imbalance among adolescent girls highlights the urgent need for
targeted interventions, including school-based nutrition programs, access to iron and
folic acid supplementation, awareness campaigns on healthy eating, and

encouragement of physical activity.
Nutritional Status of Women in India

Malnutrition among Indian women is a long-standing public health challenge, with

NFHS-5 revealing a concerning pattern of both undernutrition and rising obesity rates:

e 21% of Indian women (aged 15-49 years) have a BMI of less than 18.5,
classifying them as underweight. This suggests chronic undernutrition,
inadequate calorie intake, and micronutrient deficiencies.

e 28% of women are either overweight or obese, indicating a growing shift toward
lifestyle-related health risks such as diabetes, cardiovascular diseases, and

metabolic disorders.

Implications of Undernutrition in Women

Women with a BMI below 18.5 are at high risk of several health complications, including:

Weak immune function, making them more susceptible to infectious diseases and
frequent illnesses.

Higher rates of maternal mortality and pregnancy complications, as underweight
women often suffer from iron deficiency anemia, leading to low birth weight infants,
stillbirths, and increased infant mortality.

Reduced physical and cognitive performance, affecting their economic productivity,

education, and quality of life.

Implications of Overweight and Obesity in Women

The rise in obesity among Indian women is linked to urbanization, sedentary lifestyles, and

dietary shifts toward processed foods, sugary beverages, and high-calorie meals. Overweight

and obese women are at risk for:

Gestational diabetes and pregnancy-related complications, increasing the likelihood of

C-section deliveries and postpartum health issues.
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Non-communicable diseases (NCDs) such as diabetes, heart disease, and stroke, which
are now among the leading causes of death in India.
Reproductive health problems, including polycystic ovarian syndrome (PCOS) and

hormonal imbalances.

Addressing the Dual Burden of Malnutrition

Given the simultaneous challenges of undernutrition and obesity, India’s approach to
women’s and adolescent girls’ nutrition needs to be multifaceted and community-

driven.

Key Strategies to Combat Malnutrition in Adolescent Girls and Women
A. Addressing Undernutrition

o Promoting Dietary Diversity — Encouraging protein-rich foods (lentils, dairy,
eggs), iron-rich vegetables, and healthy fats in daily meals.

o Supplementation Programs — Strengthening the Iron & Folic Acid
Supplementation (IFAS) scheme for adolescent girls and women of
reproductive age.

o Strengthening Maternal Nutrition Interventions — Expanding nutrition
counselling services, antenatal care, and conditional cash transfer programs
under schemes like POSHAN Abhiyaan and Pradhan Mantri Matru Vandana
Yojana (PMMVY).

o School-Based Nutrition Programs — Ensuring the Mid-Day Meal Scheme
and Rashtriya Kishor Swasthya Karyakram (RKSK) prioritize adolescent girls’

nutritional needs.
B. Addressing Overweight and Obesity

o Raising Awareness About Healthy Diets — Educating communities about the
dangers of processed foods, excessive sugar, and unhealthy fats.

o Encouraging Physical Activity — Promoting sports, yoga, and active
lifestyles through school programs, community initiatives, and workplace

wellness policies.
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o Policy Measures to Regulate Junk Food Consumption — Strengthening food
labelling policies, taxing sugar-sweetened beverages, and restricting junk food
marketing to children.

o Health Screenings & Preventive Care — Conducting regular BMI screenings
and metabolic health check-ups to detect and manage obesity-related diseases

early.

The NFHS-5 findings reveal that India faces a complex nutritional landscape, where both
undernutrition and obesity pose serious threats to adolescent girls and women. While poverty,
food insecurity, and lack of access to healthcare continue to drive undernutrition, urbanization,
changing diets, and reduced physical activity contribute to rising obesity rates. To bridge this
nutritional gap, a comprehensive, community-led approach is required—combining food
security programs, health education, maternal care services, and behaviour change initiatives.
Ensuring that adolescent girls and women receive balanced nutrition, regular health screenings,
and access to healthcare will be crucial in breaking the intergenerational cycle of malnutrition

and improving overall public health outcomes in India.
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METHODOLOGY

The FNHW (Food, Nutrition, Health, and WASH) concept under Deendayal Antyodaya
Yojana - National Rural Livelihoods Mission (DAY-NRLM) is designed to enhance the
overall well-being of Self-Help Group (SHG) members and their families by integrating health
and nutrition awareness with livelihood programs. The key aspects of FNHW under DAY -
NRLM are capacity building for SHG women which include training and awareness programs
to enhance knowledge about nutrition, health, sanitation, and hygiene and enabling SHG
women to act as change agents in their communities, behaviour change (BC) model for
sustainable impact which focuses on social and behavioural changes in Health, Nutrition,
Sanitation, Education, and Gender and encourages community-driven solutions to improve
human development indicators and integration with other NRLM components which include
institution building & capacity building (strengthening SHGs and federations to sustain FNHW
efforts), financial inclusion (ensuring access to credit for nutrition and health-related needs),
farm & non-farm livelihoods (encouraging nutrition-sensitive agriculture and income
diversification), gender & social inclusion (addressing gender disparities in health and
nutrition) and convergence with PRIs (Panchayati Raj Institutions) (enhancing coordination
with local governance for better service delivery) which has a broad objective to improve the
overall human development indicators by ensuring access to better food, nutrition, health

services, water, sanitation, and hygiene while empowering SHG women as change-makers.

This chapter covers detail methodology used for the research. The present study was planned
with the broad objective of partnering with local women groups for integration of FNHW

concepts in SHG members under DAY-NRLM in Waghodia Block of Vadodara District.
The specific objectives of the study were:

e To assess the profile of VO representatives.

e To assess the knowledge and practices of VO representatives on services of national
programs under ICDS, PDS, PM-POSHAN, Ayushman Bharat- PM JAY.

e To assess their knowledge on selected FNHW concepts and dietary practices of VO
representatives.

e To compile various IEC materials from existing resources of DAY-NLRM.

e To sensitize VO representatives on selected FNHW aspects.
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e To assess knowledge retention and change in dietary practices of VO representatives.
e To encourage and monitor discussion within SHGs in their regular monthly schedule

meetings on various FNHW components.

The study was approved under Institutional Medical Ethics Committee (No. IECHR/2024/25),
The Maharaja Sayajirao University of Baroda, Vadodara.

Under Vadodara District, there are two blocks that are selected by Gujarat Livelihood
Promotion Company (GLPC) i.e., Vadodara Rural and Waghodia. Out of two blocks,
Waghodia block was selected purposively, which consist of 7 Cluster Level Federations, 87
Village Organizations and 936 active Self Help Groups out of which 1 Cluster Level
Federation was randomly selected and all Village Organization members were enrolled

for the study.
Study Site: Rural Waghodia

Study location is presented in Fig 3.1
Fig. 3.1: Study location
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Study Design:

The study was divided into 3 phases. Details of experimental design for the research is
presented in Fig. 3.3.

» Phase — I Baseline Assessment

» Phase — II Sensitization of VO representatives

» Phase — III Impact Evaluation
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Phase — I Baseline Assessment

In this phase of the study, baseline assessment of VO representatives with a specific focus on
assessing the knowledge on selected FNHW components, dietary diversity and services of
various national programs under ICDS, PDS, PM-POSHAN and Ayushman Bharat- PM
JAY was conducted.

Selection of the respondents

Under Vadodara District, there are two blocks that are selected by Gujarat Livelihood
Promotion Company (GLPC) i.e., Vadodara Rural and Waghodia. Out of two blocks,
Waghodia block was selected purposively, which consist of 7 Cluster Level Federations, 87
Village Organizations and 936 active Self Help Groups out of which 1 Cluster Level
Federation was randomly selected and all Village Organization members were enrolled for
the study. In all 120 members were enrolled. Then from the target group following data was
collected:

e VO/SHG members’ profile

e Height and Weight of VOs/SHGs

e Knowledge on selected FNHW components

e Dietary practices of VO representatives

e Knowledge and Practice of VOs/SHGs on services of various National Programs

(ICDS, PDS, PM-POSHAN and Ayushman Bharat- PM JAY)
Following inclusion and exclusion criteria were for the enrollment of VO members:

Inclusion Criteria:
Active members of VO including members of SAC who were available and were willing to

participate during the study period.

Exclusion Criteria:

NIL
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VO/SHG members’ profile:

Information on the socio-economic background of VO members was collected using a pre-
tested questionnaire. Information regarding age, religion, caste, economic category, marital
status, qualification, occupation, type of house, health insurance, addiction, Ayushman card,

conduction of SHG meetings and trainings was collected. (Appendix IV)
Anthropometric measurements:

To assess the prevalence of any kind of nutrition, weight and height were assessed using

standard methods. Age of the respondents were collected from Aadhar Card.
Weight Measurement

Weight is a key anthropometric measurement of body mass. It is a sensitive indicator of

malnutrition and can be useful for estimating status of the individual.
Methodology

A digital bathroom weighing scale was used to take the weight of the respondents. It is portable
and can be conveniently used in the field. The respondents were asked to stand erect on the
scale without touching anything with no heavy clothing or footwear and looking straight ahead.
The scale was set to zero before each measurement, calibrated periodically and was recorded
to the nearest of 0.100 kg. In some cases, the respondents knew their weight so were asked

about the same.
Height Measurement

Height is a linear measurement of body made up of the sum of four components: legs, pelvis,

spines and skull (Jelliffe 1966).
Methodology

Height was measured using flexible non-stretchable tape to an accuracy of 0.1 cms. The tape
was fixed vertically on a smooth wall of the house perpendicular to the ground, ensuring that
the floor was smooth. The respondents were asked to stand erect with the shoulders, hips and
heels touching the wall and with no footwear, heels together and looking straight ahead. The
head was held comfortable erect, arms hanging loosely by the sides. A thin smooth scale was

held on the top of the respondents’ heads in the centre, crushing the hair at the right angles to
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the tape and the height of the respondents were read from the lower edge of the ruler to the

nearest 0.1 cms.
Knowledge and Practices:

Knowledge and practices were obtained using pre-tested semi-structured questionnaire on
following topics: (Appendix IV)
» Selected FNHW components (IYCN Practices, Anemia and WASH practices)
» Dietary Practices
» Services of various National Programs (ICDS, PDS, PM-POSHAN and Ayushman
Bharat- PMJAY)

Dietary Information:

General dietary pattern

Dietary information regarding type of diet, various food groups, nutrients required in daily diet,
unhealthy foods, meal eating patterns, frequency and consumption of breakfast, soft drinks,
junk foods and beverages, and dietary diversity were taken using pre-tested semi structured

questionnaire. (Appendix IV)

24 hour dietary recall
Information on dietary intake was taken by recall of diet of the previous day (24 hour) with

ingredients on 120 VO members. (Appendix IV)
Minimum Dietary Diversity for Women of Reproductive Age (MDD-W)

MDD-W is a dichotomous indicator of whether or not women 15-49 years of age have
consumed at least five out of ten defined food groups the previous day or night. The proportion
of women 15-49 years of age who reach this minimum in a population can be used as a proxy

indicator for higher micronutrient adequacy, one important dimension of diet quality.

The MDD-W was developed as a proxy indicator to reflect the micronutrient adequacy of
women's diets. It is a population-level indicator based on a recall period of a single day and
night, so although data are collected from individual women, the indicator cannot be used to

describe diet quality for an individual woman. (USAID, FANTA 2016)
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Methodology

From one day dietary recall, list of food groups consumed by the VO members was prepared
and MDD-W was computed. 10 Foods groups were: Grains, white roots and tubers, and
plantains, Pulses, Nuts and seeds, Dairy, Meat, poultry and fish, Eggs, Dark green leafy
vegetables, Other vitamin A-rich fruits and vegetables, Other vegetables, and Other fruits. The
score was given if the member has consumed the food group then we have given as 1 score and

if they had not consumed then we have given them 2 score for each food groups.
Adequate dietary diversity

Out of 10 food groups, at least 5 food groups consumed on previous day will give adequate

dietary diversity.
Phase — II Sensitization of VO representatives
Development of IEC materials and handouts on FNHW concepts for VO members:

Based on the knowledge and practices on FNHW components of VO members , topics were
identified for orientation to them. A Training module was developed and distributed.

(Appendix VI)

Handouts were developed and given to VO members for further sensitizing of SHG members.

(Appendix VII)
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Fig. 3.2: Training Module for VO/SHG members
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Handouts development:
Relevant handouts for VO/SHG members were developed.
Sensitization of VO members:

All VO representatives that were selected were provided one-day training session on various
topics under FNHW concepts using various IEC materials and handouts and action plan was
made to encourage SHG groups for FNHW components. Agenda of the training is presented

below.
Training Agenda for VO/SHG members
Date: 12 December 2024

Venue: Swaminarayan Mandir, Nimeta

Activities Time Resource Person

Refreshment and Registration of VO/SHG | 10:00-10:30pm

members

Welcome address 10:30-11:00pm | Dr. Hemangini Gandhi
Prayer VO/SHG members
Objective of Training Dr. Hemangini Gandhi
Pre-test

Need for integration of FNHW in DAY-NRLM Mrs. Daxa Parekh (TLM,

Waghodia)

Tea break 11:00-11:15pm

Introduction of the team and ice breaking game 11:15-11:45pm | All participants

Distribution of handouts 11:45-2:00 pm | Aastha Baloni, Tanvi
Kotadia
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Sensitization on Integration of FNHW concept

(Linking Health, Nutrition, Hygiene and

Sanitation, Education with Livelihood)

Balanced Diet and Dietary Diversification

Dr. Hemangini Gandhi

Dr. Hemangini Gandhi

First 1000 Days Approach and ANC care Aastha Baloni
Child Feeding Practices Aastha Baloni
Lunch break 2:00- 2:30 pm

Anemia in vulnerable groups and its preventive | 2:30- 3:30 pm | Tanvi Kotadia

measures

Nutrition for Adolescent girls Mrs. Durga Vasava (CLF,
Nimeta Cluster)

WASH Practices Mr. Sachin Bhaliya (Cluster
Coordinator, Nimeta)

Services of national programs under ICDS, PDS, Dr. Hemangini Gandhi

PM-POSHAN, Ayushman Bharat- PM JAY

Preparation of action plan and monitoring | 3:30- 4: 00 pm | Dr. Hemangini Gandhi,

checklist to integrate FNHW in SHG groups Aastha Baloni

Post-test 4: 00- 4: 30 pm

Tea and Departure 4:30- 5: 00 pm

Phase — I1I Impact Evaluation

Phase- I1I (A): Knowledge Retention

After imparting sensitization sessions to evaluate the impact of the training and action plan

strategy, post data was collected on their knowledge related to selected FNHW components,

dietary diversity and services of various national programs under ICDS, PDS, PM-POSHAN

and Ayushman Bharat- PM JAY of VO representatives after 3 months. (Appendix IV)
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Phase- I1I (B): Monitoring of Action Plan

After collecting post data, execution of the action plan was to be done by VOs for 3 months

and monitoring of it was done through checklist. Random monitoring of the execution was

done by researcher, VO President and concerned authorities.

Monitoring was done for 3 months for all the members of VOs that whether they are
encouraging discussion of FNHW concepts in SHG meetings regularly. Also, how many

members asked about FNHW concepts in the meeting. Monitoring checklist is presented in

Appendix V.

Tools and techniques used for the study is presented in Table 3.1:

Table 3.1: Tools and techniques used in the study

Parameters Tools
VO/SHG members profile Pre-tested semi structured questionnaire
Height and weight Standard methods

Knowledge on selected FNHW components

Pre-tested semi structured questionnaire

Dietary practices of VO representatives

Pre-tested semi structured questionnaire

and 24 hr diet recall method

Knowledge and Practice of VOs on services of
various National Programs (ICDS, PDS, PM-
POSHAN and Ayushman Bharat- PM JAY)

Pre-tested semi structured questionnaire

Monitoring of initiation of discussion on

FNHW components in SHG meetings

Monitoring checklist

Outcome Measures:

Primary and Secondary Outcomes listed are:

Primary Outcomes:

e Assessing the profile of VO representatives,

e Assessing knowledge on selected FNHW concepts and dietary diversity of VO

representatives,

e Assessing the knowledge and practices of VO representatives on services of national

programs under ICDS, PDS, PM-POSHAN, Ayushman Bharat- PM JAY.
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e Compiling various IEC materials from existing resources of DAY-NLRM.
e Sensitizing VO representatives on selected FNHW aspects.

e Assessing knowledge, retention and change in dietary practices.

Secondary Outcomes:
¢ Encouraging and monitoring discussion within SHGs in their regular monthly schedule
meetings on various human development services and FNHW

e Enabling environment and barriers for implementing selected components under

FNHW concepts
Quality Measures:

e Anthropometric measurements were done by calibrated instruments by the research
student

e One day training session was provided to VO members by the researcher in local
language

e Confidentiality of the data was maintained

e Random monitoring of counselling sessions was done by the research student, VO

president and concerned Taluka authorities

Data Management:

e The data obtained was entered into a personal computer and then was analysed using
appropriate software

e Appropriate analysis was done
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Fig. 3.3: Phase wise Experimental Design of the Study

Phase I: Baseline Assessment

Vadodara
District

Selected blocks by
GLPC, Vadodara

Vadodara Rural

Waghodia
(Purposively selected)

!

[ Cluster Level Federation (CLF) [N= 7] ]

!

[ 1 CLF was randomly selected ]

l

[ Enrollment of all the Village Organizations (VOs) under selected CLF [N=11] ]

l

All members/ VO were selected
(N=120)

|

[ Data was collected on ]

-

VO/SHG
members’
profile

Y4

Height and
Weight of
VOs/SHGs

~

!

Knowledge and
Practice of VO/
SHGs on services
of various
National
Programs (ICDS,
PDS, PM-
POSHAN and
Ayushman

4 N

\Bharat- PM JAY)/

!

4 )

Knowledge on
selected
FNHW

components

~

Dietary
practices of
VO
representatives

62



Phase II: Sensitization of VO representatives

120 VO representatives

l

Sensitization for 1 day

l

Sensitization through available
modules with IEC material on

l

e Linking Health, Nutrition, Hygiene and Sanitation, Education with
Livelihood

e Balanced Diet and Dietary Diversification

First 1000 Days Approach and ANC care

Child Feeding Practices

Anemia in vulnerable groups and its preventive measures

Nutrition for Adolescent girls

WASH Practices

Services of national programs under ICDS, PDS, PM-POSHAN,

Ayushman Bharat- PM JAY

l

3 months Action plan to encourage
discussion in SHG meetings for FNHW
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Phase III: Impact Evaluation

IITA: Knowledge Retention
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l
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RESULTS AND DISCUSSION

Self-Help Groups (SHGs) are informal associations of people who choose to come together
to find ways to improve their living conditions. Hence, there is need to strengthen their nutrition
and health aspects. The FNHW (Food, Nutrition, Health, and WASH) concept under
Deendayal Antyodaya Yojana - National Rural Livelihoods Mission (DAY-NRLM) is
designed to enhance the overall well-being of Self-Help Group (SHG) members and their
families by integrating health and nutrition awareness with livelihood programs. The key
aspects of FNHW under DAY-NRLM are capacity building for SHG women which enhances
knowledge about nutrition, health, sanitation, and hygiene and has a broad objective to improve
the overall human development indicators by ensuring access to better food, nutrition, health
services, water, sanitation, and hygiene while empowering them as change-makers. (DAY-

NRLM)

The present study was planned with the broad objective of partnering with local women groups
for integration of FNHW concepts in SHG members under DAY-NRLM in Waghodia Block
of Vadodara District.

