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CSR Project

Program

Healthcare-Nutrition: Access to nutritious
food supplements for children and women
addressing SDG 2 and 3

Food and nutrition for underprivileged
children undergoing treatment for cancer
at government hospitals

1. EXECUTIVE SUMMARY
The evaluation study of the services provided by Mobile Creches for Working Mother’s Children (MC)
was conducted by Policy and Development Advisory Group (PDAG), on behalf of the HT Parekh
Foundation (HTPF), to understand and evaluate the efficacy of the nutritional services and nutritional
counselling services provided by the centres.
MC is a pioneering organisation working for the rights of marginalised children for early childhood
development. It provides health, nutrition and childcare services to children at construction sites and
urban slums to the most vulnerable children in need of urgent interventions. Their work spans from
grassroot level interventions to policy advocacy at the national level. MC follows a multi-pronged
approach from bottom to top in order to achieve the goals identified under their Early Childhood
Care & Development Programme (ECCD). The interventions at various levels include.
a. Providing/ensuring childcare services at the construction sites and in the slums
b. Building awareness in the community on importance of ECCD, the need for enhanced childcare
practices at home, access and entitlement to state services, and enlisting their participation to
monitor and oversee quality of government child care services
c. Training other NGOs, staff of state-run facilities and community women, in skills, knowledge
and management of ECD centres/crèches
d. Sensitizing builders/contractors to children’s issues and persuading them to take greater
ownership and walk the talk with us and bring changes in their policies for employee welfare
e. Advocating with the government on issues of policy/law making, program design, and planning
and implementation for young children.
HTPF is a progressive, impact-driven, philanthropic foundation guided by the principles of inclusion,
long-term commitment, integrity and respect. Its philanthropic activities are aimed at enhancing the
quality of life of people from marginalised and vulnerable communities that shall eventually help in
creating a stronger and inclusive India. The HTPF has been funding MC for the last seven years and
the evaluation was carried out for the period between April 2018 and March 2021. For the year 201819, besides taking care of dietary needs of 1000 children across 13 centres, MC employed the funding
to focus upon maternal health, improvised nutrition, immunisation, and basic healthcare. For the year
2020-21, HTPF is funding MCD to support their work vis-à-vis maternal health, improvised nutrition,
immunisation, and basic healthcare. Additionally, supporting the dietary needs of 1450 children.
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PDAG is a policy advisory, research and strategic communications firm headquartered in New Delhi.
Founded in 2018, PDAG partners with governments, non-profits, impact investment and multilateral
organizations, academic institutions and global digital platforms to analyse and execute robust policy,
research and communication solutions. Its vision is to drive a people-centric public policy framework
in South Asia, especially India.
HTPF partnered with PDAG for the evaluation focusing on two objectives:
1. 
To understand the knowledge, attitude and practice level of key officials, mothers and
community members
2. Evaluate changes in children’s nutritional outcomes
The evaluation study was conducted by a group of qualified researchers from PDAG, through direct
engagements with the beneficiaries and grounded research methodologies using a mixed methods
approach.
The quantitative study through a statistical analysis of anthropometric data (weight and height) reflects
the positive impact of the ECCD program on children’s nutritional outcomes. The analysis using
z-scores calculated for incidences of underweight and wasting suggests a change in nutritional status of
children coming to the centres for a minimum of two months. However, minimal change is observed
in cases of stunting in children. It can be inferred that the meals and supplementary nutrition plays
a significant role in positively impacting adequate levels of nutrition in children. Supplementary
nutrition along with regular health check-ups further plays a complementary role in generating a
safety net for these children who belong to economically underprivileged communities.
Through the evaluation of these objectives, the study has arrived at conclusions that reflect the
effectiveness of the program and the implementing agency’s capability to sufficiently implement the
project. The qualitative aspect of this study evaluated the knowledge, attitude and practice level of key
officials, mothers and community members through textual analysis of narratives along with inputs
from participant observation of researchers during the field visits. Inferences were drawn from this
analysis, through a structured rubric of the collated data.
The program’s aim is to provide nutritional and medical support that has been well received by the
communities. At the heart of this reception lies the centres’ ability to provide a safe environment for
the children, to then benefit them from the services provided through the project. The nutritional
outcomes of children that have been captured by the study, showcase that the services provided through
the centres play a significant role in positively impacting adequate levels of nutrition. The regularity in
children attending the centres and consuming all three meals testifies for the well-designed framework
of the program. The knowledge and awareness of mothers on better caregiving practices is important,
and a centre’s ability to effectively generate this awareness depends heavily on the centre in charge/
staff ’s ability to do so. The program’s general framework has showcased plausible success and can be
improved further by employing standardized operations performed by the project functionaries across
all the centers to conduct activities and counselling with the parents.
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2. ABOUT THE PROGRAM
MC is a pioneering organisation working for the right of marginalised children to early childhood
development. It provides health, nutrition and childcare services to children at construction sites and
urban slums to the most vulnerable children in need of urgent interventions. Their work spans from
grassroot level interventions to policy advocacy at the national level. MC follows a multi-pronged
approach from bottom to top in order to achieve the goals identified under their ECCD program.
The interventions at various levels include a) providing/ensuring childcare services at construction
sites and in the slums b) building awareness in the community on importance of ECCD, the need
for enhanced childcare practices at home, access and entitlement to state services, and enlisting their
participation to monitor and oversee quality of government child care services c) training other NGOs,
staff of state-run facilities and community women, in skills, knowledge and management of ECCD
centres/crèches d) sensitizing builders/contractors to children’s issues and persuading them to take
greater ownership and walk the talk with us and bring changes in their policies for employee welfare
and e) advocating with the government on issues of policy/law making, program design, and planning
and implementation for young children.
MC partners with several Non-Governmental Organizations (NGOs) across different cities for the
implementation of their program. They are working with Sampark and Sparsha in Bangalore who are
responsible for service delivery across different construction sites. Currently, the creches supported
by HTPF are operational across 9 centres in Bangalore and 4 centres in Delhi.
MC ensures child care – health, nutrition, early learning, and care – for infants-12-year-old children
living at the construction sites of Delhi (NCR). MC operates from the day care centres that are
located within the labour camps near the construction sites. These day care centres also function as
schools or Aanganwadi centres conducting classes for younger children alongside providing meals. The
need for nutrition is fulfilled by providing three balanced and nutritious meals for children that are
prepared by well-trained caregivers at the day care centres. These meals are carefully designed with the
help of nutritionists and medical practitioners to take into account the nutritional needs of children.
Health check-ups are conducted at the centre by a certified medical practitioner to scan for seasonal
ailments and provide medical guidance to children with serious illnesses. The centres also monitor
the nutritional status of children by maintaining records of height (cm) and weight (kg) using a MIS.
3. OBJECTIVES OF THE STUDY
The evaluation focuses on two main objectives:
1. Evaluate changes in children’s nutritional outcomes ; This objective evaluates the changes in
child’s nutritional outcomes through anthropometric measurements and assessing the delivery of
various components of the programs that facilitate holistic growth and development of children.
2. To understand the knowledge, attitude and practice level of mothers and community members; This
objective primarily focuses on understanding the perceptions of mothers on the facilities and services
provided by the centres. It also assesses the effectiveness of the counselling activities conducted by
the centres on generating awareness around best nutritional and caregiving practices.
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4. METHODOLOGY
The twofold objectives of the evaluation were carried out using a mixed methods approach in order
to provide a holistic evaluation of the project. Using qualitative and quantitative research methods of
data collection and analysis, the two methods were employed to act as complementary to each other.
Thereby allowing for a comprehensive evaluation, wherein inferences are drawn after observations
from both methods are compared and reflected upon.
4.1. Tools for Data Collection
The twofold objectives of the evaluation were assessed using mixed methods approach in order to
provide a holistic understanding. Using qualitative and quantitative methods of data collection and
analysis, the two methods were employed to act as complementary to each other. Thereby allowing,
for a comprehensive evaluation, wherein inferences are drawn after observations from both methods
are compared and reflected upon.
4.1.1. Quantitative
The quantitative method of data collection focused on the first objective to evaluate the nutritional
outcomes of children who are also the direct beneficiaries of the programme. A structured questionnaire
was used to collect data on different indicators assessing the nutritional outcomes. All the quantitative
interviews were conducted using this structured schedule that was translated into Hindi for the centres
in Delhi and in Kannada for the centres in Bangalore and digitised using the SurveyCTO application.
The consent form was integrated within the schedule and no interview could be initiated without the
consent of the respondent.
4.1.2. Qualitative
The qualitative aspect of the study has largely addressed the questions of knowledge, attitude and
practice level of mothers, community members, and officials associated with the project.
The methods included:
a. Telephonic Personal Interviews (TPI) with the officials (addressed as key respondents) such
as assistant manager, assistant coordinators, centre in charge: They informed the researchers
about the functioning of the project, how the organisation managed the project and how they
went on about achieving their goals.
b. Telephonic Focus Group Discussions (TFGD) with community respondents were conducted
which allowed community members to speak about their interactions, practices and engagement
with the centre. Community respondents, especially parents (mothers of the children) informed
us about their perspective of the project, how they receive its services (safety and security
of their children, nutrition, medical and health support, nutritional counselling and support
during the pandemic induced lockdowns), their degree of satisfaction with the staffs at the
centre, whether they manage to learn essential skills (such as nutritional cooking, identifying
a nutritious menu for their family, etc), gather knowledge on nutritional requirements and
ways of achieving them without the support of the organisation and continue to establish the
desirable practices as a part of their daily lives.
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c. Day care centre audits were also part of the research data collection exercise where researchers
physically visited the centres after they reopened in February, 2022. The centres and the
labour camps were observed and the researchers made an attempt to experience the material
conditions of the centres and the labour camps located at the construction site and collated
their observations as a reflection to the interactions that they had with the officials as well as
the beneficiaries i.e., the children and their parents.
4.2. Sampling Strategy and Data Collection
4.2.1. Quantitative
The sample size for primary data collection was determined using Cochran’s sample size calculation at
95 percent confidence level and 5 percent level of precision to achieve robust estimates. The calculation
further assumed 50 percent of maximum variability to take care of potential dropouts among the
sampled units. Using this method, the data collection exercise aimed at conducting a total of 245
interviews. The total number of beneficiaries at the centres in December 2021 constituted the sample
frame and the sample was divided proportionally across the centres. The target sample size was
calculated as 172 for Bangalore and 73 for Delhi out of which we achieved 161 and 69 in Bangalore
and Delhi respectively. Table 1 represents the sample size of each centre in both the cities (target and
achieved).
Table 1: Sample size across all centers

S. No.

Centre

1
2
3
4
5
6
7
8
9

CLPD
Homebale
Mahaveer turquoise
Mahaveer Ranches
NR Greenwood
Prestige Fern galaxy
Prestige Falcon city
Purva Palm Beach
Suncity Ibbaluru

10
11
12
13

ATS Le Grandiose
ATS Nobility
Care Village Samriddhi
Sushma Sites
Total

Total beneficiaries
Bangalore
127
37
51
71
35
54
23
45
32
NCR
66
48
56
31
676

Target sample Achieved sample
47
12
19
26
12
19
10
17
10

65
8
8
22
8
8
9
18
14

24
17
21
11
245

23
17
16
13
229

Owing to the third wave of Covid-19 pandemic, we conducted Computer Assisted Telephonic
Interviews (CATI) to collect data instead of visits to the centres. The list of mobile numbers of
the beneficiaries were provided by the NGO partners for each of the centres. Beneficiaries from
this list were sampled randomly to conduct telephonic interviews.

8

Primary data collection was conducted across all 9 centres in Bangalore and 4 centres in Delhi.
The telephonic interviews were conducted by a team of local Field Investigators (FIs) in Bangalore
and by the PDAG team for Delhi. Both the teams had prior experience in collecting data using
digital forms via the SurveyCTO application were identified for the Bangalore team. The FIs in
Bangalore were fluent in Kannada, Hindi and English to ensure robust communication. A oneday training was conducted online for both the teams. The mock sessions conducted with the
FIs also helped in refining the schedules with appropriate language and tested for any technical
errors. Both the teams were supervised on a daily basis by the Field Manager from PDAG and
data collected was monitored at the back end to ensure quality check.
To collect data on anthropometric measures (height and weight), the teams relied on the registers
maintained at each centre for each child in the sample.
4.2.2. Qualitative
The qualitative research gives a snapshot of the entire implementation mechanism of the project,
the practice level of the community stakeholders and the officials associated with ECCD through
a representative sample. The sample satiates all possible variability of data/information. In
qualitative work, one way of assessing representation is thematic saturation or redundancy of
additional information. Ideally, new data are collected within each group of interest (here officials
and beneficiary groups) until saturation (i.e., to arrive at a juncture in data collection at which little
to no new information is being gained in each additional interview1). The saturation principle2
was deployed and the researchers considered ten telephonic personal interviews with officials and
eleven telephonic FGDs with parents which were put through textual analysis. To supplement TPIs
and TFGDs, day care centre audits were also conducted after the lockdowns were lifted and they
resumed their work in Bangalore and Delhi NCR in mid-February 2022. The TPIs, TFGDs and
centre audits were planned and scheduled in collaboration with MC leadership and their local
CSO partners and were done in person by trained researchers of PDAG. A reference questionnaire
was prepared in advance for qualitative data collection as well as for the centre audits. A detailed
review of the annual reports, project proposals and grant letters shared by MC on their ECCD
project helped us to compile the data collection tools. The tools were referential and researchers
only used it to loosely structure the interviews, FGDs and interactions during the audit. The
verbal data was recorded on a Dictaphone and each of the interactions were transcribed into text
for textual analysis; observations were systematically entered by researchers on a rubric. Names
and other personal or professional details have been kept confidential or transcribed under an
anonymous alias, to maintain the ethical integrity of the research.

