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CSR Project
Healthcare-Nutrition: Access to nutritious food supplements for children and
women addressing SDG 2 and 3
Program
Nutrition for children at urban construction sites and urban slums

1.

EXECUTIVE SUMMARY

The evaluation study of Project Poshan was conducted by Policy and Development Advisory Group
(PDAG), on behalf of the HT Parekh Foundation, to understand and evaluate the efficacy of the
nutritional services and nutritional counselling services being provided by Tara Mobile Crèches (TMC).
Tara Mobile Crèches was set up in 2007 with an aim to ensure access to safety, healthcare, nutrition,
education and recreation for the children of construction workers. TMC works with children in the
age group of 0-14 years on construction sites across the region of Pune city and Pimpri Chinchwad.
Project Poshan is an integral part of the services provided by TMC at their centres. TMC has expanded
its scope to include nutrition for adolescents, pregnant women and lactating mothers in the community
around their centres. Training and awareness camps are organised for mothers from the community
on the importance of nutrition, maternal care, hygiene & menstruation care and birth control.
Project Poshan is run and managed by TMC across 16 construction sites/day-care centres, catering to
over 2,800 children, pregnant women and lactating mothers. It intends on providing three balanced
meals per day for the children, meals for lactating and pregnant women and nutritious snacks for older
children (who miss out on meals due to school timings) along with providing nutritional supplements
such as Iron, Vitamin A and Calcium. While children are the primary beneficiaries, TMC through
the project, also works with parents of these children with an aim to improve awareness on child
nutrition and caregiving practices.
The HT Parekh Foundation (HTPF) is a progressive, impact-driven, philanthropic foundation guided
by the principles of inclusion, long-term commitment, integrity and respect. HTPF’s philanthropic
activities are aimed at enhancing the quality of life of people from marginalised and vulnerable
communities and creating a stronger and inclusive India. The HTPF funded Project Poshan between
March 2019 and April 2021. The funding provides for the cost of the meals and nutrition provided
at the centre, along with the medical component of the programme which includes a weekly health
check-up, basic regular medication and honorarium to doctors.
Policy & Development Advisory Group (PDAG) is a policy advisory, research and strategic
communications firm headquartered in New Delhi. 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
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people-centric public policy framework in South Asia, especially India.
HTPF partnered with PDAG to evaluate the efficacy of Project Poshan and focused primarily on:
a.	Evaluating the effectiveness of the nutritional service provided to children of migrant workers
at the day care centres.
b.	The degree of impact the counselling programme had on the nutritional choices and practice of
cooking of the parents from the community.
The evaluation study was conducted by a group of qualified researchers from PDAG, through on
field engagements using grounded research methodologies. With a two-pronged approach combining
qualitative and quantitative data collection and analysis, the study focuses on the following 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 quantitative study through a statistical analysis of anthropometric data (weight and height) reflects
the positive impact of Project Poshan on children’s nutritional outcomes. The analysis using z-scores
calculated for incidences of underweight, stunting and wasting suggests change in nutritional status
of children coming to the centres for a minimum of two months. It can be inferred that the meals
and supplementary nutrition provided through Project Poshan plays a significant role in positively
impacting adequate levels of nutrition. Supplementary nutrition along with regular health checkups 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 Project Poshan 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 field visits. Inferences were drawn from this analysis,
through a structured rubric of the collated data.
Project Poshan’s aim is to provide nutritional and medical support that has been well received by the
communities that TMC operates in. At the heart of this lies TMC centres’ ability to provide a safe
environment for the children, to then benefit 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 Project Poshan plays 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. By observing the reception of the training and
discussions on nutrition conducted by the centres, one can safely conclude that the community is
yet to take strong nutritional decisions, although the responsible officials continue to put in effort.
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
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do so. Since the project’s general framework has showcased plausible success, this shortcoming can
be resolved if the purposes of a centre, as narrated by the officials, are sufficiently fulfilled by the
centre staff.
2.