The specific objectives of the study were:

e To assess the profile of VO representatives.

e To assess the knowledge and practices of VO representatives on services of national
programs under ICDS, PDS, PM-POSHAN, Ayushman Bharat- PM JAY.

e To assess their knowledge on selected FNHW concepts and dietary practices of VO
representatives.

e To compile various IEC materials from existing resources of DAY-NLRM.

e To sensitize VO representatives on selected FNHW aspects.

e To assess knowledge retention and change in dietary practices of VO representatives.

e To encourage and monitor discussion within SHGs in their regular monthly schedule

meetings on various FNHW components.
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The findings of the study are presented and discussed as per following sections:

Section I: Baseline Assessment
e Profile of VO/SHG members
e Anthropometry based nutritional status of VOs/SHGs
e Knowledge on selected FNHW components
e Dietary practices of VO representatives
e Knowledge of VOs/SHGs on services of various National Programs (ICDS, PDS,
PM-POSHAN and Ayushman Bharat- PM JAY)

Section II: Development of IEC materials and handouts on FNHW concepts and

Sensitization of VO/SHG members

e Development of IEC materials and handouts on FNHW concepts for VO members
e Sensitization of VO members on topics of FNHW

e Action plan and monitoring checklist
Section I1I: Impact Evaluation

e Knowledge retention on selected FNHW components
e Change in dietary practices
e Knowledge retention of VOs/SHGs on services of various National Programs (ICDS,
PDS, PM-POSHAN and Ayushman Bharat- PM JAY)
e Monitoring and execution of the action plan by VO/SHG members
- Monthly VO/SHG meetings conducted and monitored in selected cluster
- Total number of pregnant women, lactating mothers, adolescent girls and
newly married women counselled during FNHW meeting
- Major issues faced in the villages

e Enabling environment and barriers
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Section I: Baseline Assessment
Village Organization (VO)/Self Help Group (SHG) members enrolled for the study

Under Vadodara District, there are two blocks that are selected by GLPC i.e., Vadodara Rural
and Waghodia. Out of two blocks, Waghodia block was selected purposively, which consisted
of 7 Cluster Level Federations, 87 Village Organizations and 936 active Self Help Groups
out of which 1 Cluster Level Federation was randomly selected. Selected cluster had 10

VOs. In all 120 members were enrolled for the study as mentioned in Table 4.1.

Table 4.1: Number of Village Organization (VO)/Self Help Group (SHG) members
enrolled for the study

Sr. No. Particulars VO/SHG members enrolled
1 Village 1 17
2 |Village 2 10
3 |Village 3 12
4 |Village 4 11
5  |Village 5 12
6  |Village 6 10
7  |Village 7 11
8  [Village 8 15
9 |Village 9 10
10  |Village 10 12

Total 120

Profile of the enrolled VO/SHG members

In all 120 VO/SHG members were enrolled for the study. General information like age of
VO/SHGs, religion, caste, economic category, marital status, qualification, occupation, type of
house, drinking water source and type of diet was elicited from 120 VO/SHG members enrolled

for the study. Profile of VO/SHG members is presented in Table 4.2.

It was found that 35% of VO/SHG members fall under the age group of 30-40 years, 29% of
them fall under the age group of 40-50 years and 19% of them fall under the age group of <30
years. All the subjects were Hindu (100%). Eighty-nine per cent of the enrolled VO/SHG
members were from reserved category like SC/ST/OBC. Out of which 40% belong to OBC.
Thirty-six per cent enrolled members belonged to BPL category and 94% of them were
married. It was interesting to find out that 41% of the VO/SHG members were self-employed,

40% of them were skilled worker. They were engaged in sewing, cattle rearing,
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pickle/ketchup/tutifruti making, papad making, etc. and 13% were engaged in agriculture.
Seventy-eight per cent of the VO/SHG members had studied up to Primary/Secondary level

whereas concerning 13% of them were illiterate.

It was also found out that 69% of the members had pucca house which tells that majority of
them have good living condition. All the members have tap water inside the house (100%).
Ninety-four per cent of them had household toilet whereas 6% still use open defecation. As we
can see from the Fig. 4.1 that majority of them ie. 60% of the members are vegetarians whereas

35% of them are non-vegetarians.
Knowledge about Food, Nutrition, Health and WASH concept under DAY-NRLM

In Waghodia block of Vadodara district, those self-help groups are active but their activities
are limited to micro-finance, loan recovery and livelihood generation. DAY-NRLM has
introduced FNHW concept in 2018. An attempt was made to find out whether current VO/SHG

members are aware about the same or not.

It was found that members were not aware about the concept and how it is linked with

livelihood.

Nutritional status assessment of VOs/SHG members

Prevalence of malnutrition was assessed using WHO Asia Pacific Classification using BMI
for age is presented in Table 4.3. It was very surprising to know that 45% of the members were
overweight/obese and 24% of the members were underweight due to chronic energy deficiency.
This indicates a significant nutritional imbalance within the group, with only 31% maintaining
a normal weight. Such disparities suggest that members may be experiencing vastly different
dietary and lifestyle patterns, potentially influenced by socioeconomic status, food availability,
or cultural habits. The high percentage of overweight and obese individuals could be attributed
to excessive calorie intake, sedentary lifestyles, or a shift toward processed and high-fat foods.
Meanwhile, the prevalence of underweight individuals indicates inadequate nutrition, possibly
due to food insecurity, poor dietary diversity, or underlying health conditions. This dual burden
of malnutrition—where both undernutrition and overnutrition coexist—raises concerns about

overall health and well-being.
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Table 4.2: Profile of enrolled VO/SHG members

Sr. No. Particulars n %
1 Age (y)
<30 23 19
30-40 42 35
40-50 35 29
>50 20 17
Total 120 100
2 Religion
Hindu 120 100
Total 120 100
3 Caste
SC 32 27
ST 27 22
OBC 48 40
General 13 11
Total 120 100
4 Economic category
APL 77 64
BPL 43 36
Total 120 100
5 Marital Status
Married 113 94
Unmarried 3 3
Widow 4 3
Total 120 100
6 Qualification
Graduate 4 3
Higher secondary 7 6
Secondary 36 30
Primary 58 48
Illiterate 15 13
Total 120 100
7 Occupation
Business 2 2
Service 5 4
Skilled worker 48 40
Self- employed 49 41
Agriculture 16 13
Total 120 100
8 Type of house
Katcha 2 2
Semi-pucca 35 29
Pucca 83 69
Total 120 100
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Table 4.3: Nutritional status* of VO/SHG members

Sr. No. Particulars n %
1 BMI (kg/m?)
Chronic Energy Deficient (<18.5) 29 24
Normal (18.5-22.9) 37 31
Overweight (23-24.9) 20 17
Obese (=25) 34 28
Total 120 100

*As per Asia Pacific Classification

Fig. 4.1: Type of diet of VO/SHG members

Type of diet

Eggetarian
5%

Non-Vegetarian
35%

Vegetarian
60%

= Vegetarian = Non-Vegetarian = Eggetarian

Conducting VO/SHG meetings on regular basis by VO/SHG members

Information on SHG meetings and topics discussed in the meeting were also asked (Table 4.4).
It was reported that all the members conducted VO/SHG meetings regularly ie. every month
(100%) out of which 97% of the VO/SHG members conducted meeting once a month. The
topics discussed in these meetings focus on mostly micro-finance, loan recovery and livelihood
generation (99%). The focus on health and nutrition aspects in the meetings was negligible.
Hence, this shows the strong need for implementation of these aspects in the meetings because
health and nutrition will have improved family health, reduction in malnutrition, better

maternal and child health and will also prevent disease.
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It was found that nearly 33% of the VO/SHG members got trainings before joining SHG groups
which facilitates good economic growth for them. They got training of sewing (36%), cattle
rearing (28%), pickle/ketchup/tutifruti/footmat/soap/toran making (20%), packaging/agarbatti
packing (18%), WASH/farming/beauty parlour (15%), and vermi compost (3%). These skills
suggest a diverse economic base among VO/SHG members, supporting income generation

through traditional and modern livelihood activities.

Table 4.4: Information on conducting VO/SHG meetings by VO/SHG members

Sr. No. Particulars n %
1 Regularly conducts VO/SHG meetings
Yes 120 100
Total 120 100
2 If yes, how frequently it is done?
Once a month 116 97
2 times a month 4 3
Total 120 100
3 Topics discussed in VO/SHG meeting
Micro-finance 119 99
Loan recovery 119 99
Health/Nutrition 1 1
Livelihood generation 117 98
Agriculture 1 1
National/govt. schemes 1 1
4 Got any training for SHG concepts?
Yes 39 325
No 81 67.5
Total 120 100
5 If yes, which training?
Sewing 14 36
Cattle rearing 11 28
Vermi compost 1 3
Pickle/ketchup/tutifruti making 4 10
Farming 2 5
WASH 2 5
Beauty parlour 2 5
Footmat/soap/toran making 4 10
Packaging/Aggarbatti packing 7 18
NA 81 67.5
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Health aspects of VO/SHG members

Data on health aspects of VO/SHG members was also elicited. It is presented in Table 4.5. The
study revealed that 53% of VO/SHG members had health insurance, indicating that more than
half of them have some level of financial protection against medical expenses. Also, 78% of
the members owned an Ayushman Card, granting them access to free healthcare services under
the Ayushman Bharat — Pradhan Mantri Jan Arogya Yojana (PM-JAY). While this is a positive
sign of increasing health security, the fact that 22% of members still lack an Ayushman Card
and 47% remain without health insurance highlights the need for greater awareness and

accessibility of these schemes.

Seven per cent of the members reported tobacco consumption, which is a cause for concern
due to its harmful health effects and financial burden. To address this, SHG meetings could
incorporate awareness programs on health insurance benefits and tobacco cessation, ensuring

that members are both financially and physically secure.

PDS services and ration availed by VO/SHG members

Table 4.6 provides services of PDS and ration availed by VO/SHG members. It was reported
that 81% of the members availed PDS ration from village ration shops. The food items taken
from PDS were fortified rice and wheat (81%), followed by dal and salt (67%), and oil and
sugar (57%). It was also found out that seasonally jowar, bajri and chana were provided to the

members in alteration to fortified wheat and dal.

Expenses of family income of VO/SHG members and their perception of utilisation of
government services and nutritional status with livelihood

Information was collected on how family income is spent which is presented in Table 4.7. It
was found out that majority of the income of VO/SHG members was spent on food (90%),
followed by repaying loan (78%), children’s education (74%), agriculture (48%) and illness
(13%). When asked about whom to care to make family happy, it was found out that majority
of them ie. around 96% of the members reported pregnant mothers, young children, lactating
mothers, adolescent girls and school children while remaining 4% reported elders, women,
husband and all the family members at home. All the members opined that utilizing government
services will have good nutritional status and good nutritional status will further have good
livelihood. They agreed that utilizing government services plays a crucial role in improving

their nutrition, which in turn enhances their overall well-being and work productivity.
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Table 4.5: Health related aspects of VO/SHG members

Sr. No. Particulars n %
1 Health Insurance
Yes 64 53
No 56 47
Total 120 100
2 If yes, how many members have it?
1 39 60
2 18 28
>2 8 12
NA 56 47
3 Addiction
Tobacco 8 7
4 Ayushman Card
Yes 93 77.5
No 27 22.5
Total 120 100
Table 4.6: Services of PDS and ration availed by VO/SHG members
Sr. No. Particulars n %
1 Availing PDS ration
Yes 97 81
No 23 19
Total 120 100
2 Food items available in PDS
Fortified rice 97 81
Fortified wheat 97 81
Dal 80 67
Oil 68 57
Sugar 56 47
Iodized salt 77 64
Jowar 43 36
Bajri 22 18
Chana 20 17
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Table 4.7: Expenses of family income and perception of government services and
nutritional status with livelihood of VO/SHG members

Sr. No. Particulars n %
1 Expenditure of majority of family income
Illness 16 13
Children’s education 89 74
Agriculture 57 48
Marriage/any other events 2 2
To repay loan 94 78
Food 108 90
2 Care to take to make family happy
Pregnant mothers 115 96
Young children 115 96
Lactating mothers 114 95
Adolescent girls 117 98
School children 117 98
Elders/mother-in-law/father-in-law 2 2
Women/Husband 2 2
All family members 6 5

Knowledge of selected FNHW components
Knowledge of VO/SHG members on IYCN practices

Table 4.8 provides knowledge of members about ['YCN practices related to early initiation of
breastfeeding, exclusive breastfeeding, correct age of complementary feeding was found to be
satisfactory as more than 80 % gave correct answers for the same. However, knowledge on
avoidance of pre-lacteals and continued breastfeeding up to 2 years was reported by less than

50% of the members.

Knowledge on causes and preventive measures on Anemia

Since anemia is a major public health problem in women, data on awareness about anemia, its
causes and preventive measures was elicited and is presented in Table 4.9. It was found that

95% of the members had heard about the term anemia at baseline.

It was interesting to find out that 81% of the members suggested the causes of anemia as

inadequate consumption of iron rich foods in the diet at baseline.

It was also found that 88% of the members considered consumption of iron rich foods with
enhancers and dietary diversity as preventive measure followed by consumption of iron folic

acid tablets (77%) at baseline.
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Table 4.8: Knowledge of VO/SHG members on IYCN practices

Sr. Particulars n %
No.
1 Early initiation of breastfeeding
Within 1 hr 100 | 83
After 1 hr 12 | 10
Don’t know 8 7
Total 120 | 100
2 Knowledge about colostrum
Yes 106 | 88
No 14 | 12
Total 120 | 100
3 If yes, what is its importance?
Fights against antibodies/foreign bodies entering inside the body and | 62 | 58
makes the system immune
Don’t know 44 | 42
NA 14 | 12
4 Should pre-lacteals be given to the child?
Yes 47 | 39
No 73 | 61
Total 120 | 100
5 Seen anyone giving pre-lacteals to the child?
Yes 65 | 54
No 55 | 46
Total 120 | 100
6 Exclusive breastfeeding
6 months 108 | 90
9 months 4 3
Don’t know 8 7
Total 120 | 100
7 Initiation of Complementary Feeding
3 months 1 1
6 months 1 1
After completion of 6 months 108 | 90
Don’t know 10 8
Total 120 | 100
8 Along with complementary feeding, continued breastfeeding
6 months 3 2
1 year 67 | 56
2 years 42 | 35
Don’t know 8 7
Total 120 | 100
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Table 4.9: Knowledge of VO/SHG members on causes and preventive measures on
Anemia

Sr. No. Particulars n %
1 Heard about the term anemia
Yes 114 | 95
No 6 5
Total 120 | 100
2 If yes, then what is anemia?
Low hemoglobin levels in the blood 112 ] 98
Paleness of eyes, nails, tongue 21 | 18
Weakness 7 6
Low food consumption 1 1
NA 6 5
3 Causes of anemia
Inadequate consumption of Iron Rich Foods in the Diet 97 | 81
Consumption of Iron Rich Foods with inhibitors like Tea and 1 1
Coffee
Excessive blood loss as in menstruation, delivery,hemorrhage 8 7
Blood loss during accidents 3 3
Frequent Episodes of Malaria 3 3
Don’t know 23 19
4 Signs and symptoms of anemia
Fatigue 85 | 71
Weakness 115] 96
Pallor of skin, tongue and nails 2 2
Shortness of breath 25 | 21
Dizziness 97 | 81
Brittle and spoon-shaped nails 2 2
Headaches 86 | 72
Fast irregular heartbeat 2 2
Cold hands and feet 55 | 46
Tingling sensations in legs 9 | 80
Loss of appetite 2 2
Fever 2 2
Don’t know 5 4
5 Preventive measures for Anemia
Consumption of Iron Rich Food with enhancers and dietary 115 88
diversity
Consume Iron Folic Acid Tablets 92 | 77

Prevention of Malaria

Cleanliness of house inside and outside

Consume Albendazole tablets twice a year

Eat Purna Shakti packets

N == N
= =W N

Don’t know
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Knowledge of VO/SHG members on iron rich sources and IFA consumption

Data on iron rich sources and consumption of IFA tablets was also asked and is presented in
Table 4.10. It was found that members had fairly good knowledge of iron-rich sources of food
and to consume with enhancers or inhibitors. Regarding supply of IFA tablet, it was reported
that pregnant mothers were provided IFA tablet (82%), followed by adolescent girls (78%) and
lactating mothers (52%). It was apparent that lactating mothers (52%) and women in
reproductive age group (29%) were not in priority list of AAA functionaries for providing IFA

tablets.

Majority of the members reported that IFA tablets are provided by ASHA/AWW. Members
had fairly good knowledge that IFA to be consumed after having food.

WASH practices of VO/SHG members

It was reported that all the members wash their hands after using toilet and before cooking.
Forty-seven per cent of the members washed their hands after handling the child during
baseline. Also, 30% of the members washed their hands after handling cattle at baseline. It was
interesting to note that all the members (100%) wash their hands with either soap/ash/handwash

during baseline. WASH related practices of VO/SHG members are presented in Table 4.11.
Dietary practices of VO representatives

Knowledge of VO/SHG members on food groups, balanced diet and nutrients

Knowledge on food groups and balanced diet of VO/SHG members is presented in Table 4.12.
It was found that knowledge regarding staple foods ie. grains, pulses and dairy products was
reported by all the members. Awareness about other protective food groups was also found to
be satisfactory at baseline. All the members could explain correct understanding of balanced
diet ie. a diet that includes Cereals, Pulses, Dairy products, Fruits and Vegetables,
egg/fish/meat,oil/ghee. Knowledge about basic nutrients was found to be minimal as 88% of

the members had never heard about name of the nutrients.

Knowledge on Undernutrition

Members were also asked about familiarity with term undernutrition, its causes and
preventive measures. Data is presented in Table 4.13. It was found that 83% of the members
were familiar with the term undernutrition (Kuposhan). More than 90% could explain what is
undernutrition (Low weight for age) and causes correctly. 87% of the members opined that

consuming balanced diet could prevent undernutrition.