Lincoln, Y. S., & Guba, E. G. (1986). But is it rigorous? Trustworthiness and authenticity in naturalistic evaluation. New directions
for program evaluation, 1986(30), 73-84
1

Guest, G., Bunce, A., & Johnson, L. (2006). How many interviews are enough? An experiment with data saturation and variability.
Field methods, 18(1), 59-82. This study presents evidence that informational “saturation” typically occurs within the first 12
interviews conducted, with basic themes beginning to emerge as early as the sixth interview. We used this as a guide for
estimating the number of interviews required per subgroup of interest.
2
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4.3. Method of Analysis
4.3.1. Quantitative
There are two components with respect to analysis of quantitative data for the evaluation. The
first component includes analysis of raw data collected through personal interviews conducted
telephonically with the parents (229 interviews). The second component includes analysing the
anthropometric measures recorded by MC for their own monitoring purposes. R programming
language and Stata were used to efficiently analyse the data for both the components.
For the first component of analysis, post protocol cleaning of raw data statistical analysis was
carried out using the indicators captured through the questionnaire to assess a holistic service
delivery of the program.
For the second component of the analysis, MC provided the anthropometric measures of each
child enrolled at the centres between April 2018 and March 2021. Data is available from August
2018 to February 2020 for the centres in Delhi, and from April 2019 to February 2020 for the
centres under Sparsha in Bangalore. Only data from November and December 2021 was available
for the centres under Sampark in Bangalore.
Limitations
Although the data shared between April 2018 to March 2021 covers 4465 children enrolled at the
centre, the anthropometric measures are recorded only for 2279 children. Due to unavailability of
anthropometric measures, the second component of the analysis is performed only for children
between 0-59 months amongst these 2279 children. Additionally, anthropometric measures for
children aren’t reported in the month of March 2019. Apart from March 2019, anthropometric
measures are not reported for months in between. This could be attributed to the nature of
movement of the families as the children might be associated with the centres whenever the
parent(s) have work at the construction site. Additionally, COVID-19 severely affected the
operations of the centers including the monitoring of anthropometric measures which explains
the breaks in data.
4.3.2. Qualitative
For this study we have employed an evaluative approach to analyse our collected data against a set
of monitoring indicators which have been determined with reference to the thematic objectives
of the ECCD project.  
1. E
 valuating the objectives of the project mentioned in the project proposal with reference
to the processes and the impact of the process which we have collected in the form of
narratives from two distinct groups of respondent stakeholders i.e. the project functionaries
and the community. The text, in this case, are notes and transcripts of TPI, TFGDs and
observations from the centre audits. The objectives and the monitoring indicators and
the planned process of the project are then juxtaposed against the narratives in a textual
analysis rubric (Annexure C). Inferences have been drawn on the basis of triangulation of
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the narratives of the officials along with those of the beneficiary community and finally
in relation to the observations made by the researchers during their field visits, i.e., centre
audits.
2. T
 he inferences drawn are further theorised to form a more abstract theory which can
inform other similar contexts. The approach was developed by sociologists (Glaser and
Strauss 1967; Strauss and Corbin 1990) and is widely used to analyse interview data.
3. K
 ey findings are presented by using examples, that is, quotes from interviews and the
observations that illuminate the theory or the inferences.
The mechanics of grounded theory are:
a. A
 fter production of transcripts of TPIs and TFGDs, the transcripts are juxtaposed against
the notes made during the interviews and observations which are made during audits. Then
the transcripts are thematically analysed as per the determined indicators and significant
parts are highlighted using a colour scheme associated with each thematic indicator.  
b. A
 s the significant narratives emerge, they are mapped in relation to the objectives of
the project and their monitoring indicators on a rubric. Here, we have developed the
rubric which collates the objectives of the ECCD project, followed by the corresponding
programmes, their critical monitoring indicators, the vignettes from the transcripts and
the observation notes. The relevant sections of the transcripts and the rubric are in turn
highlighted in accordance with the colour scheme associated with each thematic objective,
which in turn correspond with the inferences which have been drawn.
5. KEY FINDINGS
5.1. Quantitative
5.1.1. Socio-economic characteristics
The quantitative aspect of the study also focused on understanding the socio-economic
characteristics of the families in order to gain a comprehensive insight on the effectiveness of
the program. Research indicates that there is a strong linkage between maternal education and
children’s health and mother’s education persists as a strong predictor of child’s nutritional status
(Abuya et al, 2012; Negash et al, 2015). More than 50 percent of mothers in the sample are
illiterate that could subsequently result in poor food choices and caregiving practices (Figure
1). Further, the average monthly family income is less than 15,000 for approximately 63 percent
of the respondents (Figure 2). On food choices, it is also corroborated from the qualitative data
that the mothers prepare food from the resources available to them wherein they might not be
able to include healthy food items for their children.
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Figure 1: Attained education level of respondents
55.9
17.03
10.92
6.55
6.11

Figure 2: Average monthly family income of respondents
43.67
37.12
17.47

5.1.2. Uptake of the program
95.2 percent of children reported going to the centres all days in a week except for holidays (Figure 3).
This is also inferred by qualitative interviews wherein the mothers reported that the children like to
go to the centres which also adds to a day to day safe upkeep of the child. Approximately 86 percent
of the respondents reported that the child gets three meals in a day at the centres while 13 percent
reported receiving two meals in a day (Figure 4). These cases are mostly exceptions wherein the older
children are enrolled in nearby schools and hence are not present at the centers throughout the day.
Mothers reported that their children usually receive milk in the morning, a preparation made of rice
for lunch and halwa/chikki or other nutritional food items as evening snacks. When asked about the
provision of bananas and eggs, approximately 70 percent of them reported receiving bananas and
eggs daily at the centre.
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Figure 3: No. of days in a week the children visit centres
95.2

Figure 4: No. of meals children receive at the centres
13.04
85.51

5.1.3. Supplementary nutrition and immunisation
Apart from the meals provided at the centres, the program also mandates to provide nutritional
supplements to children in the form of iron supplements and deworming tablets. The frequency of
these are pre-decided with the help of nutritionists and medical practitioners associated with the
program. More than 50 percent of mothers reported about their child receiving iron supplements on
a daily basis. Children are also provided deworming tablets at the centres that are provided once in
six months. 90 percent of mothers reported their child receiving deworming tablets from the centre.
However, 26 percent and 5 percent of mothers are not aware of iron supplements and deworming
tablets respectively captured by the category “others”. Regular counselling sessions with all parents
becomes an important part of the program that should also cater to imparting complete information
on the day-to-day functioning of the centre with respect to caregiving practices.
Figure 5: Frequency of children receiving deworming tablets
90.23

5.1.4. Other services provided by MC
A certified doctor visits the centres at regular pre-decided intervals to conduct health screening and
assess the nutritional status of children. The doctor also addresses concerns relating to any seasonal
or chronic ailments that the children might be suffering from 87.16 percent mothers reported regular
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health check-ups of their children at the centres (Figure 6). However, a small proportion (approximately
9 percent) are unaware about the doctor visits.
Figure 6: Frequency of doctor visits at the centres
87.16
8.72

The centre along with the help of a medical practitioner also refers the parents to local hospitals in
case of severe illnesses and malnourishment. In such cases, supplementary food is provided by the
centre along with take home ration (Figure 7). The centre also supports the children with procuring
medicines in case of seasonal illnesses whenever required (Figure 8).
Figure 7: Additional support received for malnourished children

Other
6.36

Additional
food for
home
13.78
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Additional
food at the
Center
41.7

Figure 8: Additional support for children who are sick

Support with
medicines
44.83

In addition to actively tracking the nutritional status of children with the help of medical practitioners,
one of the primary objectives of the centre is to provide counselling to parents and caregivers on
nutrition related matters and other healthy practices such as maintaining hygiene and healthy cooking
practices. With respect to this, the centres conduct regular meetings with the parents in the form of
counselling sessions and/or specific activities to generate awareness and to make the centres more
accessible to parents in discussing child’s health. Approximately, 73 percent of mothers reported
attending such sessions every month where they received information on an array of aspects involving
nutrition and caregiving practices (Figure 12). The effectiveness of these sessions is analysed using
qualitative data and the findings are presented in section 5.2.2.
Figure 9: Frequency of meetings held with parents on nutritional counselling

72.86
17.14
10
The Covid-19 induced lockdown posed severe challenges to the service delivery of these centres. The
closure of centres affected the delivery of meals and the monthly meetings with the parents. In such
cases, centres adapted to providing ration kits to the families residing in labour camps with the help
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of local volunteers (Figure (13). The ration kits included items such as rice, pulses, sooji, ghee, dalia,
oil, gram, peanuts, etc.
Figure 10: Support provided during lockdown

Ration
97.56

5.1.5. Children’s nutritional outcomes
The height and weight of children captured through the quantitative questionnaire has been used to
assess the nutritional outcomes of children coming to the centres. A total of 138 children out of 229
children were included in the analysis. Out of these 33 children belonged to 0-23 months category
and 105 children are between 24-59 months.
The anthropometric measures are used to calculate weight for age z-score representing incidence of
underweight, height for age z-score representing incidence of stunting and weight for height z-score
representing incidence of wasting in children. These are the core set of indicators for the Global
Nutrition Monitoring Framework and are also included in WHO’s Global reference list of 100 core
health indicators. A value below -3 represents severe malnourishment, -3 to -2 represents moderate
malnourishment and -2 to 2 represents normal status of nourishment.
Table below presents the findings wherein the findings suggest that the majority of children fall under
the normal category in case of underweight and wasting measures calculated using z-scores. The
data collection that ensured only those children are included in the sample who have been associated
with the program for at least two months might explain these findings. However, in case of stunting,
a majority of children report severe or moderate levels. Existing research suggests that stunting is
inseparably connected to reproductive and maternal nutrition and is often determined in the mother’s
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womb by a mother’s social status and level of education and cannot be immediately rectified using
short term interventions with children themselves3.
Table 2: Anthropometric indicators for children according to z-score (0-23 months)

Indicators
Underweight
Stunting
Wasting

Severe
12.1
51.51
3.03

Moderate
6.06
9.09
0

Normal
66.66
21.21
72.72

Total
33
33
33

Table 3: Anthropometric indicators for children according to z-score (24-59 months)

Indicators
Underweight
Stunting
Wasting

Severe
12.38
39.04
5.71

Moderate
28.57
14.28
13.33

Normal
55.23
37.14
67.62

Total
105
105
105

The second component of quantitative data analysis reveals that a small proportion (2.28 percent) of
children stayed at the centre for 11 months (Figure 14). On an average, a child stays at the centre for
1.6 months however, the highest proportion (87.63 percent) of children stay for one month or less.
The duration that a child is associated with the center is useful to further understand the change in
nutritional status brought about by MC’s program.
Figure 11: Month wise distribution of children at the centres

https://www.unicef.org/india/what-we-do/stop-stunting

3
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The graphs below represent the z-scores for underweight of children coming to the centres depending
on sex and the age of children (Figures 15-17). Each child is represented on a horizontal line along
with any change in z-scores over the months. Among the three indicators, weight for age and weight
for height representing underweight respectively report significant change in z-scores while wasting
reports smaller change. Children who are severely underweight and wasted during the first months
of their stay report a change in status improving to moderate or normal levels of underweight and
wasting. However, height for age representing stunting presents minimal change. Unlike height, weight
fluctuates over time and therefore reflects current as well as acute chronic malnutrition and can show
change even during a shorter duration. Stunting on the other hand is associated with long term factors
and indicates past growth failures.
Figure 12
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Figure 13

Figure 14
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5.2. Qualitative
5.2.1. Description of the Analysis
The analysis rubric juxtaposes the deliverables alongside the programmes undertaken by MC
and the significant monitoring indicators that help us to evaluate procedural narrations from the
officials, responses from the community, and observations of the researchers have been triangulated
systematically to draw inferences of the impact of the interventions. The thematic objectives/
deliverables were extrapolated from a review of the project proposal and the project report of MC
with HTPF.
The deliverables were classified into:
1. Safety (safe space for children)
2. Nutrition
3. Nutritional counselling
4. Management of centres and programmes
5. Medical support for children
6. Support during lockdowns
7. Education
The short descriptions will help us understand the analysis. We recommend reading the analysis
while referring to the rubric attached in the annexure. The following have been the broad aggregate
observations across all the day care centres which were part of the study.
1. Safety (safe space for children) is one of the fundamental deliverables of the ECCD programme,
it addresses this basic requirement through housing the enrolled children within their day care
centre which are constructed at a safe distance from the site of construction. However, the
day care centres which were part of the evaluation were also not far from the labour colony,
some were placed beside or within the colony or within a short distance from the site of
construction. The location of the day care centres is placed optimally to ensure convenience
and safety. Apart from the location, all the centres offer an enclosed space and the staff of the
centre provides security. The presence of the safety features of the day care centre such as gates,
security personnel, movement registers of students, enclosed spaces for activities, separate
space for Creche (0-3 years), Balwadi (3-5 years) and Bridge Course (informal education for
5-14 years) were present across all centres and its maintenance has been verified physically by
the researchers. The procedural functions of the facilities have been triangulated with responses
from the community as well as with the empirical observations of the researchers. The vignettes
from the field have been presented in a schematic manner to draw inferences. Refer to the
annexure for the schematic presentation of this analysis.
2. Nutrition: Meals are provided to all children at the centre according to their age and nutritional
requirements. Meals are cooked in a kitchen at the centre. Proper hygiene is maintained in
the kitchen. Nutritional charts specifying servings and nutritional requirements are present in
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all kitchens. Across all centres there was a general homogeneity of the meal timings and the
food served to different categories of children.
 reakfast menu and timings: The timings for breakfast at all centres were 9 AM to 10 AM.
B
Suji halwa or Suji kheer is provided at the centres in Delhi, depending on the age group. The
children in the Bangalore centres are provided with chikki and milk in some centres, while
some centres also provide halwa. The timings between the creche age group and the rest are
also staggered in some centres.
 unch menu and timings: The timings for lunch are fixed at 12 PM to 1 PM across all centres.
L
Khichdi or Dalia is provided on alternate days. Different vegetables or soya chunks are added
on different days. Anaj mix or multigrain mix is also provided during lunch in some centres.
Eggs are provided in some centres for lunch. The timings between the creche age group and
the rest are also staggered in some centres.
S. No.
1

2

3

4
5

Meal
Breakfast

Items
Delhi: Suji halwa or
Suji kheer
Bangalore: Chikki, Milk,
Halwa
All Centres: Khichdi or
dalia.

Timings
9 am -10 am

Comments
The timings between the creche
age group and the rest are also
staggered in some centres
The timings between the creche
age group and the rest are also
staggered in some centres. Different
vegetables or soya chunks are added
on different days

Anaj mix or multigrain 12 pm - 1 pm
mix. Eggs are provided
in some centres during
lunch
A fruit is provided once a week
Boiled chana dal or
to all the children, while in some
boiled moong dal. Fruits
3:30 pm - 5 pm
Snacks
are provided on one day
Bangalore centres they are provided
of the week.
every day.
Special food supplements provided to malnourished children: Eggs, bananas, extra anaj
mix and an extra spoon of refined oil, are all provided every day, as a special diet to
malnourished kids.
Lactating mothers are called to the centre at regular intervals to breastfeed the infants.
Lunch

S nacks menu and timings: The timings for snacks are fixed at 3:30 PM across all centres. Boiled
Chana dal or boiled moong dal is provided as snacks. Fruits are provided on one day of the
week, while in some Bangalore centres they are provided every day.
S pecial food supplements provided to malnourished children: Eggs, bananas, extra anaj mix
and an extra spoon of refined oil, are all provided every day, as a special diet to malnourished
kids.
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Lactating mothers are called to the centre at regular intervals to breastfeed the infants.
 utrition is also provided for lactating and pregnant mothers. The quality of the meals, the
N
menu of food has been verified by researchers and triangulated through comparing narratives
of the officials against the responses from the community. The variety of food served is very
limited and some of our observations did highlight that it did not always help as young children
prefer tasting a slightly wider variety of meals.
3. Nutritional Counselling is provided to mothers as part of the Parent Development Programme
(PDP) to ensure that they continue to cook nutritional meals when they are at home with
their children and choose a nutritious menu within their budget. The nutritional counselling
contributes towards building capacities of the community to sustain the effort towards
fulfilling the nutritional requirements of growing children in their crucial ages of development.
Nutritional counselling is conducted through cooking demonstrations, community meetings
and FGDs with parents of children with special needs or malnutrition. The frequency and the
efficacy of the programme has been evaluated through comparing procedural narrations of
the officials and facilitators along with the responses of the community and the observation
of the researchers.
The general observation that we had across the centres at Bangalore and Delhi NCR suggests that the
PDP is generally not received with seriousness. There were multiple reasons in support of such an
attitude. Primarily, working mothers had limited time after their day’s work. Post which, the kitchen
space in their makeshift camp homes is very small, making it difficult to maintain hygienic conditions
as the same space accommodates 3-4 individuals from a family. Additionally, it was observed in some
of the centres in Bangalore that communication with the migrant labour community is a barrier, while
the staff is local, a significant portion of the workers migrate from other states like West Bengal, Bihar,
Jharkhand and Uttar Pradesh. Consequently, language does become a hindrance in communication
of essential practices.
4. Medical support, support during COVID-19 induced lockdowns and education are also
important functions of the project. Medical support is provided through a monthly programme
where medical practitioners visit the day care centre. In addition to that, medical practitioners
also visit in case there is any emergency.
 ry ration support was provided during lockdown to the entire community. Ration kit provided
D
at the time of the lockdown was supported by government agencies, donors and the builders
themselves. The details of the ration kit were verified through a comparison of narrations from
officials and beneficiary responses.
 ducation is provided by teachers in every centre. They follow a well-designed curriculum
E
designed through categorising students into appropriate age groups.
 he guide book called Khel Pitari published by Mobile Creches, is used for educating creche
T
children of 0 to 3 years; children of 3 to 5 years are part of the Balwadi programme, and ages
5 and above follow a module of non-formal education popularly called Bridge Course within
the MC, Delhi system. When a child is staying at the day care centre for more than 6 months