ABOUT THE PROGRAM

TMC was set up in 2007 with an aim to ensuring access to safety, healthcare, nutrition, education and
recreation for children of construction workers. TMC works with children in the age group of 0-12
years on construction sites across Pune city. TMC has also expanded its scope to include nutrition for
adolescents, pregnant women and lactating mothers in the community around their centres. Regular
training and awareness programs are organized for mothers from the community on the importance
of nutrition, maternal care, hygiene & menstruation care and birth control.
With the objective of improving the physical health of children, lactating mothers and pregnant women
on construction sites in Pune and Pimpri Chinchwad, TMC is currently implementing Project Poshan.
The program is run and managed across 16 construction sites/day-care centres, catering to over 2,800
children, pregnant women and lactating mothers. While children are the primary beneficiaries, Project
Poshan also works with parents of these children with an aim to improve awareness on child nutrition
and caregiving practices.
HTPF has been funding TMC for Project Poshan and is conducting an evaluation of its services
between March 2019 to April 2021.


 he grant provided for the cost of three balanced meals per day for the children, meals for
T
lactating and pregnant women and nutritious snacks for older children



Providing nutritional supplements such as Iron, Vitamin A and Calcium



 dditional care is provided for undernourished and anaemic children and for children undergoing
A
special medical treatment.



 he grant also provided for the medical component of the programme which included a weekly
T
health check-up, basic regular medication and honorarium to doctors.

TMC operates from the day care centres that are located usually within the labour camps near the
construction sites. These day care centres also function as schools or Anganwadi centres conducting
classes for smaller 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 centre. 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).
3.

OBJECTIVES

Given the components of Project Poshan run by TMC and funded by HTPF, the evaluation focuses
on two main objectives:

5

1.	Evaluate changes in children’s nutritional outcomes: As the primary motive of Project Poshan
aims to positively impact nutrition of children, this objective evaluates the change in child’s
nutritional outcomes through anthropometric measurements and assessing the delivery of various
components of the program.
2.	To understand the knowledge, attitude and practice level of mothers and community members:
The objective primarily focuses on understanding the perceptions of mothers on the facilities
provided by the centres. It also assesses the effectiveness of the counselling activities conducted
by the centres on generating awareness around best nutritional practices and caregiving.
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.
It therefore allowed for a comprehensive evaluation, wherein inferences are drawn after observations
from both methods are compared and reflected upon.
4.1 Tools for Data Collection
4.1.1

Quantitative

The quantitative method of data collection focused on the second objective to evaluate the nutritional
outcomes of children who are the direct beneficiaries of Project Poshan. A structured questionnaire
(Annexure C) was used to collect data on different indicators assessing the nutritional outcomes. All
the quantitative interviews were conducted using this structured interview schedule that was translated
into Hindi and digitised using the SurveyCTO application. The consent form was integrated within
the questionnaire and no interview could be initiated without the consent of the respondent.
Limitation
Due to the restrictions imposed by the pandemic, 9 out of 16 centres were operational across Pune
and Pimpri Chinchwad. The total number of beneficiaries across the 9 centres were divided into
two age brackets, namely 0-6 years and 6 years and above and the data was procured from TMC to
calculate the sample size for data collection. The evaluation excludes children between 0-6 months
due to logistical issues around data collection.
The data collection exercise involved personal interviews with mothers of children conducted by 11
Field Investigators (FIs). The details on height and weight of children were measured at the centres
alongside verification of the registers maintained at the centres.
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.	Personal Interview (PI) with the officials addressed as key respondents for the study such as
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Assistant Manager, Assistant Coordinators, Centre In charge: They informed the researchers
about the functioning of the project, how the organization managed the project and how they
went about achieving their goals. PIs were also conducted with community respondents especially
parents (mothers of the children) and they 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 staff 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 organization
and continue to establish the desirable practices as a part of their daily life.
b.	Focus Group Discussions (FGD) with community respondents were also conducted which
allowed community members to speak about their interactions, practices and engagement with
the centre.
c.	Participant Observation (PO) was also part of the data collection exercise where researchers
empirically observed and experienced the material conditions of the centres located at the
construction site and collated their data as a reflection to the interactions that they had with the
respondents.
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
calculations further assumed 50% of maximum variability to take care of potential dropouts among
the sampled units.
Using Cochran’s method, the field data collection exercise aimed at conducting a total of 220 interviews.
The sample was further divided proportionally into two categories that yielded 116 interviews for
beneficiaries between 6 months - 6 years and 104 interviews for beneficiaries who were above 6 years
of age. Thus, a total of 240 interviews were conducted.
The data collection was conducted in 8 out of 9 centres across Pune and Pimpri Chinchwad by a
group of experienced Field Investigators (FIs). All the FIs were graduates and had prior experience
in collecting data digitally using the SurveyCTO application. Since each one of them were natives
of Maharashtra, they were fluent in Marathi and Hindi. The FIs underwent a one-day training
which included a mock session to understand the questionnaire. Before beginning data collection,
the questionnaire was tested by the FIs to check for any technical errors which were rectified
accordingly. The FIs were monitored by the Field Manager from PDAG. The data collected was
checked at the backend on a daily basis as a quality check. Figure 1 shows the sites that were visited
for both quantitative and qualitative data collection. Of the 8 centres, 5 are situated in PCMC and
3 are located in Pune. The reason for exclusion of the ninth centre was primarily due to a smaller
number of total beneficiaries coming to the centre.
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The anthropometric measures (weight and height) for children were recorded during the field visits for
at least 60 percent of children in the sample. This was further verified using the registers maintained
at the centres recording this information.
Figure 1: Data collection sites