77



Table 4.10: Knowledge of VO/SHG members on iron rich sources and IFA consumption

Sr. No. Particulars n %
1 Perception of iron-rich sources of food
Green leafy vegetables 112 | 93
Whole cereals and Pulses 104 | 87
Dates 83 69
Beet 110 | 92
Jaggery 30 | 25
Fruit 14 | 12
Milk/Milk products 4 3
Ghee 1 1
Don’t know 8 7
2 Foods to be consumed with iron rich foods
Vitamin C-rich foods- Amla/ lemon/ orange/ guava 114 | 95
Don’t know 6 5
Total 120 | 100
3 Foods not to be consumed with iron rich foods
Tea or coffee 118 | 98
Don’t know 2 2
Total 120 | 100
4 Supply of IFA syrup/tablet in village by ASHA/AWW
Pregnant mothers 98 | 82
Lactating mothers 62 | 52
Adolescent girls 93 | 78
Children <6 years 77 | 64
Women of reproductive age (WRA) 35 | 29
Don’t know 18 15
5 IFA tablets to the beneficiaries are provided by
ASHA 112 | 93
ANM 7 6
AWW 78 | 65
6 Consumption method of IFA tablet
Consuming IFA after having Food 92 | 77
Including Citrus fruits like lemon in food 2 2
Empty stomach 1 1
Don’t know 27 | 23

Table 4.11: WASH practices of VO/SHG members

Sr. No. Particulars n Y%
1 Hand washing
After using toilet 120 100
Before cooking 120 100
After handling the child 56 47
After handling cattle 36 30
2 Hand cleansing
With soap/ash/handwash 120 100
Total 120 | 100
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Table 4.12: Knowledge of VO/SHG members on food groups, balanced diet and

nutrients
Sr. No. Particulars n %

1 Aware of different food groups
Yes 39 | 325
No 81 | 67.5
Total 120 | 100

2 If yes, mention the food groups
Grains, white roots and tubers, and plantains 39 100
Pulses (beans, peas and lentils) 39 100
Nuts and Seeds 8 21
Dairy 39 100
Meat, Poultry and Fish 10 26
Eggs 14 58
Dark GLVs 37 95
Other vitamin A-rich fruits and vegetables 20 51
Other Vegetables 34 87
Other Fruits 27 69
NA 81l | 67.5

3 Perception of a balanced diet or a healthy diet
A diet that includes Cereals, Pulses, Dairy products, Fruits and 120 | 100
Vegetables, egg/fish/meat,oil/ghee
Total 120 | 100

4 Food groups inclusion to have balanced diet
Grains, white roots and tubers, and plantains 120 | 100
Pulses (beans, peas and lentils) 120 | 100
Nuts and Seeds 12 10
Dairy 117 98
Meat, Poultry and Fish 2 2
Eggs 6 5
Dark GLVs 106 | 88
Other vitamin A-rich fruits and vegetables 59 49
Other Vegetables 114 | 95
Other Fruits 95 79

5 Nutrients required in daily diet
Carbohydrates 5 4
Protein 13 11
Fats 7 6
Vitamins and Minerals 10 8
Don’t know 106 88
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Table 4.13: Knowledge of VO/SHG members on Undernutrition

Sr. No. Particulars n %
1 If, nutrients are not consumed in required quantity what
happens
Undernutrition 109 | 91
Different nutrient deficiencies (Vitamins and mineral deficiencies) 81 68
Non-communicable diseases like diabetes,CVD, cancer,etc. 95 79
Weakness 3 3
Don’t know 8 7
2 Knowledge of undernutrition
Yes 100 | 83
No 20 | 17
Total 120 | 100
3 If yes, what is undernutrition?
Low weight for age 97 | 97
Can’t work properly, Weakness 17 | 17
Being unhealthy 4 4
Frequent illnesses 1 1
Don’t know 20 | 20
NA 20 | 17
4 Preventive measures for undernutrition
To consume a balanced diet regularly 104 | 87
To keep home and village clean 1 1
Don’t know 9 8
NA 6 5

Knowledge and Practice about Unhealthy Diet

Members were asked about their perception regarding unhealthy food and practices regarding
its consumption. Information is presented in Table 4.14. Almost all the members could explain
the unhealthy foods as high in added sugar, fat and salt. Regarding their practice nearly half of
the members reported that once a week they eat outside home. 87% members preferred buying

junk foods like packed snacks, fried snacks, sweets and carbonated beverages.

Knowledge about Dietary Diversity

Dietary diversity is very important to achieve daily nutrition for women. Information was asked
about whether they are familiar with the term dietary diversity. Information is presented in
Table 4.15. It was found that all the members were aware that dietary diversity meaning

inclusion of variety of diet and food groups.
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Table 4.14: Knowledge and Practice of VO/SHG members about Unhealthy Diet

Sr. No. Particulars n | %
1 Perception of Unhealthy foods
Foods that are rich in essential nutrients 4 3
Foods that contain excessive amounts of added sugars, unhealthy 117 | 98
fats, and/or salt
2 Can identify Unhealthy foods
Panipuri 86 | 72
Chinese/Manchurian 63 | 53
Samosa/Kachori/Puff /Bhajiya/Pakoda/Dalvada/Fried foods/Fafda 57 | 48
Packets/Gopal/Kurkure 6 5
Pav bhaji/Vadapav/Dabeli 52 | 43
Biscuit/Khari/Chavanu 4 3
Maggi/Noodles 6 5
Pizza/Sandwich/Burger/Frankie/Momos 16 | 13
Sev usal 6 5
Cheese 1 1
Ice cream 1 1
3 Frequency of eating outside home
Daily 2 1
3-4 times a week 7 6
2-3 times a week 13 | 11
Once a week 49 | 41
Never 49 | 41
Total 120 | 100
4 Preference of buying junk foods
Yes 104 | 87
No 16 | 13
Total 120 | 100
5 Preference of junk foods
Packed snacks (Potato/ banana wafers, Kurkure,Gopal) 89 | 74
Fried snacks (samosa, bhajiya, kachori,panipuri) 87 | 73
Carbonated drinks ThumsUp,7 Up, Pepsi,Coca-Cola, Limca) 61 | 51
Sweets (burfi, laddoo, pastries/ cakes,chocolates, ice cream, 91 | 76
biscuits)
NA 16 | 13
Table 4.15: Knowledge of VO/SHG members about Dietary Diversity
Sr. No. Particulars n %
1 Knowledge of diet diversity
Consuming a wide variety of foods and food groups 120 | 100
Total 120 | 100
2 Achieving daily diet diversity
Trying new foods and recipes 120 | 100
Total 120 | 100
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Meal frequency

All the members reported that they have main meals like lunch and dinner every day and 86%

reported about daily consumption of breakfast. Information is presented in Table 4.16.
Dietary diversity

Food groups consumed and Minimum Dietary Diversity for Women (MDD-W) of
VO/SHG members from 24 hr dietary recall

To find out the variety of diet consumed by VO/SHG members, one day 24 hr dietary recall
was used to collect data on food consumption. Based on the food groups consumed on previous
day, Minimum Dietary Diversity for Women (MDD-W) was calculated using FANTA USAID
(2016) guideline. Data is presented in Table 4.17 and 4.18.

It was observed from the data that all the members ate staple food ie. wheat. Ninety-five per
cent of the members reported for pulse consumption. Protective rich foods like Vitamin A rich
fruits and vegetables and dairy products were consumed by 88% of the members. Almost all
members reported to consume ground nut and sesame seeds for the nuts and seeds food group.

However, protective foods like dark green leafy vegetables were reported only by 38%.

Minimum Dietary Diversity for Women (MDD-W) was found to be adequate for 92% of the

members as they reported consumption of 5 or more food groups on the day of data collection.

Table 4.16: Meal frequency of VO/SHG members

Sr. No. Particulars n %
1 Meal frequency
Breakfast 110 92
Lunch 120 100
Supper 53 44
Dinner 120 100
2 Consumption of breakfast everyday
Yes 103 86
No 17 14
Total 120 100
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Table 4.17: Number of food group consumed by VO/SHG members

Sr. No. Particulars n %
1 Food groups

Grains, white roots and tubers, and plantains 120 100
Pulses (beans, peas and lentils) 114 95
Nuts and Seeds 119 99
Dairy 105 88
Meat, Poultry and Fish 1 1
Eggs 1 1
Dark GLVs 46 38
Other vitamin A-rich fruits and vegetables 104 87
Other Vegetables 68 57
Other Fruits 3 3

Table 4.18: Minimum Dietary Diversity for Women (MDD-W) of VO/SHG members
from 24 hr dietary recall

Sr. No. Particulars n %
1 Food groups consumed
>5 111 92.5
<5 9 7.5
Total 120 100

Knowledge of VOs/SHGs on services of various National Programs (ICDS, PDS, PM-
POSHAN and Ayushman Bharat- PM JAY)

Knowledge on services of ICDS

Introducing FNHW concept under DAY-NRLM for self-help groups will facilitate them for
better awareness regarding services of various government programs for themselves and to
become link between community and SHG. It was thought worthwhile to elicit the level of

awareness for various programs in the VO/SHG members.

ICDS is National flagship program for improving maternal and child health. Data on awareness
regarding different services for different target groups is presented in Table 4.19. It was
observed that supply of iron-folic acid tablets (IFA) pregnant and adolescent girls was known
to around 85% of the members. Around 60% of the members knew that IFA to be supplemented
to children below 6 years. Lactating mothers and Women of reproductive age group (WRA)

are also target groups for IFA was known to less than 50% of the members.

Similar observations were found for Take Home Ration (THR) supplementation for different

target groups.
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Regarding awareness about immunization program, awareness was found for pregnant women
and children below 6 years. Only 52% of the members knew that Vitamin A syrup to be given
to children below 6 years. Awareness regarding counselling services and deworming tablets

was reported by only very few members (Around 25%).

Knowledge about Community Based Events (CBEs)

Under ICDS program, various CBEs like Mamta Divas, Suposhan Samvad, Baltula Divas,
Annaprashan Divas/Anna vitaran divas (THR distribution) and Purna Divas are celebrated on
designated days. Knowledge regarding these CBEs will help members for better utilization of

services of ICDS program.

Information was collected about awareness level of members regarding CBEs and is depicted
in Table 4.20. It was found that 70% of the members were familiar with Mamta Divas

activities. Most of the members were not aware about other CBEs.

Table 4.19: Knowledge of VO/SHG members on services of ICDS

Beneficiaries Services
IFA | Dewo | MHM | Vit A | Immuni- | Health THR | Counseling
rming zation check- sessions
up
(weight,
height)
n n n n n n n n
(%) | (%) | (%) | (%) (%) (%) (“e) (“o)
Pregnant 106 6 NA NA 105 102 89 31
mothers (88%) | (5%) (88%) (85%) (74%) (26%)
Lactating 55 0 NA NA 6 23 22 27
mothers (46%) (5%) (19%) (18%) (23%)
Adolescent 103 31 117 NA 51 94 88 27
girls (86%) | (26%) | (98%) (43%) (78%) (73%) (23%)
Children <6 76 55 NA 52 112 107 92 22
yrs (63%) | (46%) (62%) | (93%) (89%) (77%) (18%)
Women of 42 0 NA NA 2 23 5 21
reproductive | (35%) (2%) (19%) (4%) (18%)
age (WRA)

() indicates percentages
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Table 4.20: Knowledge of VO/SHG members about Community Based Events (CBEs)

Sr. No. Particulars n %

1 Awareness of Mamta Divas

Yes 85 71

No 35 29

Total 120 100
2 If yes, when it is celebrated?

Every Wednesday 57 67

NA 35 29

Don’t know 28 33
3 Awareness of Suposhan Samvad

Yes 4 3

No 116 97

Total 120 100
4 If yes, when it is celebrated?

1% Tuesday 1 25

NA 116 97

Don’t know ) 75
5 Awareness of Baltula Divas

Yes 33 27.5

No 87 72.5

Total 120 100
6 If yes, when it is celebrated?

2™ Tuesday 4 12

NA 87 72.5

Don’t know 29 88
7 Awareness of Annaprashan Divas

Yes 11 9

No 109 91

Total 120 100
8 If yes, when it is celebrated?

3" Tuesday 1 9

NA 109 91

Don’t know 10 91
9 Awareness of Purna Divas

Yes 8 7

No 112 93

Total 120 100
10 If yes, when it is celebrated?

4™ Tuesday 2 25

NA 112 93

Don’t know "6 75
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Knowledge on services of PM-POSHAN Shakti Nirman (Mid-day Meal-MDM) and
Ayushman Bharat PM-JAY

Information on knowledge of services of PM-POSHAN among members was asked and
presented in Table 4.21. It was found that members have good knowledge about what MDM
is and its eligibility. However, it was found that they hardly knew about the importance (around
25%). Regarding, knowledge on Ayushman Bharat PM-JAY it was depicted that members
have good knowledge about the scheme and what it is. It was also found that nearly only 50%
of the members have ever visited Health and Wellness centers (HWC). Data on it is elicited in
Table 4.22.

Table 4.21: Knowledge of VO/SHG members on services of MDM

Sr. No. Particulars n Y%
1 Knowledge about MDM
Yes 113 94
No 7 6
Total 120 100
2 Eligibility of MDM
Children studying in Primary and Upper Primary classes 112 93
NA 7 6
Don’t know 1 1
Total 120 100
3 Importance of MDM
To satisfy hunger of school children 29 24
To bridge the gap of protein and calorie 35 29
For Health 16 13
NA 7 6
Don’t know 33 28

Table 4.22: Knowledge of VO/SHG members on services of Ayushman Bharat- PM
JAY

Sr. No. Particulars n %
1 Knowledge about Ayushman Bharat- PM JAY
Yes 115 96
No 5 4
Total 120 | 100
2 If yes, what is it?
It provides a cover of Rs. 5 lakhs per family per year for 114 99

secondary and tertiary care hospitalization across public and
private empanelled hospitals in India

NA
Don’t know 1 1

3 Ever visited HWC in the village?
Yes 57 | 47.5
No 63 | 52.5
Total 120 | 100
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Highlights of Section I

Profile of VO/SHG members

>

35% of VO/SHG members fall under the age group of 30-40 years, 29% of them fall
under the age group of 40-50 years and 19% of them fall under the age group of <30
years

89% of the enrolled VO/SHG members were from reserved category

36% enrolled members belonged to BPL category

45% of the members were overweight/obese and 24% of the members were
underweight due to chronic energy deficiency. The dual burden of malnutrition—where
both undernutrition and overnutrition coexist

78% of the members owned an Ayushman Card, granting them access to free healthcare
services under the Ayushman Bharat — Pradhan Mantri Jan Arogya Yojana (PM-JAY)
81% of the members availed PDS ration from village ration shops

As reported by members, majority of the income was spent on food, followed by
repaying loan, children’s education, agriculture and illness

VO/SHG members needs to be made aware about linkage between FNHW concept and

livelihood

Existing pattern of VO/SHG meeting

>

All the members conducted VO/SHG meetings every month (100%) out of which 97%
of the VO/SHG members conducted meeting once a month

The topics discussed in the meetings mainly focused on micro-finance, loan recovery
and livelihood generation (99%). The focus on health and nutrition aspects in the

meetings was very less (1%)

Knowledge and Dietary practices of VO/SHG members

» 83% of the members knew about early initiation of breastfeeding within 1 hr, 88% of

>

them had knowledge about colostrum, and 50% of the members had knowledge on
importance of colostrum

61% of the members knew that pre-lacteals should not be given to the child, and 54%
of them had seen people giving pre-lacteals to the newborn such as honey, patasha

water, jaggery water, etc
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90% of the members had knowledge about exclusive breastfeeding till 6 months and
initiation of complementary feeding after competition of 6 months

35% of the members had knowledge regarding continued breastfeeding till 2 years
along with complementary feeding

95% of the members had heard about the term anemia

7% of members reported tobacco consumption, which is a cause for concern due to its
harmful health effects

On an average, 95% of the members consumed >5 food groups from 24 hr dietary recall.
This shows members were consuming wide varieties of food groups in a day which

indicates good dietary diversity
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Section II: Development of IEC materials and handouts on FNHW concepts and

Sensitization of VO/SHG members

Development of IEC materials and handouts on FNHW concepts for VO members

Based on the knowledge and practices on FNHW components of VO members , topics were
identified for orientation to them. A training module was developed and distributed to all the
members shown in Fig. 4.2. Handouts were developed and distributed to VO members for
further sensitizing of SHG members which is presented in Fig 4.3. The topics covered in the

module and handouts are as follows:

» Linking Health, Nutrition, Hygiene and Sanitation, Education with Livelihood

» Balanced Diet and Dietary Diversification

» First 1000 Days Approach and ANC care

» Child Feeding Practices

» Anemia in vulnerable groups and its preventive measures

» Nutrition for Adolescent girls

» WASH Practices

» Services of national programs under ICDS, PDS, PM-POSHAN, Ayushman Bharat-
PM JAY

89



Fig. 4.2: Training Module for VO/SHG members
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Fig. 4.3: Handout for VO/SHG members
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Sensitization of VO members on topics of FNHW

All VO representatives that were selected were provided one-day training session on various
topics under FNHW concepts using various IEC materials and handouts and action plan was
made to encourage SHG groups for FNHW components. Agenda of the training is presented

below.
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Training Agenda for VO/SHG members

Date: 12 December 2024

Venue: Swaminarayan Mandir, Nimeta

Activities

Time

Resource Person

Refreshment and Registration of VO/SHG

members

10:00-10:30pm

Welcome address

Prayer

Objective of Training

Pre-test

Need for integration of FNHW in DAY-
NRLM

10:30-11:00pm

Dr. Hemangini Gandhi

VO/SHG members

Dr. Hemangini Gandhi

Mrs. Daxa Parekh
(TLM, Waghodia)

Tea break 11:00-11:15pm
Introduction of the team and ice breaking | 11:15-11:45pm | All participants
game
Distribution of handouts 11:45-2:00pm | Aastha Baloni, Tanvi
Kotadia
Sensitization on Integration of FNHW concept Dr. Hemangini Gandhi
(Linking Health, Nutrition, Hygiene and
Sanitation, Education with Livelihood)
Balanced Diet and Dietary Diversification Dr. Hemangini Gandhi
First 1000 Days Approach and ANC care Aastha Baloni
Child Feeding Practices Aastha Baloni
Lunch break 2:00- 2:30 pm
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Anemia in vulnerable groups and its|2:30-3:30 pm | Tanvi Kotadia

preventive measures

Nutrition for Adolescent girls Mrs. Durga Vasava
(CLF, Nimeta Cluster)

WASH Practices Mr. Sachin Bhaliya
(Cluster Coordinator,
Nimeta)

Services of national programs under ICDS, Dr. Hemangini Gandhi

PDS, PM-POSHAN, Ayushman Bharat- PM

JAY

Preparation of action plan and monitoring | 3:30- 4: 00 pm | Dr. Hemangini Gandhi,

checklist to integrate FNHW in SHG groups Aastha Baloni

Post-test 4:00- 4:30 pm

Tea and Departure 4:30- 5:00 pm

After imparting sensitization sessions, to evaluate the impact of the training and action plan
strategy post data was collected on their knowledge related to selected FNHW components,
dietary diversity and services of various national programs under ICDS, PDS, PM-POSHAN
and Ayushman Bharat- PM JAY of VO representatives after 3 months. Execution of the action
plan was done by VOs for 3 months and monitoring checklist was prepared and is presented in

Appendix V. Random monitoring of the execution was done by researcher and Cluster

Coordinator.
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Highlights of Section II

» All VO representatives were provided one-day training session on various topics under
FNHW concepts using various IEC materials and handouts.
» Action plan was developed by VOs to be done in 3 months.
» Gaps related to knowledge and practices of VO/SHG members were:
- VO/SHG members were not aware about the term FNHW and how it is linked
with livelihood.
- Knowledge about IYCN practices, WASH practices and dietary practices were
fairly satisfactory.
- VO/SHG members knew about the term anemia, causes and preventive
measures but they did not know about its signs and symptoms.
- There was very less awareness of different food groups to be consumed in a day
among members

- There is need to strengthen knowledge regarding national services and CBOs
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Section I1I: Impact Evaluation

Knowledge retention was assessed after 3 months intervention period. Knowledge regarding
selected FNHW components, dietary practices and national services that come under ICDS,
PDS, PM-POSHAN, and Ayushman Bharat PM-JAY was assessed from post-questionnaire.
To initiate integration of FNHW concepts in DAY-NRLM and for execution of action plan

which was to be done in 3 months, monitoring was done by researcher and cluster coordinator.