22

the child is admitted to the local government school depending on the age and the appropriate
standard of education he/she is supposed to receive. The entire rehabilitation of such children
is managed through the bridge course facilitated at the day care centre by designated teachers.
The efficacy of the educational programme has also been evaluated through comparison of
narratives as researchers had a limitation of time to observe educational outcomes over a longer
period of time.
Limitations
The qualitative study of the effectiveness of the nutritional counselling process, the effectiveness of
the PDP as well as the educational modules cannot be evaluated within a limited time frame. We
studied the impact that it has made on the community through their responses, however, a deeper
understanding can be arrived at only when the processes that are conducted by the officials and the
facilitators can be observed and experienced over a considerable period of time. Additionally, inperson interactions were limited due to the COVID-19 induced pandemic situation and the Omicron
wave that swept the nation during the initial fieldwork phase. However, as soon as things opened up
in February, we paid visits to the centres and conducted field visits.
5.2.2. Summary of findings
The understanding of ‘Practice Level’ of stakeholders i.e., mothers and officials are further
classified into:
1. Nutritional support: corresponds to services of nutrition provided by the centre to the children
and its reception by the parent community.
2. Nutritional counselling and demonstrated nutritional knowledge of the parents: corresponds
to the nutritional counselling programme and its efficacy to inform parents on the overall
nutritional requirements and various ways of achieving them through a practice of cooking
hygienic, palatable and nutritious food.
3. Understanding of medical and health issues of the child: corresponds to the realisation of the
parents and the officials of the importance of medical support and nutritional supplementation
for the children and its performance.
4. Understanding and performance of safety and safe space for children: corresponds to keeping
the centre safe for children from both physical hazards and abuse as well as making it into a
safe space which contributes to the overall well-being of the children. It also attributes to the
level of trust imbued by the parents in the centre’s capacity to provide such a space for their
children.
5. Finally, the importance of continuing with nutritional and medical services for the children
even during unprecedented circumstances such as the COVID-19 induced lockdowns.
Based on these five broad objectives the practice level of the community and the key officials associated
with the programme has been assessed. The summary of the assessment is provided in Table 2.
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Table 4: Summary of assessment (Refer to Annexure B for a detailed description)

S. No:
Objective
1.
Safety/Safe
Space for
Children

2.

24

Nutrition

Inference
1. General observation of researchers and narrations from community as
well as officials demonstrate that the centres are safe spaces for children.
The infrastructure such as tall gates, enclosed areas, movement registers and
security personnel helps to ensure this.
2. The distance and location of the centre seems to be at a distance from the
construction site, even if it is in certain cases away from the labour colony.
Some centre staff attest to picking the children up from the labour camps,
which enhances the children’s safety.
3. Parents feel that their children are safe and are taken care of at the centre
by the staff of DMC. The parents expressed their trust in the centre’s facilities
to ensure that their children do not wander, which was especially appreciated
by the working mothers.
4. Safety of children seems to be incorporated as part of the basic functioning
and processes of the centre. The features of the centres themselves allow for
the children to be present within the confines of a space allocated for them,
and thus remain safe.
5. Movement registers, attendance registers help monitor children’s location.
6. The functional relationship between the centre and the construction site
officials helps ensure the safety and protection of the children at the centre.
7. Certain systematic measures such as child protection forms, visitor
screenings and security cameras were present, although their sustained use
was questionable.
1. There is a general consistency in all narratives about the items provided
as food.
2. There is a general consistency that the food is nutritious and the quantity
of food served per helping is more than adequate for the children.
3. Narratives suggest that both children and parents find the food nutritious
and healthy but also monotonous as it is either Khichdi or Daliya.
4. Some significant nutritional improvements mentioned by both community
and officials, such as using different types of vegetables. It was appreciated
by the community.
5. Fruits, vegetables, nuts and millets further add to the nutritional spectrum.
6. There are certain inconsistencies when it comes to the provision of milk,
eggs and nutritional mixes, in terms of the recipient children group.
7. While the menu is nutritious, observations in the field showcase children
might be dissatisfied with the repetitive menu, especially for lunch. 8. There
is a lack of a change in the nutritional structure to accommodate for the
effects of a pandemic on children. Immunity boosting foods do not seem
to be a component of the ascribed food plan.

S. No:
Objective
3.
Nutritional
Counselling

4.

Medical
Support for
Children

Inference
1. Activities related to nutritional counselling are held regularly as per mandate.
2. Community testifies to attending and benefiting from it.
3. As per officials, the mothers are pressed for time to cook and also lack
access to a kitchen in the labour colony which leads to lack of quality food.
4. While the mothers testify to having cooked the meals as advised, the
responses seem narrated across centres and pose concerns of authenticity.
5. Given the unique socio-economic and environmental characteristics of
the parents and children, they continue to look up to the food served at
the centre.
6. The children’s liking of the centre food is an important factor in terms of
the mothers responding to the centre’s nutrition advice through their home
cooking. Mothers are more inclined to cook food similar to the one fed at
the centre when their children ask them to.
7. The nutrition specific mixes are not home cooking friendly, even though
they seem to be an integral part of the nutritional programme. While kits
are provided during lockdown, there is a lack of alternatives otherwise.
8. PDP methods, flashcards and other meeting structures do not seem to
take the living conditions of the labourers into consideration. The inhumane
living conditions make adhering to any of the narrative counselling
components almost impossible. Additionally, in some centres of Bangalore,
communication with the migrant labour community was limited due to
language barriers. The labourers were from West Bengal, Uttar Pradesh,
Bihar and Jharkhand and the staff were from Karnataka and hence, they
had some limitations in communication.
9. Although centre staff have noted that mothers do not cater to their
children enough, there needs to be more sensitivity training in terms of
understanding the different communities, and their situations, that comprise
these labour camps.
1. Although supplements are given as part of the general nutritional plan,
there doesn’t seem to be an allocation for malnourished children.
2. Awareness of these supplements seem to not be prominent among the
mothers. Educating the parents in this regard may prove useful.
3. The health cards used at the centres are very extensive in terms of the medical
details it can enclose, and it also suggests to be useful in cases of relocation of
children to other DMC supported construction sites. The older cards recorded
only weight for determining the status of nutrition. The new cards being
issued to children who are registering anew have both weight and height for
determining the status of nutrition. Systematically, these cards can prove to be
immensely beneficial in monitoring and assisting the growth of the children,
but its effective usage in practice could not be observed to a satisfactory level.
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S. No:
Objective
4.
Medical
Support for
Children

5.

Support
During
Lockdowns

Inference
4. Multiple registers are maintained, allowing for a solid framework for
growth monitoring and medical data collection. 5. Immunisation, and
regular counselling efforts for the same, seem to be well in place. COVID
vaccination of the children and their parents has been taken up as a priority
in terms of medical support by the centres. 6. The medical programme does
not have a COVID oriented consultancy/medication component, which
might be needed to safely transition into and out of a pandemic-imposed
lockdown. Although post lockdown vaccinations are provided, medical
support during the lockdown does not have enough clarity.
1. Provision of dry ration kits for every month is a part of the deliverables
mentioned in the grant. According to the testimonies these rations were
provided for the children in regular intervals, although the interval time
frame could not be completely verified.
2. The ration kits seem to have assisted the families in sustaining nutritional
meals for their children, and was appreciated by the community.
3. Hygiene practices have a high focus in light of the pandemic, but these also
need to take the living conditions of the labour camps into consideration.
The hygiene counselling needs more situational cognizance.
4. The centres were observed to be well organised and well maintained,
within the infrastructure provided to them. Basic sanitary protocols appear
to be followed.

6.Conclusion
6.1.1. Quantitative
The change in the z- scores of underweight and wasted children coming to the centres regularly
for two months or more suggests positive impact from MCD’s ECCD program. The change can be
more significantly observed if a child stays at the centre for a longer duration (in this case up to 11
months). This findings is also corroborated with the first component of primary survey data analysis
that suggests a low proportion of children being malnourished. This can be attributed to the duration
of stay at the centre as only those parents were interviewed whose children came to the centres for a
minimum of two months.
Further, it can be inferred that the meals and supplementary nutrition provided through the program
plays a significant role in positively impacting adequate levels of nutrition. Supplementary nutrition
along with regular health check-ups further plays a complementary role as creating safety nets for
these children who belong to economically underprivileged communities. The regularity in children
attending the centres and consuming all three meals testifies for the well-designed framework of the
program. However, the knowledge and awareness of mothers with respect to the better caregiving
practices, hygiene habits and healthy cooking remains an area to be worked upon that is reflected
by their limited awareness on the kind and frequency of supplementary nutrition being given to the
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children in the form of iron supplements, bananas, eggs, etc. The need to generate awareness and
inculcate better caregiving practices by the mothers is imperative as these families belong to the
informal sector migrating population in India wherein their nature of work and living conditions
change frequently. In absence of the nutritious meals provided by Project Poshan, the awareness,
attitude and practice level of parents supported by their economic conditions would secure and sustain
better nutritional outcomes in children.
6.2.2. Conclusions on the practice level of the officials and knowledge, attitude and practice level
of mothers from the labour community:
1. The centres have systems in place to provide a safe and secure environment for the children
of labourers engaged with construction work in the vicinity of the construction site. The
centre is at a convenient distance from the labour colony and far enough from the hazardous
construction site. The staff at the centres are responsible and look after the safety of children.
2. The centre staff are organised with their nutritional services and serve hygienic and nutritious
food in a timely fashion to the beneficiaries.
3. The centres provide basic medical support to identify incidences of malnourishment and other
medical issues of the children, as well as provide vaccination services for the children. In cases
of serious medical issues staff support parents to access comprehensive medical care at the
hospitals.
4. The officials of the centre worked hard to continue with the delivery of services even during
the lockdown.
5. The centre staff organises training and discussions on nutrition regularly but the efficacy of
such activities does not always translate into a practice amongst mothers or parents in general.
Parents continue to remain dependent on the nutritious food supplied at the centre. Inability of
the parents to practice cooking healthy and nutritious food can also be associated with lack of
time and space to cook at the labour colony as the amenities in the colony are limited and the
parents are pressed for time after engaging in hard physical labour. One can safely conclude
that the community is yet to take strong nutritional decisions although the responsible officials
continue to put in their efforts.

27

ANNEXURE A

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

43

44

45

46

47

48

49

50

51

52

53

54

55

56

57

58

59

60

61

62

63

ANNEXURE B
Questionnaire for Community Informant- (Informal sector laborer / Mothers)
A. GENERIC- OPEN ENDED QUESTIONS:
1. Sir/ Madam, what is your name?
2. Where do you come from and where do you live?
3. Where do you work/where does your spouse work? (If not in construction)
4. 
Are you able to access the creche facility being provided by the Delhi Mobile Creche
Programme? (Probe with: Does it help to keep your child in the creche while you go to work?
Do you feel that the centre will keep your child safe?)
5. Does your child get any Nutritional Supplement at the centre? (move to more detailed questions)
6. D
 o you participate in the Nutritional Counselling Programme/ discussions? (Brief overview)
(ask after whether nutrition counselling is provided)
B. ASSESSMENT OF PROGRAMME IMPACT:
1. Could you tell us a little bit whether your child likes to be at the centre?
2. How many meals does your child get at the centre? What sort of food items are served?
3. Does your child like how the food tastes? Do you talk about it at home?
4. When your child is at home what sort of food do you feed your child? Can you recall the last
four meals that you have provided your child?
5. Do you participate in the discussions that are held at the centre? When was the last time you
participated in a discussion? Can you recall what was discussed?
6. Do you think that the discussions that you have participated at the centre helped you to make
better food choices for your child? Can you describe a food choice that you have recently
made?
7. What sort of care do you receive if your child has been assessed as under nourished or has
any special dietary needs?
8. What according to you would be a balanced meal; what sort of items would you choose within
a budget of 20-25 rupees for a meal?
9. What are the hygienic practices of food preparation and eating would you and your family
practice in general?
10. When you are unable to access the centre; since we all need to migrate to different work sites
what sort of nutritional choices will you make in future to ensure that your family gets the
right kind of nutrition?
11. Does your child/ children have access to basic education facilities apart from the centre?
(Such as Aanganwadi centre, Primary school etc.)
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12. Does the centre organize any sports and recreational activities for the children and the
mothers?
13. If your child gets unwell, do you get to access any health care support from the centre?
14. How did the COVID-19 Pandemic affect the services being provided? What were the most
notable challenges? (Probe: what are the experiences during the lockdown period)
C. COUNTER QUESTIONS:
Do you have any questions for us?
D. OBSERVATION/ REFLECTIONS OF THE INTERVIEWERS:
Questionnaire for Key Informant- (Nutritionist/ Officials)
A. GENERIC- OPEN ENDED QUESTIONS:
1. Sir/ Madam, what is your name? What is your designation / In which institutional capacity
are you working?
2. Could you please tell us in brief about the Delhi Mobile Creche Programme in Delhi? (Probe
with: Geographical extent, communities covered, Larger Focus areas, what sort of support does HT
Parekh provide)
3. Could you please briefly discuss the Nutritional Supplement and Counselling Programme?
(Brief overview)		
4. What are the roles and responsibilities of the Nutritionist / Facilitator of the Day care centre/
creche?
B. INSTITUTIONAL ISSUES:
1. Could you tell us briefly about the organizational structure of the Centres?
2. Could you tell us a little bit about the relationship between MCD and the construction
site owners? (Probe with whether the construction site owners are in any way aware of the
programme; are there any norms, rules etc concerning the safety of the child in a hazardous
space such as a construction site.)
3. How does MCD make the workers aware of the support services that they are providing?
4. Are there any challenges that the MCD officials or the community face at the construction
site / or from the site owners?
C. OPERATIONAL/ PROCEDURAL ISSUES:
1. Tell us a little bit about the Nutritional Counselling Programme with Mothers of the Children?
(How do you go about discussing the issues, how do you keep track of the reception of the
knowledge on nutrition by the mothers of the children, if records are maintained how are they
managed so that the impact of the discussions can be charted)
2. How is the dietary programme / action decided upon? Do MCD officials discuss the issues
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and challenges with the mothers? (Food habits, preferences, cultural issues such as vegetarian
/ non- vegetarian diet etc)
3. 
What are the Standard Operational Procedures for providing Nutrition and Nutritional
Counselling? Does MCD use any Application Software to streamline the procedures? How is
it done?
4. What is a basic outline of the Community Awareness/ outreach programme? What are the
themes which are covered and how?
5. How do you take care of children with special needs or mothers with special needs such as
Anaemic children, undernourished children, pregnant or lactating mothers etc?
6. Does the programme involve any health care professional to assist them in designing the
programme and assessing the progress towards their goal?
7. How does MCD plan to run the programme with or without the financial support from HT
Parekh? What is a long-term sustenance strategy that MCD is working towards? (Probe with:
partnerships with the other CSOs, State services such as the Aanganwadi or Primary Schools
etc specially to ensure protein rich and nutrition dense food reaches the child.)
8. How did the COVID-19 Pandemic affect the services being provided? What were the most
notable challenges?
D. KEY INFORMANTS’ ASSESSMENT OF THE PROGRAMME:
1. Do you think that the programme is successful? If you think it is, then what are the reasons
that convince you?
2. Can you give us some case study or anecdotes from your experience where mothers have held
onto the discussions on nutrition or the nutritional status of the child/ children have improved
after participating in the programme?)
3. If you are using the APP then do you find the App useful? Any feedback about the APP which
needs to be discussed.
E. COUNTER QUESTIONS:
Do you have any questions for us?
F. OBSERVATION/ REFLECTIONS OF THE INTERVIEWERS:
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Schedule for Quantitative Interviews with Mothers (Delhi)
Consent