Table 1: Sample size
6 months- 6 years
Sl. No.

Name of Centre

1

6 years and above

Total beneficiaries

Target

Achieved

Total beneficiaries

Target

Achieved

World City

22

14

25

15

10

11

2

Godrej Greens

28

18

8

26

18

13

3

Godrej Rejuve

8

5

6

8

5

2

4

Godrej 24

9

6

11

11

7

9

5

Rohan Abhilasha

38

25

27

49

34

29

6

Rohan Ipsita

29

18

26

15

9

9

7

Rohan Ananta

25

16

23

18

13

13

8

4.2.2

Park Connect

22

14

20

12

8

15

Total

181

116

146

154

104

101

Qualitative

The qualitative research gives a snapshot of the entire implementation mechanism of the project and the
practice level of the community stakeholders and the officials associated with Project Poshan through
a representative sample. The sample should ideally satiate all possible variability of data/information.
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In qualitative work, one way of assessing representativeness is thematic saturation or redundancy of
additional information. Ideally, new data are collected within each group of interest until saturation,
or to arrive at a juncture in data collection at which little to no new information is being gained in
each additional interview. The saturation principle was used and we considered 12 interviews and 1
FGD (5 mothers) in total amongst which 8 interviews were conducted with community respondents
(7 mothers, 1 father); 1 FGD with community respondents and 4 interviews with officials working at
different hierarchies of the organization. As we observed an emergent saturation of information from
both respondent groups, we did not go beyond 13 interactions. The data collected offered a wide array
of data to answer our research questions adequately.
The PIs, FGD and POs were planned and scheduled in collaboration with TMC and were done in
person by trained researchers of PDAG. A reference questionnaire was prepared in advance after a
review of reports, project proposals and other documents shared by TMC on Project Poshan. The tools
were referential and researchers only used it to loosely structure the interviews and FGD interactions.
The data was recorded on a dictaphone and each of the interactions were transcribed into text for
textual analysis. Names and other personal or professional details have been kept confidential or
transcribed under an anonymous alias, to maintain the integrity of the research.
4.3 Method of Analysis
4.3.1

Quantitative

There are two components with respect to analysing quantitative data for the evaluation. The first
component includes analysis of raw data collected through personal interviews during field visits
(240 interviews). The second component includes analysing the anthropometric measures recorded
by TMC for their own monitoring purposes.
For the first component of analysis, post-protocol cleaning of raw data, statistical analysis was carried
out using the indicators (height, weight, age and sex) captured in the questionnaires to arrive at
meaningful results. The analysis was carried out using R programming language.
The second component of analysis required a case-by-case cleaning due to the structure of data
provided by TMC. TMC provided the anthropometric measures for each child enrolled at the centres
from April 2018 to November 2021 with a break from April 2020 to July 2020 due to Covid imposed
lockdown and closure of centres. However, data from April 2018 to March 2020 was recorded quarterly
for each child which is not included in the analysis. The evaluation uses monthly data recorded
from August 2020 to November 2021 to evaluate the impact on nutritional status of children due to
Project Poshan. For this analysis, three major indicators were calculated to understand incidences of
stunting, wasting and underweight for children below 6 years. The analysis was carried out following
the guidelines provided by World Health Organization1 using the zscore06 package in Stata statistical
software.