Knowledge retention on selected FNHW components

Details for knowledge retention of all the aspects ie. pre and post knowledge is presented in

Tables 4.23 to 4.37.

Analysis showed significant improvement in some of the aspects under the study which is
presented below. It can be seen from below table that significant improvement was seen in

following knowledge aspects:

e IYCN practices

e Anemia

e WASH Practices

e Food groups, balanced diet and nutrients
e Undernutrition

e Unbhealthy dietary patterns

e Number of food groups consumed

e Services of ICDS

e Community based events (CBEs)

e MDM
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Post Intervention knowledge retention in selected aspects of FNHW is presented below:

Sr. Particulars Pre Post p-value
No. n \ % | n \ %
IYCN practices
1 | Should pre-lacteals be given to the child?
No 73 | 61 | 120 | 100 | 1.38E-05*
2 | Seen anyone giving pre-lacteals to the child?
No 55 146 | 120 | 100 | 2.61E-10*
3 | Along with complementary feeding,
continued breastfeeding till
2 years 42 | 35 1120 | 100 | 2.54E-15*
Anaemia
4 | What is anemia?
Paleness of eyes, nails, tongue 21 | 18| 5 4 | 2.43E-05
5 | Causes of anemia
Inadequate consumption of Iron Rich Foods in 97 | 81 | 120 | 100
the Diet 0.0458*
Excessive blood loss as in menstruation, 8 7 0 0
delivery,hemorrhage 0.000183
Blood loss during accidents 3 3 0 0 | 0.014306
Frequent Episodes of Malaria 3 3 0 0 | 0.014306
6 | Signs and symptoms of anemia
Fatigue 85 | 71 | 120 | 100 | 0.001711*
Pallor of skin, tongue and nails 2 2 0 0 0.0455
Dizziness 97 | 81 | 120 | 100 | 0.0458*
Brittle and spoon-shaped nails 2 2 0 0 0.0455
7 | Preventive measures for Anemia
Consume Iron Folic Acid Tablets 92 | 77 | 120 | 100 | 0.01449*
Cleanliness of house inside and outside 3 3 0 0 | 0.014306
8 | Perception of iron-rich sources of food
Dates 83 | 69 | 120 | 100 | 0.000745*
Jaggery 30 | 25 | 81 | 68 | 2.87E-10*
9 | Supply of IFA syrup/tablet in village by
ASHA/AWW
Pregnant mothers 98 | 82 | 118 | 98 | 0.09169*
Adolescent girls 93 | 78 | 113 | 94 | 0.084469*
Children <6 years 77 | 64 | 117 | 98 | 0.000158*
Women of reproductive age (WRA) 35 129 | 72 | 60 | 3.37E-06*
10 | IFA tablets to the beneficiaries are provided
by
AWW 78 | 65| 1 1 | 7.93E-29
11 | Consumption method of IFA tablet
Consuming IFA after having Food 92 | 77 | 120 | 100 | 0.01449*
Including Citrus fruits like lemon in food 2 | 2 0 0 0.0455
WASH practices
12 | Hand washing
After handling cattle 36 | 30 | 66 | 55 |0.000126*
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Sr. Particulars Pre Post p-value
No. n \ % n \ %
Food groups, balanced diet and nutrients
13 | Aware of different food groups
Yes 39 [325] 39 [32.5] 0.014697
14 | If yes, mention the food groups
Nuts and Seeds 8 21 8 21 | 6.48E-15
Meat, Poultry and Fish 10 | 26 10 26 | 0.003241
Eggs 14 | 58 14 58 | 3.05E-22
Other Fruits 27 | 69 27 69 | 0.002953
15 | Food groups inclusion to have balanced
diet
Nuts and Seeds 12 | 10 120 | 100 | 6.84E-34*
Meat, Poultry and Fish 2 2 0 0 0.0455
Eggs 6 5 0 0 0.001565
Other vitamin A-rich fruits and vegetables 59 | 49 33 28 | 0.000713
Other Fruits 95 | 79 11 9 4.93E-26
16 | Nutrients required in daily diet
Vitamins and Minerals 10 8 21 18 | 0.005546*
Undernutrition
17 | Nutrients not consumed in required
quantity
Different nutrient deficiencies (Vitamins and | 81 | 68 116 | 97 | 0.001409*
mineral deficiencies)
Non-communicable diseases like diabetes, 95 | 79 0 0 3.09E-36
CVD, cancer, etc.
Unhealthy dietary patterns
18 | Frequency of eating outside home
3-4 times a week 7 6 2 1 0.007526
19 | Preference of junk foods
Packed snacks (Potato/ banana wafers, 89 | 74 111 | 93 | 0.037593*
Kurkure,Gopal)
Fried snacks (samosa, bhajiya, kachori, 87 | 73 114 | 95 | 0.016377*
panipuri)
Number of food groups consumed
20 | Food groups
Dark GLVs 46 | 38 81 68 | 3.78E-05*
Other Vegetables 68 | 57 15 13 | 1.03E-13
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Sr. Particulars Pre Post p-value
No. n \ % n \ %
Services of ICDS
21 | IFA
Pregnant mothers 106 | 88 119 | 99 0.0016*
Lactating mothers 55 | 46 76 63 0.0158*
Adolescent girls 103 8 | 115 | 96 | 0.0135*
Children <6 yrs 76 | 63 | 118 | 98 | 4.20E-10*
Women of reproductive age (WRA) 42 | 35 77 64 | 4.11E-05*
Deworming
Adolescent girls 31 | 26 1 1 2.30E-07
Children <6 yrs 55 | 46 21 18 | 2.19E-05
Immunization
Pregnant mothers 105 | 88 119 | 99 0.0016*
Lactating mothers 6 5 0 0 0.0235
Adolescent girls 51 | 43 4 3 1.80E-11
Children <6 yrs 112 93 | 120 | 100 | 0.0071*
Health check-up (weight, height)
Pregnant mothers 102 | 85 120 | 100 | 5.65E-05*
Lactating mothers 23 | 19 0 0 4.61E-06
Adolescent girls 94 | 78 | 120 | 100 | 6.63E-07*
Children <6 yrs 107 | 89 | 120 | 100 | 0.00065*
THR
Pregnant mothers 89 | 74 | 120 | 100 | 4.58E-08*
Lactating mothers 22 | 18 0 0 8.69E-06
Adolescent girls 88 | 73 120 | 100 | 2.31E-08*
Children <6 yrs 92 | 77 | 120 | 100 | 3.43E-07*
Community Based Events (CBEs)
22 | Awareness of Mamta Divas
Yes 85 | 71 115 | 96 |0.006221*
23 | Awareness of Suposhan Samvad
Yes 4 3 9 7.5 | 0.049535%*
24 | When is Suposhan Samvad celebrated?
1% Tuesday 1 25 8 89 | 2.31E-17*
24 | When is Baltula Divas celebrated?
2™ Tuesday 4 12 13 41 | 1.77E-08*
25 | When is Annaprashan Divas celebrated?
3" Tuesday 1 9 8 62 | 5.82E-19*
26 | When is Purna Divas celebrated?
4™ Tuesday 2 | 25 11 69 | 1.38E-10*
MDM
27 | Importance of MDM
To satisfy hunger of school children 29 | 24 | 113 | 94 8E-20*
To bridge the gap of protein and calorie 35 | 29 4 3 8.03E-11
For Health 16 | 13 0 0 3.41E-07

*p<0.0S significant
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Knowledge about Food, Nutrition, Health and WASH concept under DAY-NRLM

An attempt was made before at baseline to find out whether current VO/SHG members are
aware about FNHW concept and how it is linked with livelihood. Post training, around 50% of
the members have heard about FNHW and how it is linked with livelihood correctly and it is

presented in Fig. 4.4.

Fig. 4.4: Knowledge about FNHW concept under DAY-NRLM

Improvement in Knowledge about Food, Nutrition, Health, and WASH

and its link with livelihood

o
0,0
Initial knowledge level
before training
Increased knowledge

after training

Knowledge of VO/SHG members on IYCN practices

Table 4.23 provides knowledge of members about I[YCN practices related to early initiation of
breastfeeding, exclusive breastfeeding, correct age of complementary feeding. Post training, it
was found that all the members gave correct answers for the same and also knowledge on
avoidance of pre-lacteals and continued breastfeeding up to 2 years increased from less than

50 % to 100% (Fig. 4.5,4.6 and 4.7).

Knowledge on causes and preventive measures on Anemia

As told earlier in Section I that anemia is a major public health problem in women, data on
awareness about anemia, its causes and preventive measures is presented in Table 4.24.
Majority of the members knew what anemia is at baseline but knowledge on causes and

preventive measures increased from around 80% to 100% post training (Fig. 4.8 and 4.9).
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Knowledge of VO/SHG members on iron rich sources and IFA consumption

Data on iron rich sources and consumption of IFA tablets was also asked and is presented in
Table 4.25. Post training, all the members had good knowledge of iron-rich sources of food
and to consume with enhancers or inhibitors. Regarding supply of IFA tablet, pregnant mothers
were provided IFA tablet increased from 82% to 100%, followed by adolescent girls 78% to
94%, lactating mothers from 52% to 60% and women of reproductive age (WRA) from 29%
to 60%.

All the members reported that IFA tablets are provided by ASHA/AWW and all the members
had good knowledge that IFA to be consumed after having food (Fig. 4.10 and 4.11).

WASH practices of VO/SHG members

Post training, the practice of washing hands remained almost same and is presented in Table
4.26. It was found that all the members wash their hands after using toilet and before cooking.
Hand washing after handling the child increased from 47% to 53%. Also, hand washing after
handling cattle increased from 30% to 55%. All the members (100%) wash their hands with

either soap/ash/handwash during endline.

Fig. 4.5: Knowledge of VO/SHG members on Early initiation of breastfeeding

Early Initiation of Breastfeeding within 1 hr

100

83

Pre-Intervention Post-Intervention

Before educational After educational
program program
implementation implementation
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Table 4.23: Knowledge of VO/SHG members on IYCN practices

Sr. Particulars Pre Post p-value
No. n | % | n | %

1 | Early initiation of breastfeeding
Within 1 hr 100 | 83 | 120 | 100 | 0.075534
After 1 hr 12 110 | O 0 7.74E-06
Don’t know 8 7 0 0
Total 120 | 100 | 120 | 100

2 | Knowledge about colostrum
Yes 106 | 88 | 120 | 100 | 0.215825
No 14 112 | 0 0 9.63E-07
Total 120 | 100 | 120 | 100

3 | If yes, what is its importance?
Fights against antibodies/foreign bodies entering | 62 | 58 | 68 | 57 | (895082
inside the body and makes the system immune
Don’t know 44 | 42 | 52 | 43
NA 14 112 | 0 0

4 | Should pre-lacteals be given to the child?
Yes 47 139 1 0 0 1.03E-18
No 73 | 61 | 120 | 100 | 1.38E-05*
Total 120 | 100 | 120 | 100

5 | Seen anyone giving pre-lacteals to the child?
Yes 65 |54 1 0 0 2.69E-25
No 55 |1 46 | 120 | 100 | 2.61E-10*
Total 120 | 100 | 120 | 100

6 | Exclusive breastfeeding
6 months 108 | 90 | 120 | 100 | 0.304902
9 months 4 3 0 0 | 0.014306
Don’t know 8 7 0 0
Total 120 | 100 | 120 | 100

7 | Initiation of Complementary Feeding
3 months 1 1 0 0 0.157299
6 months 1 1 0 0 0.157299
After completion of 6 months 108 | 90 | 120 | 100 | 0.304902
Don’t know 10 | 8 0 0
Total 120 | 100 | 120 | 100

8 | Along with complementary feeding, continued
breastfeeding
6 months 3 2 0 0 0.0455
1 year 67 |56 | 0 0 3.57E-26
2 years 42 | 35 [ 120 | 100 | 2.54E-15*
Don’t know 8 7 0 0
Total 120 [ 100 | 120 | 100
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Fig. 4.6: Knowledge on not to give pre-lacteals to the child

Not to give pre-lacteals to the child

Achieved 61%
performance

Achieved 100%
performance

Fig. 4.7: Knowledge on continued breastfeeding along with complementary feeding till 2

years

Along with CF, continued breastfeeding till 2 years

Initial knowledge before
intervention
100% ~ — > Post
Increased knowledge

after intervention
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Table 4.24: Knowledge of VO/SHG members on causes and preventive measures on

Anemia
Sr. Particulars Pre Post p-value
No. n | % | n | %

1 | Heard about the term anemia
Yes 114 | 95 | 120 | 100 | 0.612597
No 6 5 0 0 | 0.001565
Total 120 | 100 | 120 | 100

2 | If yes, then what is anemia?
Low hemoglobin levels in the blood 112 | 98 | 120 | 100 | 0.840693
Paleness of eyes, nails, tongue 21 |18 | 5 4 | 2.43E-05
Weakness 7 6 0 0 | 0.000532
Low food consumption 1 1 0 0 | 0.157299
NA 6 5 0 0

3 | Causes of anemia
Inadequate consumption of Iron Rich Foods in 97 | 81 | 120 | 100
the Diet 0.0458*
Consumption of Iron Rich Foods with inhibitors | 1 1 2 2 | 0414216
like Tea and Coffee
Excessive blood loss as in menstruation, 8 7 0 0 | 0.000183
delivery,hemorrhage
Blood loss during accidents 3 3 0 0 | 0.014306
Frequent Episodes of Malaria 3 3 0 0 | 0.014306
Don’t know 23 1191 0 0

4 | Signs and symptoms of anemia
Fatigue 85 | 71 | 120|100 | 0.001711*
Weakness 115] 96 | 120 | 100 | 0.686168
Pallor of skin, tongue and nails 2 2 0 0 0.0455
Shortness of breath 25 121 1 0 0 | 9.13E-11
Dizziness 97 | 81 | 120 | 100 | 0.0458*
Brittle and spoon-shaped nails 2 2 0 0 0.0455
Headaches 86 | 72 | 112 | 93 | 0.020776
Fast irregular heartbeat 2 2 0 0 0.0455
Cold hands and feet 55 | 46 | 120|100 | 2.61E-10
Tingling sensations in legs 96 | 80 | 119] 99 | 0.044605
Loss of appetite 2 2 0 0 0.0455
Fever 2 2 0 0 0.0455
Don’t know 5 4 0 0

5 | Preventive measures for Anemia
Consumption of Iron Rich Food with 115 | 88 | 120 | 100 | 5215825
enhancers and dietary diversity
Consume Iron Folic Acid Tablets 92 | 77 1120|100 | 0.01449*
Prevention of Malaria 2 2 0 0 0.0455
Cleanliness of house inside and outside 3 3 0 0 | 0.014306
Consume Albendazole tablets twice a year 1 1 0 0 | 0.157299
Eat Purna Shakti packets 1 1 0 0 | 0.157299
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Fig. 4.8: Knowledge on cause of Anemia as Inadequate consumption of Iron rich foods

in the diet

Knowledge of members on cause of anemia as inadequate
consumption of Iron rich foods in the diet
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Fig. 4.9: Knowledge on preventive measures for Anemia
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Table 4.25: Knowledge of VO/SHG members on iron rich sources and IFA consumption

Sr. Particulars Pre Post p-value
No. n | % | n | %

1 | Perception of iron-rich sources of food
Green leafy vegetables 112 ] 93 1120 | 100 | 0.476105
Whole cereals and Pulses 104 | 87 | 120 | 100 | 0.17881
Dates 83 | 69 | 120 | 100 | 0.000745*
Beet 110 | 92 | 120 | 100 | 0.414216
Jaggery 30 | 25 | 81 | 68 | 2.87E-10*
Fruit 14 12 | 0 0 | 9.63E-07
Milk/Milk products 4 3 0 0 | 0.014306
Don’t know 8 7 0 0

2 | Foods to be consumed with iron rich foods
Vitamin C-rich foods- Amla/ lemon/ orange/ guava | 114 | 95 | 120 | 100 | 0.612597
Don’t know 6 5 0 0
Total 120 | 100 | 120 | 100

3 | Foods not to be consumed with iron rich foods
Tea or coffee 118 | 98 | 120 | 100 | 0.840693
Don’t know 2 2 0 0
Total 120 | 100 | 120 | 100

4 | Supply of IFA syrup/tablet in village by
ASHA/AWW
Pregnant mothers 98 | 82 | 118 | 98 | 0.09169*
Lactating mothers 62 | 52 | 72 | 60 | 0.285049
Adolescent girls 93 | 78 | 113 ] 94 | 0.084469*
Children <6 years 77 | 64 | 117 | 98 | 0.000158*
Women of reproductive age (WRA) 35 129 | 72 | 60 | 3.37E-06*
Don’t know 18 | 15| 2 2

5 | IFA tablets to the beneficiaries are provided by
ASHA 112 ] 93 1120 | 100 | 0.476105
ANM 7 6 9 8 | 0.449692
AWW 78 165 | 1 1 | 7.93E-29

6 | Consumption method of IFA tablet
Consuming IFA after having Food 92 | 77 1120|100 | 0.01449*
Including Citrus fruits like lemon in food 2 0 0 0.0455
Empty stomach 1 1 0 0 | 0.157299
Don’t know 27 1231 0 0
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Table 4.26: WASH practices of VO/SHG members

Sr. Particulars Pre Post p-value
No. n | % | n | %
1 | Hand washing
After using toilet 120 | 100 | 120 | 100
Before cooking 120 [ 100 | 120 | 100
After handling the child 56 | 47 | 64 | 53 | 0.396144
After handling cattle 36 | 30 | 66 | 55 |0.000126*
2 | Hand cleansing
With soap/ash/handwash 120 | 100 | 120 | 100
Total 120 [ 100 | 120 | 100
Fig. 4.10: Supply of IFA syrup/tablet in village by ASHA/AWW
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Fig. 4.11: Knowledge on correct method of consumption of IFA tablet
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Change in dietary practices

Knowledge of VO/SHG members on food groups, balanced diet and nutrients

Knowledge on food groups and balanced diet of VO/SHG members is presented in Table 4.27.
Post training the knowledge on food groups and diet remained same. It was found that
knowledge regarding staple foods ie. grains, pulses and dairy products was reported by all the
members. Awareness about other protective food groups was also found to be satisfactory at
endline. All the members could explain correct understanding of balanced diet ie. a diet that
includes Cereals, Pulses, Dairy products, Fruits and Vegetables, egg/fish/meat,oil/ghee. There
was slight change in the knowledge about basic nutrients. Earlier at baseline, 88% of the
members had never heard about name of nutrients but post training 83% to of the members had

never heard about name of the nutrients.
Knowledge on Undernutrition

Members were also asked about familiarity with term undernutrition, its causes and preventive
measures. Data is presented in Table 4.28. Post training, all the members were familiar with
the term undernutrition (Kuposhan)and also could explain what is undernutrition (Low weight
for age) and causes correctly (Fig. 4.12). Consuming balanced diet could prevent

undernutrition increased from 87% to 99% at endline.

