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GLOSSARY

Annaprashan Diwas: It is an event observed in Anganwadi centers under the Integrated Child
Development Services (ICDS) program to initiate complementary feeding for infants who
complete six months of age.

Balanced Diet: A diet that includes a variety of different foods in appropriate proportions,
providing all the essential nutrients—carbohydrates, proteins, fats, vitamins, and minerals—
necessary for good health.

Carbohydrates: Organic compounds found in foods and living tissues, including sugars,
starch, and cellulose. They are a major source of energy for the body and are found in foods
like bread, rice, pasta, and fruits.

Complementary Foods: These are foods given to infants in addition to breast milk or formula,
typically introduced around six months of age, to meet their growing nutritional needs.
Examples include pureed fruits, vegetables, and cereals.

Dietary Diversity: The measure of the variety of food groups consumed over a reference
period, reflecting nutrient adequacy in the diet. A higher dietary diversity score indicates a
better likelihood of meeting daily nutritional requirements.

Fats: Nutrients that provide a concentrated source of energy, support cell growth, protect
organs, and help in the absorption of certain vitamins. Sources include oils, butter, nuts, and
fatty fish.

I'YCF Practices (Infant and Young Child Feeding Practices): A set of recommendations
aimed at ensuring optimal nutrition for infants and young children, including exclusive
breastfeeding for the first six months and the timely introduction of appropriate complementary
foods while continuing breastfeeding up to two years or beyond.

Malnutrition: A condition that arises from an imbalanced intake of nutrients, either due to
undernutrition (lack of sufficient nutrients) or overnutrition (excessive nutrient intake), leading
to health problems.

Mamta Diwas: Also known as Village Health and Nutrition Day (VHND), Mamta Diwas is
observed weekly in various regions of India to provide comprehensive maternal and child
health services. Activities include antenatal and postnatal check-ups, immunizations, nutrition
counseling, and growth monitoring for children under five. The initiative aims to improve
maternal and child health outcomes by offering essential services at designated community
centers.

Micronutrient Deficiencies: Conditions that occur when the body lacks essential vitamins and
minerals required in small quantities for proper growth and development. Common
deficiencies include iron, vitamin A, and iodine deficiencies.

Minerals: Inorganic elements that play critical roles in various bodily functions, such as
building strong bones and teeth, regulating metabolism, and staying properly hydrated.
Examples include calcium, potassium, and iron.




Minimum Acceptable Diet (MAD): A composite indicator measuring both the minimum
dietary diversity and minimum meal frequency among children aged 6-23 months, reflecting
the adequacy of infant and young child feeding practices.

Minimum Dietary Diversity (MDD): An indicator assessing whether children aged 6-23
months have consumed foods from at least five out of eight predefined food groups within the
previous day, indicating adequate nutrient intake.

Minimum Meal Frequency (MMF): An indicator that evaluates whether children aged 6-23
months receive meals (including both solid and semi-solid foods) the minimum number of
times per day appropriate for their age and breastfeeding status.

Proteins: Macronutrients composed of amino acids, essential for building and repairing
tissues, producing enzymes and hormones, and supporting overall growth and development.
Sources include meat, legumes, dairy products, and nuts.

Stunting: A condition characterized by low height for age in children, resulting from chronic
undernutrition during the most critical periods of growth and development, particularly in the
first 1,000 days of life.

Suposhan Diwas: A designated day observed in certain regions to focus on nutrition-related
activities and awareness programs aimed at improving the nutritional status of the community,
particularly among women and children.

Undernutrition: A form of malnutrition where the intake of nutrients and energy is insufficient
to meet an individual's needs, leading to weight loss, muscle wasting, and increased
susceptibility to disease.

Underweight: A condition where an individual's body weight is considered too low for their
age and height, often assessed using the Body Mass Index (BMI). It can result from inadequate
nutrition or underlying health conditions.

Vitamins: Organic compounds required in small quantities for essential metabolic processes
in the body. They are crucial for maintaining health, supporting growth, and preventing various
diseases. Examples include vitamin C, vitamin D, and the B-complex vitamins.

Wasting: A severe form of malnutrition characterized by rapid weight loss and low weight-
for-height, indicating acute undernutrition. It increases the risk of illness and mortality,
particularly in children.

Nutri Smart Village: An initiative aimed at promoting nutrition-sensitive interventions in rural
areas by integrating agricultural practices with nutritional outcomes. The approach involves
community participation to enhance dietary diversity, improve food security, and reduce
malnutrition rates among villagers.
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ABSTRACT

Background: Malnutrition remains a critical issue in India, especially undernutrition among
children and women. Despite various interventions, challenges like limited nutrition awareness
and inadequate access to nutritious foods persist. The Nutri Smart Village (NSV) was initiated
by NITI Aayog to engage village institutions in addressing malnutrition through a multi-
sectoral approach, integrating healthcare, agriculture, education, and sanitation.

Objective: The current study was planned with the broad objective to assess the dietary
diversity, nutritional practices, and utilization of nutrition and health services among children
and mothers in selected village of Vadodara, and to strengthen village level community-based
organizations (CBOs) through training and sensitization programs under “Nutri-Smart-
Village”.

Methodology: This study was conducted in one of the Rural blocks of VVadodara district which
was chosen purposively. The block consists of eight PHC villages, and one of the PHC village
was randomly selected for the study.

The study was conducted in three phases: situational analysis, training and sensitization of
village institutions, and monitoring of the action plan.

In Phase 1, a situational analysis was conducted, where 27 representatives from eight different
village institutions, including Gram Sanjivni, Kisan Group, Pani Samiti, PRI members, dairy
cooperatives, primary school staff, and health and ICDS workers, were enrolled. Pre-tested
semi-structured questionnaires were used to assess the socio-economic profile, knowledge, and
practices of these representatives regarding health, nutrition, and government programs and
Nutri Smart Village (NSV). Eighty-seven mothers of children aged 6 to 24 months were
enrolled to gather data on the nutritional status of their children through anthropometric
measurements and 24-hour dietary recalls to assess Minimum Meal Frequency (MMF),
Minimum Dietary Diversity (MDD), and Minimum Acceptable Diet (MAD). The study also
evaluated knowledge and practices of mothers with regard to Infant Young Child Nutrition
(I'YCN); Water, Sanitation, and Hygiene (WASH). Furthermore, 117 upper primary school
children were included in the study to assess their nutritional status and utilization of selected

services.

In Phase 2, a comprehensive training module on Nutrition-Smart Villages (NSV) was
developed in the vernacular language. Representatives from the selected village institutions

were sensitized to increase their awareness of balanced diets, anemia prevention, Infant and
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Young Child Nutrition (I'YCN), malnutrition, and government program and NSV concept. An
action plan for 8 weeks was developed to create awareness about nutri smart village concept at

community level.

Phase 3 focused on monitoring the execution of the action plan over an eight-week period.
Activities carried out by the village institutions, such as health screening camps, nutrition
awareness campaigns, and educational sessions in schools, were documented. Post-
intervention data collection included assessing the knowledge of village representatives,
dietary practices of children aged 6 to 24 months, and the utilization of selected services of
government programs such as the Mid-Day Meal (MDM), Iron-Folic Acid supplementation,

deworming, and health check-ups.

Findings: In Phase 1, 48% of village institution representatives were in the age range of 36-45
years, 93% of the representatives were above Poverty Line (APL). Seventy-eight percent aware
of early breastfeeding, colostrum, and exclusive breastfeeding duration. While 96% identified
iron deficiency as a cause of anemia, only 33% knew about absorption inhibitors. 93%
understood a balanced diet, but 96% were unaware of the Nutri Smart Village (NSV) concept.
In children age 6 to 24 months, it was found that 46% were stunted, 15% were wasted and 29%
were severely underweight also 56% of mothers-initiated breastfeeding within an hour, and
86% practiced exclusive breastfeeding for six months. However, 40% of children met
minimum meal frequency, and 3% received a minimum acceptable diet. Out of 117 primary
school children, 31.62% of children were stunted, and 35.04% were categorized as thin.
Regarding services utilization, 82.91% children consumed IFA tablets, 80.34% took
deworming tablets, and 100% had undergone health check-ups. MDM consumption was 81.2%

In Phase 2 of study sensitization workshop for representatives of village institution covered
topics on balanced diets, anemia prevention, and 1'YCN. Awareness generation activities like
rallies, health check-ups, wall painting, creating nutrition corner in schools, counselling of
mothers of children 6 to 24 months and adolescents on nutrition and health were carried out by

representatives of various VI’s.

In Phase 3, In representatives of village institution awareness of breastfeeding and
complementary feeding increased, and knowledge of nutrient deficiencies linked to non-
communicable diseases rose from 44% to 89%. In children aged 6 to 24 months dairy

consumption improved from 63% to 69%, and fruit and vegetable intake increased from 64%
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to 70%. The percentage of children meeting Minimum Dietary Diversity (MDD) rose from
18% to 24%, while those achieving Minimum Acceptable Diet (MAD) increased marginally
from 3% to 5%.

In upper primary school children IFA tablet consumption increased from 83% to 93.1%, and
participation in the Mid-Day Meal program rose from 81.2% to 95.7%.

Conclusion: The current study is the first of its kind conducted in Gujarat on sensitizing village
institutions for the Nutri Smart Village (NSV) initiative. The intervention successfully engaged
key community stakeholders, including Anganwadi centers, Gram Panchayats, schools,
healthcare institutions, and farmer groups, creating a multi-sectoral approach toward improving
nutrition and health awareness at community level. The study facilitated shift in dietary
diversity among children aged 6 to 24 months, with increased dairy and fruit and vegetable
consumption. However, challenges remain, particularly in improving the intake of Vitamin A-
rich foods and achieving Minimum Acceptable Diet (MAD) standards. Additionally, the
utilization of essential health services among schoolchildren, such as Iron and Folic Acid
supplementation, deworming, and participation in Mid-Day Meals, improved post-
intervention, indicating the effectiveness of targeted sensitization efforts. The structured
approach, involving awareness activities, counseling sessions, nutrition corners, rallies, and
health camps, fostered a holistic and sustainable model for nutrition interventions. The
involvement of multiple local village institutions strengthened community participation,
highlighting the importance of a collaborative approach to address malnutrition to achieve SDG

goal 1,3.
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INTRODUCTION

Malnutrition remains one of the most significant public health challenges in India, affecting
millions of children and adults across both urban and rural populations. Despite substantial
economic growth and numerous government interventions, malnutrition continues to be a
major barrier to individual well-being and national development. The consequences of
malnutrition extend beyond just health, impacting education, productivity, economic
development, and intergenerational progress. Malnutrition is a complex, multifaceted issue
influenced by poverty, inadequate healthcare, poor dietary habits, lack of nutrition education,

and socio-economic disparities.

Due to increased requirements for growth and development, infant and young children get
depleted of many nutrients. Inadequate dietary intake leads to many diseases and consequential
deaths. Early childhood is the period of a growth spurt, which, when lacks in the dietary intake,
the consequences are irreversible throughout life.

To combat malnutrition effectively, a holistic and sustainable approach is required. One such
initiative is the Nutri-Smart Village concept, which integrates agriculture, technology, and
nutrition to create self-sufficient rural communities. This initiative aims to empower local
institutions, promote nutrition-sensitive farming practices, and enhance dietary diversity to
address the root causes of malnutrition. By strengthening village-level institutions and
promoting sustainable agricultural practices, Nutri-Smart Villages have the potential to
significantly reduce malnutrition rates in rural India. This introduction will explore the
prevalence of malnutrition, its causes, its impact on health and development, the current status

in India and Gujarat, and the role of Nutri-Smart Villages in addressing this challenge.
MALNUTRITION AND IT’S CONSEQUENCES

Malnutrition is a condition that results from an imbalance in nutrient intake, leading to either
undernutrition or overnutrition. Undernutrition includes stunting (low height-for-age), wasting
(low weight-for-height), underweight (low weight-for-age), and micronutrient deficiencies. On
the other hand, overnutrition is associated with excessive calorie intake, leading to obesity and
related health issues. However, in India, undernutrition is the more pressing concern,

particularly among children, adolescent girls, and pregnant women.

Malnutrition weakens the immune system, making individuals more susceptible to diseases

and infections. In children, malnutrition affects cognitive development, leading to poor

Page | 4



academic performance and reduced earning potential in adulthood. Among women, poor
nutritional status during pregnancy can result in low-birth-weight babies, perpetuating the cycle

of malnutrition across generations.
MAGNITUDE OF UNDERNUTRITION

Malnutrition remains a critical global health issue, affecting millions of children and adults
worldwide. Despite progress in recent years, a significant portion of the population continues
to suffer from stunting, wasting, underweight conditions, and micronutrient deficiencies. The
data from various reports, including the Global Nutrition Report 2022, National Family Health
Survey (NFHS-5) 2019-21, and the Comprehensive National Nutrition Survey (CNNS),
highlight the severity of malnutrition at global, national, and regional levels.

Global undernutrition Scenario

According to the 2022 Global Nutrition Report, malnutrition remains a critical global health
concern, affecting millions of children under five years of age. The report highlights the

following key statistics:

e Stunting (Low Height-for-Age): Approximately 148.1 million children under five are
stunted worldwide, accounting for about 22.3% of this age group.

e Wasting (Low Weight-for-Height): Around 45 million children under five suffer from
wasting, representing 6.8% of the global child population.

e Low Birth Weight: An estimated 14.6% of infants worldwide are born with low birth

weight, posing significant health risks.

Although these figures indicate a slight decline compared to previous years, they remain
alarmingly high, emphasizing the urgent need for sustained global efforts to address

malnutrition and improve child health outcomes.
Undernutrition in India

India faces severe malnutrition challenges, as revealed by the NFHS-5 (2019-21). The survey
reports that 35.5% of children under five years are stunted, while 19.3% are wasted, both
figures being higher than global averages. Furthermore, 32.1% of children in this age group
are underweight. Malnutrition also extends to women, with 57% of women aged 15-49 years
suffering from anemia, highlighting a widespread iron deficiency issue.
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The National Family Health Survey (NFHS-5) 2019-21 provides the latest statistics on

malnutrition in India:
e Stunting: 35.5% of children under five years are stunted.
e Wasting: 19.3% of children under five years are wasted.
e Underweight: 32.1% of children under five years are underweight.

e Anemia Among Women (15-49 Years): 57% of women in this age group suffer from

anemia, indicating widespread iron deficiency.
Undernutrition in Gujarat

Gujarat exhibits even higher rates of malnutrition compared to the national average. According
to NFHS-5, 39% of children under five years are stunted, while 25.1% suffer from wasting,
indicating acute malnutrition. Additionally, 39.7% of children under five are underweight.
These statistics underscore severe nutritional deficiencies, highlighting the necessity for
targeted nutrition interventions at the state level.

e Stunting: 39% of children under five are stunted, higher than the national average.
e Wasting: 25.1% of children under five are wasted, indicating acute malnutrition.

e Underweight: 39.7% of children under five are underweight.
I'YCN practices in India

In addition to these indicators, Infant and Young Child Nutrition (I'YCN) practices play a
crucial role in shaping early childhood nutrition. The NFHS-5 data indicates that 41.8% of
children under three years were breastfed within one hour of birth, while 63.7% of children
under six months were exclusively breastfed. Furthermore, 41.3% of infants aged 6-8 months
received solid or semi-solid food along with breastmilk. These figures reflect a pressing need
for awareness and intervention programs to improve I'YCN practices in the country.

e Early Initiation of Breastfeeding: 41.8% of children under three years were breastfed
within one hour of birth.

e Exclusive Breastfeeding: 63.7% of children under six months were exclusively breastfed.

e Introduction of Complementary Foods: 41.3% of children aged 6-8 months receive solid
or semi-solid food and breastmilk.

I'YCN practices in Gujarat
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The I'YCN indicators in Gujarat show some areas of concern. The NFHS-5 data reveals that
only 32.2% of children under three years were breastfed within the first hour of birth, which is
lower than the national average. However, 80.3% of children under six months were
exclusively breastfed, a promising figure. The introduction of complementary feeding is also
relatively low, with 38.8% of infants aged 6-8 months receiving solid or semi-solid food along
with breastmilk. These trends indicate the need for stronger advocacy and programmatic
interventions to improve infant and young child feeding practices in the state.

e Early Initiation of Breastfeeding: 32.2% of children under three years were breastfed
within one hour of birth.

e Exclusive Breastfeeding: 80.3% of children under six months were exclusively breastfed.

e Introduction of Complementary Foods: 38.8% of children aged 6-8 months receive solid

or semi-solid food and breastmilk.

The global burden of malnutrition is unacceptably high, with nearly half of all deaths in
children under five years linked to poor nutrition (Black, 2013). Stunting in early life can have
long-term effects on health, physical and cognitive development, learning and earning
potential, thereby placing an immense human and economic toll at the individual, household,
community and national level. A global review on child stunting and economic outcomes
revealed a 1 cm increase in height was associated with a 4% increase in wages for men and a
6% increase in wages for women (McGovern, 2017). Investing in the reduction of child

malnutrition is paramount for human and economic development.

Despite substantial economic growth in India over most recent decades, chronic malnutrition
(stunting) in children under five years of age reduced by only one-third between 1992 and 2016
and remains alarmingly high, with 38.4% of children stunted in the country (NFHS, 1992; IIPS,
2017). Anaemia in India is a severe public health problem among women, adolescent girls and
young children. In addition to increased morbidity and negative effects on physical well-being
(weakness and/or fatigue), anaemia is associated with delayed mental and psychomotor
development and an increased risk of maternal mortality (WHO, 2017).

Poor nutrition, leading to iron deficiency, is the principal underlying factor in more than 60%
of all anaemia cases (Kasselbaum, 2016). More than half of all women of reproductive age and
children under five years were anaemic (I1PS, 2017). As shown in Figure 1.1, the estimated
447 million persons with anaemia, causes India to contribute almost one quarter to the global
burden as calculated by the Global Burden of Disease in 2016 (Kasselbaum, 2016).
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Figure 1.1: The burden of malnutrition among children and adults in India (presented in millions)
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Figure 1.1 source - Stunting - Joint Child Malnutrition Estimates, 2019; Diabetes - IDF DIABETES ATLAS, Eighth
edition, 2017; Overweight and obesity -Global Health Observatory (GHO) data, 2018; Anaemia -, The Global
Burden of Anaemia, 2016 and Global Burden of Disease Study, 2013.

India is home to almost one-fifth of the world’s population and has undergone a nutrition
transition from an underweight to an overweight population during recent decades (Agrawal,
2002; Dandona, 2017). This has come at significant cost to population health and well-being
and to already overburdened health systems. In 2016, the five leading causes of disability-
adjusted life years (DALYSs) in India were ischaemic heart disease, chronic obstructive
pulmonary disease, diarrhoeal diseases, lower respiratory infections, and cerebrovascular
disease and the top five risk factors for DALYs were child and maternal malnutrition, air
pollution, dietary factors, high blood pressure, and high blood glucose (Dandona, 2017).

According to the CNNS (2016-18), the Malnutrition in pre-school children (0-59 months) are
as follows:

e 35% of children under five were stunted (HAZ <-2 SD)

e 17% of children under five were wasted (WHZ <-2 SD)

e 33% of children under five were underweight (WAZ <-2 SD)

e 11% of children 6-59 months were acutely malnourished as measured by MUAC
(MUAC-for-age<-2 SD)

e 5% of children 6-59 months were acutely malnourished as measured by absolute
MUAC (MUAC +2 SD)
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e 1% of children under five were overweight as measured by triceps skinfold thickness
(TSFT) (TSFT-for-age >+2 SD)

e 2% of children 1 to 4 years were overweight as measured by subscapular skinfold
thickness (SSFT) (SSFT-for-age >+2 SD)

In Figure 1.2, it is shown that different forms of malnutrition, including stunting, wasting,
underweight, and MUAC < 125 mm, vary with age among children under five in India,
based on data from the CNNS 2016-18. The stunting rate (green line), which indicates
chronic malnutrition, gradually increases from infancy and peaks between 24-36 months
at around 40%, before fluctuating and remaining high until 59 months. This suggests that
prolonged nutritional deficiencies significantly affect growth, particularly in early
childhood. The underweight rate (blue line) follows a similar pattern, increasing steadily
and stabilizing around 25-35%, with a peak at approximately 30 months, reflecting the

cumulative impact of both chronic and acute malnutrition.

The wasting rate (red line), which represents acute malnutrition, starts high at around 20%
in the early months but declines after 6 months, stabilizing around 10-15%. This pattern
indicates that many infants suffer from acute malnutrition early in life, possibly due to
inadequate exclusive breastfeeding or poor feeding practices, but some recover as they
grow. Additionally, the MUAC < 125 mm indicator (dotted red line), which measures
severe acute malnutrition, is only assessed for children aged 6-59 months. It starts at a
relatively high level in infancy but steadily declines, staying below 5% after 24 months.
This trend suggests that severe acute malnutrition is more prevalent in the first year of life
but decreases with age.

Overall, Figure 1.2 highlights the critical importance of the first two years of life, as
malnutrition rates increase sharply during this period. Infants (0-6 months) are particularly
vulnerable to acute malnutrition, while children 6-24 months face the highest risk of
stunting and underweight due to poor complementary feeding and inadequate nutrition.
Beyond 24 months, the effects of chronic malnutrition persist, with high rates of stunting
and underweight, underscoring the long-term impact of early-life nutritional deficiencies.
These findings emphasize the need for targeted interventions, especially in the first 1,000
days of life, to prevent malnutrition and improve child health outcomes.
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Figure 1.2: Percentage of stunting, wasting, underweight and MUAC < 125 mm among children
under five by age in months, India, CNNS 2016-18
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Figure 1.2 CNNS 2016-2018

The data from global, national, and regional reports emphasize the urgency of addressing
malnutrition through targeted interventions and policies. Despite some improvements,
malnutrition remains a serious public health concern in India, particularly in states like Gujarat,
where rates of stunting, wasting, and underweight children remain alarmingly high.
Strengthening 1'YCN practices, enhancing maternal nutrition, and implementing community-
driven nutrition programs are crucial steps toward improving the nutritional status of

vulnerable populations.

Addressing these challenges requires a multi-sectoral approach involving government
initiatives, community participation, and sustained awareness campaigns to ensure better

nutrition and health outcomes for future generations.
CURRENT STRATEGIES TO COMBAT MALNUTRITION

POSHAN Abhiyaan, launched by the Prime Minister of India, is a comprehensive multi-
ministerial initiative aimed at eradicating malnutrition in the country by 2022. This holistic
strategy focuses on improving nutritional outcomes for children, pregnant women, and nursing

mothers by addressing the multifaceted causes of malnutrition. The program targets districts
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with the highest malnutrition burden, aiming to reduce stunting through enhanced delivery and
utilization of crucial anganwadi services. Central to POSHAN Abhiyaan is its emphasis on the
first 1000 days of a child's life, recognized as a critical period for nutritional intervention. By
coordinating efforts across various governmental departments and stakeholders, the initiative
strives to implement a comprehensive package of services and interventions, tackling

malnutrition through a unified, multidimensional approach.

In the year 2021, as part of Azadi Ka Amrit Mahotsav, to commemorate the 75th year of
Independence of India a programme on “Nutrition Smart Village” was initiated to strengthen
the Poshan Abhiyan. This new initiative aims to reach out to 75 villages across India through
the network of All India Coordinated Research Project on Women in Agriculture (AICRP-
WIA) which is in operation at 13 centres in 12 States of India besides the coordinating institute
located at Bhubaneswar said Union Agriculture Minister Shri Narendra Singh Tomar while
addressing an event organized by Indian Council of Agriculture Research today in New Delhi.
The objectives of the initiative are promoting nutritional awareness, education and behavioural
change in rural areas involving farm women and school children, harnessing traditional
knowledge through the local recipe to overcome malnutrition and implementing nutrition-
sensitive agriculture through homestead agriculture and Nutri-garden. To achieve the goal of
Malnutrition free villages, intensive awareness campaigns and field activities will be
undertaken for focusing on the concept of Nutri-village / Nutri-food / Nutri-diet/ Nutri-thali
etc. for strengthening the Poshan Abhiyan.

The Suposhit Gram Panchayat Abhiyaan by the Govemment of Indiais aimed at improving the
nutritional outcomes and well-being of targeted population across the country. This initiative
focuses on improving nutrition by strengthening implementation of nutrition related services,
in convergence with multiple stakeholders at the local level, and ensuring active community
participation. The significance of the Suposhit Gram Panchayat Abhiyaan extends far beyond
the mere recognition of achievements. It serves as a powerful catalyst for change, inspiring
communities to embrace sustainable practices and innovative approaches in their fight against

malnutrition through positive competition.

This initiative supports the achievement of Sustainable Development Goals 2 & 3 (SDG2- end
hunger, achieve food security and improved nutrition and SDG 3- ensure healthy lives and
promote well-being for all ages) at local level. Suposhit Gram Panchayat Abhiyaan focuses on

improving nutritional outcomes through practices such as use of millets in HCM & THR,
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development of Poshan Vatikas/nutri-gardens in AWCs, using its produce for preparation of
HCM for the beneficiaries, diet diversity and use of local food etc.

WHAT IS ANUTRI-SMART VILLAGE?

A Nutri-Smart Village is a sustainable, community-led initiative that integrates nutrition-
sensitive agriculture, health interventions, and local governance to improve food security and
combat malnutrition. The initiative was launched by the Indian Council of Agricultural
Research (ICAR) to transform rural villages into self-sufficient nutrition hubs.

Figure 1.3 source — PIB, ministry of agriculture and Farmers Welfare
NUTRI- SMART VILLAGE MODEL

Nutri Smart Village is a village where there is no hunger and food insecurity. All families are
aware about the importance of 'First 1000 days- window of opportunities’, for healthy children
and healthy mothers. Community is aware of the linkages between agriculture, natural
resources, WASH, income and nutrition education with nutrition. Every woman in the
reproductive age group and adolescent children consume at least 5 food groups out of 10 on a
regular basis. Every child receives home cooked balanced diet in appropriate frequency and
consistency. An active village committee which promotes interconnections between
agriculture, natural resources, WASH, nutrition, and protection of natural habitats. Families
grow and buy safe, seasonal and locally produced food. Communities control the local 'haat’ or
market by creating the demand for safe and environment friendly products. The community
value uncultivated foods and traditional recipes. Every family has access to safe drinking water.
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Every family maintains safe sanitation and hand washing practices. Communities are aware of
the government schemes and entitlements and can demand for their rights and entitlements.

Figure 1.4 Process of developing of Nutri Smart Village
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Figure 1.4 source — wealthungerlife
KEY COMPONENTS OF NUTRI-SMART VILLAGE (NSV)

To develop a sustainable Nutri-Smart Village, several strategies need to be implemented at the
community level. The framework of NSV shown in the figure 1.5 highlights essential

components that contribute to achieving nutrition security and strengthening rural livelihoods.
Nutri Environment Building

Nutri Environment Building plays a crucial role in creating awareness and fostering community

participation in nutrition-related initiatives. It includes:

« Campaigns in schools and anganwadis: Organizing educational campaigns to instill healthy
eating habits from an early age and sensitize caregivers about maternal and child nutrition.

o Rallies and exhibitions on Nutri-literacy: Engaging the community through interactive

events that promote the importance of a balanced diet and government nutrition schemes.

o Wall writings and slogans: Spreading key messages on nutrition through visual

communication in public spaces to reinforce awareness.
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o Competitions among school children: Encouraging young minds to participate in quizzes,
poster-making, and storytelling on nutrition themes, fostering knowledge retention and

interest in healthy practices.

These initiatives help in spreading nutritional awareness and mobilizing the community toward

adopting sustainable dietary habits.
Nutri Capacity Building

Capacity building is essential to ensure that village institutions and local stakeholders are
equipped with the necessary skills and knowledge to sustain the Nutri-Smart Village model.

This involves:

e Awareness camps: Conducting sessions to educate mothers, school children, and village

leaders on malnutrition, dietary diversity, and government welfare programs.

« Trainings on nutrition needs: Strengthening the knowledge of village representatives,
ASHA workers, and anganwadi workers on essential nutrition interventions, maternal
and child health, and WASH practices.

e Interface among different agencies: Establishing collaborations between local
government bodies, NGOs, and community-based organizations to create a multi-

stakeholder approach for achieving nutrition security.

To improve the malnutrition at village level, multiprong approach is required wherein different
village institution and civil service organization can be a link between government program

and community for optimal delivery of the program and its utilization by the respective target

group.
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Figure 1.5: Components of Nutri-Smart Village (NSV)

ik Bageechi Apnaye, Kuposhan Door Bhagayen

CM 1 Bigha Yojana - BetiBachao, Beti Pad

Pl
-

Primary Health
Centre (PHC)

VT

R

Village Stakeholders’ Baseline
selection meetings survey
7N

11

v

Nutri-plan of village

Anganwari

v

W&CD

] 1

Department

g

Nutri Environment
Building

* Campaigns in

—>

Strategic planning
& Engagement

schools and
anganwaris
« Ralllies, exhibitions
on Nutri-literacy
* Wall writings &
Slogans
* Competition of
hool children

Environment building
Capacity building
Feedback
Collaboration
Sensitization

ATARI

C/ Situation analysis

Nutri
Literacy

* E-Modules

* Mobile based
Nutri-literacy.

* Food safety

Nutri
Entrepreneurship

* Food
processing/value
added products

* Post harvest
technology
products

* Nutri -Thali

 Kitchen cloud

Awareness programmes & actiN§g

t

Cluster

& Women Empowerment

g

Nutri-

education
* Krishi Poshan
videos

Nutri-Garden

* Supply of Mini-
kits

Monitoring, Evaluation & Learning (MEL)

* Demonstration on
models of
nutrition-garden

* Bigl® AL n

Smart
Village
(NSV)

Nutri Capacity
Building
* Awareness camps
* Trainings on
nutrition need
* Interface among
different agencies

Framework of Nutri-Smart Village (NSV) towards one health mission

Figure 1.5 source — Nutri Smart Village, A framework for Nutrition and Health, ICAR-Agricultural Technology

Application Research Institute, Zone-1, PAU Campus, Ludhiana-141 004

Page | 15




WHAT ISAVILLAGE INSTITUTION?

A village institution refers to an organized structure or body that functions within a rural

community to address social, economic, and governance-related needs. These institutions can

be formal or informal and play a crucial role in local decision-making, resource management,

and community welfare. Common examples of village institutions include:

e Gram Sanjivni

e Gram panchayat

e Village Development Committee

e Kisan Group
e PRI Members

e Dairy Cooperative

e School

e Health and ICDS staff- ASHA, Anganwadi worker, ANM, PHC MO

e RKSK peer educator

e SHG representative/ Social action committee representative.

WHO IS AVILLAGE INSTITUTION REPRESENTATIVE?

A village institution representative is an elected or appointed member of a village-level

institution who acts as a leader or liaison between the community and government or

development agencies. These representatives include:

Sarpanch (head of Gram Panchayat)

ASHA Workers

Anganwadi Workers

SHG Leaders (leaders of women's self-help groups)
Community Health Workers

ANM

MO

School teacher and principal

Their role is to mobilize communities, implement government schemes, and ensure access to

resources for rural development.
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HOW CAN VILLAGE INSTITUTIONS HELP IN DEVELOPING A NUTRITION-
SMART VILLAGE?

A Nutrition-Smart Village (NSV) is a rural community where efforts are focused on
improving nutrition through sustainable agricultural practices, health interventions, and social
empowerment. Village institutions and their representatives can help develop NSVs in the

following ways:
1. Enhancing Awareness and Behavior Change

o Conducting nutrition awareness campaigns through Gram Panchayats and
SHGs.

o Training villagers on healthy eating habits, hygiene, and breastfeeding practices
using Anganwadi and ASHA workers.

2. Promoting Nutrition-Sensitive Agriculture

o Encouraging kitchen gardens and biofortified crops through Farmer Producer
Organizations.

o Supporting organic farming and diversified cropping systems to improve food

availability.
3. Ensuring Access to Government Nutrition Schemes

o Helping villagers enroll in schemes like POSHAN Abhiyaan, Mid-Day Meal,
and ICDS (Integrated Child Development Services).

o Monitoring the implementation of Public Distribution System (PDS) for food

security.
4. Strengthening Women's Participation in Nutrition Initiatives

o Mobilizing women’s Self-Help Groups (SHGS) to set up small-scale nutrition

enterprises (e.g., selling fortified food, running community kitchens).

o Training women in income-generating activities that support household

nutrition.
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5. Improving Maternal and Child Health Services

o Ensuring that pregnant women and children receive Iron-Folic Acid (IFA)

supplements, vaccinations, and healthcare services.

o Strengthening the role of Anganwadi Centers to monitor child growth and

provide supplementary nutrition.
6. Water, Sanitation, and Hygiene (WASH) Interventions

o Promoting safe drinking water, proper sanitation, and handwashing practices to

reduce malnutrition-related diseases.

o Collaborating with VHSNCs to monitor hygiene practices and sanitation

facilities.
7. Encouraging Community Participation and Monitoring

o Establishing community nutrition monitoring committees to track malnutrition

cases.
o Organizing village-level meetings to discuss nutritional issues and solutions.
HOW NUTRI-SMART VILLAGES HELP REDUCE MALNUTRITION

Nutri-Smart Villages provide sustainable solutions to malnutrition through nutrition-sensitive
agriculture, dietary diversification, and improved community participation. The key ways in
which Nutri-Smart Villages contribute to reducing malnutrition rates include:

e Increasing Dietary Diversity: Households have access to homegrown nutritious food,

reducing dependency on market-based food.