esjk uke &&&&&&&&&&&&&&& gS vkSj eSa fnYyh dh ,d laLFkk i‚fylh fMosyIesaV ,aM vM~okbt+jh
xzwi ¼PDAG½ ls vk;k@vk;h gw¡A ge fnYyh eksckby Øs’k }kjk cPpksa ds fy, pyk, tk jgs dk;ZØe
dk ewY;kadu djus vk, gSaA ;g ewY;kadu ,p-Vh- ikjs[k QkmaMs’ku }kjk vk;ksftr fd;k tk jgk ,d
Lora= vè;;u gSA bl ewY;kadu ds nkSjku vki tks Hkh tkudkjh gesa nsaxs og fdlh dks crkbZ ugha
tk,xh vkSj vkidh igpku xqIr j[kh tk,xhA vxj bl ckrphr ds nkSjku vkidks yxrk gS fd vki
blesa vkxs vkSj Hkkx ugha ysuk pkgrs gSa rks vki #d ldrs gSaA gesa mEehn gS dh vki bl ewY;kadu esa
Hkkx ys dj bl vè;;u dks lQy cukus esa gekjh enn djsaxsA bl ckrphr esa 10&15 feuV yxsaxs]
—i;k dqN le; nsdj bl ewY;kadu dks iwjk djus esa gekjh enn djsaA
D;k vki bl ckrphr ds fy, rS;kj gSa\
1- gk¡
2- ugha
Survey id
viuk VSc vkbZMh ntZ djsa
Introductory questions
A1
—i;k lsaVj pqusa- (Select one from the list of centres)
1. Care Village Samriddhi
2. ATS Le Grand
3. Sushma Sites
4. ATS Nobility
A2
çkstsDV esa dke djus okys lsaVj dksv‚fMZusVj dh la[;k\
A3
lsaVj ij [kkuk cukus vkSj cPpksa dh ns[kHkky djus ds fy, fdrus yksx ftEesnkj gSa\
A4
vU; LVkQ dh la[;k\
A5
vki dgk¡ rd i<+s@i<+h gSa\ (Select one)
1- d{kk 1&4
2- d{kk 5&7
3- d{kk 8&9
4- d{kk 10&11
5- 12th ikl
6-vkbZVhvkbZ@fMIyksek
7- Lukrd@xzstq,V
8- ihth fMxzh ¼,e,@,eVsd½
9- i<+kbZ ugha dh
A6
vkidh tkfr\ (Select one)
1- nfyr/SC
2- vkfnoklh/ST
3- vU; fiNM+k ox/OBC
4. General
A7

vkidk èkeZ\
1- fganw
2- bLyke
3- fl[k
4- bZlkbZ
5- ckS)
6- Others (Please specify)
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A8

vkids ifjokj dh ekfld vk;\ (Select one)
1. Less than Rs 5000
2. Rs 5000- Rs 10000
3. Rs 10000 – Rs 15000
4. 15000 and above
A9
vkidk cPpk bl lsaVj ij dc ls vk jgk gS\ ¼eghuksa esa½
CHILD*S NUTRITION
C1
cPps dk fyax\
1- iq#”k
2- L=h
C2
cPps dh mez\
1- 6 eghus & 3 lky
2- 3 lky & 6 lky
3- 6 lky & 12 lky
C3
cPps dk otu\ ¼fdyks esa½
C4
cPps dh yEckbZ\ ¼lsaVhehVj esa½
C6
vkidk cPpk g¶rs esa fdrus fnu lsaVj tkrk gS\
1- lIrkg ds lHkh fnu ¼Nqêh ds fnu NksM+ dj½
2- lIrkg ds 4&5 fnu
3- lIrkg ds 2&3 fnu
4- g¶rs esa ,d fnu
C7
vkids cPps dks lsaVj ij çfrfnu fdruh ckj [kkuk feyrk gS\
1- ,d ckj
2- nks ckj
3- rhu ckj
4- rhu ckj ls t+~;knk
C8
vkids cPps dks dsyk g¶rs esa fdrus fnu feyrk gS\
1- lIrkg ds lHkh fnu ¼Nqêh ds fnu NksM+ dj½
2- lIrkg ds 4&5 fnu
3- lIrkg ds 2&3 fnu
4- g¶rs esa ,d fnu
5- ugha feyrk gS
C9
vkids cPps dks vaMk g¶rs esa fdrus fnu feyrk gS\
1- lIrkg ds lHkh fnu ¼Nqêh ds fnu NksM+ dj½
2- lIrkg ds 4&5 fnu
3- lIrkg ds 2&3 fnu
4- g¶rs esa ,d fnu
5- ugha feyrk gS
C10
cPps dks [kkus esa vkSj D;k&D;k phtsa feyrh gSa\ ¼uksV djsa ½
C11
D;k vkidks lsaVj dh rjQ ls ljdkjh LokLF; lqfoèkkvksa dk ykHk ysus esa fdlh rjg dh lgk;rk
feyrh gS\
1- gk¡
2- ugha
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C12

C13

C14

C15

C16

C17

C18

lsaVj ij vkus okys cPpksa dh yEckbZ vkSj otu dk eki fdrus varjky ij fy;k tkrk gS\
1- ,d g¶rs
2- gj nks g¶+rs
3- nks g¶rs ls t+~;knk
4- ,d eghus ls t+~;knk
vkids cPps dks vk;ju dh xksyh fdrus varjky ij feyrh gS\
1- gj fnu
2- g¶rs esa rhu ckj
3- g¶rs esa 2 ckj
4- g¶rs esa ,d ckj
5- vU; ¼uksV djsa½
vkids cPps dks vkf[kjh ckj —feuk’kd xksyh dc nh x;h Fkh\
1- fiNys 6 eghus esa
2- 6 eghus ls T+;knk
3- ,d lky ls T+;knk
4- dg ugha ldrs@irk ugha
vkids cPps dk Vhdkdj.k vkf[kjh ckj dc gqvk Fkk\
1- fiNys 6 eghus esa
2- 6 eghus ls T+;knk
3- ,d lky ls T+;knk
4- dg ugha ldrs@irk ugha
fiNyh ckj lsaVj ij ekStwn cPpksa dh LokLF; tkap dc gqbZ Fkh\
1- fiNys 6 eghus esa
2- 6 eghus ls T+;knk
3- ,d lky ls T+;knk
4- dg ugha ldrs@irk ugha
buesa ls lsaVj }kjk lapkfyr dkSu dkSu ls tkx:drk vfHk;ku ds ckjs esa vkidks tkudkjh gS\
1- ifjokj fu;kstu
2- ,pvkboh@AIDS
3- cky mRihM+u
4- efgyk vfèkdkj
5- ?kjsyw fgalk
6- ekfld èkeZ
7- cky fookg
8- L=h&iq#”k lekurk
9- cPpksa dh ijofj’k ls lacafèkr
10- xHkZorh efgykvksa ds iks”k.k lEcafèkr
11- vaèkfoÜokl
;fn cPpk dqiksf”kr gks rks D;k ml fLFkfr esa cPps ds iks”k.k ds Åij vfrfjä@T;knk è;ku fn;k
tkrk gS\
1- gk¡
2- ugha
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C19

cPps ds dqiksf”kr gksus ij lsaVj ls dkSu dkSu lh vfrfjä enn @lqfoèkk feyrh gS \
1- M‚DVj @NRC dks jsQj djuk
2- nutritionist ls lykg
3- ?kj ij f[kykus ds fy, vfrfjä Hkkstu
4- lsaVj ij vfrfjä Hkkstu
5- vU; ¼uksV djsa ½
C20
D;k cPps ds chekj gksus ij lsaVj ls enn feyrh gS\
1- gk¡
2- ugha
C21
cPps ds chekj gksus ij lsaVj ls fdl fdl rjg dh enn feyrh gS\
1- M‚DVj }kjk psdvi
2- nokb;ksa dh lgk;rk
3- Hkkstu dh lgk;rk
4- vU; ¼uksV djsa ½
C22
D;k lsaVj vkidks iks”k.k ls lacafèkr ckrksa ds ckjs esa ijke’kZ@lykg nsrk gS\
1- gk¡
2- ugha
C23
lsaVj }kjk cPps ds iks"k.k ls lacafèkr ehfVax vkf[kjh ckj dc gqbZ Fkh\
1- gj eghus
2- 2&3 eghus ds varjky esa
3- 6 eghus ds varjky esa
4- vU; ¼uksV djsa ½
C24
D;k vkidks lockdown ds nkSjku lsaVj ls dksbZ enn feyh\
1- gk¡
2- ugha
C25
lockdown ds nkSjku lsaVj ls dkSu dkSu lh enn feyh\
1- jk”ku
2- M‚DVj ls lykg
3- nokb;ka
4- vU; ¼uksV djsa ½
bl ckrphr ds fy, le; nsus ds fy, èkU;okn] vkidk fnu “kqHk gksA
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Schedule for Quantitative Interviews with Mothers (Bangalore)
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Beneficiary

Children

Deliverables
(for DMC) /
Objectives (for
evaluation)

1) Safety/Safe
space for children
Highlight colour:
Light Blue 2

Parents,
Centre
incharge,
Security
incharge

Stakeholders

Case 6 Purva: Q: Do you feel that the centre will keep your child safe?
A: The construction site is dangerous for children. The managers do
not allow children at the work site. Our children remain safe there. The
centre has space for them to play; they meet other children and the
teachers keep them engaged.

Case 4 NR: It’s very nice here. They take good care of the children
and they give them food on time. We can’t feed them on time when
we go to work, and they take care of that here. They are very safe
here, there is no fear of them wandering around. Since the centre has
been closed for the past few days it’s been very difficult without them
now because we have to work with the children around. But the centre
is very safe and it feels very nice that they are at the centre.

Case 3 Mahavir Turq: Interviewer: Do they like to spend their day
at the centre? Like to learn and play? Respondents: They stay there
comfortably, and we do not have to worry about them. . . Interviewer:
So, do you find it beneficial to leave them at the centre and not take
them with you to the construction site due to pollution, hygiene, and
safety issues? Respondents: We are tense about their safety at the
construction site, what if something falls on their head. They are safer
at the centre, and we cannot take them to the new building.

Narrative 3: Interviewer: So, do you also
speak about the safety and hazards at the
construction site? Respondent: Yes, earlier
they used to take them along but now we
told them about safety and hazards and
now they leave children at our centre.
Interviewer: So, you also have individual
interaction with them as well apart from
the FGD? Nalanda: Yes. We have separate
interactions when we meet in our free time.
In case of a new family, the old family
tells them about the centre and brings
them along.

Narrative 2: Interviewer: How accessible
is the centre from the construction site?
Nalanda: The centre is around 300 metres
from the colony. The parents leave the
children at the centre and in case the
parents go for work, then teachers even
go and bring the children to the centre on
their own.

Narrative 1 Security: How do you ensure
the security of children in the centre?
Respondent: We ensure that the school is
near the labour shed, so that it is easier
to get to the school for children. We
provide security at the pathway to the
school. The pathway has been made even
throughout. And as far as the NGO’s work
is considered it is quite appreciated. We
keep the children away from the site, they
are not allowed there. Children are only
supposed to be either at the school or the
shed. Other than that wherever they have
to go, they go with their parents.

Case 1 Homebale: Interviewer: how far is the centre from where
you stay? Respondents: 2 km. Takes 10 minutes to come here.
Interviewer: Do you feel that this is a safe space for your children?
Respondents: yes

Location of centre
and distance from
construction site
Features of the
centre (gate,etc.)
Feedback/
perspective of
parents Indicators
of children
satisfaction,
agency of the
child Narration of
centre incharge
or equivalent
stakeholder

Safety of children
from any kind of
abuse and danger.
Safekeeping in
a space, from
wandering
(perspective of
parents) Activities
on children
protection
Case 2 Mahavir Ranches: Interviewer: Do you all feel that your child
is safe at the centre after you drop them there to go for work?
Respondents: We do feel they are safe. Interviewer: Are they told
about the hazard of taking the children at the construction site and
why they should be kept at the centre? Respondents: The teacher
at the centre tells us to not take children to construction site for
safety reasons. . . Respondents: Even when us parents come to
drop children, then also, safety measures and other advice is given.
Respondents: The location of the centre is little far and there is
no proper road to access the centre. There is issue with water
and toilet facility. The centre is small so there is little space for
playing. Interviewer: Can they elaborate more about the problem?
Respondents: There is no water facility and space to play outside the
centre is less and the kids play at the centre.

Excerpts from Officials

Excerpts/vignettes from the field- Community
Respondents (Referred as Cases)

Monitoring
Indicators

Programmes
(Responds to
the deliverables,
and works with
stakeholders)

ANNEXURE C

The centre was found to
have been constructed
and was well maintained.
Cleanliness was also
maintained within
the centre premises.
The centre was in a
good condition, it had
ventilation, and was kept
clean. Besides security
guards there were CCTV
cameras installed in
the centre. However,
they seemed to be not
functional. Movement
registers, attendance
registers to monitor
children’s location. The
gates and the general
infrastructure in the
centres are capable of
preventing children
from exiting the centres
without supervision. The
behaviour of the teachers
and staff was found to
be appropriate, and they
seemed very friendly with
the kids. The mothers
emphasise on the
centre’s ability to keep
their children both safe
and engaged in activities.
Beyond nutrition, safety
and activeness of the
child is very highly
valued.

Observations of
Interviewer and
Researcher

1. General observation of researchers
and narrations from community as
well as officials demonstrate that the
centres are safe spaces for children.The
infrastructure such as gates, enclosed
areas, and security personnels help to
ensure this. 2. The distance and location
of the centre seem to be further from
the construction site, even if it is in
certain cases away from the labour
colony. Some centre staff attest to
picking the children up from the camps,
which enhances the children’s safety. 3.
Parents feel that their children are safe
and are taken care of at the centre by
the staff of DMC. The parents expressed
trust in the centre’s facilities to ensure
that their children do not wander, which
were especially appreciated by the
working mothers. 4. Safety of children
seems to be incorporated as part of
the basic functioning and processes
of the centre. The features of a centre
themselves allow for the children to be
present within the confines of a space
allocated for them, and thus remain safe.
5. The functional relationship between
the centre and the construction site
officials helps ensure the safety and
protection of the children at the centre.
6. Certain systematic measures such as
security cameras were present, although
their sustained use was questionable.