Fig. 4.12: Knowledge of VO/SHG members on Undernutrition and its preventive

measures
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Table 4.27: Knowledge of VO/SHG members on food groups, balanced diet and

nutrients
Sr. Particulars Pre Post p-value
No. n % n %

1 | Aware of different food groups
Yes 39 132.5] 39 |32.5| 0.014697
No 81 [ 67.5] 81 | 67.5| 0.145515
Total 120 | 100 | 120 | 100

2 | If yes, mention the food groups
Grains, white roots and tubers, and plantains 39 | 100 | 39 | 100
Pulses (beans, peas and lentils) 39 | 100 | 39 | 100
Nuts and Seeds 8 | 21 8 | 21 | 6.48E-15
Dairy 39 |1 100 | 39 | 100
Meat, Poultry and Fish 10 | 26 | 10 | 26 | 0.003241
Eggs 14 | 58 | 14 | 58 | 3.05E-22
Dark GLVs 37 1 95 | 37 | 95 | 0.612597
Other vitamin A-rich fruits and vegetables 20 | 51 | 20 | 51 | 0.037249
Other Vegetables 34 | 87 | 34 | 87 | 0.17881
Other Fruits 27 | 69 | 27 | 69 | 0.002953
NA 81 [67.5] 81 | 67.5

3 | Perception of a balanced diet or a healthy
diet
A diet that includes Cereals, Pulses, Dairy 120 | 100 | 120 | 100
products, Fruits and Vegetables, egg/fish/meat,
oil/ghee
Total 120 | 100 | 120 | 100

4 | Food groups inclusion to have balanced diet
Grains, white roots and tubers, and plantains 120 | 100 | 120 | 100
Pulses (beans, peas and lentils) 120 | 100 | 120 | 100
Nuts and Seeds 12 | 10 | 120 | 100 | 6.84E-34*
Dairy 117 ] 98 | 120 ] 100 | 0.840693
Meat, Poultry and Fish 2 2 0 0 0.0455
Eggs 6 5 0 0 | 0.001565
Dark GLVs 106 | 88 | 120 ] 100 | 0.215825
Other vitamin A-rich fruits and vegetables 59 1 49 | 33 | 28 | 0.000713
Other Vegetables 114 ] 95 | 120 | 100 | 0.612597
Other Fruits 95 | 79 | 11 9 | 493E-26

5 | Nutrients required in daily diet
Carbohydrates 5 4 7 6 | 0371093
Protein 13 | 11 | 15 | 13 | 0.563703
Fats 7 6 8 7 | 0.694887
Vitamins and Minerals 10 8 21 | 18 |0.005546*
Don’t know 106 | 88 | 99 | 83
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Table 4.28: Knowledge of VO/SHG members on Undernutrition

Sr. Particulars Pre Post p-value
No. n | % | n | %

1 | Nutrients not consumed in required quantity
Undernutrition 109 | 91 | 120 | 100 | 0.357071
Different nutrient deficiencies (Vitamins and 81 | 68 | 116 | 97
mineral deficiencies) 0.001409*
Non-communicable diseases like diabetes, 95 | 79 0 0
CVD, cancer, etc. 3.09E-36
Weakness 3 3 0 0 | 0.014306
Don’t know 8 7 0 0

2 | Knowledge of undernutrition
Yes 100 | 83 | 120 | 100 | 0.075534
No 20 | 17 1 0 0 | 5.51E-09
Total 120 | 100 | 120 | 100

3 | If yes, what is undernutrition?
Low weight for age 97 1 97 | 119] 99 | 0.839893
Can’t work properly, Weakness 17 | 171 0 0 | 5.51E-09
Being unhealthy 4 4 0 0 | 0.004678
Frequent illnesses 1 1 0 0 | 0.157299
Don’t know 20 1 20 | 1 1
NA 20 | 17 1 0 0

4 | Preventive measures for undernutrition
To consume a balanced diet regularly 104 | 87 | 119 | 99 | 0.213374
To keep home and village clean 1 1 0 0 | 0.157299
Don’t know 9 8 1 1
NA 6 5 0 0

Knowledge and Practice about Unhealthy Diet

Members were asked about their perception regarding unhealthy food and practices regarding

its consumption. Information is presented in Table 4.29. Post training, all the members could

explain the unhealthy foods as high in added sugar, fat and salt. Regarding their practice half

of the members reported that once a week they eat outside home (Fig. 4.13). Preference of

buying junk foods like packed snacks, fried snacks, sweets and carbonated beverages increased

from 87% to around 90% at endline (Fig. 4.14).

Knowledge about Dietary Diversity

As told in Section I, dietary diversity is very important to achieve daily nutrition for women.

Information was asked about whether they are familiar with the term dietary diversity.

Information is presented in Table 4.30. The knowledge regarding awareness that dietary

diversity meaning inclusion of variety of diet and food groups was found to be same as

baseline.
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Table 4.29: Knowledge and Practice of VO/SHG members about Unhealthy Dietary

Patterns
Sr. Particulars Pre Post p-value
No. n | % | n | %
1 | Perception of Unhealthy foods
Foods that are rich in essential nutrients 4 3 0 0 | 0.014306
Foods that contain excessive amounts of 117 | 98 | 120 | 100 | ) 840693
added sugars, unhealthy fats, and/or sodium
2 | Can identify Unhealthy foods

Panipuri 86 | 72 | 74 | 62 | 0.221823
Chinese/Manchurian 63 | 53 | 49 | 41 | 0.080053
Samosa/Kachori/Puff 57 148 1 91 | 76 | 000377
/Bhajiya/Pakoda/Dalvada/Fried foods/Fafda
Packets/Gopal/Kurkure 6 5 5 4 | 0.637352
Pav bhaji/Vadapav/Dabeli 52 143 | 71 | 59 | 0.025062
Biscuit/Khari/Chavanu 4 3 0 0 | 0.014306
Maggi/Noodles 6 5 0 0 | 0.001565
Pizza/Sandwich/Burger/Frankie/Momos 16 | 13 | 6 5 | 0.007661
Sev usal 6 5 0 0 | 0.001565
Cheese 1 1 0 0 | 0.157299
Ice cream 1 1 0 0 | 0.157299
Dal pulav 0 0 1 1 | 0.157299

3 Frequency of eating outside home
Daily 2 1 0 0 | 0.157299
3-4 times a week 7 6 2 1 | 0.007526
2-3 times a week 13 | 11 8 7 | 0.182422
Once a week 49 | 41 | 62 | 52 | 0.106719
Never 49 | 41 | 48 | 40 | 0.875139
Total 120 | 100 | 120 | 100

4 Preference of buying junk foods
Yes 104 | 87 | 116 | 97 | 0.297147
No 16 | 13 | 4 3 | 0.000407
Total 120 | 100 | 120 | 100

5 Preference of junk foods
Packed snacks (Potato/ banana wafers, Kurkure, | 89 | 74 | 111 | 93 | 0.037593*
Gopal)
Fried snacks (samosa, bhajiya, kachori,panipuri) | 87 | 73 | 114 | 95 | 0.016377*
Carbonated drinks ThumsUp,7 Up, Pepsi,Coca- | 61 | 51 | 61 | 51
Cola, Limca)
Sweets (burfi, laddoo, pastries/ cakes, 91 | 76 | 97 | 81 | (9572528
chocolates, ice cream, biscuits)
NA 16 | 13 | 4 3
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Table 4.30: Knowledge of VO/SHG members about Dietary Diversity

Sr. Particulars Pre Post
No. n Y% n Y%
1 | Knowledge of diet diversity
Consuming a wide variety of foods and food groups 120 | 100 | 120 | 100
Total 120 | 100 | 120 | 100
2 | Achieving daily diet diversity
Trying new foods and recipes 120 | 100 | 120 | 100
Total 120 | 100 | 120 | 100

Fig. 4.13: Frequency of the members eating outside home
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Fig. 4.14: Preference of buying junk foods
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Meal frequency

All the members reported that they have main meals like lunch and dinner every day. Daily
consumption of breakfast increased from 86% to 97% post training. Information is presented

in Table 4.31 and Fig. 4.15.

Fig. 4.15: Consumption of breakfast everyday

Breakfast Consumption Rates Before and
After Intervention

= \

86%

Pre Post

Dietary diversity

Food groups consumed and Minimum Dietary Diversity for Women (MDD-W) of
VO/SHG members from 24 hr dietary recall

Post training to find out the variety of diet consumed by VO/SHG members, one day 24 hr
dietary recall was used to collect data on food consumption again. Based on the food groups
consumed on previous day, Minimum Dietary Diversity for Women (MDD-W) was calculated

using FANTA USAID (2016) guideline. Data is presented in Table 4.32 and 4.33.

It was observed from the data that all the members ate staple food ie. wheat and pulse.
Protective rich foods like Vitamin A rich fruits and vegetables and dairy products consumption
increased from 88% to 98% post training. All members reported to consume ground nut and
sesame seeds for the nuts and seeds food group. Protective foods like dark green leafy
vegetables consumption increased from 38% to 68% at endline (Fig. 4.16). Minimum Dietary
Diversity for Women (MDD-W) also improved and was increased from 92% to 97% of the
members post training as they reported consumption of 5 or more food groups on the day of

data collection (Fig. 4.17).
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Table 4.31: Meal frequency of VO/SHG members

Sr. Particulars Pre Post p-value
No. n | % | n | %
1 | Meal frequency
Breakfast 110 ] 92 | 118 | 98 | 0.538167
Lunch 120 | 100 | 120 | 100
Supper 53 | 44 | 32 | 27 | 0.004328
Dinner 120 | 100 | 120 | 100
2 | Consumption of breakfast everyday
Yes 103 ] 86 | 116 | 97 | 0.250161
No 17 | 14 | 4 3 | 0.000161
Total 120 | 100 | 120 | 100
Table 4.32: Number of food group consumed by VO/SHG members
Sr. Particulars Pre Post p-value
No. n % n | %
1 | Food groups
Grains, white roots and tubers, and plantains 120 | 100 | 120 | 100
Pulses (beans, peas and lentils) 114 | 95 | 120|100 | 0.612597
Nuts and Seeds 119 99 | 120|100 | 0.920145
Dairy 105 | 88 | 118 98 | 0.299758
Meat, Poultry and Fish 1 1 0 0 0.157299
Eggs 1 1 0 0 0.157299
Dark GLVs 46 | 38 | 81 | 68 | 3.78E-05*
Other vitamin A-rich fruits and vegetables 104 87 | 95 | 79 | 0.379882
Other Vegetables 68 | 57 | 15 | 13 | 1.03E-13
Other Fruits 3 3 2 2 0.527089

Table 4.33: Minimum Dietary Diversity for Women (MDD-W) of VO/SHG members

from 24 hr dietary recall

Sr. No. Particulars Pre Post p-value
n % n | %
1 Food groups consumed
>5 111 1 925|116 | 97 | 0.643867
<5 9 |75 | 4 3 10.049535
Total 120 | 100 | 120 | 100
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Fig. 4.16: Number of food groups consumed from 24 hr dietary recall
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Knowledge of VOs/SHGs on services of various National Programs (ICDS, PDS, PM-
POSHAN and Ayushman Bharat- PM JAY)

Knowledge on services of ICDS

As told earlier in Section I, ICDS is National flagship program for improving maternal and
child health. Data on awareness regarding different services for different target groups is
presented in Table 4.34. It was observed that supply of iron-folic acid tablets (IFA) pregnant
and adolescent girls increased from 85% to 95% of the members. Also, knowledge about IFA
to be supplemented to children below 6 years increased from 60% to 98% of the members post
training. Lactating mothers and Women of reproductive age group (WRA) are also target

groups for IFA was increased from less than 50% to 60% of the members (Fig. 4.18).

All the members knew about Take Home Ration (THR) supplementation for different target
groups ie. pregnant women, adolescent girls and children below 6 years but they did not know

about lactating women who are the beneficiaries for THR too.

Post training regarding awareness about immunization program, awareness was found for
pregnant women and children below 6 years but only 52% of the members knew that Vitamin
A syrup to be given to children below 6 years. Awareness regarding counselling services and

deworming tablets was reported by only very few members (Around 25%).

Knowledge about Community Based Events (CBEs)

As told earlier in Section I under ICDS program, various CBEs like Mamta Divas, Suposhan
Samvad, Baltula Divas, Annaprashan Divas/Anna vitaran divas (THR distribution) and Purna
Divas are celebrated on designated days. Knowledge regarding these CBEs will help members

for better utilization of services of ICDS program.

Information was collected about awareness level of members regarding CBEs and is depicted
in Table 4.35. Familiarity with Mamta Divas activities increased from 70% to 95% post

training (Fig. 4.19). Most of the members were not aware about other CBEs.
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Table 4.34: Knowledge of VO/SHG members on services of ICDS

Beneficiaries Services
IFA | Dewo | MHM | Vit A | Immuni- | Health THR | Counseling
rming zation check- sessions
up
(weight,
height)
n n n n n n n n
(%) | (%) (%) (%) (%) (%) (%0) (%)
Pregnant 106 6 NA NA 105 102 89 31
mothers (88%) | (5%) (88%) (85%) (74%) (26%)
Lactating 55 0 NA NA 6 23 22 27
mothers (46%) (5%) (19%) (18%) (23%)
Adolescent 103 31 117 NA 51 94 88 27
girls (86%) | (26%) | (98%) (43%) (78%) (73%) (23%)
Children <6 76 55 NA 52 112 107 92 22
yrs (63%) | (46%) (62%) | (93%) (89%) (77%) (18%)
Women of 42 0 NA NA 2 23 5 21
reproductive | (35%) (2%) (19%) (4%) (18%)
age (WRA)
Post
Beneficiaries Services
IFA | Dewo | MHM | Vit A | Immuni- | Health THR | Counseling
rming zation check- sessions
up
(weight,
height)
n n n n n n n n
() | () (%) (%) (%) (%) (%) (%)
Pregnant 119 1 NA NA 119 120 120 22
mothers (99%) | (1%) (99%) (100%) | (100%) (18%)
Lactating 76 0 NA NA 0 0 0 22
mothers (63%) (23%)
Adolescent 115 1 120 NA 4 120 120 22
girls (96%) | (1%) | (100%) (3%) (100%) | (100%) (23%)
Children <6 118 21 NA 62 120 120 120 22
yrs (98%) | (18%) (52%) | (100%) (100%) | (100%) (18%)
Women of 77 0 NA NA 0 0 0 22
reproductive | (64%) (18%)
age (WRA)

() indicates percentages
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Services Beneficiaries Pre (%) | Post (%) p-value
Pregnant mothers 88 99 0.0016%*
Lactating mothers 46 63 0.0158%*
Adolescent girls 86 96 0.0135*
Children <6 yrs 63 98 4.20E-10*
IFA Women of reproductive age (WRA) 35 64 4.11E-05*
Pregnant mothers 5 1 0.0973
Adolescent girls 26 1 2.30E-07
Children <6 yrs 46 18 2.19E-05
Deworming Adolescent girls 98 100 0.1552
Vit-A Children <6 yrs 52 52
Pregnant mothers 88 99 0.0016%*
Lactating mothers 5 0 0.0235
Adolescent girls 43 3 1.80E-11
Children <6 yrs 93 100 0.0071%*
Immunization Women of reproductive age (WRA) 2 0 0.1552
Pregnant mothers 85 100 5.65E-05%*
Lactating mothers 19 0 4.61E-06
Adolescent girls 78 100 6.63E-07*
Health check-up Children <6 yrs 89 100 0.00065*
(weight, height) Women of reproductive age (WRA) 19 0 4.61E-06
Pregnant mothers 74 100 4.58E-08*
Lactating mothers 18 0 8.69E-06
Adolescent girls 73 100 2.31E-08*
Children <6 yrs 77 100 3.43E-07*
THR Women of reproductive age (WRA) 4 0 0.0434
Pregnant mothers 26 18 0.1721
Lactating mothers 23 23
Adolescent girls 23 23
Children <6 yrs 18 18
Counseling sessions | Women of reproductive age (WRA) 18 18
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Table 4.35: Knowledge of VO/SHG members about Community Based Events (CBEs)

Sr. Particulars Pre Post p-value

No. n | % n | %

1 Awareness of Mamta Divas
Yes 85 | 71 | 115] 96 |0.006221*
No 35 129 | 5 4 | 7.53E-10
Total 120 | 100 | 120 | 100

2 If yes, when it is celebrated?
Every Wednesday 57 | 67 | 86 | 75 | 0.342404
NA 35 129 | 5 4
Don’t know 28 | 33 | 29 | 25

3 Awareness of Suposhan Samvad
Yes 4 3 9 | 7.5 |10.049535*
No 116 | 97 | 111 ]92.5| 0.643867
Total 120 | 100 | 120 | 100

4 If yes, when it is celebrated?
1% Tuesday 1 25 8 89 | 2.31E-17*
NA 116 | 97 | 111]92.5
Don’t know 3175 11

5 Awareness of Baltula Divas
Yes 33 [27.5] 32 | 27 | 0.923693
No 87 | 72.5| 88 | 73 | 0.953254
Total 120 | 100 | 120 | 100

6 If yes, when it is celebrated?
2™ Tuesday 4 12 | 13 | 41 | 1.77E-08*
NA 87 | 72.5] 88 | 73
Don’t know 29° | 88 | 19 | 59

7 Awareness of Annaprashan Divas
Yes 11 9 13 | 11 | 0.527089
No 109 | 91 | 107 | 89 | 0.833029
Total 120 | 100 | 120 | 100

8 If yes, when it is celebrated?
3" Tuesday 1 9 8 62 | 5.82E-19*
NA 109 | 91 [ 107 | 89
Don’t know '10 | 91 5 38

9 Awareness of Purna Divas
Yes 8 7 16 | 13 0.05778
No 112 | 93 [ 104 | 87 | 0.527089
Total 120 | 100 | 120 | 100

10 | If yes, when it is celebrated?
4™ Tyesday 2 | 25 | 11 | 69 | 1.38E-10*
NA 112 93 | 104 | 87
Don’t know 6 | 75 5 31
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Fig. 4.18: Knowledge of VO/SHG members of supply of IFA to the beneficiaries

Knowledge of Supply of Iron-Folic Acid Tablets
Pre and Post Intervention

95% 98%

60% 60%
I I .