« Improving Micronutrient Intake: The cultivation of biofortified crops helps combat

hidden hunger (micronutrient deficiencies).

o Empowering Women and Children: Women play a crucial role in food production

and nutrition education, ensuring better feeding practices for children.

e Enhancing Local Food Systems: By integrating agriculture with nutrition,

communities become more self-sufficient and resilient.

e Encouraging Behavioral Change: Nutrition education programs create awareness

about balanced diets and hygiene practices.
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By implementing Nutri-Smart Villages across India, rural communities can break the cycle of
malnutrition and poverty, ensuring a healthier and more productive population.

According to researcher Sarita Singh et.al The concept of a ‘“Smart Village’ aims to promote
long-term social, economic, and environmental welfare by empowering communities through
better governance, entrepreneurship, and infrastructure. It focuses on providing essential
services like sanitation, education, healthcare, and renewable energy, while ensuring resource
efficiency and connectivity to urban areas. The idea is that technology serves as a catalyst for
rural development, fostering education, business opportunities, health, and democratic
engagement. In India, where villages are central, the Smart Village approach can drive national
socio-economic progress. (Study and Development of Nutri Smart Village in Chhindwara
District 2023) Karshan Chavda et.al in their study “Study and development of village as a smart
village” defines smart village as bundle of services of which are delivered to its residence and
businesses in an effective and efficient manner. “Smart Village” is that modern energy access
acts as a catalyst for development in education, health, security, productive enterprise,
environment that in turns support further improvement in energy access. In this report they
focus on improved resource use efficiency, local self-governance, access to assure basic
amenities and responsible individual and community behavior to build happy society. They are
making smart village by taking smart decisions using smart technologies and services.

Therefore, the need for Nutri-Smart Villages becomes imperative to address the persistent
malnutrition challenges in Gujarat by strengthening village institutions, fostering community
participation, and implementing sustainable nutrition-sensitive interventions to achieve the

goals of Poshan Abhiyan.

This approach may help in developing Suposhit Gram Panchayat initiative launched by WCD

on 26 Dec and also in achieving some of the indicators of goal 2 and 3.
Rationale of the study

e NITI Aayog recently introduced the concept of Nutri smart village (NSV) to strengthen
Poshan Abhiyan

e In the NITI Aayog document on Nutri Smart Village (NSV), none of the district of
Guijarat is included in the 1st phase

e Malnutrition of mother, children, adolescent girl in Gujarat is cause of concern
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Nutri Smart Village reenforces the need to focus on vulnerable group of villages to
achieve Poshan abhiyan targets

NITI Aayog sept 2024, in a National seminar on Sustainable Rural Livelihoods
highlighted that India’s future growth hinges on the concept of SMART Villages,
stressing the need for innovative strategies to build inclusive and self-reliant rural
economies. Also highlighted empowering rural communities by connecting producers
to larger markets and emphasized the importance of Gram Panchayats, women-led
institutions, and civil society in driving rural progress through decentralization and
community-driven initiatives

Very recently in December 2024, Ministry of Women and Child Development has also
launched Suposhit Gram Panchayat concept for tackling malnutrition in India

To best of our knowledge, no study is carried out in Gujarat on Sensitization of village
institutions for NSV

Board objective of the study

To assess the dietary diversity, nutritional practices, and utilization of nutrition and health

services among children and mothers in selected village of Vadodara, and to strengthen village

level community-based organizations (CBOs) through training and sensitization programs

under “Nutri-Smart-Village”.

Specific objectives of the study

1.

To assess the profile and knowledge of representative of village institution/committee
about nutrition and government schemes about maternal and child health

To assess the nutritional status, dietary diversity, 'YCN and WASH (Water, Sanitation,
and Hygiene) practices among mothers of children aged 6 to 24 months

To evaluate the nutritional status and service utilization (IFA, deworming, health check-
ups and MDM) of primary school children

To sensitize representatives of village institutions to develop action plan for their
village/villages towards NSV

To monitor the execution of action plan by village institutions towards developing NSV
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REVIEW OF LITERATURE

Malnutrition remains a pressing public health concern in India, affecting millions across both
urban and rural communities. Despite economic advancements and various government-led
interventions, it continues to be a major barrier to individual well-being and national
development. The consequences of malnutrition go far beyond health, influencing education,
workforce productivity, economic stability, and the well-being of future generations. This
multifaceted issue stems from a combination of poverty, inadequate healthcare services, poor
dietary habits, lack of nutritional awareness, and deep-rooted socio-economic disparities.

Among the most vulnerable are infants and young children, whose rapid growth and
development demand adequate nutrition. Deficiencies during this critical phase not only led to
severe health complications but also have long-term, often irreversible, effects on cognitive
and physical development. Insufficient nourishment in early childhood heightens the risk of
diseases and increases mortality rates, perpetuating the cycle of malnutrition across

generations.

Addressing this crisis requires a comprehensive, community-driven strategy. The Nutrition-
Smart Village (NSV) model emerges as an innovative and sustainable solution, integrating
nutrition-sensitive and nutrition-specific interventions at the grassroots level. By promoting
locally sourced, nutrient-rich food, empowering communities with nutritional education, and
strengthening village-level institutions, this approach aims to create self-sufficient, health-
conscious rural populations. The NSV initiative not only tackles malnutrition at its root but

also fosters long-term resilience against food insecurity and undernutrition.

The focus of this chapter is on the available literature in relevance to strengthening village
institutions for developing “Nutri-Smart-Village” in selected village of Vadodara Rural
block of Vadodara district.

The current study was planned with the broad objective to assess the dietary diversity,
nutritional practices, and utilization of nutrition and health services among children and
mothers in selected village of Vadodara, and to strengthen village level community-based
organizations (CBOs) through training and sensitization programs under “Nutri-Smart-
Village”.
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The literature is compiled under the following subtitles

The magnitude of undernutrition among children aged 6 to 24 months
Knowledge and practices about infant young child nutrition (I'YCN) practices
Services utilization young child nutrition by mothers and primary school children
Evidence based intervention for improving 'YCN

Current strategies to combat malnutrition

o a0k~ w0 N E

Developing Nutri Smart Village and its impact

1. The magnitude of undernutrition among children aged 6 to 24 months
Global scenario

As reflected in the image, far-reaching of low height as per the age (Stunting) is prevalent in
under five years of age everywhere on the globe. More than half of the children under 5 resides
in Asia. The golden opportunity of the first 1000 days of life is prominent to safeguard from
future loss. Irreversible effects are caused by inadequate nutrition during early childhood
(41.5%) and Low MUAC (50.4%) was found by the authors. The result revealed that different

grades of malnutrition were seen more in boys than girls. (Sharma et al., 2006)

Pre-school children's nutritional status was assessed of 27 out of 197 tribal villages of Madhya
Pradesh (Gond tribe). A total of 1022 children of 1-5 years were examined. The study
highlighted a high prevalence of stunting in children with 51.6%, wasting 32.9% and more than
sixty percent of the young children had less weight as per their age. (Rao, Yadav, Dolla et al.,
2005)

A cross-sectional study was done in the villages resided by Sahariya tribes of Madhya Pradesh.
Children between the age of 6 months to 5 years were assessed (n=593). The study discovered
a high prevalence of undernutrition. The author revenled that the Prevalence of Sahariya tribe
children who were stunted was 57.3%, wasted was 27.7%, and who were thin as per age was
59.2%. The author projected severe degree (Z score below -3 SD) for underweight (32.7%),
stunted children (40%) and wasted children (11.1%). (Ghosh-Jerath et al., 2013)

Regional scenario
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According to a recent disclosure by the Gujarat state government in the legislative assembly,
over 5.40 lakh children in Gujarat are suffering from malnutrition as of January 2023. The
government report states that within two years, 1.71 lakh children have recovered from

malnutrition, and an expenditure of X510 crore has been incurred for addressing the issue.

In Ahmedabad alone, 48,303 children were found to be malnourished. The total number of
malnourished children in Gujarat was reported to be 5,40,303 at the beginning of 2023, out of
which 3,60,444 were moderately malnourished, and 1,79,859 were severely malnourished. The
state government claims that various initiatives have resulted in a decline of 1.71 lakh
malnourished children over the last two years.

A key concern highlighted in the report is the need for rehabilitation of over 47,000 severely
malnourished children. Due to the critical nature of their condition, these children had to be
admitted to nutrition rehabilitation centers (NRCs). The prevalence of malnutrition remains a

pressing issue, despite government interventions.

Figure 2.1 Report underscores the persistent challenge of malnutrition in Gujarat in a

newspaper
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The government claims to have implemented several schemes to combat malnutrition,

including nutritional supplementation, improved maternal health programs, and healthcare
initiatives. However, experts argue that long-term socioeconomic factors, food security, and

public health policies need to be strengthened to ensure sustainable nutritional improvements.
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This report underscores the persistent challenge of malnutrition in Gujarat and highlights the
state's efforts in addressing it.

However, further research and policy interventions are needed to achieve long-term reductions

in childhood malnutrition.

Surat region of Gujarat covering with rural and urban areas was taken to examine the under
five years of children using a systematic random sampling method. Total of 3133 children was
assessed. The study calls attention to the prevalence of underweight, stunting and wasting was
44%, 39% and 22.5% respectively. The authors applied logistic regression and concluded that
the risk of undernutrition was significantly higher among children belonging to ST
communities as compared to others. Also, the prevalence was significantly (p<0.01) higher
among rural children (46.7%, 40.3%, & 23,7% respectively) as compared to urban children
(32%, 32.5% & 16.4% respectively). (Meshram 1l, Rao, Reddy et al., 2016)

Research was conducted in the rural blocks of Vadodara on children aged 0-17 months. The
projected prevalence of undernutrition by the author was 14% stunted children, 12% wasted
children, and 18 percent of children had low weight as per their age. (Gandhi and Patni, 2017)
Undernutrition among young children remains a critical public health concern. A study
conducted in the Narmada district by Rana et al. (2019) found high rates of undernutrition
among children under two, with 32.2% experiencing wasting, 34.5% stunting, and 39.7% being
underweight. The study identified key factors influencing undernutrition, including maternal
height, household income, and livestock ownership, emphasizing the urgent need for targeted
nutrition programs. Similarly, Gandhi and Mehta (2020) assessed dietary practices among
children aged 6-23 months in the Dediyapada block of Narmada district. The study revealed a
low prevalence of minimum acceptable diets and inadequate consumption of protective foods,

highlighting the severity of undernutrition in tribal areas.

Summary of findings on prevalence studies is presented in the Table 2.1
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Table 2.1 — Reviewed studies of the prevalence of undernutrition in children at a glance

(global)
GLOBAL
Region Age group Stunting (%) | Wasting (%) Unc_ier
Weight (%)
Western China (Qui et al) 6-35 months 19.57 4.63 8.74
Indonesia (Ahmed et al) 6-23 months 27.8 22.5 26.3
Ethiopia (Kim, Nguyen, et al) | 6-23 months 22.8 - -
6-8 months 31 2 12
Madagascar (Moursi et al) 9-11 months 40 4 17
12-23 months 56 4 21
Northern Ethiopia
12-23 months 33 12 28

(K Bayer et al)

Table 2.2 — Reviewed studies of the prevalence of undernutrition in children at a glance

(India)

INDIA

Regi A Stunting (%) | Wasting (%) Under
egion e grou unting (% asting (%

: Je grotp ’ : Weight (%)
India (NFHS 5) Under 5 years 355 19.3 321
India (CNNS) 0-4 years 34.7 17 35.8
Andhara Pradesh (devi and

) 13-24 months 21.5 8.1 -
Geervani
Maharasthara (Aguayo et al.) | 0-23 months 22.7 - -
West Bengal (Stiller et al) 6-39 months 51.9 19 49.2
Madhya Pradesh (Sharma et
1-5 year 46.3 41.5 37.4
al)
Madhya Pradesh (Yadav,
1-5 year 51.6 32.9 61.6
Dolla et al)
Madhya Pradesh (Ghosh 6 months to
57.3 21.7 59.2
Jerath et al) 5 years
Allahabad (Kumar et al) Under 5 years 51.6 10.6 36.4
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Table 2.3 — Reviewed studies of the prevalence of undernutrition in children at a glance

(regional)
REGIONAL
Region Age group Stunting (%) | Wasting (%) Under
Weight (%)
Gujarat (NFHS 5) Under 5 years 39 25 40
Gujarat (CNNS) 0-4 years 39.1 17 34.2
Gujarat (CNSG) Under 5 years 37.2 11.3 10.6
Junagadh (Ratnu) 1-5 years 49 10.7 26.4
Surat (Rao, Reddy, et al) Under 5 years 39 22.5 44
Vadodara (Gandhi and Patni) | 0-17 months 14 12 18
Vadodara (NFHS5) Under 5 years 42.3 20.1 39.8

2. Knowledge and practices about infant young child nutrition (I'YCN) practices

Global scenario

Zongrone et al. (2012) examined nationally representative data from Bangladesh to explore
the relationship between infant and young child feeding (I'YCF) practices and
anthropometric indicators of nutritional status in children aged 0-23 months. Their findings
revealed that appropriate complementary feeding among children aged 6-8 months was
positively linked to higher height-for-age Z-score (HAZ) and weight-for-age Z-score
(WAZ). The study also emphasized that a higher dietary diversity index (DDI) correlated
with improved HAZ and WAZ. Additionally, children who met the minimum dietary

diversity criteria had significantly higher HAZ compared to those who did not.

Rakotonirainy NH et al. (2014) conducted research in Madagascar’s Moramanga and
Morondava districts to assess dietary diversity among children aged 6-59 months. Their
study found that early initiation of breastfeeding (within one hour of birth) was more
common in Moramanga (53.5%) than in Morondava (24.0%). The practice of breastfeeding
up to 12 months was widely observed in both locations, with 98.5% of children in
Moramanga and 87.6% in Morondava continuing to be breastfed at this age. Almost half
of the children received a diet meeting minimum adequacy standard, with the highest

proportion recorded among those aged 12-17 months (65.1% in Moramanga and 47.8% in
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Morondava). However, dietary adequacy declined from 18 months onward, particularly in
Morondava, where only 24.8% of children aged 18-23 months met the minimum dietary
requirements. Consumption of iron-rich foods was reported in 48.1% of Moramanga

children and 57.3% of Morondava children.

Yonas et al. (2015) conducted a cross-sectional study at the community level in Ethiopia,
involving 417 participants. Their research indicated that 81.1% (338 individuals)
demonstrated adequate knowledge of infant and young child feeding (1'YCF) practices,
while 18.9% (79 individuals) lacked sufficient awareness. Despite this, inappropriate I'YCF
practices were prevalent, with 67.9% (283 children under 24 months) receiving improper
feeding, whereas only 32.1% (134 children) were fed appropriately. The study also
highlighted common harmful practices among mothers, such as pre-lacteal feeding,

discarding colostrum, and using bottles for feeding.

Aguayo (2015) investigated complementary feeding practices among children aged 6-23
months across South Asia. The findings suggested that these practices were suboptimal, as
only 57.4% of infants aged 6-8 months were introduced to soft, semisolid, or solid foods.
Moreover, less than half of children within the 6-23-month age range were fed with the
recommended frequency, and just about one-third met the minimum dietary diversity
standards. Complementary diets were predominantly cereal-based, with limited
consumption of fruits, vegetables, and animal-derived foods. Only one in three children

consumed fruits and vegetables, while fewer than 20% had access to meat, fish, poultry, or

eggs.

Kassa et al. (2016) conducted a cross-sectional study at the community level in Southern
Ethiopia, involving 611 mothers with children aged 6-23 months. The study found that
72.5% of mothers introduced complementary feeding at the appropriate time, and 67.3%
ensured that their children met the minimum meal frequency. However, dietary diversity
remained notably low, with only 18.8% meeting the minimum standard. Overall, the
proportion of children receiving adequate complementary feeding was significantly low, at
just 9.5%.

Similarly, Neme K et al. (2017) carried out a cross-sectional study in Ethiopia, assessing
mothers' and caregivers' knowledge and practices regarding complementary feeding. Their
findings revealed that only 40% (104 participants) had adequate awareness and followed
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appropriate complementary feeding practices, whereas 60% (156 participants) failed to
introduce complementary foods on time. Many caregivers delayed complementary feeding
due to limited knowledge and concerns about insufficient breast milk supply. Additionally,
a significant number of children aged 6-23 months did not achieve the World Health
Organization's (WHO) minimum dietary diversity recommendations. Consumption of
animal-based foods, vitamin A-rich fruits and vegetables, and other nutrient-dense foods
was particularly low among children included in the study.

Ahmad et al. (2018) conducted formative research in Indonesia to assess complementary
feeding practices among children aged 6-23 months. Their findings revealed that nearly
half of the children received complementary foods at the recommended time.

Moss et al. (2018) carried out the Sustainable Undernutrition Reduction in Ethiopia (SURE)
evaluation study, which aimed to enhance the minimum acceptable diet (MAD) among
children aged 6-23 months and reduce stunting in children aged 24-47 months. The study
employed a theory-driven, mixed-methods approach that combined impact and process
evaluations. It focused on integrating nutrition-related behavior change communication
within the health and agriculture sectors while also emphasizing system strengthening and

multi-sectoral collaboration.

Taha et al. (2020) conducted a cross-sectional analysis that found 72.2% of children were
introduced to complementary feeding between 6 and 9 months of age. The majority (71.4%)
consumed at least four food groups, aligning with the recommended minimum dietary
diversity standards. However, less than half (47.3%) met the minimum meal frequency
criteria, with non-breastfed children aged 6-23 months being the least likely to meet the
standard (21.9%) (p<0.001). A considerable number of children were given sugary snacks,

and overall, only 36.2% of six-month-old children achieved a minimum acceptable diet.

Forsido et al. (2019) conducted a cross-sectional study in southwest Ethiopia in 2019,
utilizing a stratified multistage sampling approach to select 433 children aged 6-24 months.
Data on demographics, socioeconomic status, and dietary intake were collected through a
semi-structured questionnaire, while a 24-hour dietary recall was used to assess dietary
diversity scores.

Findings from the study indicated that exclusive breastfeeding was practiced by 88.9% of
children, while 75.6% continued breastfeeding until the age of two. Both early and delayed
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introduction of complementary foods were observed in the study area. However, most
mothers (82.9%) initiated complementary feeding at the recommended age of six months.
The study also revealed that 83.9% of children did not meet the minimum dietary diversity
criteria. Higher dietary diversity was associated with children aged 12-24 months, first-
born children, and those whose parents had received formal education.

Domestic scenario

Karmee et al. (2017) conducted a cross-sectional study using a mixed-methods approach,
combining a quantitative analysis with qualitative in-depth interviews, involving 374
participants. The study found that infant and young child feeding (I'YCF) practices were
generally suboptimal, with nearly half of the respondents exhibiting inadequate or improper
feeding practices.

Similarly, Dhami et al. (2019) carried out a regional analysis in India, which highlighted
significant variations in the introduction of complementary foods—solid, semi-solid, or
soft—among infants aged 6-8 months. The highest prevalence was recorded in the southern
region (61%), while the central and northern regions had the lowest prevalence (38%).
Additionally, the study revealed that the minimum dietary diversity (MDD) was most
commonly met in the South, whereas the Central region had the lowest percentage, at just
12%.

The prevalence of minimum meal frequency (MMF) and minimum acceptable diet (MAD)
varied significantly across different regions of India. Factors influencing complementary
feeding practices also differed regionally. In Northern and Eastern India, a higher household
wealth index was a key factor in the implementation of complementary feeding, while in
the North and Central regions, higher maternal education was strongly associated with
achieving MMF and minimum dietary diversity (MDD). Addressing gaps in
complementary feeding practices across the country will require both national and sub-
national interventions, particularly targeting vulnerable mothers, such as those with limited

education and minimal healthcare access.

A study conducted in selected blocks from three tribal districts of Maharashtra—Amravati,
Gadchiroli, and Nandurbar—revealed that 65% of children were introduced to
complementary feeding between six and seven months, aligning with the recommended
age. However, in 20% of cases, the initiation of complementary feeding was delayed. This

delay was primarily attributed to maternal beliefs, cultural myths, child illness, reluctance
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to eat, or lack of awareness about the appropriate time to introduce complementary foods.
According to WHO and UNICEF guidelines, only 13.3% of children received meals at the

recommended

Sabreena et al. (2019) conducted a cross-sectional study in an urban setting to examine
complementary feeding practices among mothers with children aged six months to two
years. The study aimed to evaluate maternal awareness of complementary feeding, assess
feeding practices, and identify factors contributing to inappropriate feeding. Despite most
mothers having a sound understanding of breastfeeding and complementary feeding, the
study revealed that the actual implementation of optimal feeding practices was significantly

low.

Aguayo et al. (2016) carried out an in-depth analysis of Maharashtra’s comprehensive
nutrition survey, assessing the nutritional status and complementary feeding habits of 2,561
children aged 0-23 months. The study found that only 58.6% of infants aged 6-8 months
were introduced to solid, semi-solid, or soft foods.

Menon et al. (2015) critically analyzed insights from the National Family Health Survey
(2005-06), which included data from approximately 18,463 children aged 0-23.9 months.
Additionally, a community-based cross-sectional study was conducted in Northwest
Ethiopia to assess the prevalence of Minimum Acceptable Diet (MAD) among 506 children
aged 6-23 months. The findings indicated that only 8.6% of infants and young children met
the MAD criteria. Several factors, including maternal education, mothers’ participation in
household decision-making, birth order, and knowledge of feeding frequency, were
significantly associated with achieving MAD. The study highlighted the lack of adequate
nutrition education and counseling on infant and young child feeding practices for all
mothers. It was recommended that efforts be strengthened to enhance maternal education
on appropriate feeding practices and to collaborate with religious leaders to improve
maternal knowledge on child nutrition. (Mulat et al., 2019)

A study conducted in Ethiopia assessed children's dietary diversity scores (CDDS) based
on seven food groups using the 24-hour dietary recall method. The findings indicated that
only 18.7% of children had access to an adequately diverse diet. The authors identified
several key factors contributing to child undernutrition, with inadequate dietary diversity
being a significant determinant. Among the least consumed food groups were flesh foods
(6.2%) and vitamin A-rich fruits and vegetables (9.2%). In contrast, the consumption of
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grains, roots, and tubers was notably high (89.8%), followed by eggs (43%). Other food
groups, such as dairy products (29.8%), legumes and nuts (23.3%), and other fruits and
vegetables (14.4%), were consumed at lower rates. (Abera et al., 2019)

In a study by Moursi et. al. (2008), researchers analyzed mother-infant dyads in Madagascar
and reported that breastfeeding was widely practiced, with 79% of children still being
breastfed in their second year of life. The study found that non-breastfed infants generally
had a higher mean dietary diversity score than their breastfed counterparts. Grains, roots,
and tubers were identified as the primary food source, contributing to a Dietary Diversity
Score (DDS) of 1. More than half of the children consumed other fruits and vegetables,
while at least half consumed flesh foods at DDS 4 and above. However, the intake of
legumes, nuts, dairy products, vitamin A-rich fruits and vegetables, and eggs only became
significant at DDS 6 and higher.

Belew et al. (2017) conducted a study in Northwest Ethiopia to evaluate the minimum
dietary diversity (MDD) and meal frequency (MMF) among children aged 6-23 months.
The findings indicated that dietary diversity was notably low, with only 17% of children
meeting the MDD criteria, while 72.2% achieved the minimum meal frequency. Another
study in West Gojjam, Ethiopia, assessed mother-child pairs and found that only 29.9% of
children aged 6-23 months had an adequate dietary diversity. Additionally, household visits
by health extension workers were significantly linked to improved dietary diversity. (Worku
et al., 2020)

A cross-sectional study in southern Ethiopia, which included 417 children aged 6-23
months, highlighted that households cultivating green vegetables had significantly higher
dietary diversity scores (p = 0.032). The study further revealed that mothers who received
infant and young child feeding (I'YCF) education during postnatal care and possessed
greater maternal knowledge exhibited improvements in their children's dietary diversity.
(Dangura & Gebremedhin, 2017)

Sakka et al. (2016) examined complementary feeding practices in Northern Ghana and
reported that 57.3% of children aged 6-23 months met the minimum meal frequency, while
only 35.3% achieved minimum dietary diversity across 24 food groups. Additionally, just
25.2% of children received a minimum acceptable diet, and only 14.3% were provided with

appropriate complementary feeding.
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Arimond and Ruel (2004) analyzed data from demographic and health surveys conducted
in 11 countries and concluded that dietary diversity was significantly correlated with
children's nutritional status across different age groups.

Rana et al. conducted a baseline study and found that only 14.7% of girls and 15% of boys
received a diet that included four or more food groups, indicating low dietary diversity
among children. The Suchana program (2015-2022) was designed to address child stunting
through both nutrition-specific and nutrition-sensitive approaches. The nutrition-specific
interventions included a comprehensive social and behavior change communication
(SBCC) strategy aimed at promoting optimal infant and young child feeding (I'YCF)
practices, as well as maternal and child nutrition within the first 1,000 days. Meanwhile,
the nutrition-sensitive component focused on increasing household income and improving

food availability through home food production (HFP) initiatives. (Rana et al., 2017)

Chaadhary et al. conducted a community-based cross-sectional study in 2015, assessing
children aged 6-36 months living in the urban slums of Ahmedabad’s Girdhamagar ward.
The study found that only 38.3% of children were breastfed within the first hour of birth,
28.6% within 24 hours, and 33% after 24 hours. While 54.8% of children were given
colostrum, 60.5% received prelacteal feeds. The duration of breastfeeding varied, with
19.1% of children being breastfed for at least two years, 35.6% for six to twelve months,
30.4% for twelve to twenty-three months, and 14.3% for less than six months. Additionally,
26.2% of children were bottle-fed. The study also noted that meal frequency was adequate
for 64.3% of children, but only 15.7% received dietary diversity from more than four food
groups.

A hospital-based, cross-sectional prospective study was conducted by Srivastava G et al. in
2018 at a referral treatment center in Lucknow, India, over a six-month period. The study
reported that 95% of non-breastfed infants received an adequate frequency of milk feeds,
increasing to 100% in children aged 18-24 months. It was observed that 69% of children
started complementary feeding at the appropriate time. Among breastfed and non-breastfed
children, the minimum meal frequency was met by 60% and 69%, respectively, while the
minimum dietary diversity was achieved by 60% across all age groups. The
Complementary Feeding Index (CFI) was categorized as low in 32% of children, medium
in 61%, and high in only 7%. Notably, in the 6-11-month age group, only 11% had a low

CFI score, whereas in the 18—-23-month group, this figure rose to 57%.
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In 2019, Sandhya Rani Javalkar conducted a community-based cross-sectional study
among mothers of children in Mangalore Taluka, Karnataka. Data were collected through
personal interviews with 408 mothers using a structured and pretested questionnaire. The
findings revealed similar trends in urban and rural areas for key infant feeding indicators.
Exclusive breastfeeding under six months was reported at 47.8% in urban areas and 45.6%
in rural areas. The introduction of solid and semi-solid foods was noted in 92.0% of urban
and 90.0% of rural children, while the minimum meal frequency was met by 81.9% in urban

and 83.3% in rural areas.

The study also highlighted that early breastfeeding initiation was slightly more common in
rural areas (50%) compared to urban areas (42.8%). Similarly, continued breastfeeding was
practiced by 60.4% of rural mothers and 50.7% of urban mothers. However, indicators such
as minimum dietary diversity (21.3% in rural and 37% in urban) and minimum acceptable

diet (20% in rural and 31.9% in urban) remained low in both regions.

A separate analysis using data from the National Family Health Survey (NFHS-4, 2015-
16) examined dietary patterns among 73,852 to 74,038 children aged 6-23 months.
Information on the consumption of 21 food items, seven food groups, and Adequately
Diversified Dietary Intake (ADDI) was gathered based on a 24-hour maternal dietary recall.
The findings indicated that overall dietary diversity was poor, with a mean dietary diversity
score of 2.26 (95% ClI: 2.24-2.27), and only 23% of children met the ADDI criteria. Given
the widespread prevalence of inadequate dietary diversity, interventions aimed at
improving food consumption and dietary variety among Indian children should be
implemented universally, with less emphasis on socio-economic disparities. (S. Agrawal et
al., 2019)

Regional data

In 2017, Gandhi and Patni conducted a study in the rural blocks of Vadodara, where 72%
of lactating mothers correctly identified the appropriate age to begin complementary
feeding. The research highlighted that over 80% of mothers continued both breastfeeding
and complementary feeding. Among the children, 49% were given half a cup of food per
feeding, while 38% were fed three to four times a day. Hygiene practices among mothers
varied, with 64% washing hands before preparing food, 44% washing hands after cleaning
their child’s feces, and 50% washing hands before feeding their child.
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Additionally, a cross-sectional study involving 250 mothers from Waghodiya Taluka,
Vadodara, examined complementary feeding practices among those with at least one child
under two years old. The primary reasons cited for introducing complementary foods
included "insufficient breast milk™ and "concerns over poor child development.” The study
found that cow’s milk was the most frequently used food when initiating complementary
feeding. However, only 21.2% of mothers adhered to an ideal combination of food items
for complementary feeding, and 58% provided meals fewer than the recommended times
per day. Regarding hygiene practices, the most commonly reported measure (33%) was
washing vegetables, followed by maintaining a clean kitchen (27%). The study also
revealed that 95% of mothers were willing to continue breastfeeding while experiencing a
fever, and 91% agreed to continue breastfeeding if their infant had a fever. (Trivedi et al.,
2015)

A descriptive cross-sectional study conducted among 300 eligible mothers with children
aged 0-23 months in Dabhoda, Gujarat, revealed that all mothers of children between 12-
23 months continued breastfeeding up to two years. Complementary feeding was initiated
at six months for 59.8% of the children. However, only 28.3% met the criteria for Minimum
Dietary Diversity (MDD), while 95.6% achieved Minimum Meal Frequency (MMF). The
proportion of children meeting the Minimum Acceptable Diet (MAD) standard was also
28.3%. (Chandwani et al., 2015)

Additionally, a community-based mixed-method study was conducted in the Narmada
aspirational district of Gujarat among 253 children aged 6-23 months. Dietary patterns were
assessed using a 24-hour dietary recall. The findings indicated that 38.3% of children
consumed food from more than four food groups, 68.1% met the recommended minimum
meal frequency, and 30.6% met the MAD criteria. The study highlighted that grains, roots,
and tubers were the most frequently included food groups in complementary feeding,
accounting for 84% of the diet. In contrast, non-dairy animal source foods were the least
incorporated, and fewer than half of the children consumed other fruits and vegetables. The
overall dietary habits of infants and young children aged 6-23 months were found to be
inadequate. (Gandhi and Mehta, 2021)

Understanding knowledge and practices regarding I'YCN is crucial for improving child
health outcomes. Chandorkar and Miyawala (2015) assessed the gaps in infant and young

child feeding (I'YCF) practices among ICDS functionaries in Vadodara. The study found
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that while some supervisors were aware of government programs for adolescent girls, most
Anganwadi workers (AWWSs) lacked knowledge about iron and folic acid (IFA) distribution
criteria. Similarly, a study by Gandhi and Mousami (2020) in Anand and Vadodara districts
revealed that only 50% of pregnant women had awareness about a healthy diet, and
knowledge about anemia and contraceptive methods was significantly low in both districts.

The Home-Based Mixed Farming (HBMF) approach was evaluated in the Dediyapada
block of Narmada district by Gandhi and Mehta (2020). The study introduced Nutri-kitchen
gardens as a means to convey essential health messages through community-led programs.
The intervention significantly improved dietary diversity and maternal knowledge about
child nutrition. Similarly, a study by Thakar et al. (2019) in Porbandar district demonstrated
how kitchen gardening contributed to food security by providing fresh vegetables and

additional household income.

Services utilization of young child nutrition by mothers and primary school children
Services utilization of young child nutrition by mothers

Integrated Child Development Services (ICDS) play a crucial role in improving maternal
and child nutrition in India. A study analyzing data from the National Family Health Survey
(NFHS) 2016 found that the utilization of ICDS services was higher in rural areas compared
to urban regions. However, overall service coverage remained suboptimal, particularly in
densely populated states such as Uttar Pradesh and Bihar. The study highlighted that while
supplementary nutrition services were more frequently accessed, other crucial components,
such as health and nutrition education and preschool activities, were underutilized.
Furthermore, there was a strong correlation between mothers receiving ICDS benefits
during pregnancy and the likelihood of their children continuing to access these services,
underscoring the significance of sustained maternal and child care (Sharma et al., 2016).

In another study conducted in urban Meerut, researchers assessed maternal satisfaction with
supplementary nutrition services provided through Anganwadi centers. The study revealed
that 58.5% of mothers were dissatisfied with the frequency of supplementary nutrition
distribution. While all children received Take Home Ration (THR), it was noted that 100%
of mothers shared it with other family members, potentially reducing its intended impact.
Additionally, the study found that 63.2% of mothers lacked awareness about the importance

of iron supplementation in childhood, and only 65.8% followed satisfactory handwashing
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practices. These findings emphasize the need for improved service delivery, enhanced
awareness campaigns, and behavioral change interventions to maximize the effectiveness

of nutrition services for young children and their mothers (Gupta et al., 2023).