Inferences (drawn from the linking
of vignettes and observations with
indicators)
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Beneficiary

Children,
lactating/
pregnant
mothers,
mothers

Deliverables
(for DMC) /
Objectives (for
evaluation)

2) Nutrition
Highlight colour:
Yellow

Programmes
(Responds to
the deliverables,
and works with
stakeholders)

Meals provided in
centre according
to plan Special
foods provided
to malnourished
children Nutrition
for lactating
and pregnant
mothers Nutritional
supplements

Stakeholders

Parents,
Centre
incharge,
Coordinators

Case 6 Purva: Q. Does your child get any Nutritional Supplement at
the center? A. Yes they get hot cooked meals: They get a meal after
prayer and for lunch they get Khichdi and Eggs and in the evening
they get chikki. Sometimes chana is also given. Q.What sort of food
items are served? A. In school our children get Khichdi, Kela, Chana,
Badam Chikki, Anda, Ragi Soup

Case 5 Falcon: P: What kind of food is given at the centre? A: From
the start, they have been giving eggs, bananas, milk, biscuits, chikki,
khichdi and boiled dal such as moong dal. There is also a kit with a
multigrain atta mix that has been given in the evening time. P: How
is this atta mix given to the children? A: They add a little sugar and
boil it with water. P: Do you think your children like the food there?
What do you think about its helpfulness for your children’s health?
A: We think that our children benefit from the food given there, it’s
nutritious for them. They also like the taste . . P: What do you mean
by the variety? What are the changes seen after the centre came into
the picture? A: Whatever the adults used to eat, we used to give the
same to our children but with less masala and salt. The food given in
the centre, and the timings they follow here is better. P: What is better
here? A: The timing here is good, sometimes the children weren’t
given food in time when we were in our hometown, but now it’s good
and healthy. P: Have you seen any other changes in your children’s
health since coming to the centre? A: Ever since we came, our
children’s weight and height are getting better, and they are healthy
also. The children are also more active, they play and talk to others.

Case 4 NR: P: In terms of the food they give at the centre, what do
you think about it? A1: In the morning they give chikki, and they give
them khichdi for lunch, and when we come to pick them up in the
evening, they feed the children milk and snacks. They give them barfi
to eat also. . . P: Do your children like coming to the centre? What do
they do at the centre? A2: They go to the centre everyday. First they
go there and they get some sweets, then for lunch they have khichdi,
then in the evening they get eggs, barfi, channa.

Case 3 Mahavir Turq: Interviewer: So, what nutritious food is given?
Can you name some? Respondent: Medicine is given first and
after that chikki is given in the morning. Rice and lentil khichdi is
given with soybean and boiled chana. Boiled eggs are given daily
with the banana. . . Interviewer: When you feed the children as
per the instructions and suggestions given at the centre and if the
children still turn out to be malnourished/ weak by the doctor, then
what is suggested by them? Respondent: In such cases, additional
supplement of banana and eggs is given along with supplements such
as iron. They also tell us to maintain hygiene and sanitation.

Narrative 7 Project coordinator: How is
the dietary programme / action decided
upon? Do DMC officials discuss the issues
and challenges with the mothers? (Food
habits, preferences, cultural issues such
as vegetarian / non vegetarian diet etc)
While a dietician decides on the essential
nutrients we ensure that locally available
food is cooked at the centre; also we
teach mothers to cook locally available
foods which can be easily prepared in
a small kitchen. Since we have a good
community connection we ensure that food
preferences are considered while preparing
the menu.

Narrative 6 Suncity: Once every month
we check the height and weight of the
children. We also have special care for
the malnourished or underweight children,
where we check their weight and we give
them more oil, eggs, and also more of the
multigrain anaj powder.

Narrative 4: We feed the children Chikki
and milk in the morning, then we give
them lunch at 1 pm for the children. We
give them khichdi, which has a different
vegetable in it each day, and we also give
them eggs with it. There is tea time from
2-3 pm, where they go home and come
back. Then in the evening we give them
boiled chana or moong dal for the children
on alternating days.

Narrative 3: Interviewer: How many
malnourished children are there in your
centre? Respondent: Three are in the
yellow band and one is in the red band.
Interviewer: Is there some separate
treatment for such children? Respondent:
We give them extra eggs and a little more
food and bananas.

Narrative 2: Respondent: The children at
the creche course are fed at the centre
and given mashed food. The older
children are able to eat on their own.
Interviewer: Did you face any kind of
severe malnourishment in your centre with
any children? Respondent: There are 3
such children. Interviewer: How were their
problems addressed? Respondent: They
were given additional foods such as eggs
and were told to consult with doctors.

Case 1 Homebale: Interviewer: what do the children do once you
leave them at the centre? Respondents: At 10 AM they have halwa. At
12: 30 they get to eat khichdi. At 4 pm, they get a banana or chikki.
Everyday they get one. Milk and eggs are given to younger children
who are around 3 years of age. The weak ones also get it.

Awareness
of incharges
of program
initiatives and
plan Awareness
of parents about
nutritional plan
Accomodations
in plan for
malnourished
children
Testimonies
of mothers of
malnourished
children
Case 2 Mahavir Ranches: Interviewer: According to the parents, how
does the centre take care of food and nutrition needs of the children?
Respondents: We got to know after enrolling their children about what
kind of food is to be given and now, they serve vegetables, soup and
eggs to children.

Excerpts from Officials

Excerpts/vignettes from the field- Community
Respondents (Referred as Cases)

Monitoring
Indicators

There isn’t any specific
nutritional accomodation
for the COVID pandemic
situation, such as
immunity boosting foods.
Eggs are not provided
to all the children, and
milk does not seem to
be part of a regular diet
for all the children. Lack
of clarity if the Anaj
mix is actually provided
regularly. There is a lack
of correlation between
telephonic interviews,
field visits and centre
location, in this aspect.
Lack of variety in the
lunch menu can pose an
issue. The three meals
are filling in nature, and
have approval from the
parents. Extra quantity
served to children
severely and moderately
malnourished.

Observations of
Interviewer and
Researcher

1. There is a general consistency in all
narratives about the items provided as
food. 2. There is a general consistency
that the food is nutritious and the
quantity of food served per helping is
more than adequate for the children. 3.
Narratives suggests that both children
and parents like the taste of the food
and look forward to it. Mothers seem to
specifically appreciate the timing with
which the food is regularly provided
to the children at the centre. 4. Some
significant nutritional improvements
mentioned by both community and
officials, such as using different types
of vegetables. It was appreciated by
the community. 5. Fruits, vegetables,
nuts and millets further add to the
nutritional spectrum. 6. There are certain
inconsistencies when it comes to the
provision of milk, eggs and nutritional
mixes, in terms of the recipient children
group. 7. While the menu is nutritious,
observations in the field showcase
children might be dissatisfied with the
repetitive menu, especially for lunch.
8. There is a lack of change in the
nutritional structure to accommodate for
the effects of the pandemic on children.

Inferences (drawn from the linking
of vignettes and observations with
indicators)
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Beneficiary

Parents

Deliverables
(for DMC) /
Objectives (for
evaluation)

3) Nutritional
counselling
Highlight colour:
Light Green 1

Parents,
Centre
incharge,
Coordinators

Stakeholders

Case 4 NR: P: Have you gotten any training or program on how to
make cheap but nutritious food

Case 4 NR: P: The khichdi that they give at the centre, are you able
to make it at home? A1: No, unfortunately we can’t make it at home.
Sometimes, during the lockdown when they gave us rations, we were
able to try it, but otherwise we weren’t able to make it at home. They
even told us during the meetings to feed our children these foods as it
is very healthy for them. We try to give them whatever is possible for
us, with the effort that we can put in. P: What is the difficulty you’re
facing in not making it? A1: The rate of the ingredients we have to
buy is a little high. We try to make do with what we can afford. They
buy such good quality oil and items, we can’t afford all that can we.
We try to do it a few times, maybe once a month, but otherwise we
can’t afford that much. . . P: What do they talk about in the meetings?
A1: They tell us to add different types of vegetables, and other healthy
food items we can make for our children for their nutrition. They
ask us to give them eggs and other nutritious items for our meals at
home. . . P: Were you able to make khichdi with the rations they gave
then? A1: Just like how they told us that we could make khichdi in the
meetings, we tried it at home itself. We would make it at home like
once a week. P: You said that it is very difficult to make such food at
home, how do you think that can be helped? A1: It’s not that we can’t
make any good food at home, but with the lockdown it’s very difficult.
We can’t give them eggs and bananas everyday, that much we simply
cannot afford to.

Case 3 Mahavir Turq: Interviewer: Ok. Do they ask what your children
want to eat? Respondent: Yes. They do. The madam comes and tells
us about the importance of healthy eating for stronger immunity. She
tells us to give soup to the children. Interviewer: What we mean to
ask is, have they given you any training about what kind of food to
cook, what kind of food is nutritious? Respondents: Yes. They taught
us about vegetables and leafy vegetables. They have also cooked and
fed us. . . Interviewer: So, some of you have young children and some
of you have older children. So how do you give them food differently?
Respondents: Yes. We have been told to pound the ingredients in a
mixture and then serve the food to younger children. . . Interviewer:
Can you elaborate how you will take care if you are unable to avail the
facilities currently provided by the centre? Respondents: Initially, we
used to feed them lollipops, Kurkure and other such snacks. After we
were informed at the centre to not feed kids junk food, we no longer
feed them these.

Narrative 4: P: Where does this camp take
place? A: It takes place at the centre. We
inform the parents about the timings and
they come. But if in any case the parents
have some problems and can’t come to the
centre, we go to the communities and hold
the meetings there, the FGDs, nutrition
camps, etc. . . . P: Why do you think
some children are underweight? And what
difficulties do you face in giving them this
supplementary nutrition? A: The children
barely eat any vegetables in their homes,
so we smash and give vegetables to the
children so they all eat it. Since the parents
are busy with work, they neglect giving
them this kind of food. In the centre, we
make sure they are fed these vegetables,
and they like it. P: These vegetables are
given with the khichdi? What kinds of
vegetables do you give? A: Sometimes
palak, sometimes carrot or beetroot. Each
day we use a different vegetable. Along
with this we give eggs during lunch. P:
Do you make any other changes for the
children who are underweight? A: No
specific changes, we add an extra spoon of
oil for them that’s all.

Narrrative 3: Interviewer: Do you also
interact with the parents of the children
and also tell them about what kind of food
to eat and how to cook it? Respondent: We
do talk to them. We tell them not to feed
junk food and we also tell them to make
the children eat more vegetables such as
leafy ones like spinach, and roti, sprouts.
We tell them about vitamins and proteins.

Narrative 2 Incharge: Respondent: We
inform about the nutrition for children and
about family planning, both individually and
even through focused group discussions.
Interviewer: Please elaborate more about
the nutritional counselling given to the
mother? Respondent: The mothers and
parents are told during the FGD and during
home visits about what should be eaten,
what kind of food is to be consumed such
as vegetables and fruits.

Case 1 Homebale: Interviewer: Do you have a meeting with the teacher
at the centre? Respondents: We do it every month once. We talk
about nutrition for children, about sending them to school. Children
are also taken for a health check up. Interviewer: Do you talk about
nutrition in these meetings? Like how could ragi soup be made?
Respondents: Yes, we feed them halwa. We make rotis and rice. I give
milk with bournvita, desi ghee made at home. Yesterday, I made roti
with aloo kalia.

Awareness
of meetings
by mothers
Different types of
meetings Mothers’
nutritional
knowledge/
awareness of
process of
nutritional food
preparation
Testimonies of
reciprocation by
mother Awareness
of programme
initiative in centre
incharges

Regular meetings
with parents with
the intention
of counselling
on nutritional
awareness
Counselling
focusing on
teaching mothers
how to replicate/
attempt to replicate
centre’s nutritional
practices
Specialists’
involvement:
through
nutritionists,
through awareness
programmes
Community
involvement
programmes
focused on
nutrition
Case 2 Mahavir Ranches: Interviewer: Do parents participate at the
centre in discussion around what kind of food should be given to
the children and how should they be taken care of? Respondent:
The teachers give instructions not to feed junk food and oily food to
children. Parents are told to feed the children fruits, vegetables. The
parents participate in the meeting. Interviewer: How do the parents
plan to provide proper attention and care in overall development of
the children if the centre is not there? Have they been given any
special training or counselling for the same? Respondent: Feeding the
children was not a problem but earlier they were unaware about what
to feed them. We used to feed them the same kind of food such as
junk items and bakery items that were consumed by them. Because
of this school, now children are better and there are some changes.
Now, they compare what kind of food is to be given.

Excerpts from Officials

Excerpts/vignettes from the field- Community
Respondents (Referred as Cases)

Monitoring
Indicators

Programmes
(Responds to
the deliverables,
and works with
stakeholders)
Language came out
to be a major barrier
in communication as
many migrant workers
belonging to Uttar
Pradesh, West Bengal,
Bihar and Jharkhand
failed to understand
Kannada, and the teacher
as well as centre incharge
understood limited
Hindi. At the expense of
providing high quality
nutritious foods to the
children, sometimes
the mothers might not
be able to financially
cope with attempting to
continue an equivalent
meal structure at home.
The living conditions
of the labour families
need to be taken into
consideration when it
comes to nutritional
counselling methods.
The labour camps are
extremely cramped,
devoid of basic facilities,
and does not provide any
space for the residents to
maintain basic hygiene.
Training is done for
the staff to effectively
implement the different
modules and meeting
forms, when approaching
the counselling of
parents.

Observations of
Interviewer and
Researcher

1. Activities related to nutritional
counselling are held regularly as per
mandate. 2. Community testify attending
and benefiting from it. 3. As per officials,
the mothers are pressed for time to
cook and also lack access to a kitchen
in the labour colony which leads to lack
of quality food. 4. While the mothers
testify to having cooked the meals as
advised, the responses seem narrated
across centres and poses concerns
of authenticity. 5. Given the unique
socio-economic and environmental
characteristics of the parents and
children, they continue to look up to
the food served at the centre. 6. The
children’s liking of the centre food is an
important factor in terms of the mothers
responding to the centre’s nutrition
advice through their home cooking.
Mothers are more inclined to cook food
similar to the one fed at the centre
when their children ask them to. 7. The
nutrition specific mixes are not home
cooking friendly, even though they seem
to be an integral part of the nutritional
program. While kits are provided during
lockdown, there is a lack of alternatives
otherwise. 8. According to the narratives,
the kits provided during lockdown,
accompanied with training or counselling
on how to provide nutritious food using
these kits, seem to have inadvertently
helped the mothers learn how to make
nutritious food as it is made in the
centre. 8. PDP methods, flashcards and
other meeting structures do not seem to
take the living conditions of the labourers
into consideration. The inhumane living
conditions makes adhering to any of the
narrative counselling components almost
impossible. 9. Although centre staff
have noted that mothers do not cater
to their children enough, there needs to
be more sensitivity training in terms of
understanding the different communities,
and their situations, that comprise these
labour camps.

