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Foreword

In order to realise the true potential of human capital malnutrition must 
be prevented. There are many causes of malnutrition but most important 
of them are poverty, lack of awareness of balanced nutrition, proper 
sanitation and restricted access to quality health services. Government 
places emphasis on people participation to control the malnutrition 
among children, adolescent girls and mothers. 

The malnutrition project has been started by Zilla Panchayat, 
Jamnagar with the objective to improve the nutritional status of children in 
the 0-5 year age group. The project focuses on missing links by providing 
quality health services and protein rich supplementary nutrition to the 
target group of malnourished children. Emphasis is also laid on creating 
awareness about ill effects of malnutrition through various IEC activities 
and on proper implementation of existing child welfare schemes. 

Recognizing the need, Essar Foundation joined hands with the District 
Panchayat to support the project and contributed financially towards  
the cause. 

The project has been completed in Khambhaliya Taluka and significant 
improvement in nutrition status of malnourished children has been 
observed. Through this report an effort has been made to document the 
methodology, outcome, and lessons learnt during the implementation of 
project. I hope that this assessment work done by CHETNA will go a long 
way in creating a comprehensive understanding and awareness among 
people about malnutrition. 

Best Regards

Vijay Kharadi, IAS
DDO, Jamnagar

<
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Foreword

In and around Khambhaliya the understanding about nourishment 
and nutrition is very limited due to the lack of awareness and 
availability of information on nutrients. It has been observed that 
the health related issues surface out at a later stage in the children 
due to malnutrition in the younger age due to such factors. Govt. of 
Gujarat has taken up project to improve the basic nutritional needs of 
children all across Gujarat and for which District Health department 
has worked out detailed program with analysis into nutrition status of 
children. 

Essar is always supportive to the community where they are 
working and doing business and I am happy that Essar is one of 
the active partners in the program launched by district health for 
Khambhaliya Taluka where data indicated the need of nutrition 
program to be actively pursued. 

Essar’s campaign against malnutrition, along with the District 
Health Department has shown fruitful results in terms of significant 
decline in the number of malnourished children in Khambhaliya taluka. 
(Followed by a data). Even though small, I am sure that its effect will 
snowball into a big one, reducing the problem, and subsequently 
eliminating it permanently.

The fight against malnutrition is a journey, and not the destination, 
therefore each one of us as citizens, needs to contribute progressively 
and continually. 

Best Regards

K.B.Makadia
Head- VPCL
Vadinar Power Company Limited

<
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Foreword

It gives me immense pride to inform all of you that Essar’s campaign 
against malnutrition, along with the District Health Department has shown 
fruitful results in terms of significant decline in the number of malnourished 
children in Khambhalia taluka. 

The World Bank estimates that India is ranked second in the world 
of the number of children falling prey to malnutrition. Further alarming is 
the fact that even though Gujarat is among the fastest developing states 
of India, the malnutrition scenario is dismal, with 44.7 percent being 
underweight, and a little more than 22 percent being under nourished. 

Essar Foundation seeks to positively impact the lives of all those 
who are associated with Essar’s operations, directly and indirectly. It 
acknowledges the fact that Essar cannot grow in isolation, but only when 
the people and communities in and around prosper economically, and 
socially as well. 

Long standing programmes on crucial areas, including health help 
people lead a more healthy and meaningful life. A small step on Essar’s 
part, this is only the beginning. The Foundation aims to provide a healthy, 
aware, and sustainable future, and it will continuously strive towards the 
same in the coming future. 

Best Regards

Deepak Arora
CEO- Essar Foundation 

<
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Essar Foundation, Jamnagar sincerely acknowledges 
the crucial support provided by all government 
authorities to work together and achieve this 
milestone. 

Special thanks to District Development Officer 
(DDO), Jamnagar for inviting Essar Foundation to 
support this project. His guidance and support is 
invaluable as because of which this project have 
achieved the desired results. 

Also would like to recognise the efforts made 
by Ms. Ilaben Rana, Program Officer, ICDS and Dr. 
J.J.Pandya, District Health Officer, District Panchayat, 
Jamnagar. Their regular support and effective 
coordination with the field staff have set an unique 
example of togetherness. 

The Shishumangalam Project was implemented 
by the District Panchayat, Jamnagar during June-
December 2012 to improve the nutritional status 
of severely malnourished children in Khambhaliya 
block in partnership with Essar Foundation. 
Essar Foundation provided financial support in 
implementation of the project. 

We are also thankful to 
Ahmedabad based resource 
agency CHETNA (Centre for Health 
Education Training and Nutrition 
Awareness) for conducting the 
Impact Study of this project and 
brought out the facts. 

This assessment was 
successfully done during 
December 26-29, 2012 and the 
report prepared by January 2013. 
Essar acknowledges the valuable 
contributions of the following during 

the impact assessment:
We would also like to acknowledge the valuable 

contributions of the following:
 » Dr. A G Bharthar, District RCHO, Jamnagar; 

Mr. R C Patel, District IEC Officer, Jamnagar 
for their valuable insights regarding the project 
implementation

 » Ms. Shraddha Shah, Ms. Geeta Marvaniya, Ms. 
Sheela Kumbharna; Ms. Nandu Ajudiya, Mukhya 
Sevika and Ms. Chandrika Pancholi, Mukha 
Sevikas for accompanying the team and providing 
data from the ICDS records

 » The Anganwadi workers, Helpers, CDPOs, ASHA, 
Female Health Workers of Salaya. Vinjhalpar, 
Thakarsherdi, Shedha Taragdi villages for their 
sincerity, hard work and cooperation during the 
assessment

 » Ms. Smita Bajpayee, Ms. Kinjal Chahpura and Ms 
Sonal Shrimali from Chetna Team

 » Ms. Laura Martinez, intern from Spain for 
photographs and assessment of the physical status 
of the Anganwadi
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Of the ten Talukas of Jamnagar district, Khambhaliya 
has the highest percentage of malnutrition (38%) 
among children under the age of 5 years. Realising 
the need to improve the nutritional status of children, 
Shishu Mangalam project in Khambhaliya block 
during June- December 2012 in partnership with 
Essar Foundation. The project had two specific 
objectives: 
1. To raise the health and nutritional level of 

malnourished children below six years. 
2. To reduce the number of children falling under 

highly malnourished zone.
The project strategy was to leverage the existing 

ICDS structure and exclusively focus on improving 

the status of severely 
malnourished children. 
A physical assessment 
was conducted to 
identify nutritional 
status of children and 
all were graded. Health 
check up of children in 
yellow zone was done 
by the medical officers 
of the PHC and those 
in red zone was done 
by paediatricians. 
Medical causes were 
identified and basic 
treatment as well as 
referral was done. 
High protein nutrition 
supplement was 
provided additionally 
along with nutrition 

education. Individual tracking of weight gain was done 
through a separately designed health card. Parents 
and care takers were educated and mobilised for 
improving the nutrition status of their children. The 
project was implemented during June-November 
2012. 

 CHETNA is a Non Government Organisation 
working for improvement in the nutrition and health 
status of children, young people and women since 
more than three decades. Beginning its efforts from 
an assessment of nutrition supplement project 
in Gujarat, over the years CHETNA has grown 
as a technical and resource agency. CHETNA’s 
interventions primarily focus in Gujarat and Rajasthan 

Executive Summary



8 9

States. CHETNA has been accredited by the 
Ministry of Health and Family Welfare, Government 
of India as a Regional Resource Centre for Gujarat. 
CHETNA develops need based, gender sensitive 
health communication materials for a wide range 
of stakeholders including communities, service 
providers, health educators, trainers, managers etc. 
CHETNA was invited to conduct an assessment of 
this project. The assessment was conducted during 
26-29th December 2012. Qualitative and quantitative 
methods were used to assess the results and explore 
the sustainability of the project. 

For the qualitative assessment, discussions 
with District level officials- Chief District Health 
Officer, District IEC officer and the Reproductive 
and Child Health Officer from the Health and 
Family welfare department; District Project 
Officer, Mukhya Sevikas, CDPOs and the from 
the ICDS department to understand the project 
implementation. Discussions were held with 52 
family members- mothers, grandmothers and aunts 
to understand the changes observed at the family 
level, in nutritional status of children and challenges 
in feeding children. Discussion was held with Senior 
Manager, Essar Foundation and Project Manager-
Community Health Project, ESSAR Foundation. 
A total of 15 service providers (7 Anganwadi 
workers, 2 ASHAs, 6 Female Health workers) were 
interviewed .