Pregnant and ChildrenBelow 6  ChildrenBelow 6  Lactating Mothers  Lactating Mothers

Adolescent Girls Years Pre Years Post and WRA Pre and WRA Post
Post Initial knowledge level Significantly increased Low knowledge for Increased knowledge for
Initial knowledge level Improved knowledge for young children knowledge for children mothers and WRA mothers and WRA
for pregnant and after intervention

adolescent girls

Fig. 4.19: Awareness of Mamta Divas

Impact of Mamta Divas Awareness

Awareness level at 71% |
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Awareness level increased to
l, 96%
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Knowledge on services of PM-POSHAN Shakti Nirman (Mid-day Meal-MDM) and
Ayushman Bharat PM-JAY

Post training, it was found that members have good knowledge about what MDM is and its
eligibility as in baseline. There was increase in the importance from around 25% to 94% at
endline. Similarly, knowledge on Ayushman Bharat PM-JAY members had fair knowledge as
in baseline. Information on knowledge of services of PM-POSHAN among members and
Ayushman Bharat PM-JAY is presented in Table 4.36 and Table 4.37.

Table 4.36: Knowledge of VO/SHG members on services of MDM

Sr. Particulars Pre Post p-value
No. n | % | n | %
1 | Knowledge about MDM
Yes 113 | 94 | 120 | 100 | 0.542387
No 7 6 0 0 0.000532
Total 120 | 100 | 120 | 100
2 | Eligibility of MDM
Children studying in Primary and Upper 1121 93 1120 | 100 | (476105
Primary classes
NA 0 0
Don’t know 1 1 0 0
Total 120 | 100 | 120 | 100
3 | Importance of MDM
To satisfy hunger of school children 29 | 24 [ 113 ] 94 8E-20*
To bridge the gap of protein and calorie 35 129 | 4 3 8.03E-11
For Health 16 | 13 ] 0 0 3.41E-07
NA 7 6 0 0
Don’t know 33 | 28 1 1

Table 4.37: Knowledge of VO/SHG members on services of Ayushman Bharat- PM
JAY

Sr. Particulars Pre Post p-value
No. n Y% n | %
1 | Knowledge about Ayushman Bharat- PM JAY
Yes 115 96 | 120 ] 100 0.84
No 5 4 0 0 0.84
Total 120 | 100 | 120 | 100

2 | If yes, what s it?

It provides a cover of Rs. 5 lakhs per family per year | 114 | 99 | 120 | 100 0.92
for secondary and tertiary care hospitalization across
public and private empanelled hospitals in India

NA 5 4 0 0 0.84

Don’t know 1 1 0 0 0.78
3 | Ever visited HWC in the village?

Yes 57 | 47.5 | 57 [ 475

No 63 | 52.5| 63 |52.5

Total 120 | 100 | 120 | 100
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Monitoring and execution of the action plan by VO/SHG members

Monthly VO/SHG meetings conducted

Monitoring of the VO/SHG meetings was done on regular basis during 3 months. It was found
out that all the VOs were doing their VO meetings on regular basis (100%) ie. once a month
where all VO members gather and discuss about loan repayment, micro-finance and livelihood
generation. It was interesting to report that they did not discuss anything regarding health and
nutrition aspects before but post training, all incorporated health and nutrition aspects in their
meetings. During 3 months intervention period, 9 VOs conducted their meetings every month
ie. 97% (29 meetings conducted out of 30 meetings) out of 10 VOs. Only 1 VO could not do

meeting in the month of January due to genuine reason.

Similarly, during 3 months intervention period 168 SHG meetings were to be done. Out of 168
SHG meetings, only 42 meetings were done (29%). There were 56 SHG groups in selected
cluster. Out of 56 SHG groups, only 23 SHG groups did SHG meeting at least once (41%), 11
SHG groups did SHG meeting twice (20%) and only 4 SHG groups did meeting three times
(7%). Information on monthly VO/SHG meetings conducted in the selected cluster is presented

in Table 4.38.

Monthly monitoring of implementation of FNHW in VO/SHG meetings

It was found that all VO members discussed about loan recovery, health and nutrition,
microfinance and livelihood generation in all the meetings. All 10 VOs incorporated FNHW

components in their meetings in all the monthly meetings.

Total 42 SHG meetings were conducted in 3 months intervention period (23 SHG groups) post
training and monitoring for the same was done by the researcher and Cluster Coordinator. It
was interesting to find that most part of the discussion happening was on loan recovery (98%),
followed by health and nutrition (95%), micro-finance (50%) and livelihood generation (31%)
(Fig. 4.20). Post training, it is good to report that all who conducted SHG meetings integrated
FNHW components in their meetings and all the topics were covered by them during this 3
month period (Fig. 4.21). Also, ASHA/AWW/ANM were comparatively less ie. 13% in VO
meetings and 24% in SHG meetings respectively. There is need to involve them as they are the
frontline health workers who work with the vulnerable groups of the community. Monthly

monitoring of implementation of FNHW in VO/SHG meetings is presented in Table 4.39.
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It was also found that some SHG members (30%) asked questions on FNHW in the meetings
which included questions like: From where the government schemes are obtained?, From
where we can get IFA tablets?, During menstruation what care should be taken?, What items
can be made from Purnashakti packets?, How is livelihood linked with nutrition? and What is

food and nutrition? All the questions asked were related to health and nutrition aspects.

There were positive feedbacks given by the members after the implementation of FNHW which
included good explanatory informative material provided by the researcher, they also came to
know about various government services and activities provided and about health, cleanliness,

education, nutrition and livelihood.

Table 4.38: Monthly VO/SHG meetings conducted in selected cluster

Sr. No. VO wise SHG groups December | January | February | March

1 Rawal VO N N N
Aarti N N N
Aastha N N
Aradhana
Anand

Aakruti

Ujala

Sairam

Rawal VO
Maa Shakti

Jai Mataji

Jai Meldi

Jai Ramapir

Jai Khodiyar

2 Jesingpura VO
Jai Lakshmi
Ambika

Shiv Shakti
Shubh

Shri Hari
Dhanlakshmi

3 Madhavnagar VO N N N
Gurukrupa \
Jai Yogeshwar
Chamunda
Jhulelal
Krishna
Ranchodji
Satya

< |2

2|2l |2 |2 (< < |2 <
2|2 |2 |2 (< < |2 < | <
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Hanumanpura VO

Umang

Shiv Shakti

Jai Mataji

Jai Meldi Maa

Jai Khodiyar

2|l | |2 |2 (<

2|2 | |2 |2 (<

Nimeta VO

Pragati

Jai Mataji

Jai Swaminarayan

Devaliya VO

Durga

Pragna

Shiv Shakti

Kanku

Shiv

Khandha VO

2L || |2 |2 |2 |<

Safar

< | <

Rahi

Jai Sainath

Jai Ambe

Jai Mataji

Vikas

Ghanshyampura VO

Ghanshyampura

Jai Ambe

Tulsi

Intoli VO

Deep

Surya

Nayan

Krishna

10

Maninagar VO

Krupa

Naseeb

Srushti

Kriti

Krishna
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Table 4.39: Monthly monitoring of implementation of FNHW in VO/SHG meetings

Sr. Particulars VOs SHGs
No. n | %|n|%
1 [Topics discussed in the meeting
Micro-finance 30 (100 21 | 50
Loan recovery 30 {100| 41 | 98
Health/Nutrition 30 [100| 40 | 95
Livelihood generation 30 {100] 13 | 31
2 [Topics discussed in the conducted meetings of VOs/SHGs on
FNHW
Yes 30 [100| 42 | 100
Total 30 |100| 42 | 100

3 [fyes, in particular which topics were discussed?

Linking Health, Nutrition, Hygiene and Sanitation, Education 29 |100| 22 | 52

with Livelihood

Balanced Diet and Dietary Diversification 29 |100| 12 | 29
First 1000 Days Approach and ANC care 29 |100| 13 | 31
Child Feeding Practices 29 |100| 15 | 36
lAnemia 29 |100| 15 | 36
Nutrition for Adolescent girls 29 |100| 14 | 33
'WASH Practices 29 |100| 17 | 40

Services of national programs under ICDS, PDS, PM-POSHAN,| 29 |100| 14 | 33
\Ayushman Bharat- PM JAY

4 AWW/ASHA/ANM present in the meeting

Yes 4 |13 |10 ] 24

No 26 | 87 | 32 |76

Total 30 |100| 42 | 100
5 [Ifyes, who was present?

AWW 3 175| 6 |60

ASHA 1 25| 4 |40
6 |Questions asked by other members related to FNHW

Yes 0| 012129

No 30 [100| 30 | 71

Total 30 |100| 42 | 100
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Fig. 4.20: Topics discussed in SHG meetings
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Fig. 4.21: Topics discussed in the conducted meetings of VOs/SHGs on FNHW
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Number of pregnant women, lactating mothers, adolescent girls and newly married

women counselled during FNHW meeting

Out of 10 VOs, only 2 VOs counselled pregnant women, lactating mothers and adolescent girls
and only 1 VO counselled newly married women during FNHW meeting. This means only
20% of the pregnant women, lactating mothers and adolescent girls were counselled during
FNHW meetings, and only 10% of the newly married women were counselled during FNHW
meetings. There is a strong need to aware these beneficiaries on the topics of FNHW as they

are the most vulnerable groups of the community.

Major issues in the villages told by VO/SHG members

Major issues in villages revealed that drainage problems were the most significant concern,
affecting 75% of the population. Poor or blocked drainage lines led to sanitation and hygiene
issues, impacting daily life and health conditions. Another major issue was the irregular water
supply, with 50% of villagers facing uncertainty about when they would receive water, making

it difficult to manage household needs efficiently.

Additionally, 25% of villagers reported other concerns, including sewage water entering from
neighbouring villages, the need to clean the lake, the absence of drainage lids, and a lack of

awareness about government services.

Enabling Environment and Barriers

Enabling Environment

» Where members were committed and SHG groups where loan related work was more,
there members could conduct the meetings regularly and had opportunity to integrate

FNHW concepts.

Barriers

» As it was harvesting time, people were not interested to come for any kind of data
collection and meetings
» Many of the members were daily workers or do jobs so they are paid accordingly so

they were reluctant to attend meetings

128



» Also, because of marriage season and festivities many members were not in their
villages

» Those SHGs who did not conduct meeting at least once were not at all functional. The
reason noted were they are in agriculture, or have gone for work or are doing their
household work or they are not interested in any kind of discussions/meetings. Also,
some are not interested in taking any kind of loan or any kind of discussion related to

health/nutrition so are not attending the meetings.
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Highlights of Section II1

Knowledge about selected FNHW components , Dietary practices and National services

» Post training, around 50% of VO/SHG members were aware about the term FNHW and
how it is linked with livelihood

» Knowledge about IYCN practices, anaemia, WASH practices and dietary practices
were satisfactory

» Awareness about different food groups to be consumed in a day among members was
same as in baseline.

» There is need to strengthen knowledge regarding national services and CBOs

Monitoring and execution of the action plan

» All the VOs were regularly conducting VO meetings ie. once a month

» 9 VOs conducted their meetings every month ie. 97% (29 meetings conducted out of
30 meetings) out of 10 VOs during 3 months

» Similarly, during 3 months intervention period , only 42 SHG meetings were done
(29%) out of 168 SHG meetings

» Out of 56 SHG groups, only 23 SHG groups did SHG meeting at least once (41%), 11
SHG groups did SHG meeting twice (20%) and only 4 SHG groups did meeting three
times (7%) during these 3 months

» All 10 VOs incorporated FNHW components in their meetings in all the VO meetings
conducted

» ASHA/AWW/ANM present in the meetings were 13% in VO meetings and 24% in
SHG meetings respectively

» All who conducted SHG meetings (42 SHG meetings) integrated FNHW components
in their meetings and all the topics were covered by them during 3 month period

» Only 20% of the pregnant women, lactating mothers and adolescent girls were
counselled during FNHW meetings, and only 10% of the newly married women were
counselled during FNHW meetings from all the VOs

» Major issues faced in the villages were drainage problems and irregular water supply.
Other issues reported were sewage water entering from neighbouring villages, the need
to clean the lake, the absence of drainage lids, and a lack of awareness about

government services.
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» These issues highlight the need for better infrastructure, improved sanitation

management, and increased awareness programs to help villagers access essential

government schemes and services

Post Intervention, significant improvement was seen in following knowledge aspects:

IYCN practices

Anaemia

WASH practices

Food groups, balanced diet and nutrients
Undernutrition

Unhealthy dietary patterns

Number of food groups consumed
Services of ICDS

Community based events (CBEs)

MDM

Enabling Environment and Barriers

Enabling Environment

» Where members were committed and SHG groups where loan related work was more,
there members could conduct the meetings regularly and had opportunity to integrate
FNHW concepts.

Barriers

» Due to harvesting period/marriage season, people were not ready to attend any
meetings.

» Members who were daily workers or were going to jobs refused to come for meetings
or any kind of data collection

» Many SHG groups were not functional because of either agriculture work or because

of lack of interest in attending meetings
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DISCUSSION

The Deendayal Antyodaya Yojana - National Rural Livelihoods Mission (DAY-NRLM) has
adopted an integrated approach that includes Food, Nutrition, Health, and WASH (Water,
Sanitation, and Hygiene) for the holistic development of Self-Help Group (SHG) members and
their families. Food, Nutrition and Health include 1000 Days window - institutional delivery,
colostrum feeding, prenatal and antenatal care, exclusive breastfeeding, and complementary
feeding, dietary diversification, reducing anemia, menstrual hygiene - for women and
adolescent girls and development of nutri-enterprises and WASH includes usage of sanitary
toilets, hand washing practices, management of waste at home and development of sanitation-

related enterprises. (DAY-NRLM)

Self-Help Groups (SHGs) are informal associations of people who choose to come together
to find ways to improve their living conditions. Villages face numerous problems related to
poverty, illiteracy, lack of skills, lack of formal credit etc. These problems cannot be tackled at
an individual level and need collective efforts. Thus, SHG can become a vehicle of change for
the poor and marginalized. SHG rely on the notion of “Self Help” to encourage self-

employment and poverty alleviation.

The key highlights of the results are discussed below. It includes knowledge and practice of
VO/SHG members on FNHW components, dietary practices and services of various National

Programs (ICDS, PDS, PM-POSHAN and Ayushman Bharat- PM JAY).

Total 120 VO/SHG members were enrolled for the study, out of which 89% of the members
were from reserved category like SC/ST/OBC. Out of which 40% belong to OBC. 8% of the

members consumed tobacco.

In the present study, majority of the income was spent on food (90%), followed by repaying
loan (78%), children’s education (74%), agriculture (48%) and illness (13%).

Rajani Manikonda and Prof. P. Narasimha Rao (2013) carried out a study in Andhra
Pradesh explored the impact of Self-Help Groups (SHGs) on the changing socio-economic
status of rural women. The research provided valuable insights into the occupational patterns,
income distribution, consumption expenditure, asset holdings, and borrowing behaviour of
SHG members, shedding light on their financial and social empowerment. The study found

that agricultural wage labour was the predominant occupation among SHG women, accounting

132



for 31.7% of the sample population. A substantial 44.9% of total expenditure was spent on food
items, emphasizing the priority given to basic sustenance. Non-food expenditures, including
clothing, household utilities, and other essentials, accounted for 31% of total spending. Medical
expenses constituted 10.6% of household expenditure, highlighting the financial burden of
healthcare in rural areas. Additionally, 9.9% of spending was dedicated to education, reflecting
an awareness of the importance of investing in children’s schooling. However, a smaller
proportion (3.6%) of household expenditure was directed toward liquor and tobacco, indicating
that while some resources were spent on non-essential items, they formed a minor portion of

overall consumption.

36% enrolled members belonged to BPL category. A study conducted by Ranjit Barman
and Dr. Ujjwal Bhui (2014) examined a remarkable 99.04% of women from BPL families
expressed a strong willingness to join SHGs as a means to escape poverty. This
overwhelming enthusiasm indicates that women saw SHGs as a viable solution to their

financial struggles.

In the present study, the nutritional status of VO/SHG members was assessed using WHO
Asia Pacific Classification (2007). It was found that 45% of the members were
overweight/obese and 24% of the members were underweight due to chronic energy
deficiency. The dual burden of malnutrition—where both undernutrition and overnutrition

coexisted.

Knowledge and Practice regarding FNHW components and services of various National
programs were satisfactory. All members knew about undernutrition and about anaemia after
training. Prof. Sirimavo Nair and Tanveer Moizali Umallawala (2018) revealed significant
gaps in knowledge among SHG members, highlighting the need for enhanced awareness
programs in these areas. The findings indicated that a substantial 41.2% of SHG members were
unaware of the term “undernutrition”, which suggests that a significant portion of women did
not fully understand the concept of inadequate nutrition and its potential consequences on
health. Additionally, an even larger proportion, 76.5% of SHG members, were unaware of the
term “anaemia”, indicating a lack of knowledge about this widespread health issue that

disproportionately affects women, particularly in rural areas.
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Dietary Diversity
Regarding dietary diversity, 95% of the members consumed >5 food groups from 24 hr
dietary recall (Fig. 4.22). This shows members were consuming wide varieties of food groups

in a day which indicates good dietary diversity.

Vani Sethi, et al. (2019) examined the key predictors of dietary intake among three critical
population groups in rural eastern India—adolescent girls, pregnant women, and mothers with
children under the age of two years. The study aimed to assess the diversity and quality of diets
consumed by these groups and identify regional disparities in dietary diversity across Bihar,
Chhattisgarh, and Odisha. The findings highlighted a lack of dietary diversity, a predominance
of cereal-based diets, and regional inequalities in dietary intake, particularly in Bihar. The study
also found that there was not much variation in the types of foods consumed daily across the
three target groups—adolescent girls, pregnant women, and mothers with young children.
Regardless of their life stage, most women and girls in rural eastern India followed a
monotonous diet, which was high in cereals and vegetables but lacked diversity in other
essential food groups. The heavy dependence on cereals and vegetables, with limited
consumption of protein sources such as pulses, dairy, eggs, and meats, raises concerns about

nutrient deficiencies, particularly in iron, calcium, and essential vitamins.

Overall, the study underscores the urgent need for multi-sectoral interventions that improve
access to diverse and nutritious foods, strengthen public health programs, and empower women
and adolescent girls to make better dietary choices. Addressing these gaps will be crucial in
reducing malnutrition, preventing anemia, and improving the overall health outcomes of

women and children in India.

Thakar and Rajpura in 2021 summarized various research papers. According to her, various
review of previous research on nutritional status of farm women both in India and Gujarat
indicated that those who are engaged in agricultural work, their nutritional status are not found
to be satisfactory. It is found that the nutrient intake of farm women do not meet the
Recommended Dietary Allowances (RDA). The various stakeholders need to educate the
women about the importance of balanced diet, according to their body requirements and

drudgery conditions in order to improve the work participation for economic growth.

134



Roy et.al in 2019 reported that dietary score indicates that 37% of women from Gujarat

consume more diversified food compared to 23% from Maharashtra.

Hazra et.al in 2025 reported that women who did not have a household kitchen garden, had
poor dietary outcomes, with DDS <5 (OR: 0.163, p =0.001).