1

https://www.who.int/tools/child-growth-standards/standards
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Limitations
The anthropometric measures could not be taken for all the children who were sampled due to
logistical reasons. However, their data was recorded and verified using the registers at the centres.
Further, this study does not attempt to establish a causal effect between Project Poshan and the
nutritional outcomes of children due to the design of the study. To set up a causal evaluation, a regular
monitoring mechanism needs to be followed which was not possible given the design of the study
keeping in mind the duration of the study and availability of data from TMC. Hence, the analysis is
presented separately in two components, using the survey data and data shared by TMC to assess the
nutritional status of children.
4.3.2

Qualitative

For this study we have employed the grounded-theory approach to analyse our collected data. It is
a set of technique for:  
1.	Evaluating 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 PI, FGDs and PO. The objectives and the
planned process of the project are then juxtaposed against the narratives in a textual analysis
rubric attached (Annexure D). Inferences have been drawn on the basis of triangulation of
the narratives of the officials along with those of the community and finally in relation to the
observations made by the researchers through Participant Observations during their field visits.
2.	The inferences drawn are further theorized 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 ethnographic interview data.
The mechanics of grounded theory are:  
(a)	After production of transcripts of interviews and reading through text such as notes made
during interviews, discussion and observation, determinants and indicators are identified.  
(b)	As the narratives emerge, all collected data in the form of textual transcripts 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, programmes designed by the
organization to achieve the objectives, the critical monitoring indicators and the vignettes
from the transcripts and observation notes. The relevant sections of the transcripts are in
turn highlighted with coded colours which correspond with the inferences which have been
drawn.  
3.	Key findings are presented by using examples, that is, quotes from interviews that illuminate the
theory or the inferences.
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Description of the Analysis
The analysis rubric juxtaposes the deliverables alongside the programmes undertaken by TMC and the
significant monitoring indicators that help us to evaluate; procedural narrations from officials, responses
from the community, and observations of the researchers have been triangulated systematically to draw
inferences of the impact of the interventions. The deliverables were extrapolated from a review of the
project proposal and the project report of TMC 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.
1.	
Safety - Safe Space for children is one of the fundamental deliverables of the programme. Project
Poshan 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 centre is also not far from the labour colony. The location of the day care centre is placed
optimally to ensure convenience and safety. Apart from the location it offers an enclosed space
and the staff of the centre provide security. The presence of the safety features of the day care
centre and its maintenance has been verified physically by the researchers and the procedural
functions of the facility 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 is a significant deliverable of Project Poshan and is delivered daily through 3 hot
meals provided to all children at the centre according to their age and nutritional requirements.
Special food supplements are provided to malnourished children. Nutrition is also provided for
lactating and pregnant mothers. The quality of the meals, the menu of food has been verified by
researchers and triangulated through comparing narratives of the officials against the responses
from the community.
3.	
Nutritional counselling is provided to mothers 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,
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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.
4.	
Medical Support, support during COVID-19 induced lockdown and education are also
important aspects of the project. Medical support is provided through a monthly programme
where medical practitioners visit the day care centre. Dry Ration Support was provided during
the lockdown to the entire community. The details of the ration kit were verified through a
comparison of narrations from officials and beneficiary responses. Education is provided by
teachers in every centre. They follow a well-designed curriculum designed through categorizing
students into appropriate age groups (infants to age 3 years, ages 3 to 6 years, and ages 6 years and
above). When a child is staying at the day-care centre for more than 6 months 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
a bridging course facilitated by the day care centre 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 and the effectiveness of
the educational programme 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, in-person interactions
were limited due to the COVID-19 induced pandemic situation and the Omicron wave that swept
the nation during the fieldwork.
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 strong linkage between maternal education and children’s health and mothers’
education acts as a strong predictor of child’s nutritional status (Abuya et al, 20122; Negash et al,
20153). Nearly 40 percent of mothers of the children in the sample are illiterate, that could subsequently
result in poor food choices and caregiving practices (Figure 2). Existing literature too signifies the