Navuluri Kranthi Kumar Reddy et al. (2020) conducted a study in Uttarakhand to evaluate
the utilization of ICDS services. Their findings revealed high utilization of supplementary
nutrition (94.5%) and health education (88.3%), while preschool education was
comparatively lower (76.7%). The study highlighted disparities in utilization among
different beneficiary groups, with adolescent girls and women of reproductive age showing
the lowest engagement levels.

Similarly, Saranya Sivanesan et al. (2016) examined ICDS service utilization in coastal
Karnataka. Their study found that 95.9% of children accessed supplementary nutrition, but
only 48.7% of mothers attended nutrition and health education sessions. While 73.6% of
mothers ensured regular growth monitoring, dissatisfaction with the quality of food
provided at Anganwadi centers remained a concern. The study also noted that many
children enrolled in private nursery schools did not fully utilize ICDS services.

Chudasama et al. (2013) assessed supplementary nutrition services in Gujarat across 60
Anganwadi centers. The study found that while 70% of children under three years received
supplementary nutrition, coverage for children aged 3-6 years was significantly lower
(51.7%). Pregnant women (88.3%) and lactating mothers (91.7%) showed higher
engagement, but challenges in maintaining consistency and quality of nutrition services

were evident.

In a study conducted in Gandhinagar, Chavada et al. (2022) analyzed the impact of
supplementary nutrition on the nutritional status of children under six years of age. The
study highlighted a high prevalence of stunting and wasting, despite ICDS interventions,
indicating persistent nutritional deficiencies. The authors emphasized the need for stronger
community engagement and improved program implementation to address these gaps
effectively.

Latha and Venkatesh (2020) explored ICDS utilization patterns in urban and rural
Bengaluru. Their findings suggested that while rural areas had better service reach, urban
communities faced lower participation rates due to working mothers' inability to visit
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Anganwadi centers regularly. The study underscored the necessity for flexible service
delivery models to accommodate urban working populations.

A study by Vachhani et al. examined child healthcare service utilization in rural
Surendranagar. The findings indicated that 43.51% of mothers-initiated breastfeeding
within one hour of birth, and 66% practiced exclusive breastfeeding. The study highlighted
a positive association between the nutritional status of children and the utilization of
nutritional services, emphasizing the impact of maternal education on child health

outcomes.

Rana et al. conducted a study assessed infant and young child feeding practices among 300
mothers with children aged 0-23 months in urban Gujarat. The results showed that 88% of
children were breastfed early, 2.75% received pre-lacteal feeds, and 66% were exclusively
breastfed. The study identified significant correlations between feeding practices and
factors such as maternal education, socioeconomic status, and antenatal care, underscoring

the need for awareness and better implementation of feeding programs.

A study by Chudasama et al. assesses infrastructure, service delivery, and utilization. The
study, conducted across 12 districts of Gujarat, found that 48.3% of children received
supplementary nutrition, while 61.7% of Anganwadi centers experienced supply
interruptions. Additionally, only 20% of centers achieved full preschool education
coverage, and regular health check-ups were conducted in just 30% of centers. These
findings highlight critical service delivery gaps that need to be addressed to improve child
nutrition and overall health.

The effective utilization of nutrition services by mothers and school children is essential to
combat malnutrition. A study conducted in Surat city by Vakilna et al. (2018) assessed the
knowledge, attitude, and practices of ICDS workers. The findings showed that although
most AWWSs had received in-service training, awareness about key services such as Ready-
to-Eat (RTE) supplementary nutrition was low. The study emphasized the need for better
promotion of RTE “Balbhog’ among children and improved awareness regarding preschool

education and child growth monitoring.

Services utilization by primary school children
Patel and Pancholi (2018) conducted a study titled "Mid-Day Meal Implementation in State

of Gujarat" that examined the effectiveness of the MDM scheme in the region. Their
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findings indicated that the program was running successfully, with significant
improvements in parameters such as student attendance, nutritional intake, and overall
health status. However, the study also noted challenges in food quality consistency and
logistical issues in meal distribution (Patel & Pancholi, 2018).

A more recent study by Bulsari, Pandya, and Vansiya (2021) focused on the impact of the
COVID-19 pandemic on the MDM program in three districts of Gujarat. Their research,
"Mid-Day Meals during COVID-19 Pandemic: A Study of Three Districts of Gujarat,"”
highlighted operational changes during the pandemic, where cooked meals were replaced
by dry ration provisions due to lockdown restrictions. While this ensured continued access
to food, the shift posed challenges in maintaining meal quality and nutritional balance
(Bulsari et al., 2021).

The distribution of Iron and Folic Acid tablets is an essential intervention to combat anemia
among school children. While several national reports have discussed the importance of the
IFA supplementation program, state-specific studies in Gujarat remain limited. However,
government health reports indicate that while awareness regarding IFA tablets has
increased, compliance issues among students remain a concern, often due to fear of side
effects such as nausea and gastrointestinal discomfort (Government of Gujarat Health
Report, 2022).

Deworming programs, implemented under the National Deworming Day initiative, have
been instrumental in reducing intestinal parasite infections among children. A government-
commissioned survey in 2019 in Gujarat found that over 85% of the targeted school
children received deworming tablets, with a noted reduction in reported cases of worm
infections. However, a follow-up assessment in 2023 pointed out gaps in follow-up
monitoring and reluctance among parents due to misconceptions about deworming
medication (State Health Department Report, 2023).

Regular school health check-ups are crucial in early detection of health issues among
children. A study by Mehta and Joshi (2020) assessed the implementation of health check-
ups under Guijarat’s school health program. Their findings revealed that while screenings
were conducted annually, a lack of follow-up services and referrals for further treatment
limited their effectiveness. The study recommended strengthening referral mechanisms and
increasing parental awareness to enhance the program’s impact (Mehta & Joshi, 2020).
Biswas et al. (2023) conducted a study in Deoghar, Jharkhand, to examine compliance with
Iron and Folic Acid Supplementation (IFS) and deworming among school-going
adolescents. The study found that IFS compliance was 27.5%, while 67.9% of students
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adhered to deworming. Compliance with deworming was facilitated by religion, income,
and prior knowledge. Barriers included irregular medication supply and low student
awareness

In 2022, lyer and Patel evaluated the Mid-Day Meal (MDM) Programme in rural schools
of Vadodara and assessed the impact of Nutrition Health Education on the nutritional status
of moderately and severely thin upper primary school children. The study found that 93%
of the children consumed MDM.

Current strategies to combat malnutrition

Poshan Abhiyaan, launched by the Prime Minister of India, is a comprehensive multi-
ministerial initiative aimed at eradicating malnutrition in the country by 2022. This holistic
strategy focuses on improving nutritional outcomes for children, pregnant women, and
nursing mothers by addressing the multifaceted causes of malnutrition. The program targets
districts with the highest malnutrition burden, aiming to reduce stunting through enhanced
delivery and utilization of crucial anganwadi services. Central to POSHAN Abhiyaan is its
emphasis on the first 1000 days of a child's life, recognized as a critical period for
nutritional intervention. By coordinating efforts across various governmental departments
and stakeholders, the initiative strives to implement a comprehensive package of services

and interventions, tackling malnutrition through a unified, multidimensional approach.

In the year 2021, as part of Azadi Ka Amrit Mahotsav, to commemorate the 75th year of
Independence of India a programme on “Nutrition Smart Village” was initiated to
strengthen the Poshan Abhiyan. This new initiative aims to reach out to 75 villages across
India through the network of All India Coordinated Research Project on Women in
Agriculture (AICRP-WIA) which is in operation at 13 centres in 12 States of India besides
the coordinating institute located at Bhubaneswar said Union Agriculture Minister Shri
Narendra Singh Tomar while addressing an event organized by Indian Council of
Agriculture Research today in New Delhi. The objectives of the initiative are promoting
nutritional awareness, education and behavioural change in rural areas involving farm
women and school children, harnessing traditional knowledge through the local recipe to
overcome malnutrition and implementing nutrition-sensitive agriculture through
homestead agriculture and Nutri-garden. To achieve the goal of Malnutrition free villages,
intensive awareness campaigns and field activities will be undertaken for focusing on the
concept of Nutri-village / Nutri-food / Nutri-diet/ Nutri-thali etc. for strengthening the
Poshan Abhiyan.
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The Suposhit Gram Panchayat Abhiyaan by the Govemment of Indiais aimed at improving
the nutritional outcomes and well-being of targeted population across the country. This
initiative focuses on improving nutrition by strengthening implementation of nutrition
related services, in convergence with multiple stakeholders at the local level, and ensuring
active community participation. The significance of the Suposhit Gram Panchayat
Abhiyaan extends far beyond the mere recognition of achievements. It serves as a powerful
catalyst for change, inspiring communities to embrace sustainable practices and innovative

approaches in their fight against malnutrition through positive competition.

This initiative supports the achievement of Sustainable Development Goals 2 & 3 (SDG2-
end hunger, achieve food security and improved nutrition and SDG 3- ensure healthy lives
and promote well-being for all ages) at local level. Suposhit Gram Panchayat Abhiyaan
focuses on improving nutritional outcomes through practices such as use of millets in HCM
& THR, development of Poshan Vatikas/nutri-gardens in AWCs, using its produce for
preparation of HCM for the beneficiaries, diet diversity and use of local food etc.

Evidence based intervention for improving IYCN

The study aimed to assess the impact of the Alive and Thrive (A&T) initiative in enhancing
Infant and Young Child Feeding ('Y CF) practices to improve child survival, reduce disease
prevalence, and support healthy growth and development. During the first phase (2009-
2014), A&T implemented large-scale social and behavior change communication
interventions across Bangladesh, Ethiopia, and Vietnam. Strategies included interpersonal
communication (IPC) and promoting nutrition-sensitive agricultural activities (AG),
resulting in significant improvements in I'YCF practices. In the second phase (2015-2017),
the initiative focused on Ethiopia, aligning with the country's National Nutrition Plan to
enhance I'YCF practices through a multi-sectoral approach. The study concluded that
implementing social and behavior change interventions via multiple platforms in Ethiopia
was both practical and effective. Intensive interventions delivered through diverse channels
led to notable improvements in complementary feeding practices and a reduction in child
stunting within two years. (Kim, Nguyen et al., 2019).

Additionally, a cross-sectional study conducted in the Philippines examined dietary habits
in 200 households with children aged 2 to 5 years. The findings indicated that children from
households with home gardens had a significantly higher likelihood of consuming
vegetables. Moreover, these children exhibited higher dietary diversity scores compared to
those from households without gardens. (Cabalda et al., 2011)
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The project Improving Market Linkages for Smallholder Farmers (MALIS) in Cambodia
introduced two key interventions—Agriculture Intervention and Nutrition Education
Intervention—to assess their impact on Infant and Young Child Feeding (I'YCF) practices
and dietary diversity among children aged 0-23 months.
The Agriculture Intervention comprised Farmer Field Schools (which included field days
and family nutrition sessions), agricultural fairs, and farmer business schools. Additionally,
participants received vouchers to purchase farm or kitchen necessities such as fertilizers,
seeds, and tools.
The Nutrition Education Intervention followed a Training of Trainers (ToT) approach,
where community nutrition promoters (CNPs) were trained using national nutrition
education materials and facilitator guides. The intervention included TIP-based cooking
demonstrations, sharing meetings between trainers and participants, educational posters,
soap, and kitchen equipment. Trained CNPs, along with local NGO workers, conducted
seven nutrition education sessions lasting 2-4 hours weekly or biweekly.

The study observed that children from both intervention groups had improved Minimum

Dietary Diversity (MDD), Minimum Meal Frequency (MMF), and Minimum Acceptable

Diet (MAD). An increase in the consumption of pro-vitamin A-rich foods, fruits, and

vegetables was reported. The study also found a significant association between household

dietary diversity and child dietary diversity (p=0.011). Additionally, maternal education

was positively linked to improved child dietary diversity. (Reinbott et al., 2016)

A Behavior Change approach was implemented in four countries—Bangladesh, Malawi,

Peru, and Zambia—to enhance complementary feeding practices among children.

o Bangladesh: Baseline findings revealed low complementary feeding (CF) indicators,
poor appetite among children, gaps in maternal knowledge, and inadequate training
among frontline health workers. The intervention phase involved BRAC community
health workers and volunteers conducting home visits, mass media campaigns (TV),
community mobilization, and doctor-led orientations.

« Malawi: Initial research indicated low dietary diversity, poor meal frequency, early
food introduction, and poor hygiene practices. Seasonal food shortages and the practice
of children sharing family plates rather than having separate meals were also identified.
The intervention included training agricultural extension workers through farm schools
and model farms, involvement of Ministry of Health (MOH) nutrition workers (CNPs),

and distribution of printed recipe books.
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e Peru: The baseline survey highlighted feeding difficulties, thin food consistency,
inadequate micronutrient intake, inconsistent counseling in health services, and a lack
of coordination among healthcare personnel. The intervention focused on developing
educational messages, job aids, printed recipe flyers, and food preparation
demonstrations. Health workers integrated 1'YCF counseling into three primary child
health services—well-child checkups, sick-child visits, and nutrition services—
emphasizing preventive care.

e Zambia: Findings showed low household and child dietary diversity, limited
production of micronutrient-rich foods, and a strong link between gender empowerment
and child nutrition. Most families had access to health and agricultural services but did
not fully utilize them. The intervention involved agricultural extension training at
model farm schools and group-based education. (Sanghvi et al., 2017)

6. Developing Nutri Smart Village and its impact

The Nutri-Smart Village Programme has been implemented in various regions to combat
malnutrition and improve nutritional awareness. The Nutrition Smart Villages project was
carried out for 24 months in target villages in India and Bangladesh from September 2018
to August 2020. An important lesson learned from this programme is that increased
knowledge can only translate into new behaviours in the context of an enabling
environment including access to water, livelihood opportunities within the village, access
to markets, improved infrastructure and the improved delivery of government services and

good governance.

A study by Vishakha Bansal et al. (June 2023) assessed the nutritional status, health, and
hygiene practices of farm women in five villages of Udaipur, Madar, Thoor, Brahmano ki
Hunder, Feniyon ka Guda, and Loyra. The findings revealed that 57.07% of the respondents
followed poor health and hygiene practices, and the majority of the rural women were
vegetarians. In terms of nutritional status, 40.53% of the women were pre-obese, while
18.12% were classified as obese, highlighting the need for increased awareness regarding
proper nutrition to address obesity and malnutrition.

Another initiative under the Nutri-Smart Village Programme was undertaken in the tribal
districts of Odisha, including Gajapati, Kalahandi, Kandhamal, Koraput, Rayagada,
Malkangiri, and Nuapada. The intervention led to notable improvements in both nutrition

and income generation. Vegetable yields increased by 77%, ensuring adequate household
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consumption along with surplus for sale. The introduction of dual-purpose poultry birds
improved protein intake and household earnings, while the cultivation of protein-rich crops
like grain amaranth and quality protein maize played a crucial role in addressing
malnutrition. Additionally, home gardens with diverse fruits and vegetables helped combat
micronutrient deficiencies across all age groups. Women's Self-Help Groups actively
participated in value-addition activities, such as mango RTS (Ready-to-Serve) production,
which not only provided nutritional benefits but also helped mitigate seasonal market
fluctuations. These collective interventions enhanced community engagement, improved
nutritional security, and increased incomes, making the Nutri-Smart Village approach an

effective model for rural development and malnutrition alleviation.

A study conducted by Gayatri Verma Rawal et al. (March 2024) in Shajapur district,
Madhya Pradesh, demonstrated the effectiveness of kitchen gardening in enhancing
nutrition and income among rural households. The Krishi Vigyan Kendra (KVK) Shajapur
provided training on kitchen gardening, value addition, and balanced diets, leading to an
80% increase in vegetable yields and a 21% rise in per capita vegetable consumption.
Household vegetable intake improved from 39.1% to 45.14% of the Recommended Dietary
Allowances (RDA), while nutrient intake also saw significant improvements energy by
13.17%, protein by 5.54%, iron by 10.93%, and calcium by 16.17%. Additionally, families
earned an extra X1200-1500 per month from surplus produce, demonstrating how localized

interventions can simultaneously combat malnutrition and enhance economic security.

The Nutri-Smart Village program in tribal districts of Odisha showcased significant
improvements in nutrition and income. Vegetable yields increased by 77%, dual-purpose
poultry improved protein intake, and cultivation of crops like amaranth and maize helped
combat malnutrition. This integrated approach successfully addressed micronutrient
deficiencies and enhanced community engagement across several districts (Gajapati,
Kalahandi, etc.).

A similar initiative focusing on food diversification was implemented in Sihoda village,
Jabalpur, Madhya Pradesh, to address declining pulse consumption among children (Neelu
Vishwakarma et al., 2021). During 2016-18, the program introduced mixed pulse recipes,
collaborated with Anganwadi centers, and conducted training and awareness programs.
Pre- and post-intervention data revealed a significant improvement in pulse consumption

frequency and diversity, with 76% of children preferring pulse-based foods, particularly
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lentils, black gram, and green gram. This study demonstrated how targeted nutritional

interventions can effectively enhance dietary habits in rural communities. Summary of

intervention for development NSV is presented in Table 2.2

Table 2.4 Intervention towards developing Nutri Smart Village

Researcher | Place Intervention Findings
Dr. Prerna Mallu Nangal | e Nutri-Smart Village concept by | e Deficit in production of fruits
Kapila & Dr. | Village, KVK Amritsar (54%), pulses (69%), milk
Parvinder Harsha Chinna | ¢  Promotion of nutrition gardens (14%)
Singh Block, Cluster demonstrations for pulses | e Increased household vegetable
Amritsar & oilseeds and fruit production
District, e Training in fruit preservation, e Improved protein availability
Punjab organic farming, hygienic milk through pulses & oilseeds
production e Dairy farming improved milk
e Encouragement of beekeeping, supply
poultry, mushroom farming e Honey production introduced
as an income source
e Household income increased
by %25,000/year
Dr. Vipin Sidhuwal e Nutri-Smart Village Model under | @ Cereal production 1 3-5%
Kumar Village, NICRA project e Pulses & oilseeds met
Rampal Fatehgarh e Fortified cereals, pulses, oilseeds, household needs
Sahib, Punjab chemical-free vegetables/fruits e 300 kg vegetables/family
Vegetable gardens, crop rotation annually
model e Fruit fly trap reduced
e Fruit fly traps to reduce infestation by 70%, yield
infestation increase 25%
e Mushroom cultivation training e 50% of women adopted
e Improved milk production via mushroom farming, earning
mineral mix & supplements %3,000-4,000/month
e Poly silage bags for fodder e Milk production increase 8-
storage 10%
e California Mastitis Test (CMT) e Mastitis-free village
kits for dairy animals e Women-led small-scale
e Training women in fruit & businesses in pickles & jams
vegetable preservation
e Nutrition awareness programs for
women/children
Dr. Rachana | Kheri Mania e 50 Nutri-Smart gardens e 298 kg vegetables/family/year
Singla Village, established e Milk availability: 310.9

Patiala, Punjab

Mushroom cultivation in 25
families

Nutritional literacy programs
Supply of mineral mixtures, fruit
plants, oilseed, and pulse seeds
Backyard poultry farming

ml/person/day

Mushroom intake:
32.45¢g/person/day

Pulses: 72.88 kg/year/family
%45,000 per family from
surplus sales
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Crop diversification with pulses
& oilseeds
Improved dairy farming

Dietary diversity improved
Pulses increase 29.56%,
oilseeds increase 43.65%
Poultry increased protein
intake

Surplus shared with landless
families & Gurudwara Langar
Empowered women & youth

Dr. Nirmal Nabipur, Patti NARI project to improve Vegetable production 1

Singh & Dr. | Tehsil, Tarn nutritional intake 20.22%

Balwinder Taran District, Biofortified wheat (PBW1 Zn) Milk yield 1 14.30%

Singh Punjab cultivation Increased dietary diversity
Seasonal pulse (moong, gram) Kitchen gardening &
cultivation biofortified wheat adoption
Kitchen gardening model (6x6 Landless farmers benefited
m) from poultry farming
Fruit tree plantation (pear,
kinnow, lemon, guava)

Improved dairy farming (mineral
mix, uromin lick)
Backyard poultry & goat rearing

Dr. Pankaj Plauhata High-yield, disease-resistant Fruits & vegetables deficit |

Sood, Dr. Village, cereals (14.7% yield increase) from 63.07 g/day to a surplus

Kavita, Dr. Sundernagar, Pulses & oilseeds cultivation of 163.5 g/day

D.S. Yadav & | Mandi District, (pulses 1 17.2%, oilseeds 1 Milk: 309.9 ml/person/day

Dr. L.K. Himachal 38.8%) (meets RDA)

Sharma Pradesh 10 Nutri-Gardens & seasonal Women & children had better
vegetable kits nutritional security
Fruit plantation (citrus, Additional earnings:
pomegranate, strawberry) %90,000/family/year
Dairy farming improvements Replicable model for other
Backyard poultry & goat farming villages
Mushroom farming training (15
families)

Dr. Neetu Abdullapur, Nutri-Smart Village concept Increased dietary diversity

Sharma & Dr. | Kangra 38 Nutri-Gardens (810 m? total) Rs. 59,885 from vegetable

Sanjay District, Seed kits for improved vegetable sales

Sharma Himachal varieties Rs. 2,800 per family from

Pradesh Mushroom cultivation

Improved paddy & wheat
varieties (11-13% higher yield)
Local value-added food
production

Pulses & oilseeds promoted
Dairy intervention (mineral mix,
UMB)

Backyard poultry (64 chicks)

poultry

Rs. 3,000 per family from
mushroom sales

Rural livelihoods strengthened
Improved nutrition access &
malnutrition reduction
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Further expanding the Nutri-Smart Village approach, a study by Dr. Jyoti Nayak et al.
(2024) explored grassroots-level nutritional interventions in 10 villages of Odisha, aligning
with Poshan Abhiyan. The project emphasized Nutri-gardens, mushroom cultivation, and
poultry rearing as core strategies. A survey of 300 respondents highlighted the role of mass
media, social media, and community outreach in enhancing nutrition awareness, with
education and media exposure playing a crucial role in behavioral change among farm

women.

The Nutri-Smart Village model integrates agriculture, nutrition, and health to create
sustainable solutions for food security. A study by Nambiar and Patel (2024) in Dabhoi
block, Gujarat, examined food and nutrition security among marginal farm households. The
study highlighted that despite several government programs, farmers continued to struggle
with nutrition security, necessitating innovative approaches to agricultural support and
social security. Similarly, Nambiar and Vijay (2024) compared rural Rajasthan villages with
saline versus irrigable groundwater, revealing that better water access led to higher
agricultural productivity and improved nutritional outcomes. These findings emphasize the
need for holistic interventions combining agricultural sustainability, social security, and
nutrition education to develop Nutri-Smart Villages.

Astudy by Hemangini Gandhi and Mousami (July 2020) assessed knowledge gaps in health
and nutrition among pregnant women in Anand and Vadodara districts. The findings
indicated that only 50% of the participants were aware of a healthy diet. A notable
difference was observed in the awareness of correct weight gain during pregnancy, with
74% of mothers in Anand demonstrating knowledge compared to only 47% in Vadodara.
Additionally, 90% of Anand mothers recognized the importance of colostrum feeding,
while only 71% in Vadodara were aware of its benefits. However, awareness regarding
anemia and contraceptive methods remained low in both groups. The study emphasized the
need for continuous reinforcement of health and nutrition education to improve maternal
and child health outcomes under government programs. The data was collected from four
Primary Health Centers (PHCs) in the Vadodara rural block and one PHC in the Anklav
block of Anand district.

Another study by Hemangini Gandhi and Halak Mehta (April 2020) focused on assessing
dietary practices among children aged 6-23 months and promoting home-based mixed
farming (HBMF) to establish Agri-Nutri (AG2N) smart communities in the tribal block of
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Narmada district. This intervention utilized Nutri-kitchen gardens and community-based
events led by local functionaries to convey essential nutrition messages. The study found a
low prevalence of minimum acceptable diets, inadequate dietary diversity, and insufficient
consumption of protective foods among infants and young children. Furthermore, the rates
of stunting, wasting, and underweight in the Dediyapada block exceeded the national data
reported by the Comprehensive National Nutrition Survey (CNNS). To ensure
sustainability, the study stressed the importance of periodic sensitization and supportive
supervision of grassroots functionaries to effectively deliver key health and nutrition
messages. These findings highlight the urgent need for targeted interventions to enhance

nutritional practices and improve health outcomes in rural and tribal communities.
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METHODOLOGY

Malnutrition remains one of the most critical public health challenges in India, affecting
millions across both urban and rural populations. Despite economic growth and various
government initiatives, malnutrition continues to hinder individual well-being and national
progress. Its impact extends beyond health, affecting education, productivity, economic
growth, and even future generations. This complex issue is driven by multiple factors,
including poverty, inadequate healthcare, poor dietary habits, lack of nutrition awareness, and

socio-economic inequalities.

Infants and young children, in particular, are highly vulnerable due to their increased nutritional
requirements for growth and development. Insufficient dietary intake during early childhood
not only leads to severe health complications but also causes irreversible consequences that
persist throughout life. Malnutrition in this critical phase significantly increases the risk of
disease and mortality.

To combat this, the concept of a Nutrition-Smart Village (NSV) has emerged as a holistic
approach that integrates nutrition-sensitive and nutrition-specific interventions at the

community level.
BOARD OBJECTIVE OF THE STUDY

To assess the dietary diversity, nutritional practices, and utilization of nutrition and health
services among children and mothers in selected village of Vadodara, and to strengthen village
level community-based organizations (CBOs) through training and sensitization programs
under “Nutri-Smart-Village”.

SPECIFIC OBJECTIVES OF THE STUDY

e To assess the profile and knowledge of representative of village institution/committee
about nutrition and government schemes about maternal and child health

e To assess the nutritional status, dietary diversity, 'YCN and WASH (Water, Sanitation,
and Hygiene) practices among mothers of children aged 6 to 24 months

e To evaluate the nutritional status and service utilization (IFA, deworming, health check-
ups and MDM) of primary school children

e To sensitize representatives of village institutions to develop action plan for their

village/villages towards NSV
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o To monitor the execution of action plan by village institutions towards developing NSV

ETHICAL APPROVAL

The study was approved by the Institutional Ethics Committee for Human Reasearch (IECHR),
Faculty of Family and Community Sciences, Maharaja Sayajirao University of Baroda. The
ethical approval number is IECHR/FCSc/M.Sc./10/2024/40

STUDY SITE

The study was carried out in the selected village (Sokhda) of the rural block of the Vadodara.

The study site is presented in Figure 3.1

Figure 3.1 Map of the study site
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About the district Vadodara

Vadodara district, also known as Baroda district, is situated in the eastern part of the state of
Guijarat in western India. The administrative headquarters of the district is the city of Vadodara.
The district covers an area of 7,794 km? and had a population of 4,165,626 as of 2011.

Vadodara district consists of eight blocks, out of which the Rural Vadodara block was
purposively chosen. This block has eight PHC villages, and one PHC village was randomly
selected for the study. Permission for the study was obtained from the concerned authorities.

The study was divided into three phases. Experimental design is presented in Figure 3.3
Phase 1: Situational Analysis

Phase 2: Training and sensitization of Village Institutions

Phase 3: Monitoring the Enabling Environment Towards NSV

PHASE 1:

SITUATIONAL ANALYSIS

1. Registering local village institutions
a) Local village institutions were registered, including:

e Gram Sanjivni

e Kisan Group

e Pani Samiti

e PRI Members

e Dairy Cooperative

e Primary School

e Health and ICDS staff - ASHA, Anganwadi worker, ANM, PHC MO
e RKSK peer educator

e SHG representative/Social action committee representative

b) The profile and knowledge of selected local village institution representatives were
assessed.
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e Two active members from each institution were approached for data collection. In
the case of health-related institutions such as Anganwadi centers, all relevant
workers, including ASHAs, ANMs, and Anganwadi workers, were included in the
analysis.

e Pre-tested semi-structured questionnaires were used to elicit the knowledge of the
representatives. (APPENDIX 1V)

e The profile and knowledge on following topics were gathered

General information

= Socio economic status
= Education qualification
= Designation in village institution and their role

= Training regarding health, nutrition or community development

Nutrition and health related topics

= Infant young child nutrition

= Anemia

= WASH practices

= Nutrition and diet

= Services of various National programs (ICDS, PDS, PM- POSHAN and
Ayushman Bharat-PM JAY)

= Nutri Smart Village concept

2. Assessment of nutritional status and MDD, MMF and MAD of children aged 6 to
24 months

a) Mothers of children aged 6 to 24 months residing in the selected village were

enrolled for the study.

Infant and young children (6 to 24 month) living in the selected village with mothers
were enrolled in the study. Permission was obtained from ICDS office to contact
AWCs in selected village. From Anganwadi centers, list of the registered children
aged 6 to 24 months was obtained. The mothers of this children who consented and

were available during the data collection process were enrolled in the study.
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In this study 7 Anganwadi center of village Sokhda were enrolled. All the children
aged between 6 to 24 months who were registered in the Anganwadi centers were
enrolled in the study. In all 87 mothers of children (6 to 24 months) were

interviewed.

b) A pre-tested semi-structured questionnaire was used. Data on sociodemographic
profile, anthropometric measurements, knowledge regarding I'YCN and WASH
practices and utilization of Annaprasan diwas and compliance of Bal Shakti,
complementary feeding was obtained. Data on both quality and quantity of food
given was elicited through 24-hour dietary recall to asses MMF, MDD, MAD
(minimum meal frequency, minimum dietary diversity and minimum adequate diet)
(APPENDIX 1V)

» Dietary Practices

MMF, MDD and MAD of children was assessed to determine if they were receiving
adequate nutrition. The main tool for this assessment was a 24-hour dietary recall,
where mothers were asked to recall all the foods and beverages their children consumed
in the previous 24 hours.

Using the FANTA-USAID 2016 publication.

Minimum dietary diversity 6-23 months (MDD) (FANTA USAID,2016)

MDD is the proportion of children 6-23 months of age who receive foods from 4 or
more food groups.

Children aged 6-23 months who obtained foods from > 4 food groups during the
previous day. (FANTA USAID, 20164)

Based on seven food groups Minimum Dietary Diversity is calculated:

e Grains, roots, and tubers

e Legumes and nuts

e Dairy products (milk, yogurt, cheese)

e Flesh foods (fish, poultry, meat, and liver/organ meats)

» Eggs

e Vitamin A-rich fruits and vegetables

e Other fruits and vegetables
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It is a proxy measure for dietary quality of complementary feeding (micronutrient
adequacy of diet), and also food group diversity is positively associated with

micronutrient adequacy of the diet.
Minimum meal frequency 6-23 months (MMF) (FANTA USAID,2016)

The percentage of breastfed and non-breastfed children aged 6-23 months, who
receive solid, semi-solid, or soft foods also including milk feeds for non-breastfed
children the minimum number of times or more. This indicator calculated from

the following two fractions:

Breastfed children aged 6-23 months who received solid, semi-solid or soft

foods the minimum number of times or more during the prior day

Breastfed children 6-23 months of age

And

Non-breastfed children aged 6-23 months who received solid, semi-solid or soft
foods or milk feeds the minimum number of times or more during the prior day

Non-breastfed children 6-23 months of age
Minimum adequate diet 6-23 months (MAD) (FANTA USAID,2016)

MAD combines indicators of dietary diversity and meal frequency to assess the quantity

and quality of infant and young child feeding.

The indicator is calculated from the following two fractions:
Breastfed children aged 6-23 months who had at least the minimum dietary diversity

and the minimum meal frequency during the prior day

Breastfed children 6-23 months of age
And
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Non-breastfed children aged 6-23 months of who received at least two milk

feedings and had at least the minimum dietary diversity not including milk feeds

and the minimum meal frequency during the prior day

Non-breastfed children 6-23 months of age

Procedure

From one day dietary recall, a list of food groups consumed by the children, out of the

above mentioned seven food groups along with breastfeeding, packed foods, Balshakti

and iron-rich foods was prepared, and MDD was computed. The percentage was then

made according to the consumption response.