Inferences (drawn from the linking
of vignettes and observations with
indicators)
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Deliverables
(for DMC) /
Objectives (for
evaluation)

Beneficiary

Stakeholders

Programmes
(Responds to
the deliverables,
and works with
stakeholders)

Monitoring
Indicators

Case 6 Purva: Q. Do you think that the discussions that you have
participated at the centre helped you to make better food choices
for your child? A. Yes we have spoken about many things, Nutrition,
Family Planning and vaccination for children after birth and education
of our children. Yes it has made us change the food we give our
children; bakery items and junk food are not good.

Case 8 Suncity: P: You said that the food
that you make is slightly different from the
centre food, since you’re from Bengal. Can
you expand from that? Have the centre
people talked to you about it? A: So we
don’t eat as much roti and other things.
We prefer boiled rice over raw rice, and
we have it with dal and different types of
vegetables. We have fish, chicken, mutton,
we also eat all types of food. When we
have meetings, they tell us how it’s made
in the school and how we can make it in
our homes even though we make different
foods.

Narrative 7 Program coordinator: What is a
basic outline of the Community Awareness/
outreach programme? What are the themes
which are covered and how ? Through the
cooking demo and community discussions
we talk of nutritional choices, best cooking
and Hygiene Practises etc Through FGDs
specific malnourishment, malnutrition
cases and specific health care related
issues are discussed in small groups with
the community.

from the centre? A2: No, we haven’t. P: Have the centre approached
you to inform you on how to make nutritious food, or on why
nutritious food needs to be fed to your children? Has there been any
discussions regarding this? A2: Yes sometimes. How to make food,
how to care.
Case 5 Falcon: P: Did you get to know about the food plan from the
centre or from talking to your children? A: Initially the centre had
informed us about all of this. Our children also come home and tell
us what food they ate at the centre. P: How does the centre inform
the mothers of all of this? Are there meetings of some sort? A: They
let us know in meetings, where they also tell us to make those types
of food at home also, for our children. P: What is talked about with
regards to food and nutrition in these meetings? A: They tell us to
give the same type of chana dal/moong dal for the children, and they
advised us not to get the children too much junk food/outside food.
They ask us to make food as they make it in the centre, whenever
the children ask them to make it. P: Are you able to make the centre
food in their homes? Have you faced any difficulties in it? A: In the
meetings they tell them what kind of food is made at the centre and
ask us to make, and since we’re all from Karnataka, the food is pretty
much the same. In case we don’t know how to make some things,
we come and ask them during these meetings. Apart from this, we
also make the children food that they like. . . A: Except for the atta
mix, everything else we already make at home. We don’t know how
to make that atta mix at home. . . . P: During the lockdown, did you
think your children got the same nutrition they got when they went
to the centre? Were you able to provide that nutrition for them on
your own? A: We didn’t see any difference without the centre food,
or face any problems. We were able to make it ourselves and feed
our children, the same way they give in the centre. The same way the
centre planned breakfast and then khichdi and then snacks, we also
gave at home . . . P: During the lockdown, did you think your children
got the same nutrition they got when they went to the centre? Were
you able to provide that nutrition for them on your own? A: We didn’t
see any difference without the centre food, or face any problems. We
were able to make it ourselves and feed our children, the same way
they give in the centre. The same way the centre planned breakfast
and then khichdi and then snacks, we also gave at home

Excerpts from Officials

Excerpts/vignettes from the field- Community
Respondents (Referred as Cases)

Observations of
Interviewer and
Researcher

Inferences (drawn from the linking
of vignettes and observations with
indicators)
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Stakeholders

Parents,
incharge/
centre
representative

Beneficiary

Children,
mothers

Deliverables
(for DMC) /
Objectives (for
evaluation)

4) Medical
support for
children Highlight
colour: Light
Magenta

Regular weight
checks of
children and
correspondence
with parents
regarding their
health. Growth
monitoring of
Severe Acute
Malnutrition
(SAM), Moderately
Acute Malnutrition
(MAM) in children
Nutritional
supplements
Addressal of
contingent and
chronic medical
issues and support
to parents to
access medical
care Growth
monitoring

Programmes
(Responds to
the deliverables,
and works with
stakeholders)

Case 8 Suncity: P: What is this syrup? A: It is a vitamin syrup they
give the younger children everyday, and once every 3 days for the
older children. . . . P: When the doctor comes, do they call you?
A: Yes they let us know when it happens, and they even ask us if
we want to get checkedup. P: During the checkup, have they ever
diagnosed any of your children with any illness? A: Whenever the
children get a cold or something, they give the syrup and medicines
at the centre itself. They also provide the medicines for us too if we
need it.

Case 5 Falcon: P: Have your children ever fallen ill or had any
health-related difficulties in your time here? A: Since we came, due to
climate change initially all our children had some fever and cold. But
since then no illness. P: At that time, did you get any help from the
centre? A: Yes the doctor came for a check-up, and they prescribed
some medicines that the centre had. When we were busy with work,
they were able to feed the medicines to the children in the centre
itself. Whenever we had too much work, the teachers took care of our
children well, by tying their hair, etc. P: When you do get time from
work, do they give you the medicines to give your children at home?
A: The doctor, through the centre, does give us the medicines to give
at home. If our children aren’t getting better, the doctor gives us the
prescription for the medicines we need to give our children for it.

Case 4 NR: P: If your children are ill, does a doctor come to treat
them? A2: Doctor comes once or twice every month. They give them
medicines and leave. P: Have your children been vaccinated and
immunised? A2: Yes they have got all the vaccines.

Case 3 Mahavir Turq: Interviewer: So, in case of illness, do the
children receive immediate attention or after some gap of a week or
so? Respondent: No. They are given immediate medical attention.
Interviewer: Is there one doctor or caretaker to look after all the kids
or do they take shifts alternatively? Respondent: There is one doctor
who is attached to the centre and comes to the centre whenever there
is need of any medical help.

Narrative 6 Suncity: P: Apart from the anaj
powder, what other nutritional supplements
do you provide? A: We give them
multivitamin syrup, and a neofylin syrup.
The smaller children get it everyday, while
the older ones get it on alternative days.
During the doctor’s checkup, if they notice
that some child is weak, then we give that
child double the amount based on the
doctor’s suggestion.

Narrative 4: P: Could you tell me more
about any supplementary nutrition that’s
given? A: In the morning we give children
a multivitamin tonic, along with a nutritious
chikki. We also give them an Anar mix to
the children who are underweight.

Narrative 3: We highlight cases of
malnourishment before the doctor as well.
Interviewer: Do you take these children to
the doctor? Respondent: Yes. At times,
we do when parents do not know how to
talk to doctors. In such cases we go. . .
Interviewer: How often does the doctor
come, daily or in case of serious sickness?
Respondent: We do 2 times height-weight
checkup and once in a month health
check-up. Doctor comes 2 times a month,
in which a height-weight checkup happens
and next week a malnutrition test happens.
The medicinal instruction about syrup and
medicine is given to the teacher and they
in turn tell doctors. Some medicines are
to be given at night, how much of it to be
given after food is also told. . . Interviewer:
During COVID the doctor used to come?
Respondent: No. . . Interviewer: What was
the biggest problem during the COVID and
lockdown for the teachers at the centre?
Respondent: No problem as such. All
parents’ numbers were taken and formed
into one online group and there we used to
give assignments.

Narrative 2 Incharge: The children with
poor health/weak are given extra food
along with supplements such as iron
tablets or iron syrup. Interviewer: What
kind of regular medical check-up is done?
Respondent: There is a monthly visit by the
doctor and in case the children are sick,
medicines or syrup is given after following
up with the doctor. . . .

Case 1 Homebale: Interviewer: if you or your children fall ill, does
the doctor come visit? Respondents: the centre is visited by a doctor
every month, we also go visit the doctor if the need be. It takes 10
minutes to get there.

Awareness
of parents
Testimonies
of cases of
malnourishment
Testimonies
of mothers
describing
services provided
to their own
children Centre in
charge narratives
on medical
support
Case 2 Mahavir Ranches: Respondent: One of the children here was
malnourished and he was given special attention and care by the
centre. Interviewer: How does the centre provide medical health in
case of necessity or takes care of the malnourished/ weak children?
Respondent: There is a visit by a doctor every once a month and in
case of sickness or emergency, the children are given medicines and
in case of serious situation, the doctor is gold. Interviewer: Are they
also given medicines along with food? Respondents: Yes. Vitamin
syrup and iron supplements are given.

Excerpts from Officials

Excerpts/vignettes from the field- Community
Respondents (Referred as Cases)

Monitoring
Indicators

There doesn’t seem to be
a failsafe preparation in
case of a COVID outbreak
Nutritional supplements
were heavily showcased
by the the staff, even in
the video calls Weighing
scale and inch tape were
available at the centre.
However, the method
adopted to take the height
measurement (child made
to stand against the
wall, the height marked
on the wall with chalk,
the child removed and
the inch tape used to
measure the length from
the floor until the mark)
was not appropriate.
A stadiometer (used
at Anganwadi centres)
could be used instead of
an inch tape. The health
report cards of children
which had all the basic
details of the child and
nourishment status
were of two kinds. The
older version recorded
only weight to ascertain
the nourishment status
of the child. The new
version recorded both
height and weight. Most
of the health cards
were the older version.
The centre’s regular
use of these cards was
questionable.

Observations of
Interviewer and
Researcher

1. Although supplements are given as
part of the general nutritional plan, there
doesn’t seem to be an allocation for
malnourished children. 2. Awareness
of these supplements seem to not
be as prominent among the mothers.
Educating the parents in this regards
may prove useful. 3. The health cards
used at the centres are very extensive
in terms of the medical details it can
capture, and is also suggested to be
useful in cases of relocation of children
to other DMC supported construction
sites. Systematically, these cards can
prove to be immensely beneficial in
monitoring and assisting the growth
of the children, but its effective usage
in practice could not be observed to a
satisfactory level. 4. Multiple registers
are maintained, allowing for a solid
framework for growth monitoring and
medical data collection. 5. Immunization,
and regular counselling efforts for the
same, seem to be well in place. COVID
vaccination of the children and their
parents, has been taken up as a priority
in terms of medical support by the
centres. 6. The medical programme does
not have a COVID oriented consultancy/
medication component, which might
be needed to safely transition into and
out of a pandemic imposed lockdown.
Medical support during the lockdown
does not have enough clarity.

Inferences (drawn from the linking
of vignettes and observations with
indicators)
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Beneficiary

Children,
mothers

Deliverables
(for DMC) /
Objectives (for
evaluation)

5) Support
during lockdowns
Highlight colour:
Cyan

Centre
incharge,
co-ordinators
Construction
site owners
Other
associated
government
and CSO
stakeholders

Stakeholders

Case 6 Purva: Q.If your child gets unwell do you get to access any
health care support from the centre? A. Doctor comes once a month.
To check on our children. Q. How did the COVID-19 Pandemic affect
the services being provided? What were the most notable challenges?
A. There were no problems due to the lockdown. We got rations
from the centre; 10Kg Rice; 1 Kg Badam; 1 Kg Sugar; 1 Kg Dal; 2 Kg
Chana; 1 ltr Oil; and Spice powder.

Case 5 Falcon: P: So even though everything was closed during the
lockdown, you had work and the centre was open? A: Yes, we still
had work to go to, that didn’t stop. But while the centre was open, the
school in the centre was closed. They still provided us with rations
and support. P: What kind of rations were provided ? A: Rice, sugar,
suji, masala powders, chikki, eggs and bananas. P: How often were
these rations given? A: Each month a certain quantity was given once.

Narrative 6 : P: Have there been any
changes in the plan because of COVID?
A: No, it’s been the same before and
after lockdown. During the lockdown the
children lost a lot of weight since they
were just roaming around and not fed at
the right time. Since they joined the centre
after the lockdown, their weights have
trended back to normal. P: Was the centre
closed during the lockdowns? A: Yes we
were closed, but we provided rations for
the children to the families in the camp.

Narrative 4: P: Since the COVID 19
pandemic, has there been any changes in
the pan to accommodate it? A: No changes
at all. The plan is just as it has been since
before.

Narrative 3: Interviewer: What was biggest
problem during the COVID and lockdown
for the teachers at the centre? Respondent:
No problem as such. All parents’
numbers were taken and formed into one
online group and there we used to give
assignments.

Narrative 2 : Interviewer: What kind of
problems did you both faced during the
COVID in running the centre and providing
services to the children? Respondent:
During COVID, the labour families found it
difficult to earn and at that time rations kits
were provided to the families.

Narrative 1 Security: Respondent: We used
to conduct a meeting with the labourers
which is called Tool Box Talk in which we
talked about safety during work with them.
That has also stopped due to instructions
from the head office to not conduct them
anymore due to COVID. But before COVID
these meetings used to happen regularly.
Interviewer: When a child or a parent falls
ill, what is the safety, security and support
system you provide? Respondent: We have
tied up with a hospital for anybody that
falls ill. There is a hospital named East
point Hospital which is 2 km from the site.
If a child falls ill, the teacher takes them
to the hospital. If it is something serious,
then we get involved.

Case 2 Mahavir Ranches: Interviewer: how was your experience during
the lockdown and how did you take care of children when the centre
was closed? Respondents: During lockdown, there was no food and
no work. The centre provided some ration for the children.

Testimonies from
parents of support
during lockdown
Structural plans
for lockdown
described
by centre
representatives

Rations and
kits provided
during lockdown
Nutritional snacks
provided during
lockdown Hygiene
counselling
Case 4 NR: P: You said that the lockdown has been very difficult,
what kind of difficulties did you face in the previous lockdowns? A1:
In the last lockdowns they gave us rations to use, they also gave us
brush, paste, soap and other items along with it at the centre itself. It
was extremely helpful during that time. They gave us rice and other
things also. . . . P: During the pandemic lockdowns, did you face any
difficulties? Was the centre helpful? A2: Yes, during the lockdown
our work stopped. The centre gave us rations of rice, oil, dal, etc.
P: Assuming someone got ill during the lockdown, did the doctor
come to treat that? A2: Yes, the doctor came once every month and
prescribed medicines.

Excerpts from Officials

Excerpts/vignettes from the field- Community
Respondents (Referred as Cases)

Monitoring
Indicators

Programmes
(Responds to
the deliverables,
and works with
stakeholders)
To ensure that the child
was the one eating meals
cooked with the provided
dry ration, photographs
were asked for from the
parents Dry rations seem
to have been provided for
the children at the labour
camp, to compensate for
the lack of cooked meals
that the centre could
have provided without the
lockdown in place. The
community received the
dry ration with pleasure
Heavy focus on hygiene
counselling conducted
by the centre staff Centre
was shut down during
the lockdown, even while
the construction work
took place. Rations were
provided in these times

Observations of
Interviewer and
Researcher

1. Provision of dry ration kits for every
month is a part of the deliverables
mentioned in the grant. According to the
testimonies these rations were provided
for the children in regular intervals,
although the interval time frame could
not be completely verified. 2. The ration
kits seem to have assisted the families
in sustaining nutritional meals for their
children, and was appreciated by the
community. 3. Hygiene practices have
a high focus in light of the pandemic,
but these also need to take the living
conditions of the labour camps into
consideration. The hygiene counselling
needs more situational cognizant. 4.
The centres were observed to be well
organised and well maintained, within
the infrastructure provided to them

Inferences (drawn from the linking
of vignettes and observations with
indicators)
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Beneficiary

Children

Deliverables
(for DMC) /
Objectives (for
evaluation)

6) Education
Highlight colour:
Dark Blue

Parents,
Centre
incharge,
Coordinators

Stakeholders

Noticeable
curriculum
Categorisation of
children into age
groups. Classroom
activities

Programmes
(Responds to
the deliverables,
and works with
stakeholders)

1) The children are divided into three age
groups: 0-3 - Creche, 3-5 - Balwadi, 6
& above - Bridge. Lessons and activities
are split accordingly. This structure is
based on the distinct requirements of
each of these age groups. One teacher
was allocated to each age group, but
this was dependant on staff availability.
2) Parents were content with the
centres providing basic education, and
appreciated the activities that kept the
children active and engaged.
There is a separate
curriculum for the kids
going to creche, balwadi
and bridge courses. There
are dedicated teachers
for each of the three
sections. Classrooms for
different age groups are
allocated separate rooms
or spaces within the
available infrastructure.
The centre starts at 9:30
and goes on until 5 pm.
Curriculum for each of
the sections is stuck on
the walls of the classes.