2

https://bmcpediatr.biomedcentral.com/articles/10.1186/1471-2431-12-80

3

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4654505/#:~:text=Research%20indicates%20that%20there%20is,wasting%20and%20stunting%20
in%20children.
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need for external support in order to mitigate the gaps. Further, the monthly income of the household
is less than ₹15,000 for approximately 70% of the respondents which further adds to poor nutritional
status of children (Figure 3). It is further corroborated from qualitative interviews where the mothers
said that they only prepare food from the resources that are available to them.
Figure 2: Attained Education Level of Respondents

education level

n + 237
38.8%

Illiterate
Std 6-8

20.3 %

Std 2-5

13.5 %

Std 10-11

9.7 %

12th Pass

8.4 %

Std 1-4

8%

ITI/Diploma

0.8 %

Graduate

0.4 %
0%

20 %

40 %

60 %

80 %

100 %
count

Figure 3: Average Monthly Family Income of Respondent
n + 237
10,000-15,000

40.5%

More than 15,000

32.1%

5,000-10,000

24.1%

Less than 5,000

3.4%
0%

5.1.2

20%

40%

60%

80%

100%

Uptake of the Program

2,796 children and 1,865 mothers were benefitted during the grant support period with 97.5 percent
of children reporting that they go to the centres every day except holidays (Figure 4). This is also
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inferred by qualitative interviews wherein the mothers reported that the children like to go to the
centres which further adds to a day to day safe upkeeping of the child. Approximately 74 percent
of respondents reported that the child receives three meals in a day at the centre while 25 percent
report receiving one or two meals in a day (Figure 5). When we examine the age group of children
who report receiving one or two meals in a day, nearly half of children belong to the age group of 6
years and above. As the older children are also enrolled in nearby schools, it can be the case that they
receive only one or two meals from the centre. Mothers reported that their children usually receive
milk in the morning, a preparation made of rice for lunch and nutritious laddoos as evening snacks.
Additionally, they receive fresh fruits 2-3 days in a week. Some mothers also reported that their child
received eggs at the centre. However, this was site specific as some construction site authorities would
not agree to the provision of serving eggs at the centre.
Figure 4: How Many Days in a Week do the Children Visit the Centres?

frequency

n + 237

1 day

0.8 %

2-3 days

0.4 %

4-5 days

1.3 %

All days in week except holidays
0%

20 %

40 %

60 %

80 %

100 %

frequency

Figure 5: How Many Times in a Day do the Children Receive Food at the Centre

1.7 %

More than 3 times

73.6%

3 times

2 times

18.3%

One time

6.4%
0%
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20%

40%

60%

80%

100%

5.1.3

Supplementary nutrition and immunisation

Apart from the three meals provided at the centre, children are also mandated to receive nutritional
supplements in the form of iron tablets, Vitamin A, Calcium supplements and deworming tablets. The
frequency of these is pre-decided with the help of nutritionists and medical practitioners associated
with the program. The frequency of children receiving iron supplements varies across different time
intervals but 40.4 percent reported receiving daily supplements for iron (Figure 6). The category
“Others” representing 20.6 percent of the sample is of significance here where a majority of mothers
did not know about this aspect of the program.
Figure 6: What is the Frequency at which Children Receive Iron Tablets at TMC Centres?

frequency

n + 237
20.6%

other

14%

once a week

5.1%

twice a week

19.9%

thrice a week

40.4%

daily
0%

20%

40%

60%

80%

100%

With respect to Vitamin A and Calcium supplements similar observation is noted where the mothers
are not aware whether their children receive these supplements and in what frequency. However,
approximately 40 percent of mothers report that their children receive these supplements from the
centre (Figure 7).
Figure 7
When was the Last Time Your Child
Received Vitamin A Tablets?

When was the Last Time Your Child
Received Calcium Tablets?

Don't know/Can't say

frequency

frequency

n = 237

28.9%

In more than 1 year

1.7%

Don't know/Can't say

In the last year

2.6%

In more than 1 year

In the last 6 months

20%

40%

17.4%

In the last 1 month

40.9%
0%

2.1%

In the last 6 months

26%

In the last 1 month

3.9%

60%

80%

100%

41.5%
0%

20%

40%

60%

80%

100%
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In the case of de-worming tablets, 51.3 percent of mothers reported that their child received it in the
last six months, which is the standard practice for consuming de-worming tablets (Figure 8). But 32.2
percent are not aware about the tablets.
Figure 8: When was the Last Time Your Child Received De-worming Tablets?