> Age appropriate I'YCF practices (Indian Academy of Pediatrics (IAP) — I'YCF

Guidelines)

Table 3.1 Age appropriate I'YCF practices for children aged 6 to 24 months

Age Texture Frequency Average amount
per meal
6-8 months | Start with thick porridge, well 2-3 meals per day plus Start with 2-3
mashed foods frequent breastfeeding tablespoonfuls
9-11 months | Finely chopped or mashed foods, | 3-4 meals per day plus Y of a 250 mL
and foods baby can pick up breastfeeding. Offer 1-2 cup/bowl
snacks depending on
appetite
12-23 Family foods, chopped or 3-4 meals per day plus ¥ 10 1 cup/bowl
months mashed if necessary breastfeeding. Offer 1-2 (250 mL)

snacks depending on

appetite

The Table 3.1 provides a guide for feeding babies from 6 to 23 months, detailing the

appropriate food texture, feeding frequency, and portion sizes at each stage. At 6-8 months,

babies should start with thick porridge or well-mashed foods, having 2-3 solid meals a day

in addition to frequent breastfeeding. The amount per meal should be around 2-3

tablespoonfuls. At 9-11 months, babies can handle finely chopped or mashed foods, as well

as finger foods they can pick up themselves. They should have 3-4 meals a day, plus
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breastfeeding, with 1-2 snacks depending on their appetite. The meal portion increases to
about half of a 250 mL cup or bowl. By 12-23 months, babies can begin eating family
foods, chopped or mashed if needed, and should have 3-4 meals a day along with
breastfeeding. Snacks can still be offered 1-2 times. The meal portion increases further to
% to 1 full 250 mL cup or bowl. This progression supports the baby's growing ability to
chew and eat more solid foods while continuing to breastfeed for nutritional support.
WASH practices

0 The study will also investigate mothers” WASH practices, which directly impact child

health and nutrition. The following areas were explored:

= Handwashing practices: Whether mothers wash their hands with soap before
preparing food and feeding their children, and after using the toilet

= Cleanliness and hygiene practices: General household hygiene, cleanliness of
cooking utensils, and food storage practices

= Access to safe water: Source of drinking water and its quality (e.g., boiled, filtered,

or untreated water)

Anthropometric measurements

Data on child’s age, gender, birth order, was collected anthropometric measurements such
as child’s length, weight and birth weight were taken to assess the nutritional status of the
index child. Nutritional status was assessed using WHO growth standard for all the 3
indicators like wasting, stunting and underweight.

+ Length/ height measurement

Depending on a child's age and ability to stand, measure the child's length or height. A
child's length is measured lying down (recumbent). Height is measured standing
upright If a child is less than 2 years old, measure recumbent length. If the child is aged
2 years or older and able to stand, measure standing height.

Procedure for Length

Infants' length was measured using an infantometer (<85cm child). It consists of the
fixed headboard and movable foot piece. Before placing an infantometer on the firm
flat surface, it was clean to disinfectant. The child's length was taken with minimal
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clothing and no footwear/ socks/ any hair ornaments. Reading observed nearest to 0.1

cm.

Procedure for Height

Height was measured using a stadiometer (>85cm). Stadiometer consisted of the
vertical backboard, fixed baseboard, and movable headboard. Before procuring the
height, it was placed on an even/smooth surface perpendicular to the ground. The
children were asked to stand upright with the shoulders, hips, and heels together
touching the wall and with no footwear, heels, socks or hair ornament and looking
straight ahead. The head was held comfortably erect, arms hanging loosely by the sides.
The headboard attached to the stadiometer was adjusted on the top of the subject's head
in the center, crushing the hair at right angles and then noting the readings accordingly.
Reading observed nearest to 0.1 cm.

Weight measurement

Weight is a significant anthropometric indicator of body mass. It is a sensitive predictor
of malnutrition and can be used to estimate an individual's nutritional status. Procedure
A Salter weighing (spring hanging) scale, periodically calibrated, had been used to take
the weight of the children. It is portable and used conveniently in the field. The children
were placed in the trouser and hung erect on the scale without touching anything with
minimal clothing or footwear and looking straight ahead. The scale adjusted to zero
before each measurement. The weight reading recorded to the nearest 0.1 kg (100g).

Nutritional status as per the WHO growth standard

Children (6-23 months) under-nutritional status was assessed through the following

nutritional indicators.
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R/
A X4

Table 3.2: - Nutritional Indicators used for assessment of under-nutrition

Underweight below minus two standard deviations from median
(Low weight weight for age of reference population. Severe
for age) underweight is below minus three standard deviations

from median weight for age of reference population.

Wasting (low below minus two standard deviations from median
weight for weight for height of reference population. Severe wasting
height) is below minus three standard deviations from median

weight for height of reference population

Stunting (Low | below minus two standard deviations from median height
height for age) | for age of reference population. Severe stunting is below
minus three standard deviations from median height for

an age of reference population

ICDS service utilization

Information from mothers of children of 6 months to 23 months about available ICDS
services was taken. Data on child's enrolment in anganwadi center, mothers’ knowledge
about annaprashan diwas, suposhan diwas, mamta diwas and utilization of it, mothers’
knowledge about balshakti and its service utilization, recipe demonstration at

anganwadi center was collected.
Practices of children (6-23 months)

Information on age-appropriate practices about complementary feeding of children (6-
23 months) was obtained using a pre-tested questionnaire from the mothers on the

following topics-

= [|nitiation of breastfeeding

= Exclusive breastfeeding

= Continuation of breastfeeding

= Initiation of complementary feeding
= Care and WASH practices

= Utilization of balshakti
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= Consumption of food groups

= Frequency and Quantity of complementary feeding

% Dietary information

Data on dietary practices of children was taken through 24-hour dietary recall method.

Dietary quantity and quality of food consumed by the children were collected using

standard spoon and cups.

Complementary feeding indicators

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

Table 3.3: - Infant and young child feeding indicators

Sr.

no.

Indicator

Definition

BREASTFEEDING INDICATORS

1 Ever breastfed percentage of children born in the last 24 months
who were ever breastfed

2 Early initiation of breastfeeding percentage of children born in the last 24 months
who were put to the breast within one hour of
birth.

3 Continued breastfeeding 12-23 months percentage of children 12-23 months of age who
were fed breast milk during the previous day.

COMPLEMENTARY FEEDING INDICATORS

1 Age-appropriate initiation of percentage of children born in the last 24 months

complementary feeding who were initiated with complementary food at
the completion of 6 months of age.

2 Complementary feeding indicators percentage of infants 6-8 months of age who
consumed solid, semisolid or soft foods during the
previous day.

3 Minimum dietary diversity 6-23 months percentage of children 6-23 months of age who

consumed foods and beverages from at least five
out of eight defined food groups during the

previous day.
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Minimum meal frequency 6-23 months

percentage of children 6-23 months of age who
consumed solid, semi-solid or soft foods (but also
including milk feeds for non-breastfed children) at
least the minimum number of times during the

previous day.

Minimum milk feeding frequency for non-
breastfed children 6- 23 months

percentage of non-breastfed children 6-23 months
of age who consumed at least two milk feeds

during the previous day.

Minimum acceptable diet 6-23 months

percentage of children 6-23 months of age who
consumed a minimum acceptable diet during the

previous day.

Egg and/or flesh food consumption 6-23

months

percentage of children 6-23 months of age who
consumed egg and/or flesh food during the

previous day.

Sweet beverage consumption 6-23 months

percentage of children 6-23 months of age who
consumed a sweet beverage during the previous

day.

Unhealthy food consumption 6-23 months

percentage of children 6-23 months of age who
consumed selected sentinel unhealthy foods during

the previous day.

10

Zero vegetable or fruit consumption 6-23

months

percentage of children 6-23 months of age who
did not consume any vegetables or fruits during

the previous day

Source:- UNICEF 2021
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» Assessment of nutrition status of primary school children

(0]

All children studying in standard 6,7,8 in the primary school of selected village were
enrolled

Anthropometric measurement was taken; height, weight. Thinness was identified
through BMI for age (WHO 2007)

» Utilization of services of selected government programs

(0]

The overall health and nutrition services utilized by children in the selected village were

assessed, including:

= |ron-Folic Acid (IFA) Supplementation: Whether children received IFA tablets
for anemia prevention

= Deworming: Participation in deworming programs, which are crucial for
preventing parasitic infections that affect nutritional status

= Health Check-ups: Frequency of health check-ups conducted by health workers or
at school health programs

= Mid-Day Meal (MDM) Program: Participation in the mid-day meal scheme at
school, which provides children with a nutritious meal during school hours
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PHASE 2:

TRAINING AND SENSITIZATION OF REPRESENTATIVE OF VILLAGE
INSTITUTIONS

To sensitize about NSV concept, minimum 2 representatives from all village institution were

enrolled for the training.

1. Atraining module and relevant IEC material on NSV were compiled.

Figure 3.2 Training module on NSV
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The training module consisted of following topics. It was prepared in vernacular

language.

Nutri Smart Village
Balanced diet and food group
WASH

Anemia

IYCN

Malnutrition

Government services

2. Representatives of village institutions were sensitized to develop an action plan for their

villages towards NSV.

a)

The key village institution representatives identified in Phase 1 underwent
sensitization. The focus was on empowering them to actively participate in the
development and implementation of nutrition-sensitive action plans for their

respective villages.

b) A one-day training session was conducted. The agenda of the training is giving

in the Table 3.4

3. Development of action plan.

After sensitizing the village institution representatives, a community-driven action plan

was developed to promote NSV (Table 3.5). The action plan focused on 2 main areas:

a)

Nutri Literacy

Nutri-capacity building aimed at enhancing awareness regarding maternal,

child, and adolescent health for different vulnerable groups (pregnant and

lactating mothers, mothers of young children, and adolescent girls). This was

achieved through:

o Awareness/health screening camps and on Mamta diwas and suposhan
samvad

Nutri-Environment Building

Creating a supportive environment for nutrition was key to sustainable

improvements in community health. The action plan included several initiatives

aimed at building a “Nutri-Environment” within the village:

e Campaigns in Schools and Anganwadi

e Rallies and Exhibitions on Nutri Literacy
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e Wall Paintings and Slogans or posters

e Introducing NSV concept in Gram Sabha and Gram Sanjivni meetings

Table 3.4 - Training Agenda
Date: 24 Dec 2024
Venue: PHC, Sokhda

Activities

Time

Resources person

Refreshment and registration of representatives
of village institution

10:00 am-10:30 am

Welcome address

Objectives of the Training

Pre test

10:30 am- 11:00pm

Dr. Hemangini Gandhi

Tea break

11:00 am -11:20am

Introduction of the representatives

11:20 am-12:00 pm

All participants

Distribution of handouts

Situation of the nutritional status of village

children

Sensitization on the NSV concept

Balanced diet and dietary diversity

First 1000 days approach and ANC care

Child feeding practices

12:00pm — 2:00pm

Tanvi Kotadia

Dr. Hemangini Gandhi,
Tanvi Kotadia

Dr. Hemangini Gandhi

Tanvi Kotadia

Dr. Hemangini Gandhi,

Tanvi Kotadia

Lunch Break

2:00pm- 2:40pm

Anemia in vulnerable groups and its preventive

measure

WASH practice

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

2:40pm- 3:40pm

Tanvi Kotadia

Dr. Hemangini Gandhi

Preparation of action plan and monitoring
checklist to promote NSV

3:40pm — 4:20pm

Dr. Hemangini Gandhi,
Tanvi Kotadia

Post test

Tea and departure

4:20- 5:00pm
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Table 3.5- Action plan to develop Nutri Smart Village

Village institutions

Activities

Anganwadi Workers

Organizing rallies on adolescent nutrition

Creating wall paintings to spread awareness

Conducting nutrition awareness campaigns

Recipes demonstration and competition between

adolescents’ girls

Schools

Setting up Nutrition Corners
Conducting educational sessions on healthy
nutrition practices

Facilitating teacher-led discussions on nutrition

Gram Sabha

Holding village meetings focused on nutrition
promotion
Integrating nutrition policies into community

development plans

ASHA
Workers

Arranging health check-up camps
Conducting anemia screening to assess

community health

Village Representatives / VOs / Other

Organizations/ gram sanjivani

Conducting health and nutrition counseling

sessions for community members

Community Groups & Self-Help Groups
(SHGs)

Hosting discussions on household nutrition and
food security

Kisan Mandlis, dudh mandli & pani samiti

Promoting village-wide engagement in nutrition

improvement initiatives

Rashtriya Kishor Swasthya Karyakram
(RKSK) peer educator

Facilitating rallies and awareness campaigns to

strengthen the Nutri-Smart Village approach
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PHASE 3:
MONITORING THE EXECUTION OF ACTION PLAN

In this final phase, a monitoring process was done to assess the progress of the action plan

using a monitoring checklist.

e The number of activities conducted by each village institution over the eight-weeks
duration, as per the action plan, was documented.
« Post-data collection included:
o Knowledge assessment of representatives of village institutions.
o Dietary practices of children aged 6 to 24 months.
o Service utilization by primary school children (MDM, IFA, deworming, and
health check-ups).
(APPENDIX 1V)

DATA COLLECTION PROCEDURE

A pre tested semi structured questionnaire was develop separately for the institution
representative to assess profile and knowledge. For the upper primary children, the service
utilization (IFA, deworming, health check-ups and MDM) was assessed. For the mothers of the
children aged 6 to 24 months, the I'YCN and WASH practice of mother along with the
nutritional status and the dietary diversity for their child (6 to 24 month) was elecited.

INCLUSION CRITERIA

e Active members of CBOs, including Gram Sanjivni, Village Development Committee
(VDC), RKSK peer educators, Kisan groups, and PRI members, SHG etc.

e Mother’s Children aged 6 to 24 months who will be available during the study period

e Upper primary school children (6,7,8 standard)

EXCLUSEN CRITERIA

a) Nil
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TOOLS AND TECHNIQUES

Particular Tools

Profile of village institution representatives, | Pre tested semi structured questionnaire
knowledge of the representative of local

village institutions

Anthropometric measurement (height, Standard methods
weight, MUAC)

I'YCN and WASH (Water, Sanitation, and Pre tested semi structure questionnaire
Hygiene)

Dietary diversity and MAD for children 1 day 24-hour dietary recall method

Service utilization (IFA, deworming, health | Pre tested semi structure questionnaire
check-ups and MDM) of primary school

children

Sensitize representatives of village Training module and IEC material
institutions

Monitor the execution of action plan Monitoring checklist

Primary Outcome

1. Profile and knowledge of representative of village institution/committee about nutrition and
government schemes about maternal and child health

2. Region specific nutritional status, dietary diversity of children aged 6 to 24 months

3. Region specific I'YCN and WASH (Water, Sanitation, and Hygiene) practices among
mothers of children aged 6 to 24 months

4. Region specific nutritional status and service utilization (IFA, deworming, health check-
ups and MDM) of primary school children

Secondary Outcomes

1. Feasibility of strengthening Village institution representative for developing NSV

2. Enabling environment and barriers towards developing NSV

Statistical analysis

e The data collected was entered in Microsoft Excel, cleaned and then analysed

e Appropriate statistical analysis was carried out to present the findings

e Frequency distribution, mean, percentage and the graphs were prepared
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Figure 3.3

EXPERIMENTAL DESIGN
Phase 1 - Situational Analysis

Vadodara District

8 Blocks

Vadodara Block
purposively selected

8 PHC

1 PHC Village
Randomly selection
8 village institution

n = 27 representative

Profile of representatives of village institution

Knowledge of representatives of village institution regarding basic aspects of
food and nutrition and Nutri smart village

Nutritional status and dietary practices of the children aged 6 to 24 months.
I'YCN and WASH practices among mothers of children aged 6 to 24 months.
Selected government services utilized by mother

Nutritional status of primary school children

Service utilization by the primary school children (MDM, IFA, Deworming,
health check-up)

A

No gk ow
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Phase 2 - Training and sensitization of Village Institutions

Compile training module and relevant IEC material on NSV

YV V. V V V V

>

Village Institutions like

Gram Sanjivni

Village Development Committee
Kisan Group

Dairy Cooperative

Primary School

Health and ICDS staff- ASHA,
Anganwadi worker, ANM, PHC MO
NGO

1
2 Member of each village institution were selected
and all the Anganwadi worker, ASHA, ANM were

covered
n = 27 representative

sensitize representatives of village institutions to
develop action plan for their village/villages

towards NSV

|
1 day training

Development of Action plan (for 8 weeks duration) for creating
awareness about NSV in the village through convergence

|

What is NSV, Contents of NSV, about government schemes on MCH, I'YCN

practices, WASH practices

Awareness activity

NoghswhE

Awareness/ health screening Camp at least 1
Creating awareness among community through Rallies — on per month
Wall paintings- as many as possible
Campaigns in school — at least 2

Campaigns in Anganwadi at least 2

Meeting with gram sabha members at least 1
Promotion of kitchen garden in households of villagers — as many possible
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Phase 3- Monitoring the execution of Action Plan

Monitoring of Action Plan

Monitoring of number of activities conducted
by each village institution for the duration of 8
weeks as per the action plan

Documentation on enabling
environment and barriers

Post data on —

1. Knowledge of representatives of village institution

2. Dietary practices of the children aged 6 to 24
months.

3. Service utilization by the primary school children

(MDM, IFA, Deworming and health check-up)
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RESULT AND DISCUSSION

Malnutrition remains a public health concern in developing nations like India, with
undernutrition being particularly prevalent among young children. During the first 1,000 days
of life, inadequate nutrition and poor Infant and Young Child Feeding (I'YCF) practices can
severely impact growth and development. As a result, many children fail to reach their full

physical potential, often experiencing stunted growth that persists into adulthood.

Young children are especially vulnerable due to their increased nutritional needs during this
formative period. A lack of essential nutrients not only weakens their immune system but also
leads to long-term health complications. If not addressed early, malnutrition can have
irreversible consequences, increasing susceptibility to diseases and raising the risk of mortality.

To tackle this issue, the Nutri-Smart Village (NSV) initiative has been introduced as a holistic,
community-driven solution. By integrating nutrition-sensitive and nutrition-specific
interventions, this approach seeks to improve dietary habits, strengthen food security, and
create sustainable nutrition-focused strategies at the grassroots level.

The present study was planned, acknowledging the above fact with a broad objective to assess
the dietary diversity, nutritional practices, and utilization of nutrition and health services among
children and mothers in selected village of Vadodara, and to strengthen village level
community-based organizations (CBOs) through training and sensitization programs under

“Nutri-Smart-Village”.
The specific objectives of the study were framed as:

1. To assess the profile and knowledge of representative of village institution/committee
about nutrition and government schemes about maternal and child health

2. To assess the nutritional status, dietary diversity, I'YCN and WASH (Water, Sanitation,
and Hygiene) practices among mothers of children aged 6 to 24 months

3. To evaluate the nutritional status and service utilization (IFA, deworming, health check-
ups and MDM) of primary school children

4. To sensitize representatives of village institutions to develop action plan for their
village/villages towards NSV

5. To monitor the execution of action plan by village institutions towards developing NSV

The findings of the study are highlighted and presented into three phases as follow:
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Phase 1: Situational Analysis

> Profile of village institution representatives
o0 Demographic and Socio-Economic Profile
o Participation in Gram Sabha Meetings and Key Discussion Topics
o0 Training received on health, nutrition, and community development
» Knowledge of representatives of village institution
o Knowledge regarding infant and young child feeding (1'YCF) practices
o Knowledge of representatives of village institution regarding anemia
o0 Knowledge of representatives of village institution regarding WASH (water,
sanitation, and hygiene)
Dietary knowledge of representatives of village institution
Knowledge of representatives of village institution regarding undernutrition
Knowledge and practices of village institution representatives regarding
unhealthy foods
o Knowledge of representatives of village institutions regarding selected
government services
0 Understanding of the nutri smart village (NSV) concept and village
development planning
> Nutritional status and dietary practices of the children aged 6 to 24 months.
o0 Background information of the children aged 6 to 24 months
0 Anthropometric Measurements and Nutritional Status of Children Aged 6 to
24 Months
o Dietary diversity among children aged 6 to 24 months
0 Meal Frequency, Dietary Diversity, and Adequate Diet Among Children
Aged 6 to 24 Months
» IYCN and WASH practices among mothers of children aged 6 to 24 months.
o Background information of mothers of children aged 6 to 24 months
o Infant and young child feeding (I'YCF) practices among mothers of children
aged 6 to 24 months
0 Hygiene practices among mothers of children aged 6 to 24 months

» Selected government services utilized by mother
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o Utilization of Integrated Child Development Services ICDS by mothers for
children aged 6 to 24 months
» Nutritional status of primary school children
o Demographic profile of children in standards 6 to 8
o Anthropometric measurements of children (standards 6 to 8)
o Nutritional status of primary school children
» Service utilization by the primary school children (MDM, IFA, Deworming,
health check-up)

Phase 2: Training and sensitization of Village Institutions

» Development of Training Module and Handouts
» Sensitization of Village Representatives and Action Plan Development

» Monitoring
Phase 3: Monitoring the Enabling Environment and barriers towards developing NSV

» Monitored the execution of the planned activities
> Post data was collected on the following aspects
0 Knowledge of representatives of village institution
o Dietary practices of the children aged 6 to 24 months.
o Service utilization by the primary school children (MDM, IFA, Deworming and
health check-up)

Phase I: Situational Analysis

In Vadodara district, there are a total of eight administrative blocks, out of which the Vadodara

block was purposively chosen for the study. Within this block, there are eight Primary Health

Centers (PHCs) villages, and one PHC village was selected randomly for further investigation.

Permissions from concerned authorities were obtained. Key local institutions were identified,

including the Dairy Cooperative, Health Department, Integrated Child Development Services

(ICDS), Kisan Samiti, Primary School, Pani Samiti, and Non-Governmental Organizations

(NGOs). Representatives from these institutions were then enlisted for participation in the

study. Twenty-seven representatives were enrolled from 8 different village institution. Number

of enrolled representatives is detailed in Figure 4.1.
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Figure 4.1- Institution wise number of representatives

Pani samiti Dairy Cooperative

NGO 2 - Gram sanjivni

1 1

Primary School Health staff - PHC
3 MO, MPHW,
ANM/FHW
5

Kisan Group
2

ICDS staff
Anganwadi
worker, ASHA,
11

» Profile of village institution representatives

An attempt was made to collect the representatives of village institutions. Information
included aspects such as age, occupation, religion, caste, economic status, marital status,
participation in Gram Sabha meetings, topics discussed in these meetings, and training
received on health, nutrition, and community development. The findings are shown in the
Table 4.1

o,

++ Demographic and Socio-Economic Profile

Among the 27 representatives surveyed, 48% belonged to the 36-45 years age group,
while 26% were aged 25-35, and another 26% were above 45 years. Age range (y) of
the representatives was 25y to 54y. In terms of occupation, 70% were employed in
government services, followed by 22% volunteer workers, and 7% engaged in farm
work.

Ninty six percent of the representatives were following Hindu religion, while 4% were
following Muslim religion. Caste-wise, 52% belonged to the General category, 26%
were from Other Backward Classes (OBCs), 15% belonged to Scheduled Tribes (STs),
and 7% were from Scheduled Castes (SCs). Ninty three percent of the representatives
were above Poverty Line (APL), while 7% fell under the Below Poverty Line (BPL)
category.
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Table 4.1: Profile of the representatives of village institutions

Particulars N=27 | %
25-35 7 26%
ggfe?s];rtl?aetives (y) 36-45 13 A8%
>45 7 26%
Age range (y) 25-54
Mean age (y) 40£7.25
Government services 19 70%
Occupation Volunteer worker 6 22%
Farm work 2 7%
Total 27
Hindu 26 96%
Religion Muslim 1 4%
Total 27
General 14 52%
SC 2 7%
Caste ST 4 15%
OBC 7 26%
Total 27
APL 25 93%
Economic status BPL 2 7%
Total 27
Married 25 93%
Marital status Unmarried 2 7%
Total 27
Earlier Gram sabha Yes 24 89%
meetings attended No 3 11%
Total 27
Agriculture 18 67%
Village development 20 74%
Water 14 52%
Topics discussed in Drainage 16 59%
Gram Sabha meetings | Toilet 6 22%
Bio gas 21 78%
Health 20 74%
Nutrition 16 59%
Not applicable 4 15%
How many
representatives received | YES 18 67%
training on health,
nutrition and
community No 9 33%
development
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Participation in Gram Sabha Meetings and Key Discussion Topics

Eighty nine percent of representatives reported that they had attended Gram Sabha
meetings earlier, while 11% had never participated. The key topics discussed in those
meetings included village development (74%), health (74%), biogas (78%), agriculture
(67%), nutrition (59%), drainage (59%), and water issues (52%). Topics like toilet
facilities (22%) received relatively lower attention. A small portion (15%) reported that

they did not engage in any Gram Sabha discussions.
Training received on health, nutrition, and community development

Sixty seven percent of the representatives reported that training was received on
essential topics like health/ nutrition/ community development.

Knowledge of representatives of village institution

Knowledge regarding infant and young child feeding (I'YCF) practices

Information was collected on knowledge of representatives of village institution regarding

Infant and Young Child Feeding (I'YCF) practices. The focused-on aspects such as early

initiation of breastfeeding, colostrum awareness, exclusive breastfeeding, and

complementary feeding. The findings are shown in the Table 4.2

Early initiation of breastfeeding: 78% of the representatives were aware that breastmilk
should be initiated within the first hour of birth, while 22% lacked knowledge on this
aspect.

Familiarity with colostrum: all 27 representatives (100%) were familiar with the term
colostrum. However, when asked about its importance, 78% correctly stated that
colostrum helps protect against infections by strengthening immunity, whereas 22%
were unaware of its benefits.

Exclusive breastfeeding: when questioned about the recommended duration of
exclusive breastfeeding, 70% correctly identified it as six months, while 4% believed it
should continue for nine months. A notable 19% were unaware of the correct duration.
Introduction of complementary feeding: 74% correctly stated that complementary
feeding should begin after the completion of six months, while 15% answered six

months, and 11% were unsure.
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Table 4.2 - Knowledge of representative of village institution regarding Infant Young

Child Feeding Practices

Particulars N=27 | %
Early initiation of the With in 1 hr 21 8%
breastmilk Don’t know 6 2204
Familiar to term 0
Colostrum Yes 27 100%
Fights against antibodies/foreign bodies
i insi 0,
Importance of :n:ta;rr]]girlnnrﬂdr?ethe body and makes the | 21 78%
colostrum Y u
Don’t know 6 22%
6 months 19 70%
Period of exclusive 0
breastfeeding 9 months 1 4%
Don’t know 5 19%
Correct age of 6 months 4 15%
initiation of After competition of 6 months 20 74%
Complementary
feeds Don’t’ know 3 11%
6 months 4 15%
Period of
0,
complementary 1 year 1 4%
feeding, along with 0
breastfeeding 2 years 20 4%
Don’t know 2 7%
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Continued breastfeeding along with complementary feeding: about 74% correctly
identified that breastfeeding should continue up to two years alongside complementary
feeding, whereas 15% believed it should continue for only six months, 4% stated one
year, and 7% were unaware of the recommended practice.

Knowledge of representatives of village institution regarding anemia

Awareness level regarding anemia- a major public health problem was assessed
including its causes, symptoms, preventive measures, dietary sources of iron, and the
distribution of Iron-Folic Acid (IFA) supplements. The findings provide insight into
their level of awareness and areas where further education may be needed. The findings
are shown in the Table 4.3

All 27 representatives (100%) were familiar with the term anemia, indicating a strong
baseline awareness.

Ninty six percent correctly identified inadequate consumption of iron-rich foods as a
primary cause. However, only 33% were aware that consuming iron-rich foods with
inhibitors such as tea and coffee reduce iron absorption. Other causes recognized
included hookworm infestations (41%), frequent malaria episodes (33%), and
excessive blood loss due to menstruation, delivery, or hemorrhage (22%). Awareness
about blood loss due to accidents (7%) was notably low, and one respondent was
unaware of the causes altogether.

Regarding symptoms, a majority of participants recognized fatigue (78%), weakness
(81%), and pallor of the skin, tongue, and nails (78%) as common signs of anemia.
Dizziness (74%) and brittle or spoon-shaped nails (44%) were also mentioned, but
awareness of less common symptoms such as fast, irregular heartbeat (11%) and
tingling sensations in the legs (19%) was lower.

Preventive measures were well understood, with 93% recognizing the importance of
consuming iron-rich foods along with enhancers such as Vitamin C-rich foods and
dietary diversity. The same percentage acknowledged the role of iron-folic acid (IFA)
tablets in preventing anemia. However, knowledge of other preventive strategies, such
as malaria prevention (11%), household cleanliness (19%), and deworming with
Albendazole tablets twice a year (15%), was significantly lower.

Regarding iron-rich food sources, most participants identified green leafy vegetables
(93%), dates (93%), beetroot (85%), and jaggery (85%) as key sources. However,
awareness of other sources like whole cereals and pulses (52%) and soybean (11%) was
relatively lower. A good percentage (70%) knew that Vitamin C-rich foods such as
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amla, lemon, and orange should be consumed with iron-rich foods to enhance
absorption. However, only 48% were aware that tea and coffee should be avoided with
iron-rich meals, and 37% knew that milk and dairy products could inhibit iron
absorption.

Participants demonstrated high awareness regarding the beneficiaries of IFA tablets,
with 100% correctly identifying pregnant mothers and adolescent girls, while
recognition for lactating mothers (89%), children under six years (81%), and women of
reproductive age (70%) was slightly lower. ASHA workers were correctly identified as
the primary providers of IFA tablets by all participants (100%), whereas fewer
recognized ANMs (33%), AWWSs (7%), and FHWSs (26%) as providers.

Knowledge of representatives of village institution regarding WASH (water,
sanitation, and hygiene)

Information regarding hygiene was collected. The findings provide insight into the level
of awareness and adherence to recommended hygiene practices. The findings are shown
in the Table 4.4

Almost all the representatives (96%) reported having tap water available inside their
homes for drinking water.

All representatives (100%) were aware of the importance of handwashing after using
the toilet and before cooking, highlighting strong knowledge of critical hygiene
moments. Additionally, 85% recognized the need to wash hands after handling children,
and 59% practiced handwashing after handling cattle, which is essential for preventing
zoonotic infections. However, only 41% acknowledged the importance of washing
hands before eating, indicating a gap in knowledge regarding food-related hygiene.
All respondents (100%) reported washing their hands using soap, or handwash,
reflecting good awareness of proper hand hygiene methods.
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Table 4.3 - Knowledge of representatives of village institution regarding anemia

Particulars N=27 | %
Familiar to term anemia Yes 27 100%
Inadequate consumption of iron rich foods in the diet | 26 96%
Consumption of Iron Rich Foods with inhibitors like 9
33%
Tea and Coffee
Excessive blood loss as in menstruation, delivery, 6 -
0
Causes of anemia haemorrhage
Blood loss during accidents 2 %
Frequent Episodes of Malaria 9 33%
Hookworm Infestations 11 41%
Don’t know 1 4%
Fatigue 21 78%
Weakness 22 81%
Pallor of skin, tongue and nails 21 78%
Shortness of breath 4 15%
] Dizziness 20 74%
Signs and symptoms of i i
) Brittle and spoon-shaped nails 12 44%
anemia
Headaches 9 33%
Fast irregular heartbeat 3 11%
Swelling and soreness of the tongue 5 19%
Tingling sensations in legs 5 19%
Don’t know 2 7%
Consumption of Iron Rich Food with enhancers and
. . . 25 93%
dietary diversity
Consume Iron Folic Acid Tablets 25 93%
. Prevention of Malaria 3 11%
preventive measures for
. Cleanliness of house inside and outside 5 19%
Anemia
Consume Albendazole tablets twice a year 4 15%
Eat Purna Shakti packets 7 26%
Don’t know 2 7%
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Green leafy vegetables 25 93%
Whole cereals and Pulses 14 52%
Dates 25 93%
iron rich sources of food Beet 23 85%
Soybean 3 11%
Jaggery 23 85%
Egg/Meat/ Fish 7 26%
foods should be consumed | Vitamin C-rich foods- Amla/ lemon/ orange 19 70%
with iron rich food Don’t know 8 30%
foods should not to be Tea or coffee 13 48%
consumed with iron rich Milk and milk products 10 37%
foods Don’t know 8 30%
Pregnant mothers 27 100%
o Lactating mothers 24 89%
Beneficiaries of IFA tablet/ i
Adolescent girls 27 100%
syrup i
Children <6 years 22 81%
Women of reproductive age (WRA) 19 70%
ASHA 27 100%
_ ANM 9 33%
IFA tablet provided by
AWW 2 7%
FHW 7 26%
Table 4.4— Knowledge related to Water, Sanitation, and Hygiene (WASH) practices of
village institution representatives
Particulars N=27 | %
Drinking water source | Tap water inside house 26 96%
at home Tap water outside house 1 4%
After using toilet 27 100%
Before cooking 27 100%
When to wash hands? | After handling the child 23 85%
After handling cattle 16 59%
Before eating 11 41%
How to wash hands? With soap/ash/handwash 27 100%
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Dietary knowledge of representatives of village institution

An assessment was conducted to evaluate the dietary knowledge of representatives of
village institution, focusing on their awareness of food groups, balanced diets, essential
nutrients, and the consequences of nutrient deficiencies. The findings provide insights into
their understanding of nutrition and dietary practices which is shown in the Table 4.5
Awareness of food groups and balanced diet

All respondents (100%) demonstrated awareness of different food groups essential for a
healthy diet. Regarding the definition of a balanced diet, 93% recognized it as one that
includes a variety of food groups such as cereals, pulses, dairy products, fruits, vegetables,
eggs, fish/meat, and oil/ghee. Additionally, 26% understood a balanced diet as one that
provides an adequate quantity of nutrients to meet the body's requirements.