Visits were made to a total of eight Anganwadi 
Centres, six in Khambhaliya block and two in Lalpur 
block. Physical Status of Anganwadis including the 
stock, records and registers including growth charts 
were assessed. Visits were made to Salaya because 
of persistently high levels of severe under nutrition, 
the minority population and the fisherfolk community. 
Vinjhalpur was visited for its slow progress on severe 
malnutrition, Thakar sherdi because of improvement 
in the severe under nutrition status, Sodha Taragdi 
which had a predominant Darbar Community. At 
the request of the District Development Officer, two 
Anganwadis were visited in Lalpur block, Singach 
for positive improvement nutritional status and 

Rasangpar because of poor improvement in under 
nutrition status. 

For the Quantitative assessment, Primary data 
was collected by assessment of the weight gain of 
100 children during June –December 2012. Children 
who came to the Anganwadi were weighed randomly 
when the team visited. Secondary data provided by 
the Integrated Child Development Scheme-ICDS 
pertaining to the following was analysed. A sheet 
on nutritional status of all children enrolled at the 
Anganwadi in June and November 2012. Line listing 
of 1,022 severely undernourished children and the 
nutritional status during June-November 2012. Weight 
gain during pregnancy of 49 women and birth weight 
from the Mamta Card to assess the average weight 
gain during pregnancy and birth weight.

1. Results and impacts, including an 
assessment of Sustainability
Overall, the nutritional status of children enrolled in the 
Anganwadi is improving. There is an equal, i.e. four 
percent reduction in severe under nutrition from 6.3% 
to 2.3% and moderate under nutrition from 28.2% to 
24.19 % in June and November 2012. Of the total 876 
children tracked through the project, the number of 
severely undernourished children reduced from 876 to 
350 indicating a 60% reduction. 

The project has been able to mobilise several 
actors across various sectors in reduction of under 
nutrition among children. It has also created a 
momentum in the ICDS team to work towards a 
common goal. The team has actively shouldered 
the project responsibility and participated actively in 
the project activities and the assessment. The need 
to strengthen the skills of the team from both the 
departments has been felt.

Parents-mothers and grandmothers have been 
mobilised to actively engage in growth monitoring, 
readiness for health check up and improving the 
feeding practices It has been observed that the 
families are now concerned about the weight and 
progress of their children and are making efforts to 
seek treatment of illnesses. 
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 The project has also helped to bring together the 
ICDS, the health department and Essar Foundation 
for unified action. While this could be done during 
various events and at the district and block levels, 
field level action was largely by the ICDS department. 
The active involvement by health department in 
regular assessment of children needs to be ensured.

 The project did not include moderately 
undernourished children, nor did it address the 
nutritional needs of women during pregnancy and 
breast feeding phase which is the period of extreme 
depletion of maternal resources. This also affects the 
overall status of the mother and ability to nurture her 
children. 

The project has helped to fulfil the gaps 
temporarily. The approach of working with the 
Public Health System, convergence with the 
health department and creating awareness at the 
community mobilisation, coupled with an approach to 
address poverty, livelihoods, food security and gender 
will eventually lead to sustainability.

2. Effectiveness and efficiency of resource 
use 
The assessment indicates that the resources 
have been used optimally. The single point focus 
on severe under nutrition, health check-up and 
treatment together with additional high protein food 
based nutrition supplement has been effective in 
improving the nutritional status of children. Field level 
impressions indicate that the resources have reached 
the community. It is not possible to comment on the 
effective and efficient use of resources.

Recommendations
1. Partnership
In order to bring sustainable change, reduce 
the incidence of malnutrition and prevent it. The 
partnership needs to continue at least for a three year 
period. 

2. Integrated approach
Since the nutritional status in impacted by multiple 

forces, there is a need to have a multisectoral 
integrated approach for addressing the barriers. 
There is a need to establish linkages with the relevant 
departments to ensure food availability at the 
household level; safe drinking water, sanitation and 
housing, livelihoods particularly for women that would 
also provide low cost nutrition at the household level 
(poultry, goatery, etc.). Essar Foundation must play a 
greater role in facilitating these linkages.

3. Gender equality
Gender equality must be ensured and integrated 
across various components. Gender segregated 
data is being maintained by the ICDS. There is a 
need to analyse this data on a regular basis, identify 
specific areas and devise specific strategies to 
address gender. The education component need to 
be reviewed and revised to avoid perpetuating gender 
stereotypes and used to promote gender equality. 

4. Convergence at the ground level
While district and block level committees have been 
able to converge to some extent, there is a need to 
ensure convergence at the ground level. This can be 
done through developing common action plans and 
joint interventions across all the departments. This 
would also require review and restructuring of the 
system, human resource, task specification and laying 
specific roles and responsibilities towards achieving 
specific outcomes.

5. Inclusive Approach
Include pregnant women, mothers and moderate as 
well as severely undernourished children 

6. Strengthening of ICDS
 » Continuous capacity building of ICDS team at 

all levels – education, counselling, weighing of 
the Anganwadi workers through creation and 
strengthening of block level trainers’ team

 » Capacity building of CDPOs and Mukhya Sevikas 
on technical aspects, analysis, supportive and 
regular supervision and on-job mentoring of 
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Anganwadi workers 
 » Provision of digital weighing scale to improve 

accuracy of weight taken
 » Reviewing and simplification of the recording 

system to avoid duplication such as maintaining of 
immunisation data

 » Digitisation of records to ensure availability and 
easy retrieval of data

 » Documentation and reporting of events. Annual 
reports need to be prepared to provide overall 
achievement and gaps. This must be available in 
the public domain to ensure accountability.

 » Convert Anganwadis to operate full day with 
adequate supplies, human resource and 
infrastructure

 » Nutrition Supplement needs to be provided at the 
Anganwadi centres, through women’s groups and 
the menu prepared as per the local diet and foods 
available, palatable to children and with seasonal 
variation

 » Behaviour change communication material needs 
to be supplied to the Anganwadi worker which 
needs to be pictorial, in local language and creative

 » The display of IEC materials at the Anganwadi must 
be organised, creative and designed keeping in 
view the local context and the age group of children

 » A play area needs to be available within the 
premises

 » Mobile Anganwadis may be created to ensure 
outreach to vadi areas

 » Devise strategies to include migrant population 
such as line listing of migrant families and exchange 
of this information at centres, providing health card 
to migrant population, an open system to provide 
services to card holders, etc.

 » Increase enrolment of children, particularly among 
disadvantaged sections

7. Community Education and 
Empowerment
 » Strengthen the Matru Mandals through capacity 

building, mentoring and Entrepreneurship 
development. Engage them in mobilising and 

monitoring activities. Entrust them with preparation 
of Panjiri and hot cooked food to be supplied at 
Anganwadis

 » Inform, educate and provide counselling to family 
members on the nutritional status of their children

 » Strengthen the role of Sanjeevani Samitis to 
monitor the functioning of Anganwadis and develop 
need based action plans

 » Extensive use of mass media, folk media and 
mobile technology to inform communities about 
their entitlements is needed

Limitations
 » There were several limitations in assessing the 

project
 » The assessment and the reporting was done within 

a very short time, without enough discussion and 
debate on the assessment nor enough time for 
internalisation and reflection. Some of the aspects 
may be unclear

 » The sample for the assessment was small . 
Secondary data was used for overall analysis. 
There are limitations related to accuracy of the data

 » Field level interactions and discussions with the 
team members indicated discrimination towards 
girl child in terms of care and health services in 
specific areas. The data was inadequate to identify 
gender inequalities

 » The assembly elections created limitations 
in assessment due to the protocol as well as 
preoccupation of the staff in the election process. 
This affected the period of assessment

 » There was an overall lack of data and information. 
Baseline Survey, reports of all the trainings, 
meetings and events, records of health checkups, 
details of the Panjiri, selection criteria and the 
process of selection of the Sakhi mandal, the 
total quantity of panjiri distributed; record of the 
medicines supplied and purchased, etc.
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Khambhaliya, also known as Jam Khambhaliya, is 
one of the ten blocks of Jamnagar district. It has a 
total of 86 villages and 2 cities/town-Khambhaliya and 
Salaya. The total area is 1,214.25 square kilometres. 
Khambhaliya is located at a distance of 58 kilometres 
from the district head quarter-Jamnagar. Essar Oil is 
located at a distance of 25 kms from Khambhaliya. 
Salaya is located at a distance of 14 kms and is one 
of the key and largest ports. Fishery industry is well 
developed and is exported. It is also one of the key 
sources of livelihood. The vegetation is poor and 
climate is humid and cool. The population growth rate 
is 21.79 and the sex ratio is 954 per 1,000 men. It has 
a total population of 208,793 with 106,837 men and 
101,902 women. Overall the literacy rate is low with 
very low literacy rates among women. 