frequency

n = 237

32.2%

Don't know/Can't say

In more than 1 year

3%

13.6%

In the last year

In the last 6 months

51.3%

0%

20%

40%

60%

80%

100%

With respect to immunisation, nearly 50 percent of mothers reported getting their child vaccinated
more than a year ago (Figure 9). This may seem concerning for smaller children who are supposed
to receive different vaccines at regular points in time. However, upon examining this indicator with
the age of child, only 21.5 percent of children are smaller than three years and a majority of children
who received vaccines more than a year ago are older in age.
Figure 9: When was the Last Time Your Child Received Vaccines?
frequency

n = 237
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22.9%

In the last 6 months
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5.1.4

Other services provided by TMC

A certified doctor visits the centre 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 a child might be suffering from. 78.4 percent of mothers reported regular
health check-ups of their children at the centre by a doctor (Figure 10). However, a small proportion
(14 percent) of mothers are unaware of these health check-ups.
Figure 10: When was the Last Time Your Child Received Health Check-up?
frequency
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The centre 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 at the centre
along with take home ration (Figure 11).
Figure 11
What Additional Help/Facilitation is Available from the Centre
in Case the Child is malnourished?

What Kind of Help does the Centre Provide
Whene a Child becomes Ill?
n = 217
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In addition to conducting health check-ups the program also aims to impact the knowledge and
awareness of mothers on providing better nutritional care for children at home. With respect to
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this, the centre conducts 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 the parents
in discussing child’s health. 93.6 percent of mothers reported attending such sessions every month
where they received information on an array of aspects surrounding nutrition and caregiving practices
(Figure 12).
Figure 12: When was the Last Meeting Held by the Centre on Child Nutrition?
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Figure 13: Which of these Awareness Campaigns Run by the Centre are you Aware of?
compaigns
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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 146 out of 247 children
were included for the first component of quantitative analysis. A distribution of height and weight
of children across different age groups are shown in Figure 14. More female children are below the
best fit line that is generated using a linear regression framework for the younger categories of 6-36
months and 3-6 years (Figure 15) as compared to male children.
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Figure 14
Distribution of Height Grouped by Sex and Age Group

Distribution of Weight Grouped by Sex and Age Group
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Figure 15: Distribution of Height-vs-Weight Grouped by Sex and Age Group

However, measuring and assessing the change in nutritional outcomes at one point in time does not
reveal the impact of Project Poshan but only provide the current status. Further, the benchmark for
constructing the sample frame required that the child has been coming to centre for a minimum
of two months. This was done to ensure that the mothers are aware of the services provided by the
centre are able to answer the questions asked during the interviews. Assessing nutritional status of
children requires a continuous inflow of data recorded in regular intervals to observe any change. For
this purpose, the evaluation uses data on anthropometric measures recorded by TMC at each centre
for each child on a monthly basis from August 2020 to November 2021.
Figure 16
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A small proportion (0.21 percent) of children stayed at the centre for 8 months (Figure 17). On an
average, a child stays at the centre for 2.7 months. However, the highest proportion (31 percent) of
children stay for only one month or less.
A detailed distribution of children according to their z-score to identify incidence of underweight,
stunting and wasting is provided in Annexure-A4. The weight for age z-score represents incidence of
underweight, weight for age z-score represents incidence of stunting and weight for height z-score
represents incidence of wasting in children. These are also 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. On an average 15.84 percent of children are severely underweight, 32.14 percent
are severely stunted and 5.85 percent are severely wasted.
The graphs below represent the z-scores of children coming to the centres (Figure 18-23). A value
below -3 represents severe malnourishment, -3 to -2 represents moderate malnourishment and -2 to
2 represents normal status of nourishment. Each child is represented horizontally on the y-axis with
their z-score for each month that the child stayed at the centre. The graphs are presented separately
for male and female children across different age groups of 0-23 months and 24-59 months according
to the WHO guidelines. Further, to show the impact of Project Poshan, the graphs are disaggregated
into the number of months a child stays at the centre into one month, two months, three months
and more than three months.
It can be seen from Figure 17 that the z-scores of most children in their first month at the centre
represent moderate to severe malnourishment in all three indicators of underweight, stunting and
wasting. But Figures 18-20 highlights that the children who come to the centres for a minimum of two
months show improvement in their z-scores representing nutritional status. The gaps with respect to
a particular child id reflects unavailability of data. This might be due to inconsistent data entries that
were removed during processing and cleaning of data or due to the child not coming to the centre as
the families travel back to their villages during breaks or unavailability of work at the construction
site. Further, there are some exceptions observed in the findings wherein the status of malnourishment
is shifting from normal to moderate levels. This is mainly due to smaller shifts in anthropometric
measures of children that marginally shifts the z-scores across different levels of severe, moderate and
normal malnourishment and/or due to inconsistent data entry. Among the three indicators, weight
for age shows the maximum change across months. Unlike height, weight fluctuates over time and
therefore reflects current and acute as well as chronic malnutrition and can show change even during
a shorter duration. Stunting on the other hand is associated with long term factors and indicated past
growth failure.
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Figure 18
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5.2.2