Essential food groups for daily diet

When asked about food groups that should be included in the daily diet, all representatives
(100%) identified grains; white roots, tubers, plantains and pulses as essential components.
Other recognized food groups included:

e Nuts and seeds (41%)

o Dairy products (74%)

e Meat, poultry, and fish (70%)

e Eggs (70%)

o Dark green leafy vegetables (GLVs) (67%)

e Other vitamin A-rich fruits and vegetables (37%)

e Other vegetables (93%)

e Other fruits (78%)

Nutrient requirements in daily diet

Regarding nutrients, all respondents (100%) recognized protein, vitamins, and minerals in
the diet are important. Additionally, a significant proportion acknowledged the necessity of
Carbohydrates (89%) and Fats (78%) as nutrient.

Consequences of deficiencies of nutrients

The representatives also demonstrated an understanding of the health risks associated with
inadequate nutrient intake:

« 100% recognized undernutrition as a major consequence.

« 70% identified overweight and obesity as potential risks.

« 52% acknowledged deficiencies of vitamins and minerals as a health concern.
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Table 4.5 — Dietary knowledge and practices of representatives of village institution

Particulars N=27 | %
Aware of different Yes 27 100%
food groups
A diet that includes Cereals, Pulses, Dairy
. roducts, Fruits and Vegetables, egg/fish/meat, 25 93%
Meaning of healthy p_ 9 g9 ’
diet of balanced diet oil/ghee
A diet that has the right quantity of food groups 7 6%
that can meet all the nutrient requirements
Grains, white roots and tubers, and plantains 27 100%
Pulses (beans, peas and lentils) 27 100%
Nuts and Seeds. 11 41%
Different food ar Dairy 20 74%
rierent 1oo _g oup Meat, Poultry and Fish 19 70%
that should be included 5
in daily diet Eggs 19 | 70%
Dark GLVs 18 67%
Other vitamin A-rich fruits and vegetables 10 37%
Other Vegetables 25 93%
Other Fruits 21 78%
Carbohydrates 24 89%
nutrients are required | Protein 27 100%
in daily diet Fat 21 78%
vitamins and minerals 27 100%
Undernutrition 27 100%
Overweight and obesity 19 70%
What happen when - - ——— —
. Different nutrient deficiencies (Vitamins and
nutrients are not . L 14 52%
consumed in required mineral deficiencies)
. a non-communicable diseases like diabetes,CVD,
quantity 12 44%
cancer, etc.
Anemia 3 11%
- . Consuming a wide variety of foods and food
Familiar to term diet g y 27 100%
diversity groups
Including GLV/fruits/ milk 3 11%
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¢ 44% associated poor nutrition with non-communicable diseases such as diabetes,
cardiovascular diseases (CVD), and cancer.
« 11% specifically linked nutrient deficiencies to anemia.

Knowledge of representatives of village institution regarding undernutrition

An assessment was conducted to evaluate the understanding of undernutrition among
village institution representatives, focusing on their familiarity with the term, its meaning,

and preventive measures. The findings are shown in the Table 4.6

++ Familiarity with Undernutrition
Ninty six percent of respondents were aware of the term undernutrition.
+«+ Understanding of Undernutrition
When asked about the meaning of undernutrition, the responses varied:
e 89% associated it with low weight for age.
e 59% linked it to an inability to work properly and weakness.
e 19% described it as being unhealthy.
e 4% did not provide a response.
+ Preventive Measures Against Undernutrition
The respondents identified several ways to prevent undernutrition, with the most common
response being:
e Regular consumption of a balanced diet (96%).
e Availing benefits of government nutrition services (41%).
e Maintaining cleanliness at home and in the village (19%).
e Asmall fraction (4%) reported a lack of knowledge on preventive measures.

Knowledge and practices of village institution representatives regarding unhealthy foods

When representatives of village institutions were asked about their knowledge and
consumption patterns of unhealthy foods, their responses provided insights into their
understanding of unhealthy foods, meal consumption habits, frequency of eating outside,
and preferences for junk or packaged foods. The findings are shown in the Table 4.7

++ Understanding of Unhealthy Foods
When asked about what constitutes unhealthy food, responses varied:
« Ninety-three percent correctly identified foods that contain excessive amounts of added
sugar, unhealthy fats, and sodium as unhealthy.

o Eleven percent considered fresh and minimally processed foods as unhealthy.
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Seven percent were unaware of what qualifies as unhealthy food.

Meal Consumption Frequency

The representatives reported their eating patterns as follows:

All of the representatives consumed breakfast, lunch, and dinner daily.
Forty-eight percent had supper as an additional meal.

Four percent occasionally had brunch in their routine.

Frequency of Eating Outside the Home

The survey revealed varying habits regarding eating outside:
Four percent ate outside daily.

Eleven percent dined out three to four times a week.
Twenty-six percent ate outside two to three times a week.
Forty-four percent limited outside food to once a week.
Fifteen percent indulged in outside food only once a month.

Purchasing of Junk and Packaged Foods

ninety-three percent of the representatives admitted to buying junk or packaged foods,

while only seven percent refrained from purchasing such items.

Preferences for Junk and Packaged Foods

Among those who consumed junk food, their preferences included:

Eighty-one percent opted for packaged snacks like potato wafers, banana chips,
Kurkure, and Gopal namkeen.

Seventy-eight percent favored fried snacks such as samosa, bhajiya, kachori, and
panipuri.

Seventy-four percent consumed sweets like burfi, laddoo, pastries, cakes, chocolates,
ice cream, and biscuits.

Thirty-three percent preferred carbonated drinks such as ThumsUp, 7Up, Pepsi, Coca-
Cola, and Limca.
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Table 4.6— Knowledge of representative of village institution regarding undernutrition

Particulars N =27 %
Familiar with term | Yes 26 96%
undernutrition No 1 4%
Low weight for age 24 89%
Meaning of Can’t work properly, Weakness 16 59%
undernutrition Being unhealthy 5 19%
Not applicable 1 4%
To consume a balanced diet regularly 26 96%
preventive measures | To keep home and village clean 5 19%
for undernutrition To avail the benefits of government services 11 41%
Don’t know 1 4%

Table 4.7- Knowledge and practices about unhealthy foods of representative of village

institution
Particulars N=27 |%
Foods that are fresh and minimally processed 3 11%
Foods that contain excessive amounts of added 0
Unhealthy food sugar, unhealthy fats, and/or sodium 25 93%
Don’t know 2 7%
100
Breakfast 27 %
Brunch 1 4%
Frequency of
4 100
consumption of Lunch 27 %
various meals Supper 13 18%
. 100
Dinner 27 %
Daily 1 4%
Erequency of eatin 3-4 times a week 3 11%
outgi de h())/me 9 [2-3 times a week 7 26%
once a week 12 44%
once in a month 4 15%
buy any junk Yes 25 93%
food/packaged food | No 2 7%
Packed snacks (Potato/ banana wafers, Kurkure, 29 81%
Gopal)
Preference of Fried snhacks (samosa, bhajiya, kachori,panipuri) 21 78%
buying junk/ packed | Carbonated drinks (ThumsUp,7 Up, Pepsi,Coca-
. 9 33%
food Cola, Limca)
Sweets (purf_l, laddoo, pastries/ cakes,chocolates, ice 20 74%
cream, biscuits)
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Knowledge of representatives of village institutions regarding selected government

services

The study examined the awareness of village institution representatives about various
government services, including the Public Distribution System (PDS), Antyodaya Anna
Yojana (AAY), the Mid-Day Meal (MDM) scheme, and the Ayushman Bharat Pradhan
Mantri Jan Arogya Yojana (PM-JAY). Their understanding of the beneficiaries of key
health programs, such as the distribution of Iron and Folic Acid (IFA) tablets, deworming
medication, vitamin A supplements, immunization, and other essential healthcare services,
was also assessed. The findings are shown in the Table 4.8

Public Distribution System (PDS) and Antyodaya Anna Yojana (AAY)

All participants confirmed the availability of the PDS in their village. The commonly
provided food items under the scheme included fortified wheat and pulses, reported by
nearly nine out of ten respondents. Other provisions such as oil, iodized salt, and sugar
were known to be available but to a lesser extent. However, a small fraction remained
unaware of the complete list of items distributed under PDS.

When asked about the Antyodaya Anna Yojana (AAY), more than three-fourths of the
respondents were familiar with the scheme, while the rest were unaware. However, there
was confusion about its benefits, as some believed it provided 35 kg or 10 kg of food grains
per household per month, while others misunderstood the scheme entirely. Nearly half of
the respondents were uncertain about its provisions.

Mid-Day Meal (MDM) scheme

Every participant demonstrated familiarity with the Mid-Day Meal (MDM) program.
Regarding its beneficiaries, most respondents correctly identified primary and upper
primary school children as recipients, though a small percentage were unsure.

Awareness of Ayushman Bharat PM-JAY

Almost all representatives were aware of the Ayushman Bharat Pradhan Mantri Jan Arogya
Yojana (PM-JAY), with only a minor portion unfamiliar with it. However, opinions on the
coverage amount under this scheme varied. While the majority correctly stated that the
scheme provides 210 lakh per family per year for secondary and tertiary care, some
mistakenly believed the coverage was X5 lakh or X2 lakh per family per year.

Utilization of Health and Wellness Centres

More than four-fifths of the participants had visited a Health and Wellness Centre in their

village, while the rest had not.
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Awareness of Beneficiaries of Key Health Interventions

Knowledge about the beneficiaries of essential health services varied significantly among

respondents.

Iron and Folic Acid (IFA) Tablets: Recognized as being provided to pregnant women,
lactating women, adolescent girls, children under six years, and women of reproductive
age, though a small proportion were unaware.

Deworming Tablets: Most respondents identified children under six years as the
primary beneficiaries. However, knowledge regarding pregnant women, lactating
women, adolescent girls, and women of reproductive age as recipients was notably low.
More than two-thirds were unaware of the full range of beneficiaries.

Menstrual Hygiene Management (MHM): Awareness was significantly low, with very
few recognizing its intended beneficiaries. Over half of the respondents were
completely unaware of the scheme.

Vitamin A Supplements: The majority acknowledged that children under six years
receive these supplements, though misconceptions existed about whether pregnant
women, lactating women, adolescent girls, and women of reproductive age also
benefited. More than half of the participants lacked knowledge about this intervention.
Immunization: Most respondents correctly identified pregnant women, lactating
women, and children under six years as beneficiaries, though awareness about
immunization for adolescent girls and women of reproductive age was lower.

Health Check-Ups (Height and Weight Monitoring): Pregnant and lactating women
were widely recognized as recipients of routine check-ups, along with children under
six years and adolescent girls. However, knowledge about check-ups for women of
reproductive age was notably low.

Take-Home Ration (THR): The majority knew that pregnant women, lactating women,
adolescent girls, and children under six years were eligible for THR. However,
awareness of its availability for women of reproductive age remained limited.
Counseling Sessions: Most respondents were aware that pregnant and lactating women,
adolescent girls, and children under six years were eligible for counseling sessions.
However, a significant portion remained unaware of these services for women of

reproductive age
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Table 4.8 — Knowledge regarding selected government services

Particulars N=27 | %
Availability of PDS in village | Yes 27 100%
Fortified Wheat 24 89%
Dal 24 89%
food items are available in QOil 17 63%
PDS Sugar 8 30%
lodized Salt 19 70%
Don't know 3 11%
Known to Antyodaya Anna Yes 21 78%
Yojana (AAY) No 6 22%
The poorest of poor households will receive 35 kg 7 26%
of food grains per household per month
The poorest of poor households will receive 10 kg 7 26%
Benefits of Antyodaya Anna | of food grains per household per month
Yojana (AAY) The poorest of poor households will not receive
. 3 11%
any food grains per household per month
Don't know 13 48%
Not applicable 6 22%
Known to MDM (mid-da
meal) scheme ( g es 27 100%
Children studying in Primary and Upper Primary o5 93%
Beneficiaries of MDM classes
Don't know 2 7%
Known to Ayushman Bharat | Yes 26 96%
PM JAY scheme No 1 4%
It provides a cover of Rs. 5 lakhs per family per
year for secondary and tertiary care hospitalization 0
across public and private empanelled hospitals in 4 15%
India
It provides a cover of Rs. 2 lakhs per family per
Benefits of Ayushman Bharat year for sec_ondary a_nd tertiary care hospitglizat_ion 3 1%
across public and private empanelled hospitals in
PM JAY scheme India
It provides a cover of Rs. 10 lakhs per family per
year for secondary and tertiary care hospitalization 17 63%
across public and private empanelled hospitals in
India
Don’t know 3 11%
visited Health and Wellness | Yes 22 81%
centre in village No 5 19%
Pregnant women 25 93%
Lactating women 23 85%
Adolescent girls 23 85%
Beneficiaries of IFA tablets Children <6yr 20 74%
Women of reproductive age 22 81%
Don’t know 6 22%
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Pregnant women 13 48%
Lactating women 3 11%
Beneficiaries of Deworming | Adolescent girls 3 11%
tablets Children <6yr 22 81%
Women of reproductive age 3 11%
Don’t know 18 67%
Pregnant women 1 4%
Lactating women 1 4%
Beneficiaries of MHM Adolescent girls 1 4%
Women of reproductive age 1 4%
Don’t know 14 52%
Pregnant women 12 44%
Lactating women 1 4%
Beneficiaries of Vit A Adolescent girls 2 7%
supplements Children <6yr 21 78%
Women of reproductive age 2 7%
Don’t know 15 56%
Pregnant women 23 85%
Lactating women 23 85%
Beneficiaries of Adolescent girls 14 52%
Immunization Children <6yr 25 93%
Women of reproductive age 4 15%
Don’t know 5 19%
Pregnant women 25 93%
Lactating women 25 93%
Beneficiaries of health Adolescent girls 17 63%
check-up (height and weight) | Children <6yr 24 89%
Women of reproductive age 1 4%
Don’t know 7 26%
Pregnant women 24 89%
Lactating women 24 89%
S Adolescent girls 21 78%
Beneficiaries of THR Children <6yr 23 85%
Women of reproductive age 4 15%
Don’t know 8 30%
Pregnant women 23 85%
Lactating women 23 85%
Beneficiaries of counselling | Adolescent girls 19 70%
session Children <6yr 10 37%
Women of reproductive age 8 30%
Don’t know 13 48%
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Understanding of the Nutri Smart Village (NSV) concept and village development

planning

The study assessed the awareness and involvement of village institution representatives
regarding the Nutri Smart Village (NSV) concept and their participation in developing a
village development plan. The findings reveal limited awareness and engagement in the
planning process. The findings are shown in the Table 4.9

Familiarity with the NSV Concept

A vast majority, ninety-six percent, of respondents were unaware of the Nutri Smart Village
(NSV) concept, while only four percent had any knowledge about it.

Participation in Village Action Planning

When asked about their contribution to the village development action plan, nineteen
percent of respondents reported having actively participated, while eighty-one percent
stated that they had not been involved in any way.

Responsibility for Village Development Planning

Responses varied regarding who is responsible for preparing the village development plan.
Among the respondents:

o Thirty-three percent identified the Talati (village revenue officer) as responsible.

« Nineteen percent stated that the Sarpanch (village head) leads the planning.

o Four percent mentioned the VDC (Village Development Committee).

e Four percent pointed to the Vahivatdar as responsible.

« Nineteen percent were unsure of who prepares the plan.

o Forty-eight percent found the question not applicable.

Inclusion of Health and Nutrition in Development Plans

When asked whether health and nutrition aspects should be included in the village
development plan, seventy-four percent agreed that these aspects should be prioritized.
However, twenty-six percent believed that health and nutrition should not be part of the

village development plan.
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Table 4.9- Knowledge regarding Nutri Smart Village (NSV) concept and village

development plan

Particulars N =27 %
Yes 1 4%
Known to NSV concept
No 26 96%
Don’t know 1 4%
What is NSV concept
Not applicable 26 96%
0,
contribution in developing action Yes 5 19%
plan for the village No 29 81%
Talati 9 33%
Vahivatdar 1 4%
0,
who prepares the village Sarpanch 5 19%
development plan VDC committee 1 4%
Don’t know 5 19%
Not applicable 13 48%
health and nutrition aspects should | Yes 20 74%
be included in village development
plan No 7 26%
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> Nutritional status and dietary practices of the children aged 6 to 24 months.
Background information of the children aged 6 to 24 months

Maternal and child health indicators like nutrition status of young children, 'YCN practices
and service utilization of various program are the key components to improve it. To achieve
NSV or suposhit gram panchayat, information was elicited for such aspects from mothers
of children 6 to 24 months.

To gain insights into the background information of children aged 6 to 24 months, data was
gathered on their age distribution, birth order, gender, and birth weight. The findings are
shown in the Table 4.10

o,

++ Age Distribution
Among the children surveyed, 33% were between 6 to 12 months, while the remaining
67% were aged 13 to 24 months.
¢+ Birth Order
The data revealed that 39% of the children were first-borns, while 43% were the second
child in their families. Additionally, 11% were the third child, and 7% belonged to
families with four or more children.
¢+ Gender Distribution
The gender distribution was nearly equal, with 49% of the children being boys and 51%
being girls.
+« Birth Weight
Regarding birth weight, 17% of children were born with a low birth weight (less than
2.5 kg), while the majority, 83%, had a birth weight of 2.5 kg or more.
Anthropometric Measurements and Nutritional Status of Children Aged 6 to 24 Months
An assessment was carried out to evaluate the growth and nutritional status of children between
6 to 24 months of age. The average weight recorded among the children was 8.60 +1.35 (kg),
while their mean height was 73.96 £6.14 (cm). The findings are shown in the Table 4.11
The mean birth weight of this children was 2.62 + 0.36 (kg).
Further analysis of their nutritional status revealed that 46% of the children experienced
stunting. Wasting was observed in 15% of the children. Additionally, 29% of the children were

found to be underweight. The findings are shown in the Table 4.12
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Table 4.10 - Background information of the children aged 6 to 24 months

Particulars N =27 %
) 6 to 12 months 29 33%
Age of the child
13 to 24 months 58 67%
Mean age (m) 15.2 + 4.88
1 34 39%
2 37 43%
Birth order of the child
3 10 11%
>4 6 7%
) Boy 43 49%
Sex of the child i
Girl 44 51%
_ _ _ <2.5kg 15 17%
Birth weight of the child
>=2.5kg 72 83%

Table 4.11- Mean anthropometric measurement of children (6 to 24 months)

Particulars N =87 Standard Deviation (SD) | range (cm)
Mean weight (kg) 8.60 +1.35 7.26 10 9.96
Mean height (cm) 73.96 +6.14 67.85 to 80.08
Mean birth weight (kg) 2.62 +0.36 2.261 t0 2.991

Table 4.12 - Nutritional status of the children (6 to 24 months) (WHO growth standard

2006)

Particulars N=87 %
Stunting 40 46%
Severe stunting 16 18%
Wasting 13 15%
Severe wasting 5 6%
Underweight 24 29%
Severe underweight 7 8%
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Dietary diversity among children aged 6 to 24 months
An evaluation of the dietary diversity among children aged 6 to 24 months highlighted
their consumption patterns across 7 food groups. The findings indicated that 98% of the
children consumed grains, roots, and tubers, while 93% included legumes and nuts in
their diet. Dairy products were consumed by 63% of the children.
In terms of fruit and vegetable intake, only 1% of the children consumed vitamin A-
rich fruits and vegetables, whereas 64% had other types of fruits and vegetables in their
diet. Additionally, 70% of the children were breastfed as part of their nutritional intake.
The findings are shown in the Table 4.13
Meal Frequency, Dietary Diversity, and Adequate Diet Among Children Aged 6 to
24 Months
An assessment of feeding practices among children aged 6 to 24 months examined their
meal frequency, dietary diversity, and overall adequacy of their diet. The findings
revealed that 40% of the children met the minimum meal frequency (MMF)
requirement. However, only 18% of the children achieved the minimum dietary
diversity (MDD), indicating limited variety in their food intake. Furthermore, a lower
percentage, just 3%, met the criteria for a minimum adequate diet (MAD), reflecting
gaps in both meal frequency and dietary diversity necessary for optimal nutrition. The
findings are shown in the Table 4.14
» IYCN and WASH practices among mothers of children aged 6 to 24 months.
Background information of mothers of children aged 6 to 24 months
The study gathered demographic details of 87 mothers, focusing on their age, educational
background, and occupation. In terms of age distribution, 3% of the mothers were between
18 to 20 years, while 36% fell within the 21 to 25 years range. The majority, 61%, were
over 25 years old, with the overall age range spanning from 18 to 36 years.
Regarding educational attainment, 8% of the mothers were illiterate, while 36% had
completed primary education. Additionally, 23% had received secondary-level education,
and 24% had finished high school. A smaller proportion, 5%, had pursued undergraduate
studies, while another 5% had completed postgraduate education.
When examining occupational status, the majority of mothers (90%) were housewives. A
small fraction, 5%, were engaged in farming or farm labor, while another 5% worked as
general laborers. Additionally, 1% were employed as sweepers. The findings are shown in
the Table 4.15
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Table 4.13 — Dietary diversity of the children (6 to 24 months)

Particular N=87 | %
Grains,roots,tubers 85 98%
Legumes and nuts 81 93%
Dairy products 55 63%
Vit Arich fruit and vegetable |1 1%
Other fruit and vegetable 56 64%

Table 4.14- Minimal meal frequency, minimum dietary diversity, minimum adequate
diet by the children (6 to 24 months)

Particulars N=87 | %
MMF (minimum meal frequency) 35 40%
MDD (minimum dietary diversity) 16 18%
MAD (minimum adequate diet) 3 3%

Table 4.15 - Background information of the mothers of the children aged 6 to 24 months

Particulars N=87 | %
18-20 3 3%
Age of the mother 1.5 31 36%
(years)
>25 53 61%
Age range (years) 18 to 36
Mean age (years) 26.74+ 4.31SD
[literate 7 8%
Primary 31 36%
Education of the Secondary 20 23%
mother High school 21 24%
Under graduate | 4 5%
Post graduate 4 5%
Farming/farm 4 504
labour
Occupation of the Housewife 78 90%
mother Labour 4 5%
sweeper 1 1%
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Infant and young child feeding (I'YCF) practices among mothers of children aged 6 to 24
months

The study examined Infant and Young Child Feeding (I'YCF) practices among mothers,
focusing on breastfeeding initiation, colostrum feeding, complementary feeding practices, and
reasons for introducing complementary foods at different ages. The findings are shown in Table
4.16

Regarding breastfeeding initiation, 56% of mothers-initiated breastfeeding within one hour of
birth, while 31% did so after an hour but on the same day. However, 13% delayed breastfeeding
until the next day or beyond. Colostrum, the first milk essential for newborn immunity, was
given by 95% of mothers, while 5% did not provide it.

At the time of the study, 71% of children were still being breastfed, while 29% had stopped.
The frequency of breastfeeding per day varied: 11% breastfed 1 to 4 times, 52% did so 5 to 8
times, and 36% breastfed more than 8 times. Additionally, 95% of mothers breastfed their
children at night, while 5% did not. The duration of breastfeeding showed that 7% of mothers
stopped breastfeeding at 6 months, while 22% continued until 7 to 12 months, and 70%
breastfed up to 12 to 24 months. Exclusive breastfeeding for six months was practiced by 86%
of mothers, while 14% did not follow this recommendation.

When it came to complementary feeding, only 13% introduced it exactly at 6 months, while
63% initiated it after completing 6 months, and 24% started after 7 months. The first
complementary food was given at home in 80% of cases, while 20% of children received it at
an Anganwadi center. At the time of the study, 69% of children were being breastfed alongside
complementary feeding, while 31% were not.

Several reasons for early or delayed complementary feeding were identified. Among those who
did not introduce complementary feeding at 6 months, 6% feared that the child might develop
stomach aches, 1% worried about digestion issues, 20% were concerned about vomiting or
diarrhoea, and 2% were unaware of the correct timing. However, 79% of mothers did not face
any concerns.

For those who introduced complementary feeding at six months, the reasons included ensuring
the child’s health (59%), satisfying hunger (49%), improving sleep patterns (8%), reducing
crying (6%), and acting on advice from doctors (37%) or Anganwadi/health workers (37%).
Additionally, 47% believed breast milk alone was insufficient, and 67% introduced
complementary feeding to support weight gain.The study also looked at the practice of
prelacteal feeding, which refers to giving fluids other than breast milk to newborns. While 13%

of mothers had given prelacteals, 87% did not follow this practice.

Page | 96



Table 4.16 — Infant young child feeding practices of the mothers of children (6 to 24 m)

Particulars N=87 | %
Within 1 hr 49 56%
Early initiation of the breast milk After 1 hr but same day 27 31%
Next day or beyond 11 13%
Colostrum given Yes 83 95%
No 4 5%
. . Yes 62 71%
Child being currently breastfed No o5 0%
1-4 times 7 11%
Frequency of breastfeeding in aday | 5-8 times 32 52%
>8 times 22 36%
. . . Yes 59 95%
Breastfeed child during night hours No 3 506
. . 6" month 2 7%
Is\:lgggzdat which breastfeeding was 2212 month 5 220
12-24 month 19 70%
_ _ Yes 75 86%
Exclusives breastfeeding done NoO 12 14%
. At 6 months 11 13%
:t\élggitr?ga\sv\;\;hilgihﬁg?gpIementary After completion of 6 month 55 63%
After 7 months 21 24
lace for fi | ; Home 68 80%
Place for first complementary feed Anganwadi 17 20%
Currently breast-feeding child along | Yes 59 69%
with complementary feeing No 26 31%
Child may get stomach ache 5 6%
o Child may not be able to digest the food 1 1%
Reason for initiating cf early or late Child may have vomiting/diarrhea 17 20%
(not on completion of 6 month) y grdiar . °
Unaware of the correct age of introducing CF | 2 2%
Not applicable 69 79%
Child will be healthy 51 59%
Hunger will be satisfied 43 49%
Will sleep more soundly 7 8%
. Will not cry 5 6%
?g;ssgfig?]r 0'? IStiI)ilt::]]g nct:th at Counseled by doctor _ 32 37%
Counseled by AWW/Health functionary 32 37%
Breast milk alone not sufficient 41 47%
Weight increases 58 67%
Not applicable 20 23%
Prelacteals given Yes 1 13%
No 76 87%
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Hygiene practices among mothers of children aged 6 to 24 months

The study examined the hygiene practices followed by mothers while handling and feeding
their children. It was observed that all of the mothers reported washing their hands regularly.
Among them, 97% used soap, while 2% relied on ash, and 1% used other alternatives for

handwashing.

Mothers practiced handwashing at different times based on their daily activities. 55% of
mothers washed their hands before preparing food, while 10% did so after cooking. When it
came to hygiene related to child care, 54% washed their hands after cleaning the child’s feces,
and 39% practiced handwashing before feeding the child. However, only 8% washed their
hands after feeding, whereas 45% followed handwashing at all these crucial times.

Regarding hygiene measures taken while feeding the child, 23% ensured that both the mother
and child washed hands before feeding, while 41% prioritized cleanliness of the spoon and
bowl used. Additionally, 15% checked that the food was at a safe temperature, 16% ensured
the food was not stale, and 24% considered providing safe drinking water. Only 11% of
mothers focused solely on their own handwashing, while 55% incorporated all these hygiene

measures to ensure proper feeding practices. Findings are shown in the Table 4.17
» Selected government services utilized by mother

Utilization of Integrated Child Development Services (ICDS) by mothers of children aged
6 to 24 months

Suposhit Gram Panchayat Abhiyan is also focusing on indicators on utilization of services by
target groups. Information is presented in Table 4.18

The present study assessed the extent to which mothers utilized services under the Integrated
Child Development Services (ICDS) programme for their children. It was found that all
mothers (100%) reported receiving Bal Shakti packets from the Anganwadi center. Among
them, 61% received seven packets, while 21% received fewer than seven packets, and 13%
obtained more than seven packets. A small proportion (3%) were unsure of the exact quantity
received. In terms of distribution frequency, 97% of mothers received the Bal Shakti packets

monthly, whereas only 1% received them weekly.
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Table 4.17 — Hygiene practices of the mothers of children (6 to 24 months)

Particulars N=87 |%
87 100%
Do you wash hands regularly? Yes
84 97%
Soap
) 2 2%
Hand wash with Ash
1 1%
Other
. 48 55%
Before preparing the food
. 9 10%
After preparing the food
. . 47 54%
After cleaning the child’s feces
When do you wash your hand? 34 39%
Before feeding the child
. . 7 8%
After feeding the child
39 45%
All of the above
. 20 23%
Both mother and child wash hands
. 36 41%
Cleanliness of spoon and bowl
Temperature of the food (not too 13 15%
hot/cold)
Ca_re taken by mother while feeding 14 16%
child Food should not be stale
L 21 24%
Safe drinking water
10 11%
Mother wash hands
48 55%
All of the above
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Table 4.18 - Utilization of the selected services for the children (6 to 24 months) by the
mothers under Integrated Child Development Services (ICDS) programme

Particulars N=87 |%
Bal shakti received from Anganwadi Yes 87 100%
7 packets 53 61%
) ) Less than 7 packets 18 21%
Quantity of packets received
More than 7 packets 11 13%
Don’t know 3 3%
Frequency of receiving bal shakti Weekly 1 1%
packet Monthly 84 97%
) ) Yes 66 76%
Balshakti consumed by children
No 21 24%
) ) ) Yes 66 76%
Children like bal shakti
No 21 24%
) ) Yes 30 34%
Children eat balshakti regularly
No 39 45%
) N 1 13 15%
Frequency of having bal shakti in a
2 15 17%
day
>4 1 1%
1cup 2 2%
) ) ) Y2 cup 9 10%
Quantity of having bal shakti
2/3 cup 15 17%
Yacup 3 3%
) Yes 56 64%
Mamta diwas attended by mother
No 31 36%
) Yes 43 49%
Suposhan diwas attended by mother
No 44 51%
Annanprasan diwas attended by Yes 24 28%
mother No 63 2%
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When it came to actual consumption, 76% of children consumed Bal Shakti, and the same
percentage of mothers reported that their children liked it. However, only 34% of children
consumed it regularly, while 45% did not eat it consistently. The frequency of Bal Shakti intake
per day varied: 15% of children consumed it once a day, 17% had it twice a day, and 1%

consumed it more than four times a day.

Regarding the quantity consumed, 2% of children consumed one cup per serving, 10%
consumed half a cup, 17% consumed two-thirds of a cup, and 3% consumed only a quarter
cup. Sixty four percent of mothers attended Mamta Diwas, while 36% did not participate.
Similarly, 49% attended Suposhan Diwas, whereas 51% did not. Attendance for Annanprasan

Diwas was lower, with only 28% of mothers participating, while 72% did not attend.

» Nutritional status of primary school children
School age population is also very important group for inculcating healthy dietary practices
and utilization of relevant program services to improve their nutritional status to get the
inside on above aspects from the primary school children of selected village. Information
was gathered on 117 children’s studying in 6,7,8 standard. Information is presented in the
Table 4.19
Background information on government primary school children enrolled in standards 6 to
8, focusing on age, gender distribution, and grade level. The children's ages ranged from
10 to 15 years. The largest proportion of students were aged 11 years (31.62%) and 12 years
(31.62%), followed by those aged 10 years (17.95%), 13 years (16.24%), and a small
percentage above 14 years (1.71%).
In terms of gender distribution, the sample included 57 boys (48.72%) and 60 girls
(51.28%), indicating a nearly equal representation of both genders.
Regarding grade levels, 30.77% of children were in standard 6, 37.61% were in standard
7, and 31.62% were in standard 8.
+« Anthropometric measurements of children (standards 6 to 8)
The study assessed the average anthropometric measurements of children in standards 6 o
8. The mean weight of the children was recorded at 30.09 kg+7.74SD, while the mean
height was 137.24 cm£8.67SD. Finding is shown in the Table 4.20
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+«+ Nutritional status of primary school children

An evaluation of the nutritional status of 117 primary school children revealed that 31.62%
were categorized as stunted. Additionally, 35.04% of the children were identified as thin
Finding is shown in the Table 4.21

Service utilization by the primary school children (MDM, IFA, Deworming, health
check-up)

The study also examined the utilization of health and nutrition services among 87 children
before any intervention. The findings indicate that 82.91% of the children had consumed
Iron and Folic Acid (IFA) tablets, while 80.34% had taken deworming tablets. Additionally,
81.20% reported consuming Mid-Day Meals (MDM), and 100% of the children had
undergone health check-ups. Finding is shown in the Table 4.22
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Table 4.19- Background information of children (std 6 to 8)

Particulars N =117 %
10 21 17.95%
11 37 31.62%
iy d‘:;f?e) 12 37 31.62%
y 13 19 16.24%
>14 3 1.71%
Age range (y) 10-15
Mean age (y) 11.52+1.05
. Boy o7 48.72%
Sex of the children Girl 50 51.08%
6 36 30.77%
Standard 7 44 37.61%
8 37 31.62%

Table 4.20 - Mean anthropometric measurement of children (std 6 to 8)
Particulars N =117 Standard Deviation (SD) Range (cm)
Mean weight (kg) 30.09 kg +7.74 9.76 kg to 68.94 kg

_ 128.58 cm to
Mean height (cm) 137.24 cm | £8.67
145.91 cm

Table 4.21 - Nutritional status of the primary school children (std 6 to 8)

Particulars N =117 %
Stunting 37 31.62%
(HAZ< 2SD)

Severe stunting 18 15.38%
(HAZ< 3SD)

Thinness 41 35.04%
(BAZ< 2SD)

Severe Thinness 11 9.40%
(BAZ< 3SD)

Table 4.22 - Utilization of the selected services by children (std 6 to 8)

Particulars N =117 %

IFA tablet consumption 97 82.91%
Deworming tablet consumption 94 80.34%
MDM consumption 95 81.20%
Health checks up 117 100.00%
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HIGHLIGHTS

Total 27 representatives from 8 village institutions were enrolled for the study

Forty-eight percent of village institution representatives were in the age range 36-45 years.
Seventy eight percent of representatives of village institution were aware of early breastfeeding
initiation, colostrum, and 70% were aware of the correct period of exclusive breastfeeding.
Ninety six percent correctly identified inadequate iron intake as a cause of anemia, but only
33% knew about absorption inhibitors.