Khambhaliya is surrounded by Kalyanpur, Lalpur 
and Bhanvad blocks on three sides and opens in to 
the Gulf of Kutch in the fourth side. The population 
of the block is reported at 204,520 in June 2012 and 
increased to 209,326 in November 2012. (Source: 
ICDS records). It is one of the blocks with poor 
nutritional status among children. The population 
comprises of Ahir (OBC), Satvara (OBC), Darbar 
(General), Lohana (General), harijan (SC), Vankar (SC), 
Rabari (OBC) and Muslims (Minorities) communities. 
Majority of these communities are engaged in 
farm and fishing. While several industries provide 
employment, seasonal and permanent migration is 
observed. In Salaya, which is also a port, men travel 
to sea upto Dubai for months. Women manage the 
households from the money remitted to them at 
irregular intervals.

About  
Shishumangalam Project
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About the Project 
As per the recent survey by the Ministry of Women 
and Child, Government of India, among the ten blocks 
of Jamnagar district, Khambhaliya has the highest 
percentage of malnutrition (38%) among children 
under the age of 5 years. Realising the need to 
improve the nutritional Status of children, the District 
Administration, with the leadership of the District 
Development Officer decided to implement “Shishu 
Mangalam” (meaning ‘wellbeing of the child’) project 
in Khambhaliya block between June- December 2012 
in partnership with Essar Foundation. 

Project Objectives
The project had the following objectives:
 » Carry out Survey in Khambhaliya Taluka to find 

the nutritional Status of under six (i.e preschool) 
children and categorise them in to highly 
malnourished and malnourished zone

 » Develop Partnership with Gram Panchayats to give 
special attention to malnourished children.

 » Conduct regular diagnosis camp and provide diet 
and medicines to malnourished children

 » Raise the health and nutrition status of poor 
children below six years of age

 » Provide health and nutrition information and 
education to mothers of young children to enhance 
child rearing capabilities of women in the region

 » Reduce the number of children falling under highly 
malnourished zone

Project Strategy
The project strategy was to leverage the existing 
ICDS structure and focus on improving the status of 
severely malnourished children. 

A physical assessment was conducted to identify 
nutritional status of children and all were graded. 
Health checkups of children in yellow zone were done 
by the medical officers of the PHC and those in red 
zones was done by paediatricians. Medical causes 
were identified and basic treatment as well as referral 
was ensured. Additionally a High Protein nutrition 
supplement was provided additionally along with 
nutrition education. Individual tracking of weight gain 
was done through a separately designed health card. 

Partnership with Essar Foundation
With a view to support the District Administration 
in addressing the issue of malnutrition and to fulfil 
its social obligation, Essar Foundation supported 
this initiative, financially as well as technically. 
While not officially a member of the planning and 
monitoring committee, engagement of Essar 
was at various levels. Their engagement included 
participation in every meeting called by the District 
Administration Office, participation in review of 
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project implementation and providing feedback, 
input in identification of doctors and ensuring their 
participation in health checkups; facilitating the 
baseline survey and sharing of resources and skills. An 
amount of Rupees ten lakhs only was provided for the 
project implementation. This was mainly to cover the 
costs of the baseline survey, health checkups camps, 
Information Education and Communication activities 
and panjiri, (a high protein supplement prepared 
from roasted soyabean, gram and wheat) 50% of the 
amount was allocated to provision of panjiri.

Project Period and Timeline
The project was implemented between June 
-December 2012.

June 2012 Formation of Survey 
teams and Survey 
of nutritional status 
of children in 203 
Anganwadi by- AWW/Ms/
FHW/ASHA Helper

July 2012 9 Trainings, of 203 AWW, 
203 Helpers, 30-37 FHW, 
100-125 ASHAs on the 
project, health education 
sessions with parents; 
Project Launch Workshop

July- September 2012 Health Checkup 
camps for 1,022 
severe malnourished 
children- treatment and 
supplementation

October 2012 Monitoring visits by team

Nov-December 2012 Monitoring visits by 5 
CDPOs in 5 clusters

December 2012 Third Party Evaluation

Project Implementation Mechanism
Formation of clusters
Two types of village clusters were formed by the two 
departments. PHC wise five clusters were formed by 
the Health and Family Welfare Department. Cluster 

wise teams were prepared to plan for health check-up 
services. A total of eight clusters were formed by the 
ICDS department to plan for collective intervention 
and monitoring of changes in the nutrition status. 

Formation of joint committees and teams
Joint teams were formed at the community level 
and joint committees were formed at the district and 
Taluka level. Block or Taluka level teams comprising of 
District Project Officer, Taluka Health Officer, Mukhya 
Sevika and Female Health supervisors were formed 
to coordinate middle level implementation viz- plan 
and supervision middle level project implementation. 
A joint team of ICDS and Health staff – AWW, Helper, 
ASHA, FHW and MO- PHC was formed to deliver 
health and nutrition services at the community level. 

A planning –monitoring team was formed at the 
District level- called the District Quality Committee 
headed by the District Development Officer. The Chief 
District Health Officer, Deputy District Development 
Officer(Administration), Program Officer(ICDS), 
Finance Officer and District IEC officer. The role of 
this committee was to plan for implementation, issue 
project implementation as well as financial guidelines. 

The team formally met on a weekly basis but 
regularly communicated for planning of project 
activities and implementation. A monitoring team 
comprising of these members was formed. The 
members conducted fortnightly visits to observe 
implementation and provide support.

The factors that enabled regular communication 
with the District Quality Committee, as mentioned 
by the members include personal rapport, years of 
working together, leadership of the DDO and the 
commitment to bring a change in the situation. Since 
four of the three services provided by the Anganwadi 
are provided by the health department, there was a 
sense of ownership by the health department also.

Convergence took place at the time of survey, 
during health checkups and monitoring of progress 
of children. BHO and CDPO were given joint 
responsibility to monitor the project at the taluka 
level. District, taluka and village level committee were 
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formed by involving health, ICDS and panchayat 
departments.

However, fulfilling the project commitment along 
with other departmental priorities was a challenge 
faced. Ensuring participation of health staff in health 
checkups and their participation in the project at 
the local level was a challenge as they had their own 
priorities. While the monitoring committee was formed 
and the responsibilities shared, to spare time for 
monitoring at the field level was a challenge due to 
other departmental responsibilities.

Project Activities
1. Baseline Survey
A baseline survey was conducted during June 2012 
by the ICDS and Health staff where children were 
weighed and graded. A total of 16,667 children were 
assessed. From these a total of 1,022 children (6.13%) 
were found to be in the highly malnourished –red 
zone and 4,080 (24.48%) were in the yellow zone. 
11,417 (68.5%) were found to be healthy. The total 
percentage of undernourished children identified 
through the survey is 31%, which is less by 7% from 
the survey done by the Ministry of Women and Child 
Development. 

2. Health Checkups
A total of five clusters were identified and Health 
Check camps were conducted to diagnose the 
causes of poor nutrition at block level. A total of 
five paediatricians practicing in the private sector 
-Dr. Smita Shah, Dr. Prashant Tanna, Dr. Mundra, 
Dr. Pankaj Mehta and Dr. Bodar from private clinics 
provided health check up services during these 
camps. The ICDS and Health Staff also contributed 
in this assessment. During July-August a total of 836 
children received health checkup through 11 PHC 
level camps. A total of 45 children were checked up 
by Mundra at CHC-Khambhaliya through weekly 
checkups held every Tuesday. 

3. Treatment and Referral
Nutrition deficiency was identified as the main 

cause of under nutrition in most children. Iron Syrup 
(vitcofol), multivitamin Syrup (Zincovit), Zinc Syrup 
(Zincovin) and Deworming syrup (Cidazo/Albendazol) 
were the free medicines provided. While most of 
the medicines were accessed from the Government 
Supply, Medicines were also purchased as per 
needed. A budget for `100 was for medicines to 
moderately undernourished child and for severe 
undernourished child it was at `450. 

 A total of 85 children were referred for further 
treatment, of which 79 were referred to the District 
Hospital-Medical College Hospital at Jamnagar and 
6 were referred to the Community Health Centre at 
Khambhaliya. Of these, nine were identified for heart 
related ailments . One was operated at Jamnagar 
Medical College Hospital /GG Hospital and others 
were referred to Ahmedabad for more advanced 
treatment. 