Fig. 4.22: Minimum Dietary Diversity of VO/SHG members
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In the present study, all were washing their hands after using toilet, after handling child, after
cooking, and after handling cattle. Also, all were using either soap or handwash for washing
hands. A study conducted by Vani Sethi, et al. (2016) examined the Water, Sanitation, and
Hygiene (WASH) practices and their association with the nutritional status of adolescent girls
in poverty-stricken areas of Bihar, Chhattisgarh, and Odisha. The research highlighted the
widespread prevalence of poor sanitation and hygiene practices among adolescent girls in these
states and established a clear link between inadequate WASH facilities and poor nutritional

outcomes.
Knowledge about Food, Nutrition, Health and WASH

An attempt was made before at baseline to find out whether current VO/SHG members are
aware about FNHW concept and how it is linked with livelihood. Post training, around 50% of
the members have heard about FNHW and how it is linked with livelihood correctly (Fig. 4.23).

To best of our knowledge, no similar study was reported from India/Gujarat.
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Fig. 4.23: Knowledge about Food, Nutrition, Health and WASH
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Monitoring and execution of action plan

Out of 56 SHG groups, SHG meetings account to only 32% of the SHG groups who conduct
meeting on regular basis and it is good to report that discussions on loan recovery was 98%,
followed by health and nutrition (95%), micro-finance (50%) and livelihood generation
(31%) after training. Those who conducted SHG meetings during 3 month intervention

covered all the topics of FNHW components.

Only 20% of the pregnant women and adolescent girls were counselled during FNHW
meetings, and only 10% of the lactating mothers and newly married women were counselled
during FNHW meetings. There is strong need to aware them on the topics of FNHW as they

are the most vulnerable groups of the community.
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Vani Sethi, et al. (2013) examined critical health and nutrition indicators among adolescent
girls and women, particularly within tribal populations. The study found a high prevalence of
thinness (low body mass index for age) among adolescent girls, with Jharkhand reporting the
highest proportion at 43.8%, followed by 40% in Chhattisgarh and 38.5% in Odisha. Anaemia
was found to be alarmingly high across all three states, with Jharkhand recording the highest
prevalence (65%) among both adolescent girls and women. The study also evaluated the
coverage and consumption of iron and folic acid (IFA) supplements among pregnant women.
However, while IFA distribution was relatively high in Chhattisgarh and Odisha, the actual
consumption of at least 100 IFA tablets during pregnancy remained low across all three states.
It was also found that a significant proportion of pregnant women from tribal households were

unable to access essential healthcare services during the crucial first trimester of pregnancy.

Another study by Vani Sethi, et al. (2014) explored the potential of partnering with women’s
collectives, particularly Self-Help Groups (SHGs), to deliver essential nutrition interventions
for women in tribal areas of eastern India, specifically in Chhattisgarh, Jharkhand, and
Odisha. The study revealed Limited Targeting of the Pre-Pregnancy Period, and Delays in
First Trimester Registration of Pregnant Women. The study also identified a shortage in the
supply of micronutrient supplements, such as iron, folic acid, and calcium, which are
essential for maternal and foetal health. Additionally, there was low awareness among

women regarding the importance of micronutrient intake during pregnancy and lactation.

Another similar study conducted by Vani Sethi, et al. (2016) focused on the Swabhimaan
initiative, an integrated multisectoral strategy aimed at improving the nutritional status of girls
and women in Bihar, Chhattisgarh, and Odisha. This initiative targeted women’s nutrition at
three critical life stages: before conception, during pregnancy, and after childbirth. The study
highlighted the role of community-driven interventions in improving health outcomes and
emphasized the need for strengthening human resources and institutional mechanisms to ensure

effective program implementation.
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SUMMARY AND CONCLUSION

Self-Help Groups (SHGs) are informal associations of people who choose to come together
to find ways to improve their living conditions. Hence, there is need to strengthen their nutrition
and health aspects. The FNHW (Food, Nutrition, Health, and WASH) concept under
Deendayal Antyodaya Yojana - National Rural Livelihoods Mission (DAY-NRLM) is
designed to enhance the overall well-being of Self-Help Group (SHG) members and their
families by integrating health and nutrition awareness with livelihood programs. The key
aspects of FNHW under DAY-NRLM are capacity building for SHG women which enhances
knowledge about nutrition, health, sanitation, and hygiene and has a broad objective to improve
the overall human development indicators by ensuring access to better food, nutrition, health
services, water, sanitation, and hygiene while empowering them as change-makers. (DAY-

NLRM)

The present study was planned with the broad objective of partnering with local women groups
for integration of FNHW concepts in SHG members under DAY-NRLM in Waghodia Block
of Vadodara District.

The specific objectives of the study were:

e To assess the profile of VO representatives.

e To assess the knowledge and practices of VO representatives on services of national
programs under ICDS, PDS, PM-POSHAN, Ayushman Bharat- PM JAY.

e To assess their knowledge on selected FNHW concepts and dietary practices of VO
representatives.

e To compile various IEC materials from existing resources of DAY-NLRM.

e To sensitize VO representatives on selected FNHW aspects.

e To assess knowledge retention and change in dietary practices of VO representatives.

e To encourage and monitor discussion within SHGs in their regular monthly schedule

meetings on various FNHW components.

The study was divided into 3 phases:
> Phase — I Baseline Assessment
» Phase — II Sensitization of VO representatives

» Phase — III Impact Evaluation
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Study site: Rural Waghodia

Study population: VO/SHG members
Intervention period: 3 months

Phase — I Baseline Assessment

Under Vadodara District, there are two blocks that are selected by GLPC i.e., Vadodara Rural
and Waghodia. Out of two blocks, Waghodia block was selected purposively, which consist of
7 Cluster Level Federations, 87 Village Organizations and 936 active Self Help Groups
out of which 1 Cluster Level Federation was randomly selected and all Village
Organization members were enrolled for the study. In all 120 members were enrolled. Then

from the target group following data was collected:

e VO/SHG members’ profile

e Height and Weight of VOs/SHGs

e Knowledge on selected FNHW components
e Dietary practices of VO representatives

e Knowledge and Practice of VOs/SHGs on services of various National Programs

(ICDS, PDS, PM-POSHAN and Ayushman Bharat- PM JAY)

Highlights of the findings are:

e 35% of VO/SHG members fall under the age group of 30-40 years, 29% of them fall
under the age group of 40-50 years and 19% of them fall under the age group of <30
years

e 89% of the enrolled VO/SHG members were from reserved category

e 36% enrolled members belonged to BPL category

e 45% of the members were overweight/obese and 24% of the members were
underweight due to chronic energy deficiency. The dual burden of malnutrition—where
both undernutrition and overnutrition coexisted

e 78% of the members owned an Ayushman Card

e 81% of the members availed PDS ration from village ration shops

e As reported by members, majority of the income was spent on food, followed by

repaying loan, children’s education, agriculture and illness
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¢ VO/SHG members needs to be made aware about linkage between FNHW concept and
livelihood

e All the members conducted VO/SHG meetings every month (100%) out of which 97%
of the VO/SHG members conducted meeting once a month

e The topics discussed in the meetings mainly focused on micro-finance, loan recovery
and livelihood generation (99%) and focus on health and nutrition aspects in the
meetings was very less (1%)

® 83% of the members knew about early initiation of breastfeeding within 1 hr, 88% of
them had knowledge about colostrum, and 50% of the members had knowledge on
importance of colostrum

e 61% of the members knew that pre-lacteals should not be given to the child, and 54%
of them had seen people giving pre-lacteals to the newborn such as honey, patasha
water, jaggery water, etc

e 90% of the members had knowledge about exclusive breastfeeding till 6 months and
initiation of complementary feeding after competition of 6 months

e 35% of the members had knowledge regarding continued breastfeeding till 2 years
along with complementary feeding

® 95% of the members had heard about the term anemia

e 7% of members reported tobacco consumption, which is a cause for concern due to its
harmful health effects

e Onanaverage, 95% of the members consumed >5 food groups from 24 hr dietary recall.
This shows members were consuming wide varieties of food groups in a day which

indicates good dietary diversity

Phase — II Sensitization of VO representatives
Development of IEC materials and handouts on FNHW concepts for VO members:

Based on the knowledge and practices on FNHW components of VO members , topics were
identified for orientation to them. A Training module was developed and distributed. Topics

for the sensitization were:
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Linking Health, Nutrition, Hygiene and Sanitation, Education with Livelihood
Balanced Diet and Dietary Diversification

First 1000 Days Approach and ANC care

Child Feeding Practices

Anaemia in vulnerable groups and its preventive measures

Nutrition for Adolescent girls

WASH Practices

Services of national programs under ICDS, PDS, PM-POSHAN, Ayushman Bharat-
PMJAY

vV V. V V V V V V

Handouts were developed and given to VO members for further sensitizing of SHG members.
Sensitization of VO members:

All VO representatives that were selected were provided one-day training session on various
topics under FNHW concepts using various IEC materials and handouts and action plan was

made to encourage SHG groups for FNHW components.

Highlights of the findings are:

e All VO representatives were provided one-day training session on various topics under
FNHW concepts using various IEC materials and handouts.
e Action plan was developed by VOs to be done in 3 months.
e Gaps related to knowledge and practices of VO/SHG members were:
- VO/SHG members were not aware about the term FNHW and how it is linked
with livelihood.
- Knowledge about IYCN practices, WASH practices and dietary practices were
fairly satisfactory.
- VO/SHG members knew about the term anemia, causes and preventive
measures but they did not know about its signs and symptoms.
- There was very less awareness of different food groups to be consumed in a day
among members

- There is need to strengthen knowledge regarding national services and CBOs
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Phase — III Impact Evaluation

Phase- I1I (A): Knowledge Retention

After imparting sensitization sessions, to evaluate the impact of the training and action plan
strategy post data was collected on their knowledge related to selected FNHW components,
dietary diversity and services of various national programs under ICDS, PDS, PM-POSHAN
and Ayushman Bharat- PM JAY of VO representatives after 3 months.

Phase- I11I (B): Monitoring of Action Plan

After collecting post data, execution of the action plan was done by VOs for 3 months and
monitoring of it was done through checklist. Random monitoring of the execution was done by

researcher, VO President and concerned authorities.

Monitoring was done for 3 months for all the members of VOs that whether they are
encouraging discussion of FNHW concepts in SHG meetings regularly. Also, how many

members asked about FNHW concepts in the meeting.
Highlights of the findings are:

e Post training, around 50% of VO/SHG members were aware about the term FNHW and
how it is linked with livelihood

e Knowledge about IYCN practices, anaemia, WASH practices and dietary practices
were satisfactory ie. there was increase in major aspects of [YCN practices and dietary
practices

e There is need to strengthen knowledge regarding national services and CBOs

e All the VOs were regularly conducting VO meetings ie. once a month

¢ 9 VOs conducted their meetings every month ie. 97% (29 meetings conducted out of
30 meetings) out of 10 VOs during 3 months

e Similarly, during 3 months intervention period , only 42 SHG meetings were done
(29%) out of 168 SHG meetings

e Out of 56 SHG groups, only 23 SHG groups did SHG meeting at least once (41%), 11
SHG groups did SHG meeting twice (20%) and only 4 SHG groups did meeting three
times (7%) during these 3 months

e All 10 VOs incorporated FNHW components in their meetings in all the VO meetings

conducted
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e ASHA/AWW/ANM present in the meetings were 13% in VO meetings and 24% in
SHG meetings respectively

e All who conducted SHG meetings (42 SHG meetings) integrated FNHW components
in their meetings and all the topics were covered by them during 3 month period

e Only 20% of the pregnant women, lactating mothers and adolescent girls were
counselled during FNHW meetings, and only 10% of the newly married women were
counselled during FNHW meetings from all the VOs

e Major issues faced in the villages were drainage problems and irregular water supply.
Other issues reported were sewage water entering from neighbouring villages, the need
to clean the lake, the absence of drainage lids, and a lack of awareness about

government services

CONCLUSIONS
From the findings of the current study, following conclusions can be drawn:

e Dual burden of malnutrition co-exist in SHG/VO members which is a cause of
concern

e Sensitization on integration of FNHW concept with livelihood improved the
knowledge of basic Food, Nutrition, Health and WASH among SHG/VO members

e All the VO members could conduct the monthly meetings for 3 months as per action
plan to integrate FNHW concept under DAY-NRLM with their SHG members.
However, only one-third of the SHG members could implement the action plan

e There is a need to have inbuilt monitoring system by State Livelihood Mission for
integrating FNHW concept during SHG meetings to improve quality of life including
nutritional status and service utilisation of government programs for attaining SDG

goals 1,2 and 3
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RECOMMENDATIONS
e There is need to strengthen FNHW Integration in SHG/VO Meetings
» Increase focus on health, nutrition, and WASH practices in VO/SHG
meetings
» Ensure regular SHG meetings to reinforce FNHW concepts
» Enhance participation of ASHA/AWW/ANM workers in meetings for
improving nutrition health counselling and better service utilisation of

various programs

POLICY IMPLICATIONS
Data and observations generated through the research study will
e Help program managers and policy makers of DAY-NRLM to integrate FNHW
concepts into existing SHG and livelihood programs, ensuring both health and nutrition
as critical to economic well-being
e It may help in providing solutions for barriers for making functional SHGs who will

also integrate FNHW concepts

DISSEMINATION OF FINDINGS

An effort was made to present some of the findings of the study at International Conference
on Occupational Health and Safety Measures (2025) which was held on 20-21% March. The
topic for the presentation was “ SOCIO-ECONOMIC STATUS AND DIETARY PRACTICES
OF SELF-HELP GROUP MEMBERS OF SELECTED BLOCK OF VADODARA DISTRICT,
GUJARAT, INDIA.”
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VO/SHG members profile:

Appendix IV

Pre- Questionnaire

2.Semi- pucca

3.Pucca

Date: - Block: -
Cluster - VO: - | SHG: -
Questions Choose from responses/ Write Write code
responses

L. Name of VO member

2. | Date of birth

3.

Age (yrs)

4. Height (cms)

>. Weight (kgs)
2.Muslim
3.Any other specify

7.1 Caste 1.General
2.SC
3.ST
4.0BC

8. | Economic category 1.APL
2.BPL

9. Marital Status l.Married'
2.Unmarried
3. Widow
4.Other (specity)

10. Qualification 1.Post Graduate
2.Graduate
3.Diploma
4.Higher secondary
S.Secondary
6.Primary
7. Illiterate

1. Occupation 1 .Busmess
2.Service
3.Skilled worker
4.Unskilled worker
5.Self- employed
6.Agriculture

12. Type of house 1.Katcha




13. Health Insurance 1.Yes
2.No
If yes, how many members
have it?
14.| Addiction I. Tobacco
2.Bidi
3.Gutka
4.Alcohol
13. Ayushman Card 1.Yes
2.No
161 po you regularly attend 1.Yes
VO/SHG meetings? 2.No
9 N AaRd 3a
VO/SHG (M3l sl
ogel)oll AlosUl sl Bl
912
17. If yes, how frequently it is 101196 a month
done? 2. 2 times a month
3. Yearly
ol &, dl Fecll ar ax
892
18.] What topics you discuss in 1.Micro-finance
VO/SHG meeting? 2.Loan recovery
3.Health/Nutrition
VO/SHG (l-l@(:tl el Y Livelihood generation
o) ol AssHL N s2l 5.Any other specify
QA AL 53 912
19 Have you got any training 1.Yes
for SHG concepts? 2.No
9] Ml SHG (HBcl
RAUSLA U)ol HLOUL
U 1S el 1ol 82
20.

If yes, specify.
ol 8L, Al U 53U




Knowledge on selected FNHW components and Dietary practices of VO representatives

Knowledge & Practices about IYCN Practices

9 ctHal udqf Alsg) g
&Y (Colostrum) QY WeR
87

Questions Choose from responses/ Write Write
responses code

1. |When should breastfeeding be |1. Within 1 hr

initiated after birth? 2. After 1 hr

ool Ul elotUlol SR 2A3[3- Any other specify

) 0. Don’t know

5 lefA?
2. Do you know about colostrum|l.Yes

which is yellowish in color? 2. No

3. [Ifyes, what is its importance?
2l 8L, dl Ao] Hecel 9 B?

1. Fights against antibodies/foreign bodies
entering inside the body and makes the
system immune

2. Makes the baby ill
3. Any other specify
0. Don’t know
4. [Should pre-lacteals be given [1. Yes
to the child? 2. No
9 ollnsal oo ugl
oLyl (Pre-lacteal) U
CBERY
5. |Have you seen anyone giving |1. Yes
pre-lacteals to the child? 2. No
9 A sl cllsa
DLyl AUl sl 82
6. [Exclusive breastfeeding 1. 3 months
should be done up to? 2. 6 months
g5cl actotUlol 32l U(@oil p-9months
4. Any other specify
i\itﬂ SQq NS ? 0. Don’t know
7. |At what age complementary |1. 3 months
foods should be initiated? 2. 6 months
1{‘)5 ALSR KUR gﬂ A3 Seq 3. After completion of 6 months
4. Any other specify
o\ €52 0. Don’t know




8. |Along with complementary |l. 6 months
feeding, continued 2. 1 year
breastfeeding should be done [3. 2 years
till what age? 4. Any other specify
YRS BlER WA AclotUlel 0 Don’tknow
Sectl ad Yol wg Avg
CBERY
Knowledge & Practices about Anemia
Questions Choose from responses/ Write Write
responses code
9. Have you heard about the 1.Yes
term anemia? 2.No
9 A A}NRRar @Y
U0 82
10. [If yes, then what is anemia? | 1. Low hemoglobin levels in the blood
el sl dl AR %i 9 2. Paleness of eyes, nails, tongue
’ 3. Weakness
4. Any other
11. |What are the causes of 1. Inadequate consumption of Iron Rich

anemia? (Probe and read
out the options to make
them understand)

AAR ULt 5100 9 &2
(AsEq iAW Wal UML)

Foods in theDiet

2. Consumption of Iron Rich Foods with
inhibitors likeTea and Coffee

3. Excessive blood loss as in
menstruation, delivery,hemorrhage

4. Blood loss during accidents

5. Frequent Episodes of Malaria

6. Hookworm Infestations

7. Any other specify

0. Don't know

1. AGloll Ayfgettofl wlisell 2yel vuu
2. AL Aal 818l Bl AcRus ueldl W
A8l UYs VRIS Aclat

3. H(@ell, (SAa waal 1R
gM2tet u(Qa2 ey cls

4, WSHLA £t Syl

5. clRalk AARa

6. 85 (g5c3l) AU

7. Vo (RUR §3)

0. WoR o2l




12.

What are the signs and
symptoms of anemia?
(Probe and read out the
options to make them
understand)

A (AP 2uloll Aol 9 B2

1. Fatigue

2. Weakness

3. Pallor of skin, tongue and nails
4. Shortness of breath

5. Dizziness

6. Brittle and spoon-shaped nails
7. Headaches

8. Fast irregular heartbeat

9. Swelling and soreness of the tongue
10. Cold hands and feet
11.Tingling sensations in legs

12. Any other specify
0.Don’t know
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13.

What are the preventive
measures for Anemia?
(Probe and read out the
options to make them
understand)

AR 12 sl
AsAUHAL UL B?