Ninety three percent correctly defined a balanced diet and showed strong dietary knowledge.
Eighty nine percent linked undernutrition to low weight-for-age, while 59% associated it with
weakness.

Ninety three percent identified unhealthy foods but also admitted to buying junk food.

Ninety six percent were unaware of the Nutri Smart Village (NSV) concept, and only 19%
participated in village action planning.

Out of 87 mothers of young children enrolled, 56% of mothers-initiated breastfeeding within an
hour, and 86% practiced exclusive breastfeeding for six months.

Ninety-seven percent of mothers used soap for handwashing, while 3% relied on ash or other
alternatives.

Seventy six percent of children consumed Bal Shakti, but only 34% had it regularly.

Forty percent children received minimum meal frequency, 18% children received minimum
dietary diversity and only 3% children receive minimum adequate diet.

In children age 6 to 24 months, it was found that 46% were stunted, 15% were wasted and 29%
were underweight.

Out of 117 primary school children, 31.62% of children were stunted, and 35.04% were
categorized as thin.

Regarding services utilization, 82.91% children consumed IFA tablets, 80.34% took deworming

tablets, and 100% had undergone health check-ups. MDM consumption was 81.20%
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Phase Il: Training and sensitization of representatives of village institutions
To familiarised the Nutri-Smart Village (NSV) concept, a training program was conducted for

enrolled representatives of various village institutions. The goal of this activity was to promote
nutrition awareness, healthy dietary practices, and utilization of government services through

a coordinated and community-driven approach.
» Development of Training Module and Handouts

A comprehensive training module was developed (Figure 4.1) to equip village representatives
with the knowledge and skills necessary to implement the Nutri-Smart Village (NSV) Initiative
effectively (APPENDIX 1V, V). The module covered several key topics, starting with an
introduction to the NSV concept, emphasizing the importance of a nutrition-sensitive approach
in promoting community well-being. Participants were educated on the role of nutrition in
improving overall health outcomes and the steps required to develop a Nutri-Smart Village

using a lifecycle-based approach to nutrition.

The training included a detailed discussion on balanced diets and food groups, highlighting the
significance of dietary diversity. Representatives learned about the essential food groups,
methods to enhance the nutritional value of meals, and the importance of double fortified salt
in preventing micronutrient deficiencies. The session also covered the role of balanced meals
in daily nutrition and their impact on health.

Another crucial aspect of the training was Water, Sanitation, and Hygiene (WASH), which
focused on the direct link between hygiene and overall health. Participants were educated on
waterborne diseases, personal and environmental hygiene, safe water purification methods,
proper handwashing techniques, and the importance of toilet usage in preventing infections and

improving nutrition absorption.

The training further addressed anemia awareness and prevention, where representatives learned
about the causes, symptoms, and effects of anemia. The session provided insights into iron-rich

foods and dietary practices to prevent anemia and the importance of timely intervention.

Infant and Young Child Nutrition (I'YCN) was another vital topic covered, emphasizing the
significance of the first 1000 days of a child’s life in ensuring proper growth and development.
Participants were trained on exclusive breastfeeding practices, the benefits of colostrum (first
milk), the introduction of complementary feeding, and age-appropriate dietary
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recommendations. The training also provided guidance on nutritional support available through

Anganwadi centers.

The issue of malnutrition was also extensively discussed, covering its types, causes,
consequences, and impact on vulnerable groups such as children and women. Strategies to
prevent malnutrition through proper diet, supplementation, and community interventions were

emphasized.

In addition, representatives were introduced to various government services and schemes
related to nutrition and public health, such as the Integrated Child Development Services
(ICDS), Public Distribution System (PDS), and PM-POSHAN (Mid-Day Meal Program). The
training aimed to ensure that village representatives were aware of these programs and could

facilitate community participation in availing the benefits.

Lastly, an action plan for Nutri-Smart Village implementation was discussed, incorporating
NITI Aayog’s NSV framework and step-by-step strategies for village-level interventions. The
module emphasized the need for a collaborative approach among different village institutions

to create a sustainable, nutrition-focused environment.

This structured training module, along with handouts developed in Gujarati, ensured that
representatives were well-equipped to drive awareness and action towards establishing Nutri-

Smart Villages in their communities.

Figure 4.2- A training module and handout on NSV
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» Sensitization of Village Representatives and Action Plan Development

Sensitization of village representatives for various activities to be done in 8 weeks duration for
representatives of various village institutions to enable them to develop an action plan for their
village, focusing on nutrition improvement and awareness under the Nutri-Smart Village
initiative.

An 8-week action plan was formulated, outlining structured activities aimed at raising

awareness about NSV through convergence among various village institutions.

The Table 4.23 outlines an 8-week action plan for various village institutions to promote
nutrition awareness and improve community health. Each institution has specific roles in
implementing initiatives aimed at fostering better nutritional practices, ensuring health

awareness, and encouraging active participation from different community groups.

Anganwadi workers play a pivotal role in engaging the community by organizing rallies on
adolescent nutrition, creating wall paintings to spread awareness, conducting nutrition
awareness campaigns, and hosting recipe demonstrations and competitions among adolescent

girls. These activities make nutrition education more interactive and accessible.

Schools contribute by setting up Nutrition Corners, providing students with visual information
on healthy eating habits, and conducting educational sessions along with teacher-led
discussions on nutrition. This ensures that children develop a strong foundation in healthy
eating practices from an early age.

The Gram Sabha, as a village governance body, supports the initiative by holding meetings
focused on nutrition promotion and integrating nutrition policies into community development
plans. This involvement ensures that nutrition remains a priority in the village’s overall

development agenda.

ASHA workers focus on health interventions by arranging health check-up camps and
conducting anemia screenings to assess and improve community health. Their role is crucial in

identifying nutritional deficiencies and connecting individuals to healthcare services.

Village representatives, voluntary organizations (VOs), and Gram Sanjeevani contribute by
conducting health and nutrition counseling sessions for community members, providing

guidance on balanced diets and healthy lifestyles. Similarly, Community Groups and Self-Help
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Groups (SHGs) facilitate discussions on household nutrition and food security, emphasizing

sustainable and locally available food sources.

Kisan Mandlis, Dudh Mandli, and Pani Samiti work towards promoting village-wide

engagement in nutrition improvement initiatives, ensuring that agricultural and dairy practices

align with the community’s nutritional needs. Additionally, Rashtriya Kishor Swasthya

Karyakram (RKSK) peer educators strengthen the Nutri-Smart Village approach by organizing

rallies and awareness campaigns focused on adolescent health and nutrition

» Monitoring

The execution of this action plan was systematically monitored by the researcher to ensure its

effective implementation.

Table 4.23- Action plan for 8 weeks duration for various Village institution

Village institutions

Activities

Anganwadi Workers

Organizing rallies on adolescent nutrition
Creating wall paintings to spread awareness
Conducting nutrition awareness campaigns
Recipes demonstration and competition between
adolescents’ girls

Schools

Setting up Nutrition Corners
Conducting educational sessions on healthy
nutrition practices

Gram Sabha

Holding village meetings focused on nutrition
promotion

Integrating nutrition policies into community
development plans

ASHA
Workers

Arranging health check-up camps
Conducting anemia screening to assess
community health

Village Representatives / VOs / Other
Organizations/ gram sanjivani

Conducting health and nutrition counseling
sessions for community members

Community Groups & Self-Help Groups
(SHGs)

Hosting discussions on household nutrition and
food security

Kisan Mandlis, dudh mandli & pani samiti

Promoting village-wide engagement in nutrition
improvement initiatives

Rashtriya Kishor Swasthya Karyakram
(RKSK) peer educator

Facilitating rallies and awareness campaigns to
strengthen the Nutri-Smart Village approach
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HIGHLIGHTS

A structured 1-day training program was conducted to implement the Nutri-Smart Village (NSV)
initiative.
A comprehensive training module and handouts were developed in Gujarati for easy understanding.
Training covered topics such as balanced diet, dietary diversity, WASH (Water, Sanitation, and
Hygiene), anemia prevention, infant and young child nutrition (I'YCN), malnutrition, and
government nutrition schemes.
Village representatives were sensitized to develop an 8-week action plan for nutrition awareness
and intervention to carry out various activities like -
o Organizing rallies on adolescent nutrition
Creating wall paintings to spread awareness
Conducting nutrition awareness campaigns
Recipes demonstration and competition between adolescents’ girls
Setting up Nutrition Corners
Conducting educational sessions on healthy nutrition practices
Holding village meetings focused on nutrition promotion
Integrating nutrition policies into community development plans
Arranging health check-up camps
Conducting anemia screening to assess community health
Conducting health and nutrition counseling sessions for community members

Hosting discussions on household nutrition and food security

0O 0O 0O O 0O O o o o o o o

Promoting village-wide engagement in nutrition improvement initiatives
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Phase I11- Monitoring the execution of Action Plan

The researcher monitored the execution of the planned activities over a period of eight weeks.

Table 4.24 Monitoring check list of the execution of the planned activities over a period
of eight weeks

Institution

Activities

Week
1

Week
2

Week
3

Week
4

Week
5

Week
6

Week
7

Week

ICDS
Anganwadi

e Counseling of
mothers of children
aged 6 to 24 months

e Recipe competition
between adolescent
girls to promote
healthy eating

e Counseling of
pregnant mothers on
healthy eating and
breastfeeding

e Rally by adolescent
girls of Anganwadi

e Nutrition corner
development in
Anganwadi

v

Gram
Sanjeevni

e Gram Sanjeevni
meeting on Nutrition
and Health

Government
School

e Counseling of upper
primary children

e Development of a
nutrition corner

e Counseling of
secondary school
children

e Rally by upper
primary children of
Government School,
Sokhda

<

PHC

e Health camp
organized

e Posters placed in
PHC and Sub-center
to raise awareness on
nutrition and health

Gram
Panchayat

Wall painting in different
areas of Sokhda

Kisan
Mandli,
Pani Samiti

Meeting on nutrition with
Kisan Mandli, Pani
Samiti
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The above table presents a structured overview of various nutrition and health-related activities
conducted in Sokhda village over eight weeks, involving institutions such as ICDS
(Anganwadi), Gram Sanjeevni, Government and Private Schools, PHC (Primary Health
Center), Gram Panchayat, and Kisan Mandli. The Anganwadi centers played a key role in
community engagement through counseling sessions for pregnant women and mothers of
young children, as well as a recipe competition to promote healthy eating among adolescent
girls. Additionally, Gram Sanjeevni and the Gram Panchayat contributed to awareness

campaigns through meetings and the placement of wall posters in public areas.

Schools also played an active role, with both government and private institutions developing
nutrition corners, organizing rallies with students, and conducting counseling sessions for
upper primary children to instill awareness about healthy eating habits. The healthcare sector
supported the initiative through health camps at PHCs and Sub-centers, alongside awareness
drives via posters. A crucial meeting with representatives of Kisan Mandli, Pani Samiti, and
Dudh Mandli emphasized the role of local agricultural and dairy practices in enhancing

nutrition.

The activities were well-distributed across the weeks, ensuring a sustained and continuous
effort rather than a one-time intervention. Certain weeks, such as Week 2, Week 4, and Week
5, had multiple activities, indicating a concentrated approach to engaging different community
groups. The combination of rallies, counseling, recipe competitions, and health camps fostered

a holistic, interactive environment for spreading awareness.
After 3 months post data was collected on the following aspects

1. Knowledge of representatives of village institution

2. Dietary practices of the children aged 6 to 24 months.

3. Service utilization by the primary school children (MDM, IFA, Deworming and health
check-up)
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1. Knowledge of representatives of village institution
» Knowledge of Village Institution Representatives on Infant and Young Child Feeding
(I'YCF) Practices

Data is presented in Table 4.25; Post-intervention data collection revealed a notable
improvement in the knowledge of village institution representatives regarding Infant and
Young Child Feeding (I'YCF) practices.

The awareness about early initiation of breastfeeding within one hour of birth increased
from 78% before the training to 89% post-traning.

All representatives were familiar with the term colostrum in both pre- and post-
assessments. However, knowledge about its importance in boosting immunity and
protecting against infections increased from 78% to 81%, with a decline in those who were
unsure.

Similarly, an improvement was seen in the understanding of exclusive breastfeeding for six
months, with awareness rising from 70% pre-intervention to 81% post-intervention.

The knowledge of the correct age for initiating complementary feeding also showed
progress, with 78% identifying "after six months" in the post-assessment, compared to 74%

in the pre-assessment.
» Knowledge of representatives of village institution regarding Anemia

Table 4.26 presents the information on anemia related aspects The findings revealed that
all representatives were familiar with the term anemia both before and after the training.
The primary cause identified was inadequate consumption of iron-rich foods (96%), while
knowledge about other causes such as frequent malaria episodes (33%), hookworm
infestations (41%), and blood loss during menstruation (22% pre vs. 26% post) remained
moderate. Awareness of iron absorption inhibitors like tea and coffee saw a slight increase
(33% to 37%), while recognition of blood loss during accidents as a cause of anemia

remained low (7% pre vs. 11% post).
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Table 4.25 - Post training knowledge of representative of village institution regarding

Infant Young Child Feeding Practices

Particulars Pre % post | %
Early initiation of Within 1 hr 21 78% |24 | 8%
the breastmilk Don’t know 6 22% |3 11%
Familiar to term
0, 0,

Colostrum Yes 27 100% | 27 | 100%

Fights against antibodies/foreign

bodies entering inside the body and 21 78% |22 |81%
Importance of makes the system immune
colostrum

Don’t know 6 2206 |5 19%

6 months 19 | 70% |22 |81%
Periods of exclusive | 9 months 0 0
breastfeeding ! 4% 0 0%

Don’t know 7 19% |5 |19%
Correct age of 6 months 4 15% |4 | 15%
initiation of After competition of 6 months 20 74% |21 | 78%
Complementary
feeds Don’t” know 3 1% |2 | 7%

6 months 4 15% |4 | 15%
Period of

1 year
complementary y 1 4% 1 4%
feeding, along with | 2 years 20 74% |22 | 81%
breastfeeding -

Don’t know 2 7% |0 0%

Table 4.26 — Post training knowledge of representatives of village institution regarding

Anemia
Particulars pre % post | %
Familiar to term v
€es 0 0
anemia 27 100% | 27 100%
Inadequate consumption of Iron Rich
0, 0,
Foods in theDiet 26 %% | 26 96%
Consumption of Iron Rich Foods with
0, 0,
inhibitors likeTea and Coffee d 33% | 10 37%
Causes of anemia Excessive blood loss as in 5 9206 | 7 6%
menstruation, delivery,hemorrhage 0 0
Blood loss during accidents 2 7% 3 11%
Frequent Episodes of Malaria 9 33% |9 33%
Hookworm Infestations 11 41% |11 41%
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Don’t know 1 4% 0 0%
Fatigue 21 78% |21 | 78%
Weakness 22 81% |23 85%
Pallor of skin, tongue and nails 21 78% |21 | 78%
Shortness of breath 4 15% |4 15%
Signs and Dizziness 20 74% |21 | 78%
symptoms of Brittle and spoon-shaped nails 12 44% | 12 | 44%
anemia Headaches 9 3% |8 30%
Fast irregular heartbeat 3 11% |3 11%
Swelling and soreness of the tongue 5 19% |5 19%
Tingling sensations in legs 5 19% |5 19%
Don’t know 2 7% 1 4%
Consumption of Iron R_ich F_ood with o5 93% | 26 | 96%
enhancers anddietary diversity
Consume Iron Folic Acid Tablets 25 93% | 27 100%
preventive Prevention of Malaria 3 11% |15 |56%
measures for Cleanliness of house inside and outside | 5 19% |5 19%
Anemia ggar;sume Albendazole tablets twice a 4 150 |8 30%
Eat Purna Shakti packets 7 26% |7 26%
Don’t know 2 7% 0 0%
Green leafy vegetables 25 93% |25 |93%
Whole cereals and Pulses 14 52% |15 56%
iron rich sources of Dates 25 93% |25 93%
food Beet 23 85% |23 |85%
Soybean 3 11% |3 11%
Jaggery 23 85% |24 89%
Egg/Meat/ Fish 7 26% |10 37%
foods should_ be_ Vitamin C-rich foods- Amla/ lemon/ 19 70% | 20 74%
consumed with iron | orange/ guava
rich food Don’t know 8 30% |7 26%
Tea or coffee 13 48% |14 | 52%
E%ogosnssméﬂ N0 +® [ Milk and milk products 10 |37% |15 | 56%
iron rich foods Don’t know 8 30% |7 26%
Pregnant mothers 27 100% | 27 100%
Beneficiaries of IEA Lactating mo_thers 24 89% |26 |96%
tablet/ syrup Adolescent girls 27 100% | 27 100%
Children <6 years 22 81% |23 85%
Women of reproductive age (WRA) 19 70% |19 | 70%
ASHA 27 100% | 27 | 100%
IFA tablet provided | ANM 9 33% |9 33%
by AWW 2 7% 1 4%
FHW 7 26% |7 26%
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Regarding symptoms, participants demonstrated good awareness of fatigue (78%),
weakness (85%), pallor of the skin, tongue, and nails (78%), and dizziness (74% pre vs.
78% post). However, less commonly recognized symptoms such as brittle nails (44%),
irregular heartbeat (11%), and tingling sensations in the legs (19%) showed no
improvement. The knowledge of preventive measures improved in certain aspects,
particularly regarding the consumption of Iron-Folic Acid (IFA) tablets, which increased
from 93% to 100%. It was interesting to note that awareness of malaria prevention as a
strategy for anemia control significantly rose from 11% to 56%, while recognition of the
importance of deworming through Albendazole tablets increased from 15% to 30%.

Participants demonstrated a good understanding of iron-rich food sources, with green leafy
vegetables (93%), dates (93%), beetroot (85%), and jaggery (89%) being the most
commonly identified. Awareness of consuming whole cereals and pulses with iron-rich
foods improved slightly from 52% to 56%. The importance of Vitamin C-rich foods (such
as amla, lemon, and guava) to enhance iron absorption was recognized by 70% of
participants before the session and increased to 74%. However, knowledge of foods that
inhibit iron absorption, such as tea, coffee, milk, and dairy products, showed only slight

improvements.

The awareness of IFA tablet beneficiaries remained high, with 100% of participants
recognizing that pregnant women and adolescent girls should receive supplementation.
Awareness regarding lactating mothers (89% pre vs. 96% post) and children under six years
(81% pre vs. 85% post) showed minor improvements. While all participants correctly
identified ASHA workers as the primary providers of IFA tablets, recognition of other
healthcare workers such as ANMs (33%) and FHWSs (26%) remained unchanged.

Knowledge and practice related to Water, Sanitation, and Hygiene (WASH) practices
of village institution representatives

Table 4.27 demonstrate the handwashing practices of representative of village institution,
there was a marked improvement seen in recognizing other essential handwashing
moments. The proportion of representatives who reported washing hands after handling
children increased from 85% to 100%, and awareness about washing hands before eating
rose significantly from 41% to 100%. Additionally, knowledge about handwashing after
handling cattle sawed a slight improvement, rising from 59% to 67%.
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Table 4.27- Post training knowledge and practice related to Water, Sanitation, and

Hygiene (WASH) practices of village institution representatives

Particulars pre post
N=27 | % N =27 %

Drinking water Tap water inside house 26 96% | 26 96%
source at home Tap water outside house 1 4% 1 4%

After using toilet 27 100% | 27 100%

Before cooking 27 100% | 27 100%
When to wash ) )

After handling the child 23 85% |27 100%
hands?

After handling cattle 16 59% |18 67%

Before eating 11 41% | 27 100%
How to wash ]
hand With soap/ash/handwash 27 100% | 27 100%

ands
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» Dietary knowledge and practices of village institution representatives.

Table 4.28 presents the dietary knowledge of the representatives of the village institution,
there was a notable improvement in the understanding of a balanced diet. Prior to the
training, 93% described a balanced diet as one containing cereals, pulses, dairy products,
fruits, vegetables, meat, fish, eggs, and fats. Post-training, this figure increased to 100%.
Additionally, the percentage of representatives who understood that a balanced diet refers
to the right proportion of food groups to meet all nutrient requirements improved from 26%
to 37%.

Knowledge regarding the inclusion of various food groups in a daily diet also saw
enhancements. While 100% of participants recognized the need for grains, pulses, and
plant-based foods in the diet both before and after training, the awareness of nuts and seeds
as essential dietary components increased from 41% to 56%. Similarly, knowledge about
dairy consumption improved from 74% to 89%, while understanding of the importance of
dark green leafy vegetables (GLVSs) rose from 67% to 78%. Awareness of meat, poultry,
fish, and eggs in a balanced diet also saw a modest increase, reaching 74% post-training.
The most significant change was observed in the recognition of "other fruits” as essential,
which improved from 78% to 100%.

When asked about the nutrients required in a daily diet, there was a slight improvement in
understanding the need for carbohydrates (from 89% to 93%) and fats (from 78% to 96%),

while awareness of proteins, vitamins, and minerals remained at 100%.

The understanding of the consequences of inadequate nutrient intake showed significant
progress. While 100% of participants already knew about undernutrition, awareness of
overweight and obesity as potential outcomes increased from 70% to 74%. There was also
rise in knowledge about the link between nutrient deficiencies and non-communicable
diseases (NCDs) like diabetes, cardiovascular diseases, and cancer, from 44% to 89%. The
recognition of anemia as a consequence of poor nutrition saw the most remarkable growth,
from just 11% to 67%.

Finally, all representatives were familiar with the concept of dietary diversity, defining it
as consuming a wide variety of food groups. However, only 11% recognized the importance
of including GLVs, fruits, and milk in dietary diversity, and this figure remained unchanged
post-training.
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Table 4.28 — Post training dietary knowledge and practices of representatives of village
institution (pre-post data)

. pre pre
Particulars N=27 1% N=271 %
Aware of different | 27 |100% |27 | 100%
food groups

A diet that includes Cereals, Pulses,
. Dairy products, Fruits and Vegetables, | 25 93% | 27 100%
Meaning of . .
healthv diet of egg/fish/meat,oil/ghee
balancid diet A diet that has the right quantity of food
groups that can meet all the nutrient 7 26% | 10 37%
requirements
Grams_, white roots and tubers, and 27 100% | 27 100%
plantains
Pulses (beans, peas and lentils) 27 100% | 27 100%
Nuts and Seeds. 11 41% | 15 56%
Different food Dairy 20 74% |24 89%
group that should | Meat, Poultry and Fish 19 70% | 20 74%
be included in Eggs 19 70% |20 74%
daily diet Dark GLVs 18 67% |21 78%
Other vitamin A-rich fruits and 10 379% |10 3704
vegetables
Other Vegetables 25 93% | 27 100%
Other Fruits 21 78% | 27 100%
nutrients ar Carbohydrates 24 89% | 25 93%
re“ u'iere ds iar‘] eda“ Protein 27 | 100% |27 | 100%
digt ' IFat 21 |78% |26 | 96%
vitamins and minerals 27 100% | 27 100%
Undernutrition 27 100% | 27 100%
Overweight and obesity 19 70% | 20 74%
What happen when — - ———
; Different nutrient deficiencies
nutrients are not - . L 14 52% | 14 52%
. (Vitamins andmineral deficiencies)
consumed in non-communicable diseases like
required quantit ) 12 44% | 24 %
1 q y diabetes,CVD, cancer, etc. ° 89%
Anemia 3 11% | 18 67%
Eamiliar to term Consuming a wide variety of foods and 27 100% | 27 100%
diet diversit foodgroups
y Including GLV/fruits/ milk 3 1% [3 | 1%
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» Knowledge of village institution representatives regarding undernutrition.
The findings presented in the Table 4.29 indicates that familiarity with the term
"undernutrition” increased from 96% to 100%, ensuring that all representatives could
identify the concept after the Training.
When asked about the meaning of undernutrition, the majority (89%) correctly associated
it with low weight for age before training, and this understanding improved to 93% post-
training. However, the belief that undernutrition means “inability to work properly” or
“weakness” dropped from 59% to 15%.
Regarding preventive measures for undernutrition, awareness of the importance of regular
consumption of a balanced diet increased from 96% to 100%, reinforcing the role of proper
nutrition. Additionally, knowledge about utilizing government services for nutrition
support improved from 41% to 52%, indicating greater awareness of available resources.
However, understanding of maintaining cleanliness as a preventive measure slightly
declined from 19% to 7%. Notably, the percentage of those who did not know any
preventive measures dropped to 0% post-training, reflecting the overall effectiveness of the
awareness sessions.

» Knowledge of village institution representatives regarding selected government
services.
As per the Table 4.30, knowledge about the food items available under PDS improved, with
recognition of fortified wheat flour increasing from 89% to 93%, oil from 63% to 74%, and
iodized salt from 70% to 78%.
Awareness about the Antyodaya Anna Yojana (AAY) slightly improved from 78% to 81%,
and understanding of its benefits increased recognition of the correct benefit (35 kg of food
grains per household per month) rose from 26% to 81%, while misconceptions about
alternative benefits were eliminated. Similarly, knowledge about the Mid-Day Meal
(MDM) scheme and its beneficiaries became more accurate, ensuring that all respondents
correctly identified children in primary and upper primary classes as beneficiaries post-
training.
For the Ayushman Bharat PM-JAY scheme, overall awareness remained stable at 96%, but
understanding of the scheme’s benefits improved. Before the training, only 15% correctly
identified the Rs. 5 lakh annual health cover per family, which increased to 19% post-

training.
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Table 4.29—- Knowledge of representative of village institution regarding undernutrition

(pre-post data)

pre post
Particulars
N=27 | % | N=27 | %
Familiar with Yes 26 96% | 27 100%
term
undernutrition No 1 4% |0 0%
Low weight for age 24 89% | 25 93%
’ 0, 0,
Meaning of Can’t work properly, Weakness 16 59% | 4 15%
undernutrition | geing ynhealthy 5  |19% |0 | o%
Not applicable 1 4% |0 0%
To consume a balanced diet regularly 26 96% | 27 100%
i 0, 0,
preventive To keep home and village clean 5 19% | 2 7%
measures for . .
o To avail the benefits of government 0 0
undernutrition services 11 41% | 14 52%
Don’t know 1 4% |0 0%
Table 4.30 — Knowledge regarding selected government services (pre-post data)

. pre post
Particulars N=27 1% N=27 1%
Availability of PDS in village | Yes 27 100% | 27 100%

Fortified Wheat 24 89% |25 93%
Dal 24 89% |24 89%
food items are available in Qil 17 63% |20 74%
PDS Sugar 8 30% |9 33%
lodized Salt 19 70% |21 78%
Don't know 3 11% |0 0%
Known to Antyodaya Anna Yes 21 78% |22 81%
Yojana (AAY) No 6 22% |5 19%
The poorest of poor households
will receive 35 kg of food grains 7 26% | 22 81%
per household per month
. The poorest of poor households
ng‘aer‘:;ts(g‘;@)‘ty"daya AN | il receive 10 kg of food grains | 7 26% |0 0%
! per household per month
Don't know 13 8% |3 11%
Not applicable 6 22% |2 7%
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Known to MDM (mid-day Yes 27 100% | 27 100%
meal) scheme

Children _studylng in Primary and o5 93% | 27 100%
Beneficiaries of MDM Upper Primary classes

Don't know 2 7% 0 0%

Yes
Known to Ayushman Bharat 26 %% |26 96%
PM JAY scheme No 1 4% 1 4%

It provides a cover of Rs. 5 lakhs

per family per year for secondary

and tertiary care hospitalization 4 15% |5 19%

across public and private

empaneled hospitals in India

It provides a cover of Rs. 2 lakhs

per family per year for secondary
Benefits of Ayushman Bharat | and tertiary care hospitalization 3 11% |0 0%
PM JAY scheme across public and private

empanelled hospitals in India

It provides a cover of Rs. 10 lakhs

per family per year for secondary

and tertiary care hospitalization 17 63% |8 30%

across public and private

empanelled hospitals in India

Don’t know 3 11% |14 26%
visited Health and Wellness es 22 81% |22 81%
centre in village No 5 19% |5 19%

Pregnant women 25 QB% |27 100%

Lactating women 23 85% | 27 100%

o Adolescent girls 23 85% |24 89%

Beneficiaries of IFA tablets Children <6yr 20 72% | 20 74%

Women of reproductive age 22 81% |22 81%

Don’t know 6 22% |0 0%

Pregnant women 13 48% | 15 56%

Lactating women 3 11% |4 15%
Beneficiaries of Deworming Adolescent girls 3 11% |6 22%
tablets Children <6yr 22 81% |25 93%

Women of reproductive age 3 11% |4 15%

Don’t know 18 67% |2 7%

s Pregnant women 1 4% 0 0%

Beneficiaries of MHM Lactating women 1 4% 0 0%
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Adolescent girls 1 4% 1 4%
Women of reproductive age 1 4% 0 0%
Don’t know 14 52% | 26 96%
Pregnant women 12 44% | 12 44%
Lactating women 1 4% 1 4%
Beneficiaries of Vit A Adolescent girls 2 7% 2 7%
supplements Children <6yr 21 78% | 22 81%
Women of reproductive age 2 7% 0 0%
Don’t know 15 56% |3 11%
Pregnant women 23 85% |27 100%
Lactating women 23 85% |23 85%
Beneficiaries of Immunization Adolescent girls 14 52% |14 52%
Children <6yr 25 93% |27 100%
Women of reproductive age 4 15% |4 15%
Don’t know 5 19% |0 0%
Pregnant women 25 93% |25 93%
Lactating women 25 93% |25 93%
Beneficiaries of health check- | Adolescent girls 17 63% |17 63%
up (height and weight) Children <6yr 24 89% |24 89%
Women of reproductive age 1 4% 1 4%
Don’t know 7 26% |7 26%
Pregnant women 24 89% |27 100%
Lactating women 24 89% | 27 100%
. Adolescent girls 21 78% | 27 100%
Beneficiaries of THR Children <6yr 23 85% | 27 100%
Women of reproductive age 4 15% |0 0%
Don’t know 8 30% |0 0%
Pregnant women 23 85% |24 89%
Lactating women 23 85% |23 85%
Beneficiaries of counselling Adolescent girls 19 70% |19 70%
session Children <6yr 10 37% |0 0%
Women of reproductive age 8 30% |0 0%
Don’t know 13 48% |0 0%
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Awareness of the beneficiaries of Iron and Folic Acid (IFA) tablets improved, with all
participants correctly identifying pregnant and lactating women post-training. Similarly,
knowledge of deworming tablet beneficiaries increased, particularly for children under six
years, rising from 81% to 93%.

On the other hand, knowledge of Vitamin A supplementation beneficiaries improved, as the
proportion of those who did not know about its recipients dropped from 56% to 11%.

For immunization programs, awareness increased all of the participants recognized
pregnant women and children under six as beneficiaries post-training. However,
understanding of immunization for adolescent girls and women of reproductive age

remained unchanged.

Knowledge of health check-ups (height and weight monitoring) remained consistent, while
awareness of Take-Home Ration (THR) beneficiaries improved, with 100% correctly
identifying pregnant women, lactating women, adolescent girls, and children under six

years post-training.

» Knowledge of village institution representatives regarding the Nutri Smart Village
(NSV)
The data showed in the Table 4.31 highlight a significant increase in awareness about the
NSV concept, rising from only 4% pre-training to 85% post-training. Understanding of the
key components of NSV also improved. Post-training, 52% recognized its goal of creating
a hunger-free village, 52% acknowledged the importance of ensuring a balanced diet for
every child, and 44% understood the significance of the first 1,000 days of life. Other
aspects such as safe drinking water (44%) and proper sanitation and handwashing (37%)
were also acknowledged. This shows a positive impact of the training.