3. Supplementary Nutrition
 A High Protein Nutrition Supplement- Panjiri was 
provided in addition to the supplementary nutrition 
from the Anganwadi centre. This was prepared by 
mixing roasted soyabean, wheat and gram flour. 
About 50gms of Panjiri provides 300 calorie and 
10 gram protein. It was decided to provide Panjiri 
to Moderately undernourished children for 45 days 
and to severe undernourished children for 90 days. 
Severely undernourished children were to be provided 
fruit for 40 days at the rate of `5 per child. The budget 
for this was `5 per child. This was discontinued within 
a fortnight as fruits were not easily available and 
parents resisted feeding bananas to children.

The budget for moderate under-nutrition was `5 
per child for 45 days and `10 per child for 40 days 
and `5 per child for 50 days. While it was decided to 
prepare Panjiri by Sakhi Mandal at the Sector level, 
Of the nine sakhi mandals in the block, one was 
identified and asked to prepare this panjiri. In addition 
to education about the use of panjiri and feeding 
practices, parents of severe undernourished children 
were informed that they will get this supplement for 
three months only. 
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A four tier committee for formed for distribution 
and monitoring of Panjiri distribution. At the district 
level- Dy. DDO-Administration, CDHO/PO ICDS/
DIECO, at the Taluka level-BHO/TDO/CDPO; at the 
sector level MS and FHS and the village level-AWW/
FHW and Teacher. The Panjiri was distributed at the 
health check-up camps and on the Mamta Divas.

4. IEC Activity 
IEC activity was conducted for various target groups. 
These are mentioned below

Project Launch Workshop
A project launch workshop led 
by the Hon’ble Minister, Women 
and Child Development-Prof.
Vasuben Trivedi was organised 
on 13th July 2012. A total of 
786 members participated. 
Two local MLAs, officers 
from the District Panchayat, 

Taluka Panchayat, District and Taluka level officers, 
ICDS, Taluka Panchayat and Health Staff, Talati, 
Nagar Palika Staff, school Principals and Sarpanch 
participated. The participants 
were oriented on the issue of 
Malnutrition and the need of the 
project, project implementation 
plan. Details of joint action, 
coordination between various 
departments was shared. The 
role of Essar in supporting the 
project was also discussed. An 
appeal was made for adoption 
of Anganwadis and children. The 
Minister appealed to the elected 
representatives and local NGOs 
for pledging donations to this 
cause. An amount of `33,000 
was donated by the MLAs and 
citizens. Recipes of panjiri were 
demonstrated and an exhibition 
was organised.

 Joint Orientation Trainings
A total of 9 cluster wise Joint trainings were 
organised by the District IEC Unit for 30-37 Female 
Health Workers, 100-125 ASHAs, 203 Anganwadi 
Workers and 203 Helpers. These were facilitated by 
the Mukhya Sevikas, Public Health Nurse and the 
Nutrition Assistant. These focussed on the issue 
of under nutrition, roles and responsibilities and 
mobilising parents. 

Interpersonal Counselling and Nutrition 
Education
Interpersonal Counselling was provided to family 
members- Mothers and grandmothers on the use of 
Panjiri and feeding practices. 

Posters, handbills, banners were prepared and 
disseminated. Posters focussed on the issue of under 
nutrition, project details and provisions and were 
displayed at the Anganwadi Centre. Two separate 
banners to list moderate and severe undernourished 
children were prepared and displayed at the Anganwadi 
centre. The change in grades were also noted . Special 
growth cards for maintaining the records of health 
check-up and weight were also developed.
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Gujarat is among the states in India which has 
demonstrated rapid industrial growth. However 
the benefits do not seem to have trickled down as 
observed by the poor progress in nutrition and health 
indicators. Malnutrition among women and children 
is high with every second child under the age of 3 
underweight and every second adolescent girl anemic. 
Anemia during pregnancy and post partum is universal. 
Among women in the reproductive age group (15-49 
years) 32% have BMI below normal and 55.5 % are 
anaemic. (National Family Health Survey-III, 2005-06). 

There is a growing sense of Corporate Sector’s 
responsibility towards the community and 
environment (both ecological and social) in which it 
operates by contributing to educational and social 
programs. One such effort was made by Essar 
Foundation to partner with the Jamnagar District 
Administration for improvement in the nutrition status 
of severely malnourished children of Khambhaliya 
Taluka. The project was implemented during June-
November 2012. 

CHETNA is a Non Government Organisation 
working for improvement in the nutrition and health 
status of children, young people and women since 
more than three decades. Beginning its efforts from 
an assessment of nutrition supplement project 
in Gujarat, over the years CHETNA has grown 
as a technical and resource agency. CHETNA’s 
interventions primarily focus in Gujarat and Rajasthan 
States. CHETNA has been accredited by the Ministry 
of Health and Family Welfare, Government of India 
as a Regional Resource Centre for Gujarat. CHETNA 
develops need based, gender sensitive health 

communication materials for a wide range of stake 
holders including communities, service providers, 
health educators, trainers, managers etc. CHETNA 
was invited to conduct an assessment of this project. 
The assessment was conducted during 26-29th 
December 2012.

Objectives of the Assessment
 » To evaluate results and impacts, including an 

assessment of Sustainability
 » To provide a basis for decision making on actions 

to be taken post project
 » To assess the effectiveness and efficiency of 

resource use
 » To document, provide feedback and disseminate 

lessons learnt.

Methodology
Qualitative and quantitative methods were used to 
assess the results and explore the sustainability of the 
project. 

For the qualitative assessment,
Discussions with District level officials- Chief District 
Health Officer, District IEC officer and the Reproductive 
and Child Health Officer from the Health and Family 
welfare department; District Project Officer, Mukhya 
sevikas, CDPOs and the from the ICDS department to 
understand the project implementation.

 Discussions were held with 52 family members- 
mothers, grand mothers and aunts to understand the 
changes observed at the family level, in nutritional 
status of children and challenges in feeding children.

SECTION-I Rationale and 
Methodology
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Discussion were held with Senior Project Manager, 
Essar Foundation and Project Manager-Community 
Health Project, Essar Foundation

A total of 15 service providers (7 Anganwadi 
wokers, 2 ASHAs, 6 Female Health workers ) were 
interviewed .

Visits were made to a total of eight Anganwadi 
Centres, six in Khambhaliya block and two in Lalpur 
block. Physical status of Anganwadis including the 
stock, records and registers including growth charts 
were assessed.

Selection of Villages 
Visits were made to Salaya because of persistently 
high levels of severe under nutrition, the minority 
population and the fisherfolk community. Vinjhalpur 
was visited for its slow progress on severe under 
nutrition, Thakar sherdi because of improvement 
in the severe under nutrition status, Sodha Taragdi 
which had a predominant Darbar Community. At 
the request of the District Development Officer, two 

Anganwadis were visited in Lalpur block, Singach 
for positive improvement nutritional status and 
Rasangpar because of poor improvement in under 
nutrition status. 

For the Quantitative assessment,
Primary data was collected by assessment of the 
weight gain of 100 children during June –December 
2012. Children were weighed randomly – who came 
to the Anganwadi when the team visited. 

Secondary data provided by the Integrated 
Child Development Scheme-ICDS pertaining to the 
following was reviewed and analysed.

A sheet on nutritional status of all children enrolled 
at the Anaganwadi in June and November 2012.

Line listing of 1022 severely undernourished 
children and the nutritional status during June-
November 2012.

 Weight gain during pregnancy of 49 women and 
birth weight from the Mamta Card to assess the 
average weight gain during pregnancy and birth weight.