1. Consumption of Iron Rich Food with

enhancers anddietary diversity

2. Consume Iron Folic Acid Tablets

3. Prevention of Malaria

4. Cleanliness of house inside and outside

5. Consume Albendazole tablets twice a
year

6. Eat Purna Shakti packets

7. Any other specify

0. Don’t know

1.AE AH4g WIRLS Aol WRLsell
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4, R ol AUl usLES
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7. W (RUR §3)

8. WulR o2l

14. | According to you, which 1. Green leafy vegetables
are the iron-rich sources of | 2+ Whole cereals and Pulses
food? 3. Dates

ood: 4. Beet

AHIRL YHIA, 52U AL 5. Soybean
6. Jaggery

UG WRLS Bl 82 7. Egg/Meat/ Fish
8. Any other specify
0. Don’t know

15. | Which foods should be 1. Vitamin C-rich foods- Amla/ lemon/
consumed with iron rich orange/ guava
foods? 2. Any other specify

00ds: 0.Don’t know
sl WRLs Al UYs
WRls A Aala 8?

16. | Which foods should notto | 1. Tea or coffee
be consumed with iron rich | 2-Any ’other specify
foods? 0. Don’t know
sl WRLs Al UYs
WiRls WA Acld otl?

17. | Who all get IFA 1. Pregnant mothers
syrup/tablet in your village | 2. Lactating mothers
by ASHA/AWW? 3. Adolescent girls

L a0l 4. Children <6 years
cLHIRL SUHML 819 5. Women of reproductive age (WRA)
6. Any other specify
J
V2L /AL GENEBEE 0. Don’t know
4R IFA RRu/ olufl uay
8?2

18. | Who provides the IFA 1.ASHA
tablets to the beneficiaries? | 2. ANM
clet [ IFA ol o0l | 3- AWW

4. FHW

slol A 82

5. Any other specify




19. | Do you know how to 1. Consuming IFA after having Food
2. Not to consume IFA with Tea/coffee
IFA tablet?
c.onsume an e 3. Including Citrus fruits like lemon in food
Y AHA WOR B 3 IFA ol 4. Any other specify
0. Don’t know
ollull 3cl Ala adl?
Knowledge & Practices about WASH Practices
Questions Choose from responses/ Write 'Write
responses code
20. [What is the drinking water 1. Tap water inside house
source in your village? 2. Tap water outside house
AR ouHHL Ylestl 3. Public Tap
. 4.Tube well/Bore well
uRllal B g B e v
21. Most of the people in your 1.Public toilet
village use tqilet or go for 2 Household toilet
open defeca‘u(?n? 3. Open defecation
AHIRL SUHHL M2l UdLetl
A AU AUUR B ¥
V{CEALHL ASIU HIC A B?
22. |When do you wash your 1. After using toilet
hands? 2. Before cooking
dl saAR-sAR slAU WAl | 3. After handling the child
5 4. After handling cattle
oL 5. Any other specify
23. How do you wash your hands? 1.0Only water
dR 3l A sleL Al €912 |2.With soap/ash/handwash
3. No handwashing
Knowledge and Dietary Practices
Questions Choose from responses/ Write responses | Write
code
24. |According to you what is good 1. Free from illnesses
health? 2. Can do household chores
: 3. Any other specify
AHRL YHIQ, AR ere | oY
A 92
25. |What is your type of diet? 1. Vegetarian

AHIRL SR s UslRall
97

2. Non-Vegetarian
3. Eggetarian




26.

IAre you aware of different
food groups?
9 Aol AUAIN-UEAIL WL

@l (A wuR 82

27. [If yes, mention the food 1. Grains, white roots and tubers, and
ooups 2 %lalmair(lli d lentils)
. Pulses (beans, peas and lentils
el ol W o‘(?ﬂ Rl 3. Nuts and Seeds.
4. Dairy
5. Meat, Poultry and Fish
6.Eggs
7.Dark GLVs
8. Other vitamin A-rich fruits and
vegetables
9. Other Vegetables
10. Other Fruits
28. |According to you what is a 1. A diet that includes Cereals, Pulses,
balanced diet or a healthy Dairy products, Fruits and Vegetables,
diet? egg/fish/meat,oil/ghee
AHLRL u;.u@, %{d@d BSLR| 2. A diet that has the right quantity of food
i groups that can meet all the nutrient
Y 82 requirements
3. Any other
0. Don’t know
29. Which food groups should be | 1. Grains, white roots and tubers, and
included in your daily diet to plantains
have a balanced diet? 2. Pulses (beans, peas and lentils)
dAHRL EQs pUslRHL i:gzitrsyand Seeds.
H(j(ad BYSIR ]_ué s2ll 2 g[eat, Poultry and Fish
.Eggs
SR ol yHAQL sl | 7. Dark GLVs
8. Other vitamin A-rich fruits and
Sl ul? vegetables
9. Other Vegetables
10. Other Fruits
30. |Which nutrients are required | 1. Carbohydrates
in your daily diet? 2. Protein
i 3.Fat
AMRL Els derRMl sl | 7t .
. vitamins and minerals
sl WS dacll %331 82 | 5. Any other specify
0. Don't know
31. |What will happen if youdo | 1. Undernutrition

not consume nutrients in the
required quantity?

o5l AR 33| HIoUWHL WS
deaclle] Acot ot $2A Al ¢
A2

2. Overweight and obesity

3. Different nutrient deficiencies
(Vitamins andmineral deficiencies)
4. non-communicable diseases like
diabetes,CVD, cancer, etc.

5. Any other specify

0. Don't know




32.

Do you know what
undernutrition is?

9 Mol sUNEL 9 B A
WOR 87

33. [If yes, what is undernutrition? | 1. Low weight for age
2. Can’t work properly, Weakness
; 3. Being unhealthy
S d ?
&L, dl Ul e o 4. Any other specify
0.Don’t know
34. |What are the preventive 1. To consume a balanced diet regularly
measures for undernutrition? | 2.To keep home and village clean
§1~RNQL w2 yQsies wolel 3. To avail the benefits of government
services
9 89 4. Any other specify
0.Don’t know
35. Do you think you are healthy?| 1. Yes
i 2.No
9 dn d.l-llﬂ CINE 5 Dot know
RARLAHE HLoll 912
36. [[f no, why do you think that | 1. Weight is low as per age-underweight
you are not healthy? 2. Can’t work properly, Weakness
‘ 3. Anemic
S etel, dl il B el 8l 4. Any other specify
5 A wRoUME ael? 0.Don’t know
37. |What is unhealthy food? 1. Foods that are rich in essential
NS ALG1R 9 B2 nutrients
2. Foods that are fresh and minimally
processed
3. Foods that contain excessive amounts
of added sugars, unhealthy fats, and/or
sodium
4. Foods that are organic and locally
sourced
0. Don’t know
38. | Can you name any 3
unhealthy foods?
Al 18 uRL 3 AW US
LSRRl oltid AL sl 812
39. | What meals do you eatina | 1.Breakfast
day? 2. Brunch
R Rl saR suR wia| 3- Lunch
4. Supper
€912 5. Dinner
6.Bed time
40. | Do you have breakfast every | 1. Yes
day? 2. No

9 AR €A% allRcAl 5 12




41. | How often do you eat outside| 1. Daily
home? 2. 3-4 times a week
AN YRl GlelR sallR sUR | 3-2-3 times a week
4. once a week
ulel €912 5.Never
42. | Do you buy any junk 1.Yes
food/packagedfood? 2.No
9 A S8 ual sk
§S/032 wilel 82
43. | If yes, what do you prefer to | 1.Packed snacks (Potato/ banana wafers,
buy? Kurkure,Gopal)
el 8L, cl %j U{'ﬂﬁcucj 2.Fried snacks (samosa, bhajiya,
LRiE 53] 6919 kachori,panipuri)
: 3.Carbonated drinks ThumsUp,7
Up, Pepsi,Coca-Cola, Limca)
4.Sweets (burfi, laddoo, pastries/
cakes,chocolates, ice cream,
biscuits)
5. Any other specify
44. | What is diet diversity? 1.Consuming a wide variety of foods
UER dAraudl 9 B2 and foodgroups
2. Eating the same foods every day
3.Focusing only on protein-rich foods
4.Eliminating all carbohydrates from the
diet
45. | How do you achieve diet 1.Eating the same foods every day
diversity in daily life? 2. Focusing exclusively on one
AMIRL e[S cletHl AL6LR | food group
3.Trying new foods and recipes
d@taicl ¥l fla A 4. Skipping meals
6912
46. Write down the food items and ingredients consumed on the previous day

Meal and timing

Food Items Ingredients

Breakfast

Mid-morning




Lunch Time

Evening Snack

Dinner

Any other item if
consumed(Packets,
outside home)

47.

List food groups from the
above recall.

(From 24 hr dietary recall)
(To be done by research
student)

1. Grains, white roots
and tubers, and
Plantains

2. Pulses (beans, peas
and lentils)

3. Nuts and seeds

4. Dairy

5. Meat, Fish and
poultry

6. Eggs

7. Dark green leafy
vegetables

8. Vitamin A-rich
fruits and vegetables
0. Other vegetables
10. Other fruits




Knowledge and Practice of VOs on services of various National Programs (ICDS, PDS,
PM-POSHAN and Ayushman Bharat- PM JAY)

Knowledge and Practice of services under ICDS

Questions Choose from responses/ Write responses Write|
code

1. | From following services, which services are available and to whom?

PregnantLactatingAdolescentChildren| Women of

mothers| mothers | girls |<6 yearsreproductive

Services age (WRA)

1. Iron Folic Acid
Supplementation

2.Deworming
(Albendazole)tablet

3. Menstrual hygiene
management

- information

4. Vitamin A
Supplementation

5. Immunization

6. Health check-up

(weight,height)
7. Take Home Ration
(Balshakti,
Purnashakti,
Matrushakti)
8. Counseling sessions
2. |Are you aware of 1. Yes
Mamta Divas? 2. No
3. [[fyes, when it is 1.Every Wednesday
celebrated? 2. Every Monday
3. Any other specify
0. Don’t know
4. |Are you aware of 1. Yes
Suposhan Samvad? 2. No
5. [Ifyes, when it is 1. 1% Tuesday
celebrated? 2. 2" Tuesday
3. 34 Tuesday
4. 4" Tuesday
0. Don’t know
6. |Are you aware of 1. Yes
Baltula Divas? 2. No




7. [If yes, when it is 1. 1% Tuesday
celebrated? 2. 2 Tyesday
3. 34 Tuesday
4. 4" Tuesday
0. Don’t know
8. |Are you aware of 1. Yes
lAnnaprashan Divas? . No
9. [If yes, when it is 1. 1% Tuesday
celebrated? 2. 2" Tuesday
3. 3 Tuesday
4. 4" Tuesday
0. Don’t know
10.Are you aware of Purna|l. Yes
Divas? 2. No
11.If yes, when it is 1. 1% Tuesday
celebrated? 2. 2" Tuesday
3. 3 Tuesday
4. 4" Tuesday
0. Don’t know
Knowledge and Practice of services under PDS
Questions Choose from responses/ Write responses Write
code
12. |Doyouhave PDSin |I. Yes
your village? 2. No
13. [If yes, what food items |1.Fortified Rice
are available in PDS? 2.Fortified Wheat
3. Dal
4. Oil
5. Sugar
6. lodized salt
7. Any other specify
0. Don’t know
14. Do you know about 1. Yes
/Antyodaya Anna 2. No
Yojana (AAY)?
15. [[fyes, what is it? 1. The poorest of poor households will receive 35 kg of]

food grains per household per month

2. The poorest of poor households will receive 10 kg of]
food grains per household per month

3. The poorest of poor households will not receive any
of food grains per household per month

4. Any other specify

0. Don’t know




Knowledge and Practice of services under PM-POSHAN

Questions Choose from responses/ Write responses Write
code
16. Do you know about 1. Yes
Mid-day meal Scheme [2. No
(MDM)?
17. |Who is eligible for 1. Children studying in Primary and Upper Primary
MDM? classes
MDM H(2 $lQL Wist 2. Any other specify
0. Don’t know
&2
18. |What is the importance |1.To satisfy hunger of school children
of MDM? 2.To bridge the gap of protein and calorie
MDM °j Hocl gi 89 [3.For Health
0.Don’t know
Knowledge and Practice of services under Ayushman Bharat- PM JAY
Questions Choose from responses/ Write responses Write
code
19. Do you know about 1. Yes
/Ayushman Bharat- PM 2. No
JAY Scheme?
20. [If yes, what is it? 1. It provides a cover of Rs. 5 lakhs per family per year
for secondary and tertiary care hospitalization across
public and private empanelled hospitals in India
2. It provides a cover of Rs. 2 lakhs per family per year
for secondary and tertiary care hospitalization across
public and private empanelled hospitals in India
3. It provides a cover of Rs. 10 lakhs per family per
year for secondary and tertiary care hospitalization
across public and private empanelled hospitals in India
0. Don’t know
21. Have you ever visited [1.Yes
Health and Wellness [2.No
center in your village?
About FNHW concepts
22. Have you heard about [1.Yes
FNHW? 2.No
23. |If yes, how it is linked [1.If good health, good livelihood

with livelihood?

el 6L, dl A Wl (Ast
A 3l 3la
elSLAC 82

2.If Bad health, Poor livelihood
3.Any other specify
0.Don’t know




24.

Majority of family
income is spent for
which expenditure?

Hlel edl uRatredl
uilals saAL WA 1R

1.1llness

2.Children’s education
3.Agriculture
4.Marriage/any other events
5.To repay loan

6.Food
vl WA 82 7.Any other specify
0.Don’t know
25. [To make family happy, |1.Pregnant mothers
whose care should we [2.Young children
take? 3.Lactating mothers

URclRal w2l Al
HE2, sl Slell Adl
o5 A?

4.Adolescent girls
5.School children
6.Any other specify
0.Don’t know

Added questions for Post-Questionnaire

Questions Choose from responses/ Write responses Write
code
21. |Do you think utilizing 1. Yes
services provided by 2. No

government will have good |0. Don’t know

nutritional status?

22.

Do you think good

1. Yes

nutritional status will have 2. No

good livelihood?

0. Don’t know
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Appendix VI

Training Module for VO/SHG members
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Appendix VII

Handout for VO/SHG members
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Appendix VIII
Paper Presentations

Paper titled “Nutritional Status and Knowledge about Purna Program of Young
Adolescent Girls of Vadodara District” conducted on 04™ October, 2024 at ReAP, St.
Teresa’s College (Autonomous), Ernakulum
ABSTRACT
NUTRITIONAL STATUS AND KNOWLEDGE ABOUT PURNA PROGRAM OF
YOUNG ADOLESCENT GIRLS OF VADODARA DISTRICT

Gandhi Hemangini* and Baloni Aastha**

Email ID: hgandhil1950@gmail.com, baloniaasthal I @gmail.com
INTRODUCTION: Malnutrition across the lifecycle is prevalent across the country.
Adolescent population is about one-fourth of the total population in India. Undernutrition
among the late adolescent age group of girls needs to be addressed. In Gujarat, PURNA
program is operational for the holistic development of the girls.
OBJECTIVES: The present study was planned to assess the nutritional status of 15-18 yr
adolescent girls enrolled under PURNA Program and also to assess knowledge about PURNA
Program.
METHODOLOGY: Adolescent girls enrolled under PURNA Program were interviewed
using pre-tested semi structured questionnaire. Total 10 Anganwadis were purposively selected
and 142 girls were enrolled for the study. Height and weight of the girls were measured using
standard methods.
HIGHLIGHTS OF THE FINDINGS: 43% of the adolescent girls fall under the age group
of 13-15 yrs and 57% of the girls fall under 16-19 yrs. 54% are school-going and 46% are non-
school going girls. 32% girls were thin and 15% girls were severely thin. Nearly 50% of the
girls were aware about PURNA Program, its objective and services.
CONCLUSION: There is a need to strengthen counselling part on PURNA day which is 4%
Tuesday of the month under PURNA Program. This may create better awareness about
PURNA Program and utilization of services by the target group.
ACKNOWLEDGEMENT: We acknowledge 11 students of UG PHN Program who helped
us in data collection.

KEY WORDS: Adolescent girls, Nutritional Status, PURNA Program
*Faculty Member, **Research Student
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Paper titled “Socio-economic status and Dietary Practices of Self-Help group members
of selected block of Vadodara District, Gujarat, India” conducted on 20" and 21
March, 2025 at International Conference on Occupational Health and Safety Measures-
2025
ABSTRACT
SOCIO-ECONOMIC STATUS AND DIETARY PRACTICES OF SELF-HELP
GROUP MEMBERS OF SELECTED BLOCK OF VADODARA DISTRICT,
GUJARAT, INDIA

Gandhi Hemangini* and Baloni Aastha**
Email ID: hgandhil950(@gmail.com, baloniaasthal 1 @gmail.com
Department of Foods and Nutrition, Faculty of Family and Community Sciences, MSU,
Vadodara
INTRODUCTION: Self Help Groups (SHGs) typically belong to low- to middle-income
socio-economic backgrounds, where financial constraints, education levels, and access to
resources influence their health and well-being. Proper dietary practices are essential for them
as they help prevent malnutrition, improve immunity, and reduce the risk of lifestyle diseases
such as diabetes and hypertension.
OBJECTIVES: The present study was planned with the broad objective to assess socio-
economic status and the dietary food patterns of SHGs in Waghodia Block of Vadodara
District.
METHEDOLOGY: Under Vadodara district, one block was selected purposively under
which 1 Cluster Level Federation (CLF) was randomly selected and 120 SHG members
were enrolled for the study. All SHG members were interviewed using pre-tested semi
structured questionnaire. Dietary information was elicited using 24 hr. dietary recall method.
HIGHLIGHTS OF THE FINDINGS: Around 64% of the SHG members fall under APL
category. Forty-eight per cent of them were educated till primary, 30% of them were
educated till secondary, and 13% were illiterate. Forty-one percent of them were self-
employed, 40% of them are skilled workers, and 13% of them are involved in agriculture.
From 24 hr. dietary recall, 92.5% of the members had adequate dietary diversity as they had
consumed >=5 food groups in a day.
CONCLUSION: It was found that dietary diversity among SHG members was found to be
good yet there is a need to create awareness about FNHW concept under DAY-NRLM for
improving nutritional status thereby facilitating livelihood.

KEY WORDS: Socio-economic status, Dietary Practices, Self- Help group members, DAY -
NRLM
*Faculty Member **Research Student
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Baseline Assessment of VO/SHG members




Sensitizing VO/SHG members on FNHW components through training

FNHW sessions conducted by Researcher and the Guide




Need to integrate FNHW concept under DAY-NRLM session taken by TLM, Waghodia

Rally on gender related violence conducted by VO/SHG members in presence of TLM,
Waghodia, and CLF, Nimeta




Endline Assessment of VO/SHG members




Monitoring and execution of action plan in VO/SHG meetings

Integration of FNHW components in VO/SHG meetings conducted during 3 months