Encouragingly, the belief that health and nutrition should be included in the Village
Development Plan increased from 74% pre-training to 100% post-training, reflecting a shift

in perception towards a more integrated approach to village development.
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Table 4.31- Knowledge regarding Nutri Smart Village (NSV) concept and village

development plan (pre-post data)

pre post
Particulars
N =27 % N=27 | %
Yes 1 4% |23 85%
Known to NSV concept
No 26 96% | 4 15%
To make hunger-free village 0 0% |14 52%
Aware about the importance of First 1000
0 0% |12 44%
days
Consume at least 5 food groups out of 10
] 0 0% |5 19%
on a regular basis
i I i 0, 0,
What is NSV concept Every child should receive a balanced diet | O 0% |14 52%
Access to safe drinking water 0 0% |12 44%
Maintains safe sanitation and hand
) ) 0 0% |10 37%
washing practices
Don’t know 1 4% |5 19%
Not applicable 26 96% | 4 15%
health and nutrition Yes 20 74% | 27 100%
aspects should be included
in village development No 7 26% | 0 0%
plan

Page | 124




2. Dietary practices of the children aged 6 to 24 months

+ Dietary Diversity:
To see the change in dietary practices after 8 weeks intervention, again information was
elicited through 24 hours dietary recall method. The results indicated a positive shift in
dietary habits. Dairy product consumption also showed an upward trend, increasing from
63% to 69%. However, there was no change in the consumption of Vitamin A-rich fruits
and vegetables, which remained extremely low at 1% both before and after. On the other
hand, the intake of other fruits and vegetables improved from 64% to 70% post-
sensitization. Findings are shown in the Table 4.32
Minimum meal frequency, minimum dietary diversity, minimum adequate diet by the
children (6 to 24 months). Findings are shown in the Figure 4.3
In addition to dietary diversity, the study also evaluated whether children were meeting the
standards for a minimum acceptable diet (MAD), which includes minimum meal frequency
(MMF) and minimum dietary diversity (MDD). The results showed a slight improvement
in all aspects. The percentage of children meeting the MMF criteria increased post-
sensitization. The MDD saw a good rise from 18% to 24%, indicating improved variety in
food intake. However, the proportion of children achieving the MAD remained critically
low, with only a minor increase from 3% to 5%.

3. Service utilization by the primary school children (MDM, IFA, Deworming and health
check-up) Findings are shown in the Figure 4.4
Utilization of key health and nutrition services among students from grades 6 to 8 was
conducted before and after the intervention. The findings revealed a notable improvement
in service uptake across various categories.
The consumption of Iron and Folic Acid (IFA) tablets increased significantly from 82.91%
before the intervention to 93.16% afterward. Similarly, the intake of deworming tablets
showed a positive rise, with participation increasing from 80.34% to 85.47% post-
intervention.
The number of students regularly consuming Mid-Day Meals (MDM), rose from 81.20%
to 95.72% after the intervention.
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Table 4.32— Dietary diversity of the children (6 to 24 months) (pre-post data)

pre post
Particular

N=87 % N=87 | %
Grains, roots, tubers 85 98% | 87 100%
Legumes and nuts 81 93% |83 95%
Dairy products 55 63% |60 69%
Vit A rich fruit and vegetable | 1 1% 1 1%
Other fruit and vegetable 56 64% |61 70%

Figure 4.3 - Minimum meal frequency, minimum dietary diversity, minimum adequate
diet by the children (6 to 24 months)

50%
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Figure 4.4 - Utilization of the selected services by children (std 6 to 8)
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HIGHLIGHTS

Recognition of NSV concept improved from 4% to 85%, with increased acknowledgment of its
role in hunger-free villages, balanced nutrition, and sanitation.

Awareness of early breastfeeding, exclusive breastfeeding, and complementary feeding saw
notable increases among mothers of young children.

Post-intervention in children aged 6 to 24 months, dairy consumption increased from 63% to
69%, and overall fruit and vegetable intake improved from 64% to 70%, though Vitamin A-rich
food consumption remained extremely low at 1%

The percentage of children meeting Minimum Dietary Diversity (MDD) rose from 18% to 24%,
while those achieving Minimum Acceptable Diet (MAD) increased marginally from 3% to 5%.
Post-intervention, Iron and Folic Acid (IFA) tablet consumption among schoolchildren increased
from 82.91% to 93.16%, deworming tablet intake rose from 80.34% to 85.47%, and Mid-Day
Meal (MDM) participation surged from 81.20% to 95.72%.

Overall, 5 activities were carried by ICDS (Anganwadi), 1 activity by gram sanjeevni, 4 activities
by government school, 2 activities by PHC,1 activity by gram panchayat and 1 activity by kisan
mandli and pani samiti

During intervention phase, various representatives from different village institutions could
conducted at least 1 activity to popularised NSV concept among villagers.

Total 14 activities were conducted during 8 weeks of intervention.
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DISCUSSION

Undernutrition remains a significant public health concern in India, particularly among infants
and young children. The first 1,000 days of life, from conception to a child's second birthday,
are crucial for optimal growth and development. Proper nutrition during this period influences
cognitive abilities, immune function, and long-term health outcomes. Inadequate dietary
intake, poor infant and young child feeding (I'YCF) practices, and limited access to nutritious
foods contribute to high rates of stunting, wasting, and micronutrient deficiencies. Addressing
undernutrition in this critical window through improved maternal nutrition, exclusive
breastfeeding, complementary feeding, and micronutrient supplementation can significantly

reduce the burden of childhood malnutrition in India.

The key highlights of the results are discussed below focusing on dietary practices among
children aged 6 to 24 months, including their I'YCF practices, knowledge regarding
complementary feeding, and utilization of the Balshakti program, consumption patterns of
various food groups, assessing the proportion of children meeting the criteria for minimum
dietary diversity, meal frequency, and an adequate diet. The nutritional status of young children
through anthropometric indicators such as stunting, wasting, and underweight prevalence. In
addition to early childhood nutrition, the study explored the nutritional status of upper primary
children. The utilization of school-based nutrition and health services was also evaluated,
including participation in the Mid-Day Meal (MDM) program, iron and folic acid (IFA)

supplementation initiatives.
Knowledge of representatives regarding NSV

Pre intervention the only 4% of the representatives were able to recognized the NSV concept
but post intervention recognition of NSV concept improved from 4% to 85% it is shown in the
Figure 4.5, increased acknowledgment of its role in hunger-free villages, balanced nutrition,

and sanitation.

The current study is the first of its kind conducted in Gujarat on the sensitization of village
institutions for Nutri Smart Villages (NSV). Best of our knowledge no such studies were done

on this topic in Gujarat.
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Figure 4.5 Knowledge of representatives regarding NSV (pre-post data)

85%

post data

Phase 3 with significant
improvement

pre data

Phase 1 with low impact

Nutritional status of children (6-23 months)

The nutritional status of children aged 6-23 months was evaluated in this study using WHO
growth standards 2006. The findings revealed that 46% of the children were stunted.
Additionally, 15% of the children were affected by wasting. The prevalence of underweight

children was 29%.

Comparing these results with other studies, research conducted by Meshram et. al. (2016) in
Surat indicated similar pattern, with 39% of children being stunted, 22.5% suffering from

wasting, and 44% categorized as underweight.

Similarly, a study focusing on tribal regions of West Bengal (Stiller et al., 2020) reported a
stunting prevalence of 51.9%, wasting in 19% of children, and 49% of children classified as
undernourished. These findings highlight significant regional differences in child malnutrition
and emphasize the need for targeted nutritional interventions.

Our study found lower prevalence for all the 3 indicators of undernutrition for younger children
than studies by Meshram et.al and Stiller et. al. Further, findings of current study were
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compared with NFHS 5 Gujarat data and India data. It is presented in the Table 4.33 and Figure

4.6.

Stunting, which indicates chronic malnutrition, is higher in the current study at 46% compared

to 39% in Gujarat and 35.5% at the national level, suggesting that poor nutrition starts early in

life. Wasting is recorded at 15% in the current study, lower than Gujarat’s 25.1% and India’s

19.3%. Similarly, the prevalence of underweight children in the current study is 29%, which is
lower than Gujarat’s 39.7% and slightly better than India’s 32.1%.

Table 4.33 Comparison of undernutrition indicators with NFHS 5 data

st Current study NFHS 5 Gujarat data NFHS 5 India data
(6 to 24 months) (under 5 year) (under 5 year)

Stunted 46% 39% 35.5%

Wasting 15% 25.1% 19.3%

Underweight 29% 39.7% 32.1%

Figure 4.6 — Prevalence of undernutrition — current study and NFHS5
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Dietary practices of young children (6-24 months)
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The present study, included 87 young children, found that only 18% consumed at least four
food groups out of 7 food groups. Pre intervention, the minimum meal frequency was achieved
by 40% of children, MDD was achieved by 18% while just 3% met the criteria for a minimum
acceptable diet (MAD). Post intervention, MMF was achieved by 41% of the children, MDD
was achieved by 24% of the children and MAD was achieved by 5% of the children.
Comparatively, research by Chandwani H et al. (2015) reported, with 28.3% of children
meeting the minimum dietary diversity (MDD), a significantly higher 95.6% achieving the
minimum meal frequency (MMF), and 28.3% receiving a minimum acceptable diet. Which
was much higher than the findings of the current study

In line with these findings, Sakka et al. (2016) observed that among children aged 6-23 months,
57.3% met the required meal frequency, 35.3% consumed a diverse diet, and 25.2% had an
overall adequate diet. Similarly, Mekonnen et al. (2017) reported that in southern Ethiopia,
27.3% of children in this age group met the dietary diversity standards, while 68.9% adhered
to the recommended meal frequency.

Departmental study by Gandhi and Mehta (2020) reported that MMF was found 68.1%, MDD
was 38% MAD observed at 30.6% which is higher than the current findings.

Similar study by Gandhi and Thakkur (2021) reported that MMF was achieved by 51% of the
children, MDD was achieved by 71% of the children and MAD was achieved by 34% of the
children, which is higher than the current findings.

The present study further revealed that grains, roots, and tubers formed the primary component
of complementary feeding, being included in the diets of 98% of children. On the other hand,
non-dairy animal-source foods were the least consumed. These trends are consistent with the
findings of Baye et al. (2013), who highlighted that young children's diets were predominantly
cereal- and legume-based, with minimal intake of animal-based foods, fruits, and vegetables.

Mothers' Knowledge and Practices of complementary feeding

Early initiated with breastmilk (EIBF) that is within one hour of the birth, in the current study
it was found that only 56% of the mother had done the EIBF
A study by Gandhi and Thakkur (2021) reported that 67.2% of the children were early initiated
with breastmilk that is within one hour of the birth. Which is higher than the current study.

The present study assessed mothers' knowledge and practices regarding complementary

feeding. It was observed that 69% of mothers continued breastfeeding while introducing
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complementary foods. Similar studies have reported varying figures; for instance, research by
Gandhi and Mehta (2020) found that 93.3% of mothers continued breastfeeding alongside
complementary feeding, while Gandhi and Patni (2017) indicated that over 80% of mothers
followed the same practice. Regarding the timely introduction of solid, semi-solid, or soft foods
between 6—-8 months of age, this study found a prevalence of 63%. These findings align with
those of Kassa et al. (2016), who reported a 72.5% rate of timely initiation of complementary
feeding. Additionally, Sinhababu et al. found that 55.7% of infants aged 6-8 months received
semi-solid or solid food along with continued breastfeeding. The proportion increased to 93.6%
for children aged 9-11 months but declined thereafter.

Utilization of THR-Balshakti

The study also examined the distribution and utilization of the Take-Home Ration (THR) under
the Balshakti program. Among the eligible beneficiaries, only 21% received fewer than seven
packets in the month preceding the survey. Similar patterns were reported by Gandhi and Mehta
in 2020, where 49% of participants received less than seven packets during the previous month.
A study conducted by Talati et al. (2016) in three tribal blocks of Gujarat revealed an even
higher prevalence, with 60.3% of recipients receiving fewer than seven packets of Balbhog in
the past month. These findings highlight significant gaps in the distribution and accessibility
of nutritional support programs, emphasizing the need for improved implementation and

awareness to ensure adequate nourishment for children.
Nutritional status of upper primary school children

In the present study, 31.62% of adolescents were stunted. The prevalence of thinness in the
present study was 35.04%, which is a higher proportion compared to the 16.67% underweight
found in Modi et. al. study (2022) on the nutritional status of adolescents in rural areas of
Vadodara.

A study by Gandhi and Barodawala (2024) reported that 59% of the children were thin and
21.46% children were stunted. Which is less than the present study.

A study by Patel et al. (2022), found a higher prevalence of stunting (24% in boys and 19% in
girls) and wasting (17% in boys and 18% in girls) among adolescents receiving the Mid-Day
Meal (MDM) compared to those not receiving it. In contrast, the present study observed 30%
stunting, which is higher than the prevalence reported in Patel et al.’s study. Additionally, the
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present study found a relatively higher prevalence of thinness (75%) compared to the wasting

percentages found in Patel et al. (2022).

Utilization of services (MDM, IFA) by upper primary school children

When comparing the present study with those of Biswas et al. (2023) and Patel & lyer (2022),
there are both similarities and differences in the findings related to Iron and Folic Acid
Supplementation (IFS) and the Mid-Day Meal (MDM) program. Biswas et al. (2023) found a
relatively low IFS compliance rate of 27.5%, whereas the present study reported a much higher
compliance rate of 82.91%. This significant difference could be due to regional variations,
differences in the study population, or perhaps more effective program implementation and
awareness in the present study area. The factors influencing compliance, such as religion,
income, and prior knowledge in Biswas et al.’s study, might also have played a role in the

present study, especially if similar variables were examined.

In terms of the Mid-Day Meal (MDM) program, Patel & lyer (2022) found that 93% of children
in rural Vadodara consumed MDM, which is similar to the present study’s finding of 81.2%
consumption. The slight difference in consumption rates might be due to variations in local
factors such as community support, school infrastructure, or differences in program
implementation. Patel & lyer also assessed the impact of Nutrition Health Education on the
nutritional status of children, which likely contributed to the higher MDM consumption in their
study. If the present study also included health education interventions, it would be insightful
to compare how such programs influenced MDM consumption and nutritional outcomes in the

study setting.
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SUMMARY AND CONCLUSION

The study was approved by the Institutional Ethics Committee for Human Reasearch
(IECHR), Faculty of Family and Community Sciences, Maharaja Sayajirao University of
Baroda. The ethical approval number is IECHR/FCSc/M.Sc./10/2024/40

The current study was planned with the broad objective to assess the dietary diversity,
nutritional practices, and utilization of nutrition and health services among children and
mothers in selected village of Vadodara, and to strengthen village level community-based
organizations (CBOs) through training and sensitization programs under “Nutri-Smart-
Village”.

Specific objectives of the study were

e To assess the profile and knowledge of representative of village institution/committee
about nutrition and government schemes about maternal and child health

e To assess the nutritional status, dietary diversity, I'YCN and WASH (Water, Sanitation,
and Hygiene) practices among mothers of children aged 6 to 24 months

e To evaluate the nutritional status and service utilization (IFA, deworming, health
check-ups and MDM) of primary school children

e To sensitize representatives of village institutions to develop action plan for their
village/villages towards NSV

e To monitor the execution of action plan by village institutions towards developing
NSV

The study was divided into 3 phases:
Phase 1: Situational Analysis
Phase 2: Training and sensitization of representatives of Village Institutions
Phase 3: Monitoring the execution of the action plan

Phase 1: Situational Analysis

In Vadodara district, there are a total of eight administrative blocks, out of which the
Vadodara block was purposively chosen for the study. Within this block, there are eight
Primary Health Centers (PHCs) villages, and one PHC village was selected randomly.
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Permissions from concerned authorities were obtained. Key local institutions were
identified, including the Dairy Cooperative, Health Department, Integrated Child
Development Services (ICDS), Kisan Samiti, Primary School, Pani Samiti, and Non-
Governmental Organizations (NGOs).
A total of 27 representatives were enrolled from the 8-village institutions. Eighty-seven
mothers of children aged 6 to 24 months who were registered in the Anganwadi were
enrolled as well as 117 upper primary children were also enrolled.
Data was collected on the following aspects usings standard tools and techniques
> Profile of village institution representatives (n=27)
o0 Demographic and Socio-Economic Profile
o Participation in Gram Sabha Meetings and Key Discussion Topics
o Training received on health, nutrition, and community development
» Knowledge of representatives of village institution (n=27)
o Knowledge regarding infant and young child feeding (1'YCF) practices
o Knowledge of representatives of village institution regarding anemia
o0 Knowledge of representatives of village institution regarding WASH
(water, sanitation, and hygiene)
Dietary knowledge of representatives of village institution
Knowledge of representatives of village institution regarding
undernutrition
o Knowledge and practices of village institution representatives regarding
unhealthy foods
o Knowledge of representatives of village institutions regarding selected
government services
0 Understanding of the nutri smart village (NSV) concept and village
development planning
> Nutritional status and dietary practices of the children aged 6 to 24 months.
(n=87)
o Background information of the children aged 6 to 24 months
0 Anthropometric Measurements and Nutritional Status of Children Aged 6
to 24 Months
o Dietary diversity among children aged 6 to 24 months
0 Meal Frequency, Dietary Diversity, and Adequate Diet Among Children
Aged 6 to 24 Months
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» IYCN and WASH practices among mothers of children aged 6 to 24 months.
(n=87)
o Background information of mothers of children aged 6 to 24 months
o Infant and young child feeding (I'YCF) practices among mothers of
children aged 6 to 24 months
0 Hygiene practices among mothers of children aged 6 to 24 months
> Selected government services utilized by mother (n=87)
o Utilization of Integrated Child Development Services ICDS by mothers for
children aged 6 to 24 months
> Nutritional status of primary school children (n=117)
o Demographic profile of children in standards 6 to 8
o0 Anthropometric measurements of children (standards 6 to 8)
o0 Nutritional status of primary school children
» Service utilization by the primary school children (MDM, IFA, Deworming,
health check-up) (n=117)

Phase 2: Training and sensitization of Village Institutions

» Development of Training Module and Handouts
» Sensitization of Village Representatives and Action Plan Development

» Monitoring of the execution of the planned activities
Phase 3: Monitoring the Enabling Environment and barriers towards developing NSV

» Monitored the execution of the planned activities
> Post data was collected on the following aspects
o0 Knowledge of representatives of village institution (n=27)
o Dietary practices of the children aged 6 to 24 months. (n=87)
o Service utilization by the primary school children (MDM, IFA, Deworming
and health check-up) (n=117)
Highlights of the findings
Phase 1
e Total 27 representatives from 8 village institutions were enrolled for the study

e Forty-eight percent of village institution representatives were aged 36-45 years.
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Seventy eight percent of representatives of village institution were aware of early
breastfeeding initiation, colostrum, and 70% were aware of the correct period of
exclusive breastfeeding.

Ninety six percent correctly identified inadequate iron intake as a cause of anemia, but
only 33% knew about absorption inhibitors.

Ninety three percent correctly defined a balanced diet and showed strong dietary
knowledge.

Eighty nine percent linked undernutrition to low weight-for-age, while 59%
associated it with weakness.

Ninety three percent identified unhealthy foods but also admitted to buying junk food.
Ninety six percent were unaware of the Nutri Smart Village (NSV) concept, and only
19% participated in village action planning.

Out of 87 mothers of young children enrolled, 56% of mothers-initiated breastfeeding
within an hour, and 86% practiced exclusive breastfeeding for six months.
Ninety-seven percent of mothers used soap for handwashing, while 3% relied on ash
or other alternatives.

Seventy six percent of children consumed Bal Shakti, but only 34% had it regularly.
Forty percent children received minimum meal frequency, 18% children received
minimum dietary diversity and only 3% children receive minimum adequate diet.

In children age 6 to 24 months, it was found that 46% were stunted, 15% were wasted
and 29% were severely underweight.

Out of 117 primary school children, 31.62% of children were stunted, and 35.04%
were categorized as thin.

Regarding services utilization, 82.91% children consumed IFA tablets, 80.34% took
deworming tablets, and 100% had undergone health check-ups. MDM consumption
was 81.6%

Phase 2

A structured 1-day training program was conducted to implement the Nutri-Smart
Village (NSV) initiative.
A comprehensive training module and handouts were developed in Gujarati for easy

understanding.
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Training covered topics such as balanced diet, dietary diversity, WASH (Water,
Sanitation, and Hygiene), anemia prevention, infant and young child nutrition
(I'YCN), malnutrition, and government nutrition schemes.
Village representatives were sensitized to develop an 8-week action plan for nutrition
awareness and intervention to carry out various activities like -
o Organizing rallies on adolescent nutrition
Creating wall paintings to spread awareness
Conducting nutrition awareness campaigns
Recipes demonstration and competition between adolescents’ girls
Setting up Nutrition Corners
Conducting educational sessions on healthy nutrition practices
Holding village meetings focused on nutrition promotion
Integrating nutrition policies into community development plans
Arranging health check-up camps
Conducting anemia screening to assess community health
Conducting health and nutrition counseling sessions for community members
Hosting discussions on household nutrition and food security

Promoting village-wide engagement in nutrition improvement initiatives

0O O O 0O 0O o o o o o o o o

Facilitating rallies and awareness campaigns to strengthen the Nutri-Smart
Village approach

Phase 3

Recognition of NSV concept improved from 4% to 85%, with increased
acknowledgment of its role in hunger-free villages, balanced nutrition, and sanitation.
Awareness of early breastfeeding, exclusive breastfeeding, and complementary
feeding saw notable increases among mothers of young children.

Post-intervention in children aged 6 to 24 months, dairy consumption increased from
63% to 69%, and overall fruit and vegetable intake improved from 64% to 70%,
though Vitamin A-rich food consumption remained extremely low at 1%

The percentage of children meeting Minimum Dietary Diversity (MDD) rose from
18% to 24%, while those achieving Minimum Acceptable Diet (MAD) increased
marginally from 3% to 5%.

Post-intervention, Iron and Folic Acid (IFA) tablet consumption among

schoolchildren increased from 82.91% to 93.16%, deworming tablet intake rose from
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80.34% to 85.47%, and Mid-Day Meal (MDM) participation surged from 81.20% to
95.72%.

Overall, 5 activities were done by ICDS (Anganwadi), 1 activity by gram sanjeevni, 4
activities by government school, 2 activities by PHC,1 activity by gram panchayat and
1 activity by kisan mandli and pani samiti

During intervention phase, various representatives from different village institutions
could conducted at least 1 activity to popularised NSV concept among villagers.

Total 14 activities were conducted during 8 weeks of intervention.

Enabling environment and barriers towards developing NSV

The development of a Nutri-Smart Village (NSV) concept requires a well-functioning

governance system, active community participation, and strong institutional support.

Though elected PRI members were not there in the village, the structured department branch

like health staff, ICDS staff and school staff facilitated majority of the community level

activities towards NSV as per the action plan. Community mobilization and participation was

found to be satisfactory. This was the only enabling environment observed in the current

study

However, in this case, some barriers have hindered the smooth implementation of NSV

initiatives.

One of the significant challenges was due to the non-conduct of local PRI elections
for more than 1.5 years, the local governance structure was dismantled, leaving the
village without an elected Sarpanch. This lack of leadership has severely impacted
decision-making processes, and the overall coordination of nutrition and health
programs. Without a governing body, no village-level policies and village
development plan could not be developed effectively, and the community lacked a
formal platform to voice their needs and concerns.

The Gram Sabha meetings, which play a vital role in community awareness activities,
could not function as expected, further weakening the village's progress towards
becoming a Nutri-Smart Village
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CONCLUSION

The current study is the first of its kind conducted in Gujarat on sensitizing village
institutions for the Nutri Smart Village (NSV) initiative. The intervention successfully
engaged key community stakeholders, including Anganwadi centers, Gram Panchayats,
schools, healthcare institutions, and farmer groups, creating a multi-sectoral approach toward
improving nutrition and health awareness at community level. The study facilitated shift in
dietary diversity among children aged 6 to 24 months, with increased dairy and fruit and
vegetable consumption. However, challenges remain, particularly in improving the intake of
Vitamin A-rich foods and achieving Minimum Acceptable Diet (MAD) standards.
Additionally, the utilization of essential health services among schoolchildren, such as Iron
and Folic Acid supplementation, deworming, and participation in Mid-Day Meals, improved
post-intervention, indicating the effectiveness of targeted sensitization efforts. The structured
approach, involving awareness activities, counseling sessions, nutrition corners, rallies, and
health camps, fostered a holistic and sustainable model for nutrition interventions. The
involvement of multiple local village institutions strengthened community participation,
highlighting the importance of a collaborative approach to address malnutrition to achieve
SDG goal 1,3.
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RECOMMENDATION

From the study findings, it can be recommended that; promotion of Nutri Smart Village (NSV)
approach focusing on developing nutri capacity building and nutri environment building
through various institutions can improve the dietary diversity of young children, nutritional
practices of the people and WASH practices which will overall help in combating malnutrition.
It is recommended that study should be carried out with longer duration of intervention period
to see the outcome of the approach.

The local PRI body should be sensitized for developing village development plan inclusive of
improvement of nutrition and health activities at the village.

POLICY IMPLICATIONS

Data generated from the current study may help in planning the strategies for community level
activities to be carried out by local village institutions towards Suposhit Gram Panchayat
launched in last week of Dec 2024 by WCD.

LIMITATIONS OF THE STUDY

The study is confined to one village of the selected district and time bound period of

intervention.
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APENDIX 1
Consent Form

Consent form for representatives of village institution
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Consent form for mothers of children 6 to 24 months
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APPENDIX IV

Questionnaires
Pre & Post Questionnaire for representatives of village institution

Profile and Knowledge of representatives of village institutions

Date:

Name of the Respondent:

Which village institution do you represent?
[1 Gram Sanjivni

71 Village Development Committee
1 Kisan Group
1 PRI Members
1 Dairy Cooperative
71 Primary School
] Health staff - ASHA, PHC MO
[] ICDS staff - Anganwadi worker, ANM
1 RKSK peer educator
[l SHG representative/ Social action committee representative
1 School monitoring committee
1 Any other specify
Profile of representatives of village institution
Sr. Questions Choose from responses/ Write responses Write
no.. code
1. Age
Occupation s
Religion & 1. Hindu
2. Muslim
3. Other:
4. Caste 1. General
2. SC
3. ST
4. OBC
5. Economic category 1. APL
TR o 2. BPL
6. Marital Status 1. Married
ECIECRTIR 2. Unmarried
3. Widow
4. Other (specify)
7. Position/designation in village
institution
T G | Ug/aeT:




8. What is your role?
SATqT ferehT T 27
9. Number of members in the
Village institution that you
represent.
T forer T e <R fafafre e
IOH T I T
10. | Do you attend Gram Sabha 1.Yes
meetings? 2.No
AT ST T T9T 3T T 9T oA 27
11. | If yes what topics are discussed 1. Agriculture
in Gram Sabha meetings? 2. Village development
afe =T, O a wT S3ent 7 o Tt o 3. Water
st ST 22 4. Drainage
5. Toilet
6. Biogas
7. Health
8. Nutrition
9. Anganwadi/ school
° EEﬁ'
o M9 fapr
o Jlol
o foemrelY
o oy
o IR
o TATEXY
o TIYUT
o NEAATS/ AT
12. | Have you received any training 1.Yes
related to health, nutrition, or 2.No

community development?

AT AT TR, TTS0T, AT ATETI forehre

T HeTerd s SiRTEor ST faRar 27

Knowledge of representatives of village institution

About I'YCN
Sr. No. | Questions Choose from responses/ Write responses Write
code
1. | When should 1. Within 1 hr
breastfeeding be initiated | 2. After 1 hr
after birth? 3. Any other specify
S o W1 T 9 E A | 0, Don’t know
ST =TfEe? 1. 19 offa




2. loesae
3. w5 = (o Sgr )

0. var =&t
Do you know about 1.Yes
colostrum which is 2. No

yellowish in colour?

AT AT HTer T o I o

IRH AT F?

If yes, what is its 1. Fights against antibodies/foreign bodies entering
importance? inside the body and makes the system immune

e &7, T SHehT Heed T 27

2. Makes the baby ill

3. Any other specify

0. Don’t know

1. IO H TR Y Aol TAE T/ Rt ueryt & wear § o
TITREIT JUTTEAT SRt ASTEd ohedT ©

2. TE T R AR HEATE

3. @S o (Frv s )

0. var &t
Exclusive breastfeeding 1. 3 months
should be done up to? 2. 6 months
T o & TaAu feRar wmr 3. 9 months
ek ferar Wt =TiRE? 4. Any other specify
0. Don’t know
1. 3w
2. 6w
3. 9w
4. g 3 (oo sga =)
0 uar =&t
At what age 1. 3 months
complementary foods 2. 6 months
should be initiated? 3. After completion of 6 months
O E Te Y& US| 4. Any other specify
=Tteu? 0. Don’t know
1. 3w
2. 6w
3. 6HER e R
4. i o= (forery 3@ )
O war ==t
Along with 1. 6 months
complementary feeding, 2. 1year
continued breastfeeding 3. 2 years

4. Any other specify
0. Don’t know




should be done till what 1. 6wdw
age? 2. lad
T SRR o6 AT ST TohaHT 37 3 2ud
4. =g o= (fooiw Sg@ )
O —ar ==t
Knowledge about Anemia
7. | Have you heard about the 1.Yes
term anemia? 2.No
AT AT THATHRIT I8 o TR H AT
2?7
8. | If yes, then what is 1. Low hemoglobin levels in the blood
anemia? 2. Paleness of eyes, nails, tongue
afe 7, ar T smr2? 3. Weakness
4. Any other
1. wF o % Euraited w1
2. @, AT, S et diere
3. FESR
4. ¢ s (fr 3@ )
9. | What are the causes of 1. Inadequate consumption of Iron Rich Foods in
anemia? (Probe and read theDiet
out the options bmake 2. Consumption of Iron Rich Foods with inhibitors
them understand) likeTea and Coffee
TR % T T E? 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
ODon't know
1. TR ¥ &S T QT W TaTeit T ST9aty da
2. T I DTGNS STaTehT oh T TR o WL WTer Tarif ot &a
3. it o, S AT TRET % S 3T e Tk Bl
4. gHeT o A T wI
5. T & aR-am YT
6. Twaw wehT
7. &8 o (fomiw 33 )
Qurar =t
10. | What are the signs and 1. Fatigue
symptomsof anemia? 2. Weakness

(Probe and read out the
options bmake them
understand)
THITERIT o TRA0T ST Eohal T &7

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
ODon’t know
1. am

FHHSIHT

T, S 37 ARG AT deraT
a7 Yt

R AT

AT 3T =F I o SRR ok ARGT
foed

T, ATt faet i e

ST T e ST T

103 7o AR T

1137+ geTee

12 =0 a1 (fomiy 3g@ )

0 war =&t

© © N o gk~ wDd

11.

What are the preventive
measures for Anemia?
(Probe and read out the

options to make them
understand)
THATEET & =T % S T e ?

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
- W YT T Ta AT e fafererar
T Wifereh TfEe T Mierdr st daT
TR o s
B o 3G I AT T qHE
IS W ST IR UGS STSIIeT hl e ohT &a
ot itk e w1
. w8 I (fomy SgE )
Ouar =&t

S A A o

12.

According to you, which
are the iron rich sources of
food?

I STJAR Tie-og< @ |ra
HT-FT Y E?

1. Green leafy vegetables

2. Whole cereals and Pulses
3. Dates

4. Beet

5. Soybean

6. Jaggery

7. Egg/Meat/ Fish




8. Any other specify

0. Don’t know
1. & wer dfesar
2. WA SN ST ATl
3. WX
4. gHaT
5. @R
6. TS
7. sAerfuE/Aeet
8. s o (e sgu =)
Qe =t
13. | Which foods should be 1. Vitamin C-rich foods- Amla/ lemon/ orange/ guava
consumed that are iron 2. Any other specify
rich? 0. Don’t know
H & W 9aT S-S e 1. foerfm C-vgg @ vard (straar, e, ¥, 7wes)
=fee? 2. w18 3= (for g =)
Qe =t
14. | Which foods should notto | 1. Tea or coffee
be consumed with iron rich | 2. Any other specify
foods? 0. Don’t know
Y @ e de-agg we | 1o S A s
it 3 wr T S =fee? 2. =g a1 (fome g )
0 gar =t
15. | Who all get IFA 1. Pregnant mothers
syrup/tablet in your village | 2. Lactating mothers
by ASHA/AWW? 3. Adolescent girls
S IEE R CR NI ECI ) 4. Children <6 years
SR T e 5. Women of reproductive age (WRA)
. , 6. Any other specify
Rt e e 87 0 Don’t know
1. miedt ufeame
2. T A Tt HIdTg
3. fruir referar
4. 69U IY H A
5. o o1g i wfewme (WRA)
6. =% o= (e gE =)
0 war =t
16. | Who provides the IFA 1.ASHA
tablet to the beneficiaries? | 2. ANM
AT R SATSTHT MiRAT bt 3 AWW
S 2 4. FHW
5. Any other specify

1. mm
2. TIH




3. ANHATES) FrRlehar

5. %% o (R sy =)

17. | Do you know how to 1. Consuming IFA after having Food
consume an IFA tablet? 2. Not to consume IFA with Tea/coffee
T ST S € smuee et | 3, Including Citrus fruits like lemon in food
T e el foRaT ST =fRe? 4. Any other specify
0. Don’t know
1. YIS o 9Tg STEUHT T T
2. TI/HTEY o AT SATETHT T He T& HEAT AT
3. IS T e S8 @ el IMHA HEAT ATy
4. g I (ot 3g@ i)
Ovrar ==t
Knowledge about WASH Practices
18. | What is the drinking water | 1. Tap water inside house
source in your village? 2. Tap water outside house
AR M A AT HIHTHT | 3. Public Tap
4.Tube well/Bore well
9 3
BRI 1. W SIS AT AT
2. H ok STEL A T U=l
3. TSI el
4. FEAA/aET
19. | Most of the people in your | 1.Public toilet
village use toilet or go for | 2.Household toilet
open defecation? 3. Open defecation
ATk M & AR T | 1.
TR T STARTHIT & AT | 2. o T I=TerT
Gl | I o 27 3. QAU
20. | When do you wash your 1. After using toilet
hands? 2. Before cooking
HTT ST BT T 10 27 3. After handling the child
4. After handling cattle
5. Any other specify

1. IR o SUART o &g
2. WHTYHH ¥ TEar

3. o= I U & 1S

4, YT N I 6 T
5. w8 o1 (foemy 3@ =)




21.