Date Place Activity

26/12/12 
12.00-2.00 pm

Jilla Panchayat Jamnagar
Meeting with the Chief District Health Officer, Mukhya 
Sevika RCHO, IEC Officer

3.00-6.00 pm Jilla Panchayat Jamnagar Meeting with the Program Officer and Mukhya Sevika

27/12/12 
9.00-2.00 pm

Jhakhar and Bhimrana Assessment of CHC and Mobile Van Services by Essar

3.00-5.00 pm Vinjhalpar Visit to Anganwadi no.45

5.00-7.00 pm Thakar Sherdi Visit to Anganwadi no.45

28/12/12 
10.00-3.00 pm

Salaya
Visit to Anganwadi- Mahajan Sheri, Tharipado and 
Bhangivaas

4.00-6.00 pm Sodha Taragdi Visit to Anganwadi-54

29/12/12 
9.30-2.00 pm

Singach and Rasangpar
Visit to Anganwadi No 60
Visit to Anganwadi No 64

2.00-4.00 pm Vadinar Meeting with Project Manager, ESSAR

4.30-6.00 pm Jilla Panchayat Jamnagar
Interview with Project Officer-ICDS
Debriefing with the ICDS team

Schedule of Activities
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1. Status of Enrollment in the Anganwadi 
Centres in Khambhaliya
Overall the enrolment in the Anganwadi was found 
to be less than the expected. In June 2012, the total 
registration of women and children at the centre 
was 30,757, 16 % less than expected. The gap in 
enrolment widened to 44% in November 2012. The 

gap in registration is more in the age group of 3-5 
years. (Please refer table 1). This indicates that the 
project had not made significant impact in increasing 
the enrolment of children at the Anganwadi centres. 
The nutritional status of children not enrolled is a 
concern. There is a possibility that girls may be 
left out. The regular attendance of children at the 

Section-II Nutrition Status of 
Khambhaliya Block

Table 1: Showing Enrolment Status during the Project Period

June 2012 Population : 204,520

Age group Expected Registered % Registered % Gap

Pregnant Women 4908 2050 41.76 58.23

Breast Feeding Women 3272 2016 61.61 38.38

0-1 year 6136 4195 68.36 31.63

1-3 year 12271 7629 62.17 37.82

3-5 year 16362 9937 60.73 39.26

total 36813 30757 83.55 16.45

November’12 Population: 209,326

Age group Expected Registered % Registered % Gap

Pregnant Women 5024 2042 40.64 59.35

Breast Feeding Women 3350 1994 59.52 40.47

0-1 year 6280 4254 67.73 32.26

1-3 year 12561 7362 58.60 41.39

3-5 year 16748 8774 52.38 47.61

Total 43963 24426 55.56 44.44

(Source: Calculations from enrolment numbers Vs expected statement provided by the ICDS)
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Anganwadi –due to involvement of parents in labour 
work, migration is a concern shared by the ICDS 
team. In such a situation, assessment of project 
impact is difficult.

II. Nutritional Status of enrolled Children in 
Khambhaliya block
An overall change in the nutritional status of enrolled 
children is observed. As depicted in Tabe-2, Healthy 
children increased by eight percent, children with 
moderate under nutrition decreased by four percent 
and children with severe under-nutrition reduced by 
four percent from 6.3% to 2.39% during the project 
period. The secondary data shows an improvement in 
the nutritional status of all the enrolled children.

Table 2: Showing comparison of Nutrition 
Status of enrolled children

Nutrition 
Status

June  
(n=16542)

November 
(n=20142)

Healthy 10827 (65.45%) 14787 (73.41%)

Moderate 4670 (28.2%) 4873(24.19%)

Severe 1045 (6.3%) 482 (2.39%)

(Source: calculations based on the data compiled by 
the ICDS department

Age-wise nutrition status 
Analysis of the secondary data from the information 
sheet provided by the ICDS as depicted in the Graph 
1 indicates that the Nutritional status in all the age 
groups of children has improved. 

In the age group of 0-1 years, The percentage 
of healthy children increased from 73.49% in June 
’12 to 75.27% in November’12. The percentage of 
moderately undernourished children increased from 
21.75% in June ’12 to 23.5% in November ’12  
and the percentage of severe undernourished 
children reduced from 4.7% in June ’12 to 1.2% in 
November ’12. 

In the age group of 1-3 years, the percentage of 
healthy children increased from 63.91% in  

June ’12 to 72.24% in November’12. The percentage 
of moderately undernourished children reduced 
from 29.10% in June ’12 to 24.7% in November 
’12 and the percentage of severe undernourished 
children reduced from 7.03% in June ’12 to 3.04% in 
November ’12. 

In the age group of 3-5 years, the percentage  
of healthy children increased from 62.85 % in  
June ’12 to 73.51% in November ’12. The percentage 
of moderately undernourished children reduced from 
30. 73% in June ’12 to 24.08% in November ’12  
and the percentage of severe undernourished 
children reduced from 6.4% in June’12 to 2.4% in 
November ’12. 

Graph-1 Showing Age-wise Nutrition status of 
Khambhaliya block
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(Source: Calculations based on Data compiled from 
the growth chart by the ICDS)

Gender-wise Nutrition Status
The total number of girls enrolled in the Anganwadis 
was less than boys by 262 and in November the 
difference was 416. There was no decline in this gap.

In June 2012, The percentage of healthy girls, 
was 64.75 and that of boys was 66. There was a 
difference of one percent. In November 2012, the 
percentage of healthy girls was 72.25, three percent 
less than boys which was 74.52 per cent. This 
indicates that was no increase in the percentage of 
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healthy girls during the project period, in fact the gap 
widened by two percent.

The percentage of moderately undernourished 
girls in June was 28.63 and that of boys was 
27.83. The difference was less than one percent. 
In November 2012, the percentage of moderately 
undernourished girls was 25.16 two percent more 
than boys which was at 23.26%. It could happen 
that more healthy girls became moderately under 
nourished.

The percentage of severely undernourished girls 
and boys was equal and remained same in June and 
November 2012. 

Gender differentials by 2-3 percent are observed 
in the nutritional status and there has been no 
improvement in the gap in enrolment of boys and 
girls. Given the inadequate enrolment of children 
in the Anganwadis it is not possible to identify 
gender differences, particularly among severely 
undernourished boys and girls.

Table 3: Showing Nutritional status by gender

June 2012  
(n= 16542) 

Boys 
(8402 ) 

Girls  
(8140) 

November ’12  
(n=20142)

Boys
(10279)

Girls
(9863)

Healthy 10827  
(65.45)

5556  
(66.00)

5271  
(64.75%)

14787  
(73.41%)

7660  
(74.52)

7127  
(72.25)

Moderate 4670 
(28.2)

2339 
27.83

2331 
(28.63)

4873 
(24.19%)

2391 
(23.26)

2482 
(25.16%)

Severe 1045  
(6.3%)

507 
(6.03)

538  
(6.6)

482 
(2.39%)

228  
(2.22%)

254  
(2.57)

99.95% 99.99%

(Source: Calculations from enrolment numbers Vs expected statement provided by the ICDS)

Chart-2 Showing Nutritional Status by Gender
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Section-III Nutrition Status 
of Children Covered by the 
Project

This assessment was based on the information 
provided by the ICDS and Health staff during the 
discussion and secondary data provided by the ICDS 
from their records and growth charts .

During the discussion with the ICDS team it was 
shared that 38% children under 5 years of age in 
Khambhaliya were under nourished. A review of the 
presentation prepared by the ICDS department on the 
baseline survey indicated that of the 16,667 children 
surveyed, a total of 16,519 were from the intervention 
villages. Of these 11,417 (68.5%) were healthy, 4,080 
(24.48%) were moderately and 1022 (7.02%) were 
severely undernourished. The total percentage of 
undernourished children in the survey is 31.50%;

The overall percentage of undernourished 
children in the survey is 6.5% less than the survey 
by the Ministry. The reasons for this could be an 
improvement in the nutritional status during the two 
Survey period or inaccuracy in the assessment.

The Line listing of children covered by the project 
was provided by the ICDS and was analysed for 
assessment. Accordingly, a total of 1,022 (100% ) 
severely undernourished children were enrolled in the 
project. Of these, a total of 146 children (7 passed 
away, 107 migrated, 43 completed 5 years) went out 
of the system during June- November 2012. A total of 
876 continued during the project period.

The number of severely undernourished children 
reduced from 876 to 350 indicating a 40% reduction
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Chart 3 Showing reduction in severe under 
nutrition
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An improvement in the nutritional status of 60% ( 
526/876) children during the project period. 43% 
(373/876) moved to moderate under nutrition level and 
17% (153/876) moved to healthy zone. Of the total 526 
children with improved nutrition status, 76% (400/526) 
were moderately undernourished and 29% (153/526) 
were healthy.

Gender Differences
The difference between boys and girls was less in 
June 2012. But the number of girls who remained 
severely under nourished is slightly (22) more than 
boys(186 girls to 164 boys). The number of severely 
under nourished boys and girls was almost same 
in June but the number of severely nourished girls 
increased in November’12.

There was a 22% (36/161) reduction in the 
age group of 6-12 months; 38% reduction in the 
age group of 1-3 years and 35% reduction in the 
percentage of severely under nourished children. This 
indicates that the project has impacted the age group 
of 1-3 years the most.