Narrative 3: We teach them as per
their physical and mental development
Interviewer: How do you manage the
learning of each category of the students
according to different age groups.
Respondent: We teach them small tables,
alphabets using some things we have here.
Interviewer: What all routine activities do
you undertake? Respondent: We do social,
language development as per timeline.

Case 4 NR: P: What kind of education do your children get at the
centre? A2: Children come here, they read, write and play. They eat
food. P: Do they learn languages here? Do they learn maths? A2: They
learn Kannada, some Hindi. They also learn maths.

- Existence of
curriculum Classification
of children
as per age
groups - Bridge
programmes for
children who
spend more
than 6 months
at the centre
and linking them
with the local
schooling system.
- Presence of
teachers in each
centre
Narrative 7 Project coordinator: Education:
A thematic curriculum engages children
from birth to 3 years (Creche); 3 to
5 years (Balwadi); 6 years and above
(non-formal bridge course). Learning takes
place in a play-based environment, with
age appropriate activities, to develop the
following aspects: cognitive development–
puzzles, blocks, beads, colouring books;
Socio-emotional learning– group games,
doll’s house, sand box .

Inferences (drawn from the linking
of vignettes and observations with
indicators)

Observations of
Interviewer and
Researcher

Excerpts from Officials

Excerpts/vignettes from the field- Community
Respondents (Referred as Cases)

Monitoring
Indicators
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Beneficiary

Children

Deliverables (for
DMC) / Objectives
(for evaluation)

1) Safety/Safe
space for children
Highlight colour:
Light Blue 2

Parents, Centre
incharge, Security
incharge

Stakeholders

Safety of children from
any kind of abuse and
danger. Safekeeping in
a space, from wandering
(perspective of parents)
Activities on children
protection

ECCD (Early Childhood
Care and Development)
programme features
Location of
centre, and
distance from
construction
site Features
of the centre
(gate,etc.)
Feedback/
perspective
of parents
Indicators
of children
satisfaction,
agency of the
child Narration
of centre
incharge or
equivalent
stakeholder

Monitoring
Indicators
Movement registers, attendance
registers to monitor children’s
location. The gates and
the general infrastructure in
the centres are capable of
preventing children from exiting
the centres without supervision.
The mothers emphasise on the
centre’s ability to keep their
children both safe and engaged
in activities. Beyond nutrition,
safety and activeness of the
child is very highly valued.
Structured organisation
and positive relationship
with the construction site
representatives, such as
the camp supervisor, helps
prioritise the children and their
safety. Child protection forms
were provided to visitors,
although their sustained use
was questionable based on the
signatures on the forms. Yet
these forms conformed to the
required mandates.

Narrative 10: Incharge: We went to the camps and told
them about the school, how their children will be safe
at the centre, that they will be given food on time, etc..
We tell them about all the care that their children will
receive at the centre.

Case 7 Sushma: Interviewer: How do you
feel about leaving your children here? What
is the time when you leave them here?
Respondents: I like the centre, it is clean,
they make them clean their hands. The kids
are safe here. Since I work, it is good that
my child is here. They get to play around
and they are fed regularly. Respondents:
It is good to know that my children are
safe and sound at the centre while we
work. They eat, play and learn here. Had
they been at home it would have been
doing nothing. I have no tension that they
might be unsafe.
Case 11 CV: Interviewer: How do you
all as parents feel after you leave your
children at the centre and go to work.
Respondents: We feel good as they are
looked after properly and we feel they are
safe. We do not face any problem as they
are looked after, educated and also fed.

Observations of Interviewer
and Researcher

Excerpts from the field- Officials

Excerpts / vignettes from the fieldCommunity Respondents (Referred as
Cases)

1. General observation of researchers
and narrations from community as
well as officials demonstrate that
the centres are safe spaces for
children.The infrastructure such as
gates, enclosed areas, and security
personnels helps to ensure this. 2.
The distance and location of the
centre seems to be further from
the construction site, even if it is in
certain cases away from the labour
colony. 3. Parents feel that their
children are safe and are taken care
of at the centre by the staff of DMC.
The parents expressed trust in the
centre’s facilities to ensure that their
children do not wander, which were
especially appreciated by the working
mothers. 4. Safety of children seems
to be incorporated as part of the
basic functioning and processes of
the centre. The features of a centre
themselves allow for the children to
be present within the confines of a
space allocated for them, and thus
remain safe. Movement registers,
attendance registers help monitor
children’s location. 5. The functional
relationship between the centre and
the construction site officials helps
ensure the safety and protection of
the children at the centre. 6. Certain
systematic measures such as child
protection forms and visitor screenings
were present, although their sustained
use was questionable.

Inferences (drawn from the linking
of vignettes and observations with
indicators)
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Beneficiary

Children,
lactating/
Pregnant
mothers,
Mothers

Deliverables (for
DMC) / Objectives
(for evaluation)

2) Nutrition
Highlight colour:
Yellow

Parents, Centre
incharge,
Coordinators

Stakeholders

Meals provided in
centre according to plan
Special foods provided
to malnourished children
Nutrition for lactating
and pregnant mothers
Nutritional supplements

ECCD (Early Childhood
Care and Development)
programme features
Awareness
of incharges
of program
initiatives
and plan
Awareness of
parents about
nutritional plan
Accomodations
in plan for
malnourished
children
Testimonies
of mothers of
malnourished
children

Monitoring
Indicators

Case 11 CV: Interviewer: Please tell me
what you feel about the food provided to
the children at the centre. Respondents:
They give dalia, khichdi, sooji and also give
snacks in the evening such as milk to small
children and eggs and bananas. They give
khichdi and dalia in the lunch and peanuts,
gudpatti, grams and at times banana in
the evening.

Narrative 8 Centre incharge: A: I give the kids breakfast
in the morning. The small kids get kheer mixed with
milk. They get khichdi mixed with green vegetables
and oats as lunch on alternate days. At 3 pm the small
kids get milk and during the evening snacks they get
sweets made of jaggery, bananas, chana and mungfali
on alternate days.

Narrative 5 Shushma: Q. What kind of food is given to
the children at the centre and when? A. For breakfast,
the elder children are given halwa, and the younger
ones (creche children) get rava kheer. For afternoon
lunch, dalia and khichdi are made on alternative days
with veggies and soya chunks. Different items are
given for evening snacks every day. Mon- Fried chana,
Tuesday- chikki, Wednesday- groundnut, ThursdayFried chana, and Friday bananas are given. The creche
children also get milk around 3PM in the afternoon.
Children suffering from malnutrition are given eggs,
bananas, and an extra spoon (5 gm) of refined oil in
their khichdi.

Case 7 Shushma: Interviewer: did you
get supplementary ration once your child
weighed lesser than they were supposed
to? Respondents: they give eggs, milk
and bananas to increase their weight. . . .
Respondent: The child eats a little bit. My
child likes the cooked food given at the
centre. I like the facilities at this centre.
Case 9 LeGrand: Interviewer: What do
your kids do at school? Respondent: The
bigger boys get halwa in the morning.
Small kids get kheer mixed with milk.
During lunch all the kids get khichdi. The
small kids get milk at 3 PM. The bigger
kids get snacks made of jaggery. They
also get badam, chana, and bananas as
snacks. The snacks are served differently
on different days. Interviewer: If a kid
is underweight or malnourished then do
these kids get special cooked food in such
cases? Respondent: Yes sir, in such cases
the kids get boiled eggs. Weak kids get
boiled eggs.

Excerpts from the field- Officials

Excerpts / vignettes from the fieldCommunity Respondents (Referred as
Cases)

Inferences (drawn from the linking
of vignettes and observations with
indicators)
1. There is a general consistency
in all narratives about the items
provided as food. 2. There is a general
consistency that the food is nutritious
and the quantity of food served per
helping is more than adequate for the
children. 3. Narratives suggests that
both children and parents like the taste
of the food and look forward to it.
Mothers seem to specifically appreciate
the timing with which the food is
regularly provided to the children
at the centre. 4. Some significant
nutritional improvements mentioned
by both community and officials, such
as using different types of vegetables.
Fruits, nuts and millets further add to
the nutritional spectrum.It was well
received by the community. 5. There
are nutritional diet plans allocated
for malnourished children, which the
community seem to recognise. 6.
There are certain inconsistencies when
it comes to the provision of milk, eggs
and nutritional mixes, in terms of the
recipient children group. 7. While the
menu is nutritious, observations in
the field showcase children might be
dissatisfied with the repetitive menu,
especially for lunch. 8. There is a lack
of a change in the nutritional structure
to accommodate for the effects of a
pandemic on children.

Observations of Interviewer
and Researcher
There isn’t any specific
nutritional accomodation for
the COVID pandemic situation,
such as immunity boosting
foods Eggs are not provided
to all the children, and milk
does not seem to be part of a
regular diet for all the children.
Lack of clarity if the anaj mix
is actually provided regularly.
There is a lack of correlation
between telephonic interviews,
field visits and centre location,
in this aspect. Lack of variety
in the lunch menu can pose
an issue. The three meals are
filling in nature, and have an
overwhelming approval from
the parents
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Beneficiary

Mothers

Deliverables (for
DMC) / Objectives
(for evaluation)

3) Nutritional
Counselling
Highlight colour:
Light Green 1

Parents, Centre
incharge,
Coordinators

Stakeholders

Regular meetings
with parents with the
intention of counselling
on nutritional awareness
Counselling focusing on
teaching mothers how
to replicate/attempt to
replicate centre food
Specialists’ involvement:
Through nutritionists,
through awareness
programs Community
involvement programs
focused on nutrition

ECCD (Early Childhood
Care and Development)
programme features

Observations of Interviewer
and Researcher
At the expense of providing
high quality nutritious foods
to the children, sometimes
the mothers might not be
able to financially cope with
attempting to continue an
equivalent meal structure at
home The living conditions
of the labour families needs
to be taken into consideration
when it comes to nutritional
counselling methods. The labour
camps are extremely cramped,
devoid of basic facilities, and
does not provide any space for
the residents to maintain basic
hygiene. Segregation of labour
camps by the community and
other stakeholders, has been
observed. “Malda Labour”,
composed of Bangla speaking
labourers from the Malda region
of West Bengal, are considered
to be temporary workers and
are prone to constant relocation.
This community seems to
be visibly segregated from
the other labourers. They
also have their own mess
which provides food for the
community due to what they
claim to be different staple food
preferences, which might also
include the dinner meals of the
children within the community.
While the living conditions
seem to be similar to the other
labourers, they are othered
due to their eating habits, and
their supposed lack of hygiene.
Training is done for the staff
to effectively implement the
different modules and meeting
forms, when approaching the
counselling of parents.

Excerpts from the field- Officials

Narrative 5 Shushma-Centre incharge: Q. To make
food from the given ration, did you teach them how to
cook? A. While distributing the ration every month,
we used to tell the parents to prepare food similarly
as we did at the centre. During the visit to the centre,
parents had seen the preparation, and we asked them
to do the same. Q. Before the lockdown, when
the centre was running, did you arrange a cooking
demonstration session for mothers, or did you tell them
what and how food should be given to children for
mothers? A. No, we never actually demonstrated any
cooking preparation. Still, we used to keep the parents
informed about the kind of food we were serving to the
children and the ingredients we put in the food during
the monthly meeting with the mothers. Even when the
parents drop off children at the centre, they look around
the kitchen, but there was no specific session. It mainly
was a one-to-one conversation. We never actually
thought anything like a lockdown would be in place.
Q: What do you discuss in your monthly meetings?
A. In case the child is underweight, or the parents
tell us that they don’t want to eat, then we tell them
how a healthy diet is essential for the child’s growth.
They should be given food five times a day. We also
tell them they should be given chai biscuits including
breakfast, even in evening chai biscuits apart from
regular meals including lunch and dinner. If the child
doesn’t eat at night, they will not receive the complete
nutrition needed for their growth. Dinner is an essential
part of the meal. Food like khichdi, daliya is nutritionrich and should include vegetables. Variation in meals is
vital for children; milk and banana can also be given.

Excerpts / vignettes from the fieldCommunity Respondents (Referred as
Cases)
Case 7 Shushma: Interviewer: Do you give
the same food at home to your children
which they get here? Respondents: yes,
roti, daal and rice, tea- this is all we give at
home. The teacher here tells about feeding
the children. She tells us to send the
children here neat and clean, with combed
hair. If we miss out sometime, they comb
their hair here. We cook the ration we
receive. We received refined oil, sooji,
dalia, rice , salt, and turmeric. We also
cook khichdi, dalia at home. At night I cook
potatoes, roti, rice and daal. Last night I
cooked vegetables and roti.

Monitoring
Indicators
Awareness
of meetings
by mothers
Different types
of meetings
Mothers’
nutritional
knowledge/
awareness of
process of
nutritional food
preparation
Testimonies of
reciprocation
by mother
Awareness
of program
initiative
in centre
incharges
Different
methods of
approach, and
array of topics
covered in
meetings

1. Activities related to nutritional
counselling are held regularly as
per mandate. 2. Community testify
attending and benefiting from it. 3. As
per officials, the mothers are pressed
for time to cook and also lack access
to a kitchen in the labour colony which
leads to lack of quality food. 4. While
the mothers testify to having cooked
the meals as advised, the responses
seem narrated across centres and
poses concerns of authenticity. 5.
Given the unique socio-economic and
environmental characteristics of the
parents and children, they continue
to look up to the food served at the
centre. 6. The children’s liking of the
centre food is an important factor in
terms of the mothers responding to
the centre’s nutrition advice through
their home cooking. Mothers are
more inclined to cook food similar to
the one fed at the centre when their
children ask them to. 7. The nutrition
specific mixes are not home cooking
friendly, even though they seem to
be an integral part of the nutritional
programme. While kits are provided
during lockdown, there is a lack of
alternatives otherwise. 8. According to
the narratives, the kits provided during
lockdown, accompanied with training
or counselling on how to provide
nutritious food using these kits, seem
to have inadvertently helped the
mothers learn how to make nutritious
food as it is made in the centre. 8.
PDP methods, flashcards and other
meeting structures do not seem to take
the living conditions of the labourers
into consideration. The inhumane living
conditions makes adhering to any of
the narrative counselling components
almost impossible. 9. Although centre
staff have noted that mothers do not
cater to their children enough, there
needs to be more sensitivity training
in terms of understanding the different
communities, and their situations, that
comprise these labour camps.