How do you wash your
hands?
T T T & 41 87

1.0nly water
2.With soap/ash/handwash
3. No handwashing

1. FaTurrE

2. wEAfTaEldEaET % a9

3. TR g

Knowledge about Nutrition and diet

22. | According to you what is 1. Free from illnesses
good health? 2. Can do household chores
e TR, =sr @ @re? | 3. Any other specify
0. Don’t know
1. <fmfErag®
2. O HW H H a
3. =15 3= (forrr sg@ )
Ouar ==t
23. | What is your type of diet? 1. Vegetarian
STTIEhT SRR fohe T T 27 2. Non-Vegetarian
3. Eggetarian
1. <ehERT
2. WEER
3. fewEHr
24. | Are you aware of different | 1.Yes
food groups? 2.No
T AT Tl @rer wgt o I H
ST E?
25. | If yes, mention the food 1. Grains, white roots and tubers, and plantains

groups.
ST ET, T e THET 6 3 .

2. Pulses (beans, peas and lentils)

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

aret (S, T 3T )
T SR

<

T, ot R weet

¥

o gk~ e




7. TR T IeeR wfesEr (Suers)

8. o1 foerfi T-uys et TR Afsstar
9. swrafssam

10. s et

26.

According to you what is a
balanced diet or a healthy
diet?

I STJAR FgfoId STTER AT Tar
TR T 27

1. A diet that includes Cereals, Pulses, Dairy

products, Fruits and VVegetables, egg/fish/meat,

oil/ghee

2. A diet that has the right quantity of food groups that
can meet all the nutrient requirements

3. Any other

0. Don’t know

JreT/asefare, et/ e 7

2. T ET SAER oraw et ivek qedl s STTavaIesharstl sl I
T ok ToTT T /T W 9w

3. =8 71 (oo g =)

O war ==t

27.

Which food groups should
be included in your daily
diet to have a balanced
diet?

3T 3R SRR H |gfefd RN
o T i & @ g e
=ea?

1. Grains, white roots and tubers, and plantains
2. Pulses (beans, peas and lentils)

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

IS, T 5SS o, ST IR

et (S, T 3T )

FeE SIS

=

T, ot ST Heet

e

TEL B IS Hissrar

31 Tt T-ays et iR wfosam

1= wfesrar

10. =T %l

© © No gk~ wDd P

28.

Which nutrients are
required in your daily diet?
3T e AR T i | U1

qed HATTRIF 27

1. Carbohydrates

2. Protein

3. Fat

4. vitamins and minerals
5. Any other specify

0. Don't know

1. wETREsE




2. W
3. @&r
4. foeifm sfirafs

5. wrs o (foory Sgr )
O war 7t

29.

What will happen if you
do not consume nutrients
in the required quantity?
S 3T AT AT H

el ST W el i & ar T
2?

1. Undernutrition

2. Overweight and obesity

3. Different nutrient deficiencies (Vitamins and
mineral deficiencies)

4. non-communicable diseases like diabetes,
CVD, cancer, etc.

5. Any other specify

0. Don't know

FHHTSoT

Afereh e ST HieT

Terfvrer arwer et < st (forerfie s @fsit <6 =)
-G T 56 TYHE, T T, het TS

#1g 31 (forry SgE )

O war ==t

a > w0 DN

30.

Do you know what
undernutrition is?
AT ST ST & To reor =07 27

1.Yes
2.No

31.

If yes, what is
undernutrition?
ST, T FUTSoT T 27

1. Low weight for age

2. Can’t work properly, Weakness
3. Being unhealthy

4. Any other specify

0.Don’t know

IR o STTHT T T

Sk & T T T TR, FHHSIT

STETE BT

. g o1 (T g )
O war 7t

M w0

32.

What are the preventive
measures for
undernutrition?

AT ST % ST T 87

1. To consume a balanced diet regularly

2.To keep home and village clean

3. To avail the benefits of government services
4. Any other specify

0.Don’t know
1. Traftd & & Ggford SATeR 1 9a =

2. O SIS T W

3. TR YR T AT 33T
4. & 3= (fomiw 3g@ )
O war ==t




33.

Do you think you are

healthy?
AT SATIhT T § o 310 Toer &

1.Yes
2.No
0.Don’t know

34.

If not, why do you think
that you arenot healthy?
ST Y, A SRy T evar © T

1. Weight is low as per age-underweight
2. Can’t work properly, Weakness

3. Anemic

4. Any other specify

0.Don’t know

o T SFTUR I T & (3TcqasH)
o Ji% W W & L Tk, FESIRT

o Tt

o =¥ I (v sg@ =)

o Tar &l

35.

What is unhealthy food?
STETEIHT IS T 2?

1. Foods that are rich in essential nutrients
2. Foods that are fresh and minimally processed
3. Foods that contain excessive amounts of added
sugar, unhealthy fats, and/or sodium
4. Foods that are organic and locally sourced
o IS ST STTEvAeh UINeh deal o WL &l

® IS ST TSI 3T =TaH HHTrerd &r
o o foraw fafn sk, sTeaTReIeRt 9T, ST Tife i
et AT BT

o WIS ST Sfdeh T S & 8 WA 'l

36. | Can you name any 3
unhealthy foods?
AT 3T 3 STEATELIHT @I TgTlt
T T ST Hohd &7
37. | What meals do you eat in | 1.Breakfast
a day? 2. Brunch
s fEdRT-sr a9 s ®d | 3. Lunch
e 4. Supper
5. Dinner
6. Bed time
e T
o =
° aU%TEhT?ﬁ'GFF
®  SIUEL T ATEdT
o TqH WInH / few
o T Y UE I HISH
38. | Do you have breakfast 1. Yes
every day? 2. No




T 3 &L e rear e 27

39. | How often do you eat 1. Daily
outside home? 2. 3-4 times a week
ST feheifT ST =R 6 STt SISk 3. 2-3 times a week
T E? 4. once a week
5. Never
o TSMT
o THRTY 3-4 W
o TR 2-3 X
e THEH TH IR
o T
40. | Do you buy any junk 1. Yes
food/packaged food? 2. No
AT AT h1S ST Fe/Uohss B
TlEd 8?7
41. | If yes, what do you prefer | 1.Packed snacks (Potato/ banana wafers, Kurkure,
to buy? Gopal)
STTCET, 1 31T T THIET 96 2.Fried snacks (samosa, bhajiya, kachori,
A 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
o I ToRT gT T (SATeY/ohet o oY, ey, TMITeN)
o T g T (|wHET, WIS, e, THR)
o  FHEHIE U (U, 731, YCHT, hishr-ehiatT, Tereahr)
o figmsam (A, g, Ui/, diehcie, ATEEHE, Toege)
o = (v gu =)
42. | What is diet diversity? 1. Consuming a wide variety of foods and food

SATeR Tafaerar 2?2

groups
2. Including GLV/fruits/ milk
3. Any other specify
o Tofirer Werr o @y WaTT I @er SHE! S Ha AT
o T T UF & YR o Wi e WHT
o FIT WEH-THE WTe YaTdT UL AT hisd AT
o ITER U T FIATRISST hT THTH HEAT




Knowledge VI representative on services of various National Programs (ICDS, PDS, PM-POSHAN and Ayushman

Bharat- PM JAY)

Knowledge of services under ICDS

Sr. Questions Choose from responses/ Write responses Writ
e
No. code
43] From following services, which services are available and to whom?

Pregnant Lactating | Adolescent | Children | Women of
Services mother mother mother <6 years | reproducti
RECGiR: T TeRmTrr =T 6 T aFT Ve age
et |7 S FH T (WRA)
TS 371G T
HigaTT
(WRA)

1. Iron Folic Acid

Supplementation
CIRICE

ST

2. Deworming
(Albendazole

tablet)
feanfifr

(uesigrrer) et

3. Menstrual
hygiene
management

- information
Hiftyer o Tor=adT YeuT

4.Vitamin A
Supplementation
TereTfi @ srgeor

5.Immunization
pACAcTU

4. Health check-
up (weight,
height)
e ST (3,

EEL)

5. Take Home
Ration
(Balshakti,
Purnashakti,
Matrushakti)
T T T (ST,

Sl

8.Counseling

sessions
QUHIT 9




Knowledge of services under PDS

44| Do you have PDS in your village? 1. Yes
T 31Tk M 7 ey (Arewifer feror ormeft) 37 2. No
45/ If yes, what food items are available in PDS? | 1. Fortified Rice / wiféwrse =
afe e, e (At famor soneft) FFFRE | 0 Fortified Wheat / wifweme
@ T S € 7 3. Dal /e
4. Oil /<=
5. Sugar /=t
6. lodized Salt / s g =+
7. Any other, specify / %5 =, ar ffde

0Don't know / ==& ar

46,

Do you know about Antyodaya Anna Yojana
(AAY)?
T 3T et 31 At (AAY) o TR F S 87

1. Yes
2. No

47|

If yes, what is it?
If 7, AR AT R?

The poorest of poor households will
receive 35 kg of food grains per
household per month / we& e i@ =
yfer afEar wfa wrg 35 feretmm ST firerm

The poorest of poor households will
receive 10 kg of food grains per
household per month / we& e f@m =
yfer aftar wfa wrg 10 feretmmr st firerm

The poorest of poor households will
not receive any food grains per
household per month / we& e @ =

T aiET SIfer HTE Whig 3T 2 foerm
4. Any other, specify / 5 3=, sar Fidy &t
ODon't know / =& war

Knowledge and Practice of servi

ces under PM-POSHAN

48|

Do you know about Mid-day meal Scheme
(MDM)?
T T HeaTg W aeAr (MDM) & s S

7

1. Yes
2. No

49]

Who is eligible for Mid- Day meal?
TeATE WIS o folT st urr 87

Children studying in Primary and
Upper Primary classes / wrfie it 3=
STEreR SheATel UG aTed s

2. Any other, specify / =5 o=, Fwar ffdg &t

0Don't know / ==&t ar




50,

What is the importance of MDM?
TEATE WIS T Heed T 27

To satisfy hunger of school children /
TREAT T T T T TG A 6 T

To bridge the gap of protein and
calorie / & i et T HHT T G ot

* forr
3. For Health / wameea & fow
ODon’t know / =&t uar

Knowledge of services under Ayushman Bharat- PM JAY

51| Do you know about Ayushman Bharat- PM | 1. Yes
JAY Scheme? 2. No
AT AT AT HRT - T STATE ASHT o TR H T &
52/ If yes, what is it? 1. It provides a cover of Rs. 5 lakhs per

fe &, arae = e?

family per year for secondary and
tertiary care hospitalization across
public and private empaneled hospitals
in India / = wfer ufam afe o 5 orer su2r
ek ST hat TETH T & T ATt it et
Heftag sreudret # Tt it getae avrer
SrEATer W WAt o ToTT Bt 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 / = wfer ufam afe o 2 orer sur
Tk T AT TG HAT &

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 / =z wfer ufem afo o 10 &me a2

ek hT hol TET il &

Any other, specify / =g e, wuar ffds
&=

0. Don’t know

53,

Have you ever visited Health and Wellness

centre in your village?
T HTY Helt ST T T EeeT 3T Hed 0T g T ST

forar3?

0. Yes
1. No

Knowledge about NSV concepts

54|

Have you heard about the NSV concept?
T 3T NSV STaemor o o § A7 27

1.Yes

2.No




55

If yes what it is
afg &, Traw AT R?

9

To make hunger-free village / ye-g& T
SHET

Aware about the importance of First
1000 days / w&er 1000 feat o weea o s o
SIS ehdl

Consume at least 5 food groups out of
10 on aregular basis / fafimsrs 10 9%

Y T D W THEr o EadT wY

Every child should receive a balanced
diet / &t ==t w1 Tt STeR fieHT =fee
Grow and buy safe, seasonal and
locally produced food / g, weawt sik
T T § ST @I YTt sl T 37 Tle
Community value uncultivated foods
and traditional recipes / wgerr fomr Wt arer
Qe e S TR SISHI <l Heed T &
Access to safe drinking water / gt
USTeT <l SUCTSHAT

Maintains safe sanitation and hand
washing practices / g wesar st arer
&1 T TR BT UTe ST ¥

All of the above / 3w a+t

10. Other, specify / s, soar ffdy st

56,

Have you ever contributed in developing

action plan for the village?
T 3 St T o foAT SRl AT dIR e | e

e ®?

1.Yes
2.No

57|

If No, who prepares the village development
plan?
arfer ¥, T T TorhTer ST i G e 272

58,

According to you do you think health and
nutrition aspects should be included in
village development plan

T STTAR R SATIeRT TRTAT 7 o Tameer 37T ot gereft

TRga ot e forehrer T # wmfie foRar ST =fee?

1.Yes
2.No




Pre Questionnaire for mothers of children aged 6 to 24 months

Nutrition status, Dietary diversity of child and Practice of mother regarding I'YCF and WASH

Date

Mother name
DOB of mother: Age of the mother:
Education of the mother:
Occupation of the mother:

Name of the child: DOB of child:
Birth order of the child: Birth weight
Sex: Age of the child: Length (cm)/Height(cm)
Weight (kg) MUAC (cm)
Sr. | Questions Choose from responses/ Write responses Write
No. code
1. | When was the child breast feed? 1. Within 1 hr
Sl ST SR I ST TRIT? 2. After 1 hr
3. Any other specify
0 Don’t know
1. 19w ofia
2. loewaw
3. F%  (fomwy Sg@ )
0 war =&t
2. | Was colostrum was given? 1.Yes
T = ol T gur (Fraregd) farmrar? - | 2.No
3. | Isyour child being currently 1.Yes
breastfed? 2.No

FAT SATIHT =T T oY T L T 27

4. | If breastfeeding continues than
how many times in a day (24
hours) child is breastfed?

I T S R, dF 24 5 T o= ol ot

R EIT AT ST 27

5. | Do you breastfeed child during 1.Yes
night hours? 2.No
AT HATT T ok FHT STl ohT T FAT 82

6. | (Ifansis no for Q3), then when
was breastfeeding stopped (age in
months)

ST, A T el 9 R T (WA

3m)?




7. | At what age (months)
complementary feeding was
initiated for the index child? (refer
to the youngest child) (To be asked
children at least 4 months)
forer 3w (T H) W e SATER 5= 6 6
fopam TRn?
8. | When did you start CF for the 1) Before 6 months
index child? 2) At 6 months
ST Lo SRR = T el o7 Y& ToraT? 3) After 6 months
4) Any other specify
9. | What was the place for first 1. Home
complementary feed? 2. Anganwadi annaprasan day
TEAT Y SATER el T T o1? 3. Other specify
10. | Are you continuing breast feeding | 1. Yes
child along with complementary 2. No
feeing?
AT 3T YTk HTER o AT T i EqTuT
ot YT
11.| If CF was not initiated on 1. Child may get stomach ache / s=r=ruesd ar
competition of 6 months, what HEaT e
were the reasons? (tq be asked if 2. Child may not be able to digest the food /
complementary feeding not ST IS T A
initiated) . . .
ST W NCCF S e, 3. Child may have vomiting/diarrhea / s=r=r
SRl Y& el g, ar e R 97 (I T WIHR\TW% o
. 4. Breastmilk was sufficient / < wate or
STETC Y& T foam 71T B 1 qBT ) : .
5. Unaware of the correct age of introducing
CF / 9 STeR Y& & 3T €l 37 o o H ST
&t off
6. Food was not available / s sucrse =2 ot
7. Mother working / =t s st &
8. Any other, specify / =g 1=, Fuam fafdy st
12. | Reasons for initiating CF at 1. Child will be healthy / s=ar = gmm
completion of six months i iofi ~
ST B T AT I 2. Hgnger will be satisfied / ‘{@Wﬂﬁ‘zﬁTﬁ
— 3. Will sleep more soundly / sw=st e =
4. Will not cry / T ==&
5. Counseled by doctor / gt i weme
6. Counseled by AWW/Health functionary /
HANHATET SRhal/ EITE T el AT 9T
7. Breast milk alone not sufficient / saer T am=
ERIEE NI
8. Weight increases / aswsigar &
9. Any other, specify / =g 1=, Fuam fafdy st




13.| Do you get Bal Shakti from AWC? | 1.Yes
AT AT ATHATS g & o1 Wfh Tiedar | 2. No
2?7
14.| If yes, how many packets?
ST, A foha Tohe firere 87
15.| If yes, how frequently? 1. Weekly
ST, ar Rt ot fererar 272 2. Monthly
3. Quarterly
16. | If no, why you don't get? 1. You don’t go to collect THR / stro & =&t St
ST, W T foewr? 2. You are not getting from AWC / siiraret 3=
LECRCSRG]
3. Any other, specify / =, ar fafdy st
17.| Do you give Balshakti to your 1.Yes
child? 2.No
AT ST I = hT ST VI o 22
18. | Does your child like Bal Shakti 1.Yes
T HATIRT ST=AT ST Ik TEE HLT 22 2.No
19. ]| If no, why?
SR, v RT?
20. | Does your child eat Bal Shakti 1.Yes
regularly? 2.No
AT STIRT ST ST Wi i &9 & @rar
2?7
21.| If yes, how many times in a day
and how many servings?
R g, Ar & o TRt 9 o fefar
wafdw?
22. | Which food item did you give to 1. Grains, roots and tubers
this child at 6-8 months of age? 2. Legumes and nuts
IO 39 &l T 6-8 T A sm A o 3. Dairy products
e et T 4. Flesh foods
5. Eggs
6. Vitamin Arich fruits and vegetables
7. Other fruits and vegetables
23. | Do you wash hands? 1.Yes
AT 3T T Tt 87 2.No
24. | If yes with what? 1. Soap
2. Ash
3. Any other specify
25. | If yes, when 1. Before preparing the food / 5= IR & &
STRCET, T e ? LR

2. After preparing the food / \S= IR & & 1@




After cleaning the child’s feces / s=r % 5er
I & o G

Before feeding the child / s=r =r faem & weer
After feeding the child / s=r = figam & s1@
All of the above / swr® &t

26.

What care do you take while
feeding this child?
= o et W ST R T &3 Tt 87

=l g &

Both mother and child wash hands / =t it
AT ST BT ST &

Cleanliness of spoon and bowl / == 3fi
ETAUEIR:LI

Temperature of the food (not too hot/cold)
| ST i A (g /e )

Food should not be stale / s st =2t gFr
ey

5. Safe drinking water / g o <t arft
6. All of the above / swtrs wft
7. Any other, specify / =5 o=, Fwar ffdg +t
21.| What caution should be taken 1. Boiled and cooled / 3&TelT 3R &sT fmam
before giving water to the child?
S T AT S TR T | sRaT g3
=ifee? 2. Clean water / <& 9Tt
3. Any other, specify / ®I$ 3=, 9T
fafgse ¥
28. | Do you go to attend Mamta Diwas | 1.Yes
Regularly? (Wednesday) 2.No
T 3 Tt &0 & quar feag & 9T ot
L4
29. | Do you go to attend Suposhan 1.Yes
Diwas 2.No
Regularly? (1% Tuesday)
AT AT AT € & GAOT fGae 7 9RT
L4
30. | Do you go to attend Annanprasan | 1.Yes
Diwas Regularly? (3 Tuesday) 2.No

w7 T Rl w9 F=mEE T W

At €?

31.

If yes, when did you last attended
these?

(Specify for all events)

AT &Y, T AT TR o el 90 9T Torar

o? (et TSt 3 o P )




32.

Have you seen growth chart of

1.Yes

your child? 2.No
AT SATI 9 = kT forehrer =me 3@ 872
33. | If yes, which colour zone does 1. Green
your child fall in? 2. Yellow
I E, dF AR =T TR T e H emar2? | 3. Red
34. | When was the last time you met 1. 1 month ago
the AWW? . 2. 2-3 month ago
T TG ST el AT Friehl & 3. 1-6 month ago
TeATRIA T off? 4. More than 6 month
5. Any other specific




24-hour dietary recall of children aged (6-36 months)

Type of diet -

[ vegetarian
T1 non vegetarian

] ovo-lacto vegetarian

which food item did you consume yesterday? (Ask about BAL shakti provided under ICDS
and about breast feeding. Also ask about packed items/ aerated sugary drinks that were given
during the day and mention the n with names and quantity.

Meal time

Items

Ingredients

Quantity served
(using standard
cups)

Bal shakti item
prepared (specific)

Any other packed
processed food




Post Questionnaire for mothers of children aged 6 to 24 months

Post intervention

Nutrition status, Dietary diversity of child and Practice of mother regarding I'YCF and WASH Code

Guide
Sr. Particular Choose from responses/ Write Write code
no. responses
1. | Date of interview
2. | Name of the mother
3. | DOB of mother
4. | Age of the mother
5. | Name of the child
6. | DOB of the child
7. | Age of the child
8. | Birth order
9. | Birth weight
10.| Sex 1. Girl
2. Boy
11.| Is your child being currently breastfed? 1.Yes
2.No
12.| If breastfeeding continues than how many
times in a day (24 hours) child is
breastfed?
13.| Do you breastfeed child during night 1.Yes
hours? 2.No
14.| If no then when was breastfeeding stopped
(age in months)
15.| What was the place for first 0. Home
complementary feed? 1. Anganwadi annaprasan day
2. Other specify
16.| Are you continuing breast feeding child 3. Yes
along with complementary feeing? 4. No
99. NA
17.| Do you get Bal Shakti from AWC? 1.Yes
2.No
18.| If yes, how many packets?
19.| If yes, how frequently? 4. Weekly
5. Monthly
6. Quarterly
99. NA
20.| If no, why you don't get? 4. You don’t go to collect THR
5. You are not getting from AWC
6. Any other, specify
99. NA
21.| Do you give Balshakti to your child? 1.Yes
2.No
22.| Does your child like Bal Shakti 1.Yes
2.No

0 don’t know




23.

If no, why?

24,

Does your child eat Bal Shakti regularly?

1.Yes
2.No

25.

If yes, how many times in a day and how
many servings?

26.

Which food item did you give to this child
at 6-8 months of age?

8. Grains, roots and tubers

9. Legumes and nuts

10. Dairy products

11. Flesh foods

12. Eggs

13. Vitamin A rich fruits and vegetables
14. Other fruits and vegetables

0. Don’t know

27.

Do you wash hands?

1.Yes
2.No

28.

If yes with what?

4. Soap

5. Ash

6. Any other specify
99. NA

29.

If yes, when

7. Before preparing the food

8. After preparing the food

9. After cleaning the child’s feces
10. Before feeding the child

11. After feeding the child

12. All of the above

99. NA

30.

What care do you take while feeding this
child?

8. Both mother and child wash hands

9. Cleanliness of spoon and bowl

10. Temperature of the food (not too
hot/cold)

11. Food should not be stale

12. Safe drinking water

13. All of the above

14. Any other, specify

31.

What caution should be taken before
giving water to the child?

4. Boiled and cooled
5. Clean water
6. Any other, specify

32.| Do you go to attend Mamta Diwas 1.Yes
Regularly? (Wednesday) 2.No
33.| Do you go to attend Suposhan Diwas 1.Yes
Regularly? (1% Tuesday) 2.No
34.| Do you go to attend Annanprasan Diwas 1.Yes
Regularly? (3" Tuesday) 2.No
35.| Have you seen growth chart of your child? | 1.Yes
2.No
36.| If yes, which colour zone does your child | 4. Green
fall in? 5. Yellow
6. Red

0 don’t know




99. NA

37.

When was the last time you met the
AWW?

6. 1 month ago

7. 2-3 month ago

8. 1-6 month ago

9. More than 6 month
10. Any other specific

24-hour dietary recall of children aged (6-36 months)

Type of diet -

[ vegetarian
1 non vegetarian
] ovo-lacto vegetarian

which food item did you consume yesterday? (Ask about BAL shakti provided under ICDS
and about breast feeding. Also ask about packed items/ aerated sugary drinks that were given
during the day and mention the n with names and quantity.

Meal time Items

Ingredients

Quantity served
(using standard
cups)

Bal shakti item
prepared (specific)

Any other packed
processed food




Pre questionnaire for the upper primary school children

Nutritional status and service utilization (IFA, deworming, health check-ups
and MDM) of primary school children.

Date of visit
Name of the child: «llH

Standard ®RQL- ()6 ()7 ()8

DOB of child %eH dlI\W:

Age of the child:

Sex/ (ot : Height (cm) Weight (kg)
Sr. | Questions Choose from responses/ Write Write
No. responses code
1.| Do you receive MDM in school daily? 1. &l
9 Mol AOUHL ERRAY HERllgot Al HA |,
8?
2.| Do you consume MDM daily in school 1. &l
9 il 1A% WoUMl Htllgel lwet AL B2 |,
3.| Do you like MDM food? 1. &l
. X )
9] Mol Had allael] cllaot JA B 5 ol
4.| If no than why?
ol otefl, Al 2l M2
5.| Do you what are the benefits of MDM 1. To satisfy hunger / 1. ¢{W
9 AR Mt llyotoll SLAEL g B? N NPTRTE
2. To bridge protein-calories gap
/YR sRall {2 WElot wal
S| AL 5
3. Good health / 1R A
He
4. Any other, specify / Ao, $Ul
53lal ue s
5. Don’t know / 8Ll o1&l
6.| Do you receive IFA tablet in school? 1. 8l

9 ol WouHl AL dectoll oNollAl A B2

.ol




When did you received last time?

dHal DA U uL ool Holl?

Do you consume IFA tablet?

9 A Asl cectoll oN{lAl A 812

el

all

Do you receive deworming tablet from the
school?

9 cdal auouniell sPotiats ollellll 1AL B2

A A

el

all

10

Do you consume deworming tablet?

9 A gMstiats olullAl A ©1?

8l

all

11

Does any health checkup is done in school?
9 WoUHL 818 e AsHU salHl A B2

A A

el

all

12

When does it happen last timg? '
Bl vt Ul AR W] &cf?




Post questionnaire for the upper primary school children

MDM) of primary school children.

Nutritional status and service utilization (IFA, deworming, health check-ups and

Sr. | Questions Choose from responses/ Write Write
No. responses code
1. | Name of the child ollH
2. | Standard 21l 1. 6
2. 7
3. 8

3. | DOB of child %o+ dllw
4. | Age of the child
5. | sex [dat
6. | Anthropometric measurement

Height (cm)
7. | Anthropometric measurement

Weight (kg)
8. | Do you receive MDM in school daily? | 1.Yes &l

9] Mol WOUHL ERRA% HERULSaL 2 No ol

ol HA B?
9. | Do you consume MDM daily in school | 1.Yes &l

9 AR €AY AWUHL He2ULEot 2 No ol

alloet Al 912
10.| Do you like MDM food? 1.Yes &l

! X )

9 ctHol Htat ellwoto] ellwet AN B? |,
11.| If no than why?

R ot el, Al 2 H2?
12.| Do you what are the benefits of MDM 6. To satisfy hunger / 1. ¢W

9] AR Mt cllyotoll SLAEL g B?

Acdl™al HiR

7. To bridge protein-calories
gap / YA scll 12 Wélat

Ul AL 2l 5A

8. Good health / 1L <l
e

9. Any other, specify / ¥,
Ul 53l UE 5

Don’t know / 18l cll o1&l




13.| Do you receive IFAtablet in school? 1.Yes &l
9 ctial 2ol el deetefl olofl2Al |,
HA 82

14.| When did you received last time?
ddal Bed salR al ool 1ull?

15.| Do you consume IFA tablet? 1.Yes &l

i 2
9 R clel dectoll el A 82 |, oo

16.| Do you receive deworming tablet from | 1.Yes &l
the school? 2 No el
9 cual auouniell sPotias ololll |~
HA 82

17.| Do you consume deworming tablet? 1.Yes &l

i 2
9 A gMtlas ool A O\ 2 No il
18.| Does any health checkup is done in 1.Yes &l
f)
school 2. No ol

9| WoUHL SE e AU salMl
uLA B?

19.

When does it happen last time?
Bl vt g AR W] &cf?




APPENDIX V
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APPENDIX VI
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Appendix VII

Paper presentation Paper 1
Health Complications in People Having Faulty Dietary Practices in Young Working Adults

*Gandhi Hemangini and **Tanvi Kotadia
Department of Foods and Nutrition
Faculty of Family and Community Sciences
The Maharaja Sayajirao University of Baroda
Theme — Track 1 health complication
Abstract
According to the NFHS-5 fact sheet, 57% of women in India are anemic, and nearly one-third of both men and
women suffer from chronic energy deficiency (BMI <18.5). Conversely, 22—24% of adults are overweight or
obese. Additionally, approximately 15% of men and women have high blood sugar levels, and nearly 20% of the
adult population is affected by hypertension. This coexistence of undernutrition, overnutrition, and the rising
prevalence of non-communicable diseases (NCDs) poses a significant health challenge, particularly among
young working adults. Nutrition plays a crucial role in maintaining overall health and well-being, making it a
key area of focus for public health interventions.
Young people (ages 10-24) in India form a rapidly growing and developing demographic. However, this stage
of life is also marked by vulnerabilities arising from various internal and external factors affecting their health
and safety. Estimates suggest that 10-30% of youth engage in behaviors or face conditions that negatively
impact their well-being, necessitating immediate attention from public health professionals and policymakers.
Key concerns for this age group include undernutrition, obesity, risky sexual behavior, alcohol and drug abuse,
tobacco use, stress, mental health disorders, and injuries (such as road accidents, suicides, and violent crimes).
The coexistence of multiple risk factors further elevates the likelihood of adverse health outcomes.
Among young working adults, poor dietary diversity and excessive consumption of ultra-processed and junk
food are significant concerns. Irregular meal patterns, sedentary lifestyles, and work-related stress further
contribute to nutritional imbalances. In addition, the lack of accessible and reliable nutrition education remains a
challenge, exacerbated by the spread of misinformation and pseudoscience in the Indian food market.
Addressing these challenges requires a collaborative effort from nutrition researchers, healthcare practitioners,
and policymakers to ensure the dissemination of accurate and relevant nutrition information.
The presence of multiple risk factors contributes to the early onset of neurological illnesses, mental health
issues, and NCDs, leading to significant morbidity, disability, mortality, and financial burdens. While several
health policies and programs have addressed individual health concerns, a well-integrated and coordinated
approach is still lacking. To effectively combat the growing burden of NCDs and injuries among young working
adults, India must prioritize comprehensive, population-based research and implement health promotion
initiatives that encourage sustainable healthy lifestyles.

Keywords- Dual burden, non-communicable disease, health *Faculty member
**Research student
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Paper 2

Minimum Acceptable Diet of children 6 to 23 months of tribal children of Dungarpur district, Rajasthan
Devilal Was*, Navin Rawal**, Tanvi Kotadia***

Email- jsvsnavinmadhuvan@gmail.com tanvikotadia71l@gmail.com

Abstract

Introduction: Undernutrition among young children is a cause of concern across the country. Tribal and rural
children are more vulnerable and are at risk of developing consequences of malnutrition. Inadequate dietary
intake, poor meal frequency and poor dietary diversity are the common factors affecting nutritional status of
young children.

Obijectives: The present study was planned to assess dietary practices and quality of diet consumed by children 6
to 23 months.

Methodology: 17 Anganwadi from tribal Dungarpur district were purposively selected and 100 children (6-23
months) were enrolled for the study. Background information and dietary practices was collected using pre
tested semi structured questionnaire. 1 day 24-hour dietary recall was carried out to understand consumption of
various food item and its frequency. To assess minimum acceptable diet, 7 food groups as per FANTA USAID
(2016) was used.

Findings: Fifty two percent of children were male. All children were of second birth order. Seventy eight percent
were ST, and 58% were APL. 8% of the children had Minimum dietary diversity that is consumption of 4 or
more food groups out of 7 food groups. Adequate meal frequency was found in 16% children. Only 3% children
had minimum acceptable diet having adequate frequency and dietary diversity.

Conclusion: There is need to create awareness among mothers of young children for complementary feeding
practices. Community based events and village health and nutrition day should be used for counselling mothers
for better diet quality for children and thereby preventing undernutrition in young children

Key words — complementary feeding, dietary diversity and meal frequency *Director of NGO **NGO
Project Manager ***Research Student
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Appendix VIII
Photo Gallery

Interview with mothers of children (6- 24 months) and eliciting knowledge and practices
of quantity consumption of CF (using standar d cups and spoon)




One day training of representatives of village institution
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Execution of various activities according to action plan

Rally by Anganwadi workers and adolescent girls

Counselling of mothers and adolescent girls on nutrition and health by Anganwadi
workers




Counselling of upper primary school children in school by teachers and Nutrition
corner created in the school




Gram sanjeevni meeting on nutrition and health