Chart 4 Showing age wise improvement 
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Table 4 Showing changes in severely undernourished children covered by the project 

Age June’12 November’12

Severly 
undernourished 
children

Severly 
undernourished 
children

Moderately 
undernourished 
children

Healthy children 

Total Boys Girls Total Total Boys Girls Total Boys Girls Total Boys Girls 

6-12 mths 161 94 67 137 36 22 14 53 34 19 48 26 22

1-3 yr 470 228 242 424 178 79 99 177 88 89 69 36 33

3-6 yr 391 192 199 315 315 63 73 143 71 72 36 21 15

 1022 514 508 876 350 164 186 373 193 179 153 83 70

(Source: Calculations based on the data compiled by the ICDS from the Shishu Mangalam Health Card )
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Section-IV Project Assessment 
in Selected Areas
This assessment is based on the field visits made by 
the assessment team during 26-29th December’12.

1. Status of Anganwadis
A total of six of the 203 Anganwadi centres of 
Khambhaliya and two Anganwadis of Lalpur block 
were assessed for the physical status.

Physical Status of the Anganwadis
 » One Anganwadi in Shedha Taragdi was also day 

long village child nutrition centre.

 » Three of the eight Anganwadi centres operated 
from rented premises. They were in Salaya. Of 
these one Anganwadis operated from the house of 
Anganwadi worker. 

 » Four Anganwadis one in Salaya and three in 
Vinjhalpur, Thakarsherdi and Shedha Taragdi in 
Khambhaliya block and the two Anganwadis in 
Lalpur operated from a pucca house which was 
plastered and painted.

 » All the five Anganwadis- three of Salaya and two 
of Lalpur block visited during their operating hours 

Table 5 Showing details of the Anganwadi visited

 Block Name of 
Village

Anganwadi Total 
Population

Total 
Registered 
Children 

Total 
Registered 
Pregnant 
women

Total 
Registered 
Lactating 
women

Total 
Adolescent 
Girls

Khambhaliya Vinjal pur AWC no. 45 2500 177 13 14 52

" Thaker 
Sherdi

AWC no : 129 2245 107 14 14 30

" Salaya AWC no : 82 1179 132 12 7 70

" " AWC no. 93 1281 208 32 15 90

" " AWC no. 94 1452 185 20 14 99

" Shedha 
Targhadi

 AWC no.54 1169 120 13 16 67

Lalpur Singhach Singach-2 
AWC no.60 

996 123 15 14  50

" Rasangpar AWC no. 64 1095 82 10 11 65

Total 8 8 1197 1134 129 105 523
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were found to be open and providing services to 
children.

 » All the Anganwadis were found to be clean and 
tidy. The floor was swept, there was no litter, the 
walls and furniture was dusted, water pot covered, 
no water logging near the water place or the 
washing place. 

 » Two Anganwadis of Tharipada and Mahajan Sheri 
did not have adequate light and ventilation.

 » Three Anganwadis of Salaya had limited space in 
comparison to the children present. 

 » Two Anganwadis in Salaya of the Khambhaliya 
block had a separate kitchen. The kitchen and the 
store were common. 

 » Five of the eight Anganwadis had toilets. Seven had 
the sheet for children to sit. 

 » Drinking water facility was available in all the 
Anganwadis.

 » Three Anganwadis were decorated colorfully and 
with posters and charts for children. 

 » One Anganwadi had stock of pencils and slates 

 » Four of the eight Anganwadis had toys. Only one 
had story books or drawing books.

 » All the Anganwadis had an infant weighing scale. In 
one, it was not functioning

 » Four of the Anganwadis had an adult weighing 
scale. 

 » Six had a baby weighing scale. 
 » Information, Education and Communication.
 » Posters about Health service schemes and 

entitlements for children were displayed in five of 
the six Anganwadis of Khambhaliya and the two 
Anganwadis of Lalpur block. The posters and 
banners of Shishu Mangalam project, banner of 
children in red and yellow zones were displayed in 
all the Anganwadis.

IEC material for children which include charts of 
animals, pictures of transport, paintings of birds etc. 
was displayed in five anganwadis of Khambhaliya and 
two of Lalpur block.

The time table and menu for children was displayed 
in all the six Anganwadis of Khambhaliya block.
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It was observed that the arrangement of the 
posters, banners and charts was haphazard. Most of 
the charts were not at the children’s eye level, mixed 
up with charts and posters displayed for adults and 
were not in the direction for children to see them 
clearly. There was no material to support the AWW 
for nutrition counseling nor there was any material 
to inform non literate women and parents about the 
services of the Anganwadis. Children were asked to 
bring slates from their homes. Other than that there 
was no material for creative learning or picture book 
for children.

Records 
Registers were maintained in all the six Anganwadis  
of Khambhaliya and one Anganwadi of Lalpur block.  
It was not possible to review the records of 
Rasangpar Anganwadi as they were kept at the house 
of the worker. 

Growth charts, particularly for the Shishu 
Mangalam project were maintained separately. The 
weight of the child was updated till November 2012 
and also written in the growth chart. The weight of the 
child was recorded in the growth chart but the growth 
curve was not drawn. There was no evidence of the 
use of growth chart for analysis and planning. There 
was an issue of accuracy while weighing, recording 
and plotting. For example, one of the growth chart 
indicated sudden weight gain of 2 kgs in one month, 
in another, there was a steady increase of 100-200 
gms weight over a period of six months. 

The process of weighing- recording, plotting and 
counseling does not occur in sequence and there are 
chances of error. Usually, the parent is not present 
when the child is weighed. The AWW weighs and 
records the same in a register. This is then entered 
in the growth chart and the parent is counseled later 
when the AWW has the opportunity to meet them.

Almost all the cards did not contain information 
about the health checkup and diagnosis. 

Pre-School Education
Children at all the eight Anganwadis were clean and 

tidy. Pre-school education was provided. The children 
were familiar with their name, family members’ 
names, numbers, alphabets, etc. There was a good 
rapport between the children and the Anganwadi 
worker which indicated the regularity of attendance 
at the Centre. The Anganwadi worker was observed 
teaching action songs and playing games with the 
children. There seemed need to make this education 
gender sensitive and contextual.

Stock
At the time of the assessment, the supplementary 
food , Balbhog Chocolates and the material to 
prepare snacks for children were available at six 
Anganwadi centres. All the Anganwadis reported lack 
of supplies for two months during October- November 
2012. Panjiri (a mixtureof roasted Soyabean, wheat 
and gram) which was specially provided in the Shishu 
Mangalam project was not available at any centre. 
All the Anganwadis reported distribution of Panjiri to 
severely undernourished children and the parents 
shared receiving and feeding it to the child.

2. Performance of Anganwadi
All the posts of the Anganwadi worker were filled.

All the seven Anganwadi workers were found to be 
enthusiastic, sincere and hardworking. They were well 
versed with the local realities , were knowledgeable 
about the nutritional status of the children and had 
a good rapport with the children and the parents/
guardians. They provided pre school education as per 
the norms. 

All the Anganwadis had Matrumandals and they 
were oriented on their roles and responsibilities. 
However most of the matrumandals were not actively 
involved in supplying cooked food at the Anganwadi. 
In seven, food was prepared and supplied by the 
Anganwadi worker herself .

The hot cooked food was available in seven 
Anganwadis. The food was prepared as per the 
menu- pulses, bhel and muthiya. Both were dry 
preparations without any seasonal food added to it.

The utensils were clean, food was kept properly 
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covered and was prepared in a clean place.
Mamta Divas was observed regularly in five of 

the eight Anganwadis assessed. It was reported that 
requisite number of women and children participate 
on this day.

On observation of their weighing skills, a need 
to improve their skills in measuring weight and on 
discussion and review of growth chart, a need to 
strengthen their skills for analysis of growth chart was 
realized.

While observing a session on counseling of care 
takers, a need to strengthen communication and 
counseling skills was felt.

3. Assessment of weight gain during 
pregnancy and birth weight
Secondary data from Mamta Card was sourced to 
observe weight gain of women during nine months 
of pregnancy and the birth weight from the six 
Anganwadi of Khambhaliya block. It was observed 
that the recording of weight and monitoring of 
weight gain during pregnancy was irregular. An 

average weight of 35 women during pregnancy 
was 6 kilograms. This indicates a low weight gain 
during pregnancy. No stillbirth or neonatal death 
was reported. Birth weight of four newborns was not 
recorded. The average birth weight of 31 newborns 
was found to be 2.5 kilogram. 

  
4. Assessment of Nutritional status of 
Children
A total of 100 children in the age group of 0-5 years 
from 6 Anganwadis of Khambhaliya and 2 of Lalpur 
blocks were randomly selected and weighed during 
December 27-29, 2012 and graded. Of these 38% 
were found to be healthy, 31% were moderately 
undernourished and 31% were found to be severely 
malnourished . 