Inferences (drawn from the linking
of vignettes and observations with
indicators)
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Deliverables (for
DMC) / Objectives
(for evaluation)

Beneficiary

Stakeholders

ECCD (Early Childhood
Care and Development)
programme features

Monitoring
Indicators

Narrative 11 CV incharge: Q. Explain briefly how the
meetings work. Are there separate agenda for each
meeting or several topics are covered in each meeting?
A. There is a set agenda for each meeting, for
instance if the meeting’s agenda is about cleanliness:
we discuss it with parents. Similarly last week we
arranged a meeting on Omicron for parents. We also
keep meeting on news years with parents when the
child’s measurements are taken. Q. Are there separate
meetings for providing the right kind of nutrients for
children? If yes, what do you tell the parents in such
meetings? A. Yes, we do keep meeting on providing
nutritional food for children. In case the child is
malnourished. We tell the parents that the child should
be given food 4-5 times a day, also to maintain hygiene
around them. In some cases we realise that the parents
are not very careful of the fact, we reiterate to maintain
a healthy environment around the child. We have seen
benefits from the meeting, the children who did not
come clean to the centre have started to come all neat
and clean. If we feel that there is a need to put certain
pointers in the agenda for the meeting, we keep them.
Q: Do you hold FGDs? How do they work? A: We
call the parents as per need, there are 4 to 5 children
malnourished in our centre. So, we call those parts and
tell them out the right kind of food given to them, or
in case the child is not coming to the centre neat and
clean, we call those particular parents and ask them
to maintain hygiene around children. Q. When you
keep meeting with the mothers, Do you teach them
anything like how to cook daal, khichadi? A: A. During
the lockdown we came across one of the families
from Bengal who did not understand our language and
communicated that they didn’t know how to cook from
the provided ration. Puja, one of the teachers from the
centre went to their house and demonstrated how to
make khichdi. The next time we provided them with
ration we asked her if she used the ration, and she then
made khichdi in front of us.

Narrative 9-Coordinator: Interviewer: In your
organisational structure do you have any sessions
on nutritional counselling? Who designs the contents
of the sessions? CC: We conduct parents teachers’
meetings with everyone. If there is a need then we form
Focused Group Discussions with parents and monitor
them. Apart from that we have community meetings
whenever required like discussions around corona
vaccinations.

Narrative 8-Centre incharge: Interviewer: What do you
teach the parents on nutritional aspects? Do you keep
discussion sessions or group discussions? Mamta:
I keep Focused Group Discussions with the parents.
Interviewer: On what matters do you conduct FGD and
in what interval? Mamta: The FGD is kept on nutrition,
cleanliness and safety.

Case 9 LeGrand: Interviewer: Are you
aware of the nutritious food that comes
cheap? Do they tell you about such edibles
in the center? Do they keep training
sessions of such sort? Respondent: Yes
Sir, they tell us about that, and they keep
training sessions as well. Interviewer: How
frequently do they conduct such training
sessions? Respondent: Once a month.
Case 11 CV: Interviewer: Apart from the
food given at the centre, do they also
tell you about how to prepare food at
your home? How do you follow that?
Respondents: Yes. We give children what
we make for ourselves. We give them eggs
and no spicy food. Interviewer: So, the
children ask you to make any particular
kind of food? Respondents: They ask us to
make halwa, poori and milk and whatever
they ask for. We make khichdi and egg
and also milk at home and try to feed all
the kids. Interviewer: What else do you
cook apart from this? Respondents: They
ask for banana and daliya. Interviewer:
Do you feel any discomfort in cooking
it? Respondents: No. Interviewer:
So, you visit the centre for a meeting?
Respondents: Yes, but they also come to
our homes for inviting.

Excerpts from the field- Officials

Excerpts / vignettes from the fieldCommunity Respondents (Referred as
Cases)

Observations of Interviewer
and Researcher

Inferences (drawn from the linking
of vignettes and observations with
indicators)
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Beneficiary

Children,
Mothers

Deliverables (for
DMC) / Objectives
(for evaluation)

4) Medical Support
for Children
Highlight colour:
Light Magenta

Parents, Centre
incharge,
Coordinators

Stakeholders

Regular weight
checks of children
and correspondence
with parents regarding
their health. Growth
monitoring of Severe
Acute Malnutrition
(SAM), Moderately Acute
Malnutrition (MAM) in
children Nutritional
supplements Addressal
of contingent and
chronic medical issues
and support to parents
to access medical care
Growth monitoring

ECCD (Early Childhood
Care and Development)
programme features

Narrative 11 CV incharge: Q. How many times does
the doctor make visits to the centre? A. The doctor in
our centre visits every month for the children. In case
we find the need to call the doctor for our parents, we
arrange for it. As doctors are really busy.

1. Although supplements are given
as part of the general nutritional
plan, there doesn’t seem to be an
allocation for malnourished children.
2. Awareness of these supplements
seem to not be as prominent among
the mothers. Educating the parents
in this regard may prove useful. 3.
The health cards used at the centres
are very extensive in terms of the
medical details it can capture, and
is also suggested to be useful in
cases of relocation of children to
other DMC supported construction
sites. Systematically, these cards can
prove to be immensely beneficial in
monitoring and assisting the growth
of the children, but its effective usage
in practice could not be observed
to a satisfactory level. 4. Multiple
registers are maintained, allowing for a
solid framework for growth monitoring
and medical data collection. 5.
Immunization, and regular counselling
efforts for the same, seem to be well
in place. COVID vaccination, of the
children and their parents, has been
taken up as a priority in terms of
medical support by the centres. 6.
The medical program does not have a
COVID oriented consultancy/medication
component, which might be needed
to safely transition into and out of a
pandemic imposed lockdown. Medical
support during the lockdown does not
have enough clarity.

Nutritional supplements are
promoted by the centre staff
as being provided to all the
children. Field observations
show an extremely detailed
health card, that also depicts
the malnourishment level of the
children as part of either green,
yellow or red (representing
healthy, moderately
maklnourished and Severely
malnourished respectively), to
be part of the organisation’s
procedure of growth monitoring.
The health cards showcase a
Weight-Age graph which can
be filled to determine which
nourishment band they fall
in. According to the officials,
these medical cards can help
if the child’s family moves to
a different construction site
with facilities supported by
DMC, and the parents wish
to continue use of DMC’s
services. Different registers are
maintained. Growth monitoring
register which is maintained by
the respective class teacher.
Rest are maintained by the
centre incharge. Different
avenues and local support
seem to be leveraged to ensure
immunization efforts are
continued.
Narrative 8 Centre incharge: Interviewer: Do you have
a dispensary? CI: No, we do not have a dispensary,
but we do have a site doctor. In case of emergency, we
are sent outside. We get our regular checkups done by
the doctor that visits our site. Interviewer: Do you have
any immunisation programs like vaccination of small
children or vaccination of adults? CI: Sir we have a
Primary Health Centre for that. Interviewer: How far is
the PHC? CI: It is a bit far around 10 kms. Interviewer:
Do the children get routine immunisation facilities at
the centre? CI: Yes, the children receive that. Medical
practitioners from the PHC come for that.
Narrative 10: P: How often do you visit the labour
camp to talk to the mothers? A: Two times a month
we measure weight, we go and inform them about it.
Some mothers who have younger children and who
stay at home with their children, we ask them to come
with their child to measure their weight and height.
Monthly twice the doctor comes to conduct checkups

Case 9 LeGrand: Interviewer: Do doctors
come if any kids fall ill? Respondent:
Yes sir, there is a site doctor who comes
otherwise the madams from the centre call
the doctors.

Awareness
of parents
Testimonies
of cases of
malnourishment
Testimonies
of mothers
describing
services
provided to
their own
children Centre
in charge
narratives on
medical support
Case 11 CV: Interviewer: Has there
been any improvement in the health or
weight of the children? Respondents:
Yes. There is an increase in weight. In the
last assessment, my child weighed 5 kgs
700 gm and in the latest assessment, his
weight improved to 7 kgs 300 g.

Inferences (drawn from the linking
of vignettes and observations with
indicators)

Observations of Interviewer
and Researcher

Excerpts from the field- Officials

Excerpts / vignettes from the fieldCommunity Respondents (Referred as
Cases)

Monitoring
Indicators
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Beneficiary

Children,
Mothers

Deliverables (for
DMC) / Objectives
(for evaluation)

5) Support
During lockdowns
Highlight colour:
Cyan

Centre incharge,
coordinators
Construction site
owners Other
associated
government and
CSO stakeholders

Stakeholders

Rations and kits
provided during
lockdown Nutritional
snacks provided during
lockdown Hygiene
counselling

ECCD (Early Childhood
Care and Development)
programme features

Narrative 9 Coordinator: Q: Are there any changes in
the food menu or food plan pre lockdown and post
lockdown? CC: During the normal days when the kids
come to school, we give them cooked meals and during
the lockdown we give them dry rations or dry nutrition
for 15 days and we take feedback from the parents. Q:
Has your diet plan changed after the lockdown? CC:
No, the plan has not changed but we have only adopted
more safety measures.

Case 11 CV: Interviewer: During the COVID
lockdown in the first and second wave, did
you get any help from the centre and how
did you manage to give proper food to your
children? Respondents: We got masks,
sanitizer and rations. We got wheat flour
and rice. Interviewer: How many times did
you get this ration? Respondents: We got
it 3-4 times. Interviewer: Did it help you in
feeding your children? Respondents: Sir,
we got monthly rations for the children as
well. During the lockdown, we got rations
for ourselves and dry rations for children to
feed them as they were fed at the centre.
They told us how to mix rice, wheat and
dal and prepare the food. There was also a
pregnant woman who got Corona. She was
also helped by the sisters from the centre.

Narrative 11 CV: Q. During lockdown how did the
centres manage to help the families? A. During
lockdown, when we distributed the dry ration, there
were similar responses from parents that they don’t
eat daliya and they don’t know how to cook it. So we
taught them how to cook daliya and the parents made
it as well. 2 months ago, a girl named Sofia joined our
centre. Initially she was not ready to come to dawalwadi
but during the lockdown period, when we distributed
dry ration she wanted to eat daliya we made at the
centre.

Dry rations seem to have been
provided for the children at the
labour camp, to compensate
for the lack of cooked meals
that the centre could have
provided without the lockdown
in place. Heavy focus on
hygiene counselling conducted
by the centre staff. Centre was
shut down during the lockdown,
even while the construction
work took place. Rations were
provided in these times.

Narrative 5 Shushma: Q. What steps were taken during
the COVID time for the labour camps? Was ration given
to the children? If yes, what ration was provided? A.
We used to do activities with children in the labour
camp. Yes, ration was given to the children. Mostly all
dry ration was given instead of the cooked food from
the centre. Like dal, daliya, fried gram, black gram,
groundnut, along with tamarind and salt.

Case 7 Shushma: Interviewer: didi, you
were here during the lockdown, but the
centre was closed. Did you get any help
from the centre otherwise? A: during the
lockdown, we received ration from here
such as dalia, refined, rice, sooji, chana
every month. I cooked halwa, kheer, dalia
from the ration.

Testimonies
from parents of
support during
lockdown
Structural plans
for lockdown
described
by centre
representatives

Observations of Interviewer
and Researcher

Excerpts from the field- Officials

Excerpts / vignettes from the fieldCommunity Respondents (Referred as
Cases)

Monitoring
Indicators

1. Provision of dry ration kits for every
month is a part of the deliverables
mentioned in the grant. According to
the testimonies these rations were
provided for the children in regular
intervals, although the interval time
frame could not be completely
verified. 2. The ration kits seem
to have assisted the families in
sustaining nutritional meals for their
children, and was appreciated by the
community. 3. Hygiene practices have
a high focus in light of the pandemic,
but these also need to take the living
conditions of the labour camps into
consideration. The hygiene counselling
needs more situational cognizance. 4.
The centres were observed to be well
organised and well maintained, within
the infrastructure provided to them.
Basic sanitary protocols appear to be
followed.

Inferences (drawn from the linking
of vignettes and observations with
indicators)
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Beneficiary

Children

Deliverables (for
DMC) / Objectives
(for evaluation)

6) Education
Highlight colour:
Dark Blue

Parents, Centre
incharge,
Coordinators

Stakeholders

Noticeable curriculum
Categorisation of
children into age groups.
Classroom activities

ECCD (Early Childhood
Care and Development)
programme features
Existence of
curriculum
Classification
of children
as per age
groups Bridge
programmes for
children who
spend more
than 6 months
at the centre
and linking
them with the
local schooling
system.
Presence of
teachers in each
centre

Monitoring
Indicators

Narrative 10: P: What do you all teach? A: We have a
syllabus, a book which has what all we have to teach
each day. I teach from that.

1) The children are divided into three
age groups: 0-3 - Creche, 3-5 Balwadi, 6 & above - Bridge. Lessons
and activities are split accordingly.
This structure is based on the distinct
requirements of each of these age
groups. One teacher was allocated
to each age group, but this was
dependant on staff availability. 2) The
syllabus books, made for each age
group, covered an array of topics that
can provide basic education at the
centre. 3) Parents were content with
the centres providing basic education,
and appreciated the activities that
kept the children active and engaged.
4) The bridge course focused on
transitioning students towards getting
admissions to government schools,
with centre staff involved in advising
and assisting the parents in this
process.
Classrooms for different age
groups are allocated separate
rooms or spaces within the
available infrastructure. Books
published by DMC are used to
provide basic education to the
children at the centre. Syllabus
and content was encapsulated
within the books, with one
book per age group. The
books covered basic education,
activities, moral instructions
and manners to be followed.
The syllabus lasted 6 months
each. Different activities and
interactive sessions seem to
take place.

Narrative 8 Centre incharge: A: We impart education to
the kids in a playful manner. Interviewer: How do you
do that? A: We have a curriculum for that. Interviewer:
What are the things that your curriculum covers? If you
could elaborate on this. Do you teach the kids different
ABCD or counting or different languages like Haryanvi?
A: We mostly teach Hindi according to our curriculum
as Hindi is the mother tongue of most of the kids here.

Case 9 LeGrand: Interviewer: What do they
teach the kids at the centre? Respondent:
They teach the kids counting numbers.
Case 11 CV: Interviewer: Have you seen
any improvement in his overall activity
such as learning or playing? Respondents:
He is more participative, talkative and plays
and laughs more than before.

Inferences (drawn from the linking
of vignettes and observations with
indicators)

Observations of Interviewer
and Researcher

Excerpts from the field- Officials

Excerpts / vignettes from the fieldCommunity Respondents (Referred as
Cases)
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DISCLAIMER
Policy & Development Advisory Group (PDAG) does not assume any responsibility and disclaims any
liability, however occasioned to HDFC and H T Parekh Foundation or any other party, as a result of the
circulation, publication or reproduction of this report. PDAG has not performed an audit and does not
express an opinion or any other form of assurance. Further, comments in our report are not intended,
nor should they be interpreted to be legal advice or opinion. In accordance with its policy, PDAG advises
that neither it nor any partner, director or employee undertakes any responsibility arising in any way
whatsoever, to any person other than HDFC and H T Parekh Foundation in respect of the matters dealt
with in this report, including any errors or omissions therein, arising through negligence or otherwise,
howsoever caused.
In connection with the report or any part thereof, PDAG does not owe duty of care (whether in contract
or in tort or under statute or otherwise) to any person or party or entity to whom the report is circulated
and PDAG shall not be liable to any person or party or entity who uses or relies on this report. PDAG thus
disclaims all responsibility or liability for any costs, damages, losses, liabilities, expenses incurred by
such third party arising out of or in connection with the report or any part thereof.
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