Gradation of 67 children in Khambhaliya block 
indicated that more than half, 46/67 children were 
undernourished. 25/67 children were severely under 
nourished, which was the highest. The number of girls 
in all the three categories was higher as compared to 
boys.

Table 6 Showing Nutritional Status of children in both the blocks, December 2012.

Block (n=100 Total Healthy 
Total

Boys Girls Moderate 
Total

Boys Girls Severe 
Total

Severe 
Boys

Severe 
Girls

Khambhaliya          

6mnth-1 yr 1 1 1 0 0 0 0 0 0 0

1-3 yr 28 9 5 4 8 3 5 11 5 6

3-5 yr 38 11 5 6 13 7 6 14 9 5

Total (A) 67 21 11 10 21 10 11 25 14 11

Lalpur           

6mnth-1 yr 0 0 0 0 0 0 0 0 0 0

1-3 yr 8 4 0 4 2 0 2 2 0 2

3-5yr 25 13 7 6 8 3 5 4 1 3

Total (B) 33 17 7 10 10 3 7 6 1 5

Total (A+B) 100 38 18 20 31 13 18 31 15 16
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Chart 5 Showing Nutritional Status of selected 
children in December 2012
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A comparison of their weight in June 2012 with that 
in December 2012 indicates an improvement in 
their nutritional status. The percentage of healthy 
children increased from 24 to 38%; the percentage 
of moderately undernourished children increased 
from 21% to 31% and the percentage of severely 
malnourished children reduced from 55 to 31% in 
December 2012.

Chart 6 Showing Improvement in Nutritional 
Status from June-December’12
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Changes in grade
Changes in grade during June-December 2012 were 
observed in 31 of the 67 children from six Anganwadis 
of Khambhaliya during June to December 2012. 
Grade of a total of 14 children changed from severe 
and moderate under nutrition to healthy; 16 from 
severe under nutrition and healthy zone to moderate 

and one from moderate under nutrition became 
severely undernourished.

Table-8 Showing changes in Grade-
Khambhaliya block

Change in Grade Boys Girls Total

Moderate to Healthy 6 2 8

Severe to Healthy 0 6 6

Healthy to Moderate 2 1 3

Severe to Moderate 4 9 13

Moderate to Severe 1 0 1

Healthy to Severe 0 0 0

Total 13 18 31

 » Eight children, six boys and two girls moved from 
moderate under nutrition to healthy

 » Six children, all girls moved from severely under 
under nutrition to Healthy

 » Three healthy children, two boys and one girl 
moved to moderate under nutrition

 » Thirteen severely nourished children, nine girls and 
four boys moved to moderate under nutrition.

 » One boy moved from moderate to severe under 
nutrition

Lalpur Block
 » A total of 33 children from two anganwadis in 

Lalpur block were weighed. 6/33 were found to be 
severely under nourished. Changes in grades were 
observed in 17/33 children

 » Four children, a boy and three girls moved from 
moderate under nutrition to healthy

 » Two children, a boy and a girl moved from severe 
under nutrition to healthy zone

 » Six children, two boys and four girls moved from 
severe under nutrition to moderate under nutrition 

 » Three children, a boy and two girls moved from 
healthy to moderate under-nutrition

 » Two girls moved from moderate to severe under 
nutrition
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Section-V Awareness and 
Mobilisation of Families
Discussions were 
held individually and 
in small groups with a 
a total of 52 mothers, 
grand mothers and 
family members to 
understand the changes 
in the services of the 
Anganwadi in the past 
six months, changes 
observed among their 
children and changes in 
the feeding practices. 
Overall the project 
had mobilised and 
engaged women/care 
takers in improving the 
feeding practices and 
the nutritional status of 
their children. Some of 
the issues emerging from the discussions have been 
mentioned below:
 » Breast feeding was continued up to 2-3 years. 

Excusive breast feeding was practised to a 
large extent. Feeding was started at the age of 
six to seven months. There was no deliberate 
or conscious effort for feeding the child after 
six months and at regular intervals. Most of the 
children were fed at home in the evening and they 
survived on the food from the Anganwadi centre till 
the afternoon. 

 » In families who could afford, children were fed 
cereals and milk or curd. In poor families, particularly 

in Salaya, children were fed from packets of ready 
to eat snacks purchased from the market. Most 
children were fed ganthiya, biscuits and tea. Eating 
betel nut and pan masala was a common habit 
observed even among young children.

 » In families who could afford, children were 
fed cereals and milk or curd. In poor families, 
particularly in Salaya, children were fed from 
packets of ready to eat snacks purchased from the 
market. Most children were fed ganthiya, biscuits 
and tea. Eating betel nut and pan masala was 
a common habit observed even among young 
children.
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I have three children, Musrim is the youngest. He 
is three years old. I gave him birth in the hospital. 
His birth weight was 2.25 kilogram. I breastfed 
him for two years. Than I started feeding him 
biscuits, wafers, fried snacks. He refused to 
eat food and throw it away. Since the past six 
months, he has started eating after I gave him 
medicines. He eats once in a day, and he weighs 
less. I feed him Kheer prepared from Kanjri 
(Panjiri) before he goes to bed. 
(Mother of Musrim Sangar, weighing 9.300gms in 
June and November ’12. Anganwadi-Tharipada)

 » Many families who work in the farms also take their 
children along. The elder siblings look after the 
young children. In such cases availaing of food or 
going to the Anganwadi regularly was a constraint.

 » Most of the children were brought up by single 
mothers whose husband was at sea or migrated 
for work. The duration of their absence was long 
and the money sent by them was inadequate and 
irregular. There was no effort in engaging women in 
income generation and most entirely depended on 
their husband’s income.

I have five children. My daughter Mahek is two 
years and two months old. Her birth-weight was 
2.5 kg. I breast fed her for almost two years. I 
started feeding her solid food when she was 
eight months old. I received packets from the 
Anganwadi. I feed her Panjiri, biscuit, chocolate, 
ganthiya, tea and rotlo. My husband goes to 
the sea. He brings money when he gets some. 
I cannot feed my children good things (meat, 
milk, eggs). An egg would cost `5 and I cannot 
feed even one child. A packet of biscuit will cost 
the same and I can give one to each child. A 
packet of milk costs `20. I need four packets to 
feed them milk. I cannot afford it so I give tea 
instead.
(Husaina, mother of Mahek weighing 7.300kg in 
June and 8.800 kg in December’12)

 

 » Most children were looked after by their 
grandmothers as the parents were out at work. The 
grandmother’s themselves appeared to be weak 
and complained of lack of attention to their own 
needs.

 » Health Checkup and treatment of children, 
weighing and recording of weight and supply of 
panjiri were the main changes observed by the 
parents/care takers

 » Improvement in overall condition of children was 
observed and shared by many. 

I have three children. My eldest boy is seven years 
old, the second one is a girl, four years old and 
the youngest is Mungal Nawaz, was born on 30th 
June, 2009. He is three and half years old. He 
is weak. Earlier he was so weak that he used to 
fall while walking, refused to eat,was cranky and 
irritable. I went to the health camp. They examined 
my child and gave medicines. He started feeling 
hungry. The Anganwadi worker gave panjiri and 
showed five ways to feed it to my child- Mix in 
Bhakhri, Dal and Rice, Roti or Milk. She also 
informed me that I should not feed him ready-to-eat 
foods, chocolates, biscuits and pan masala to him. 
She advised me to keep him neat and tidy, and give 
him medicines regularly. I followed her advice and 
fed panjiri to my child. Now, my child falls ill less 
frequently, he has become alert and active. 
(Farida Sattar, Mungal’s Mother, weighing 7.60 in 
June and 8.00kg , Mahajansheri- Salaya) 

 » Most of them visualised Anganwadi as a centre 
for pre school education. Rarely women linked the 
Anganwadis as centre for improving health and 
nutrition status. 

In our community (Darbar) several restrictions 
are imposed on women. Our husbands work in 
Essar and there is no problem of money. The 
children are breastfed for six months and feeding 
is started from seventh month.



30 31

Our children were weak. They were checked 
up at the camp in Vadinar. They got medicines. 
Since then their weight has increased. We also 
received three packets of panjiri. We also received 
information regarding methods of feeding our 
children, food recipes. 

We send our children to the Anganwadi so that 
they cultivate the habit of going to school. They 
learn poems and songs, good habits, get food, 
medicines and also play. This eased their stress 
when they formally started going to school.
(A group of 8 mothers with children’s age 
between 3 months to 3 years, in red and yellow 
zone Anganwadi in Shedha Taragdi)

 » Most women share that they have learnt about the 
importance of feeding of children, feeding them 
home cooked food and avoid feeding snacks 
from packets, hygienic practices and monitoring 
of weight gain from the Anganwadi centre. They 
were aware that if the child weighed less or was 
in the red zone, it meant need for immediate 
action. It was observed that they do ask about the 
weight of their children but fail to ask about the 
increase or decrease or the nutritional status of 
their children.

My Son is two years old. Six months earlier he 
weighed 6 Kg and now he weighs 8 kgs. He was 
very weak and used to fall sick often. I give him 
Panjiri, home cooked food, and also biscuits and 
food from packets. We have been informed not to 
feed packed foods to young children. But in our 
community, it is very difficult to practice. When a 
child sees another child eating from those packets 
they cry and we have to give in to their demands. 
(Mother whose child improved from severe to 
moderate undernourishment, from Tharipado-
Salaya)

 » They shared that they had received panjiri for 
three months. They also mentioned that they were 
informed of the preparations from panjiri and some 

also shared that the Anganwadi worker helped 
them with the preparations. 

 » Most of them shared that they have fed panjiri to 
their children but almost none attributed weight 
gain of their children to it. Some of them also 
shared that they supply of Panjiri was for a very 
brief time and it needs to be given for atleast a year 
and a half.

 » Most shared that they had been to the health 
camp and their children have been examined. They 
also expressed that the condition of their children 
improved after the examination and the treatment 
of the children. 

Jigna Arjan, four years of age, belongs to an 
Ahir family. She was identified as a severely 
malnourished child. (She has a congenital heart 
disorder). She was supplied food and even 
fruits through the Anganwadi. She was weighed 
regularly. We used to take the weighing scale and 
track her weight in the farm. The family refused 
to participate in the health checkup camps. I 
motivated them a lot. CDPO Bhartiben also came 
with me and we discussed with the family, my 
husband also came with me to convince the family 
on the need for checkup. They finally agreed and 
went to Khambhaliya Community Health Centre. 
The Doctor asked for her file till date. The family 
refused to return and the child has stopped 
coming to the Anganwadi.
(shared by Anganwadi Worker, Anganwadi no. 45, 
Vinjhalpar)

 » One of the mothers, whose child was detected 
with a heart ailment and was referred to the Civil 
Hospital Ahmedabad shared that three months 
later, she was still waiting for her husband to return 
home and accompany her to Ahmedabad.

 » Most women strongly expressed that the 
medicines have played a great role in improving 
their children’s condition. Some even shared that 
they have observed worms in the child’s stools 
after giving the medicines.
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Section-VI Conclusion
Conclusion
The Shishu Mangalam project implemented 
in Khambhaliya block has been successful in 
brining a change in the nutrition levels of severely 
undernourished children. It has mobilised several 
stakeholders across various sectors to engage in 
reduction of under nutrition among children. The 
single point focus on severe under nutrition, health 
check-up and treatment together with additional high 
protein food based nutrition supplement has been 
effective in improving the nutritional status of children. 
It has been able to mobilise parents-mothers and 
grandmothers to actively engage in improving the 
feeding practices and thereby the nutritional status 
of children. Families are now concerned about the 
weight and progress of their children and are making 
efforts to seek treatment of illnesses. The project has 
also helped to bring together the ICDS, the health 
department and Essar Foundation for unified action. 
The project has also engaged political leaders and 
elected representatives in this initiative. It has also 
created a momentum among the ICDS team to work 
towards a common goal. However the approach was 
narrow and did not address the gender, poverty, food 
security and sanitation aspects.

The project is therefore relevant to the local 
situation and need of the community. It has brought 
about a change in the nutritional levels and the 
practices of the communities during the limited 
intervention period to some extent. Since it is 
designed to educate and bring about change in the 
community level and is implemented through the 
existing systems, it is working towards sustainability. 
However the project duration is less and the amount 
of support is limited to bring about larger changes in 
the system and the society.
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Section VII Recommendations

1. In order to bring sustainable change, 
reduce the incidence of malnutrition 
and prevent it the partnership needs to 
continued at least for a three year period. 
 
2. Integrated approach
Since the nutritional status in impacted by larger forces, 
there is a need to have a multisectoral integrated 

approach for addressing the barriers. There is a need 
to establish linkages with the relevant departments 
to ensure food availability at the household level; safe 
drinking water, sanitation and housing, livelihoods 
particularly for women that would also provide low 
cost nutrition at the household level (promoting poultry, 
animal husbandry-goatery, etc.). Essar Foundation 
must play a greater role in facilitating these linkages.
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3. Gender equality
Gender equality must be ensured and integrated 
across various components. Gender segregated 
data is being maintained by the ICDS. There is a 
need to analyse this data on a regular basis, identify 
specific areas and devise specific strategies to 
address gender. The education component need to 
be reviewed and revised to avoid perpetuating gender 
stereotypes and used to promote gender equality. 

4. Convergence at the ground level
While district and block level committees have been 
able to converge to some extent, there is a need to 
ensure convergence at the ground level. This can be 
done through developing common action plans and 
joint interventions across all the departments. This 
would also require review and restructuring of the 
system, human resource, task specification and laying 
specific roles and responsibilities towards achieving 
specific outcomes.

5. Inclusive Approach
Include pregnant women, mothers and moderate as 
well as severely undernourished children 

6. Strengthening of ICDS
 » Continuous capacity building of ICDS team at 

all levels – education, counselling, weighing of 
the Anganwadi workers through creation and 
strengthening of block level trainers’ team.

 » Capacity building of CDPOs and Mukhya Sevikas 
on technical aspects, analysis, supportive and 
regular supervision and on-job mentoring of 
Anganwadi workers.

 » Provision of digital weighing scale to improve 
accuracy of weight taken.

 » Reviewing and simplification of the recording 
system to avoid duplication such as maintaining of 
immunisation data.

 » Digitisation of records to ensure availability of data
 » Documentation and reporting of events. Annual 

reports must be prepared to provide overall 
achievement and gaps. This must be available in 

the public domain to ensure accountability.
 » Convert Anganwadis to operate full day with 

adequate supplies, human resource and 
infrastructure.

 » Nutrition Supplement needs to be provided at the 
Anganwadi centres, through women’s groups and 
the menu prepared as per the local diet and foods 
available, palatable to children and with seasonal 
variation.

 » IEC material must be supplied to the Anganwadi 
worker which needs to be pictorial, in local 
language and creative.

 » The Display of IEC materials at the Anganwadi 
must be organised, creative and designed keeping 
in view the local context and the age group of 
children.

 » A play area needs to be available within the 
premises.

 » Mobile Anganwadis may be created to ensure 
outreach to vadi areas.

 » Devise strategies to include migrant population 
such as line listing of migrant families and exchange 
of this information at centres, providing health 
cards to migrant population, an open system to 
provide services to card holders, etc.

 » Increase enrollment and track progress. 

7. Community Education and 
Empowerment
 » Strengthen the Matru Mandals through capacity 

building, mentoring and entrepreneurship 
development. Engage them in mobilising and 
monitoring activities. Entrust them with preparation 
of panjiri and hot cooked food to be supplied at 
Anganwadis.

 » Inform, educate and provide counselling to family 
members on the nutritional status of their children. 

 » Strengthen the role of Sanjeevani Samitis to 
monitor the functioning of Anganwadis and develop 
need based action plans.

 » Extensive use of mass media, folk media and 
mobile technology to inform communities about 
their entitlements is needed.
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As a global conglomerate, Essar strives to conduct all its activities in a 
socially responsible and sustainable way. A look at how Essar Foundation is 

making sustainability a reality. 
The guiding principles of Essar’s corporate social responsibility (CSR) 
activities are based on the 4P framework encompassing People at the 
core, Power of synergy, Progress towards aspirations and Passion with 

compassion as its vision. Among the major focus areas, entrepreneurship 
is the cornerstone of Essar’s vision. It is perceived as a force which drives 

social change. Capable of transforming the way we live, work and play, it can 
alter the course of the careers we build, the shape of the communities we 

live in, and the evolution of the social systems we belong to.
Essar Foundation has set a target of one million hours of staff volunteering. 
Championed by Chairman Shashi Ruia. The community service programme 

is one way Essar ensures it remains a people-driven and people-centric 
organization.

Setting Progressive Benchmarks...

Essar House, 11, Keshavrao Khadye Marg, 
Mahalaxmi, Mumbai 400 034, Maharashtra, India 

Telephone: +91-22-50011100 / 66601100 Fax: +91-22-66601809 
Email: essarfoundation@essar.com

www.essarfoundation.com