Qualitative

The understanding of ‘Practice Level’ of Stakeholders i.e., Mothers and Officials are further classified
into:
1.	Nutritional support - which 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 - which
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 - which corresponds to the realisation of
the parents and the officials of the importance of medical support and nutritional supplements
for the children and its performance.
4.	Understanding and performance of safety and safe space for children - which in turn 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 exceptional 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.
Table 2: Summary of Assessment (Refer to Annexure D for a Detailed Description)

Sl. No. Objective
1.

Inference

Safety/Safe Space 1.	General observation of researchers and narrations from community
for Children
as well as officials demonstrate that the centres are safe spaces for
children.
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2.	As per the intent of TMC and their mandate, children also have
a say on the activities, food and other engagements that the
facilitators organize at the centre. However, instances of such a
feedback system were not observed directly. Mothers however
have mentioned how children have expressed their preference of
certain kinds of foods which are cooked at the centre
3.	Parents feel that their children are safe and are taken care of at
the centre by the staff of TMC
2.

Nutrition

1.	There is general consistency in all narratives about the items
provided as food
2.	There is general consistency that the food is nutritious and the
quantity of food served per helping is more than adequate for the
children
3.	
There is general consistency from both community and the
officials as well as through observations that the menu is prepared
by a nutritional expert after consultation with the community
4.	Narratives suggest that both children and parents like the taste of
the food and look forward to it
5.	Some significant nutritional improvements mentioned by both
community and officials was the inclusion of ‘ghee’ in cooking, it
was widely appreciated by the community
6.	Fruits, vegetables, nuts and millets further adds to the nutritional
spectrum

3.

Nutritional
Counselling

1.	Activities related to nutritional counselling are held regularly as
per mandate
2.	Community respondents testify to attending and benefitting 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.	Mothers cook food but are not very clear about the nutritional
value of the food they cook
5.	
Given the unique socio-economic and environmental
characteristics of this population, they continue to look up to
the food served at the centre making it a dependency and from
the perspective of future sustainability, such dependency may not
be desirable
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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 laddoos and other nutrition specific snacks are not home
cook friendly, even though they seem to be an integral part of
the nutritional program. There were no alternatives suggested at
any of the centres. The children will miss out on them in case of
centre closure or other instances
4.

Medical Support 1.	TMC has empanelled doctors who come for regular visits
for Children
2.	General systems to address and support medical contingencies
exist at the centre
3.	
The medical facilities provided are basic and preventive in
nature in certain serious contingencies staff of TMC support the
community to access more comprehensive medical care
4.	Vaccination and child health gets priority
5.	Supplementary nutrition for malnourished children are however
not very clear and require institutional attention

5.

Support During 1.	During the lockdown measures were taken to ensure that adequate
Lockdowns
food supplies were given to the labour community in general and
not just limited to the children
2.	Children received their quota of ration as well
3.	Community narrations have clearly mentioned that they were
comfortable in their labour camps during the COVID-19 induced
lockdowns

6.

CONCLUSION

6.1 Children’s nutritional outcomes


 he change in the z-scores of underweight children coming to the centres regularly for more than
T
two months suggests positive impact from Project Poshan. The change can be more significantly
observed if a child stays at the center for a longer duration (two months or more)



 he finding is further corroborated with the primary survey data that suggests low proportion of
T
children being malnourished. This can be attributed to the duration of stay at the center 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 Project
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Poshan 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


 he regularity in children attending the centres and consuming all three meals testifies for the
T
well-designed framework of the program



 owever, the knowledge and awareness of mothers with respect to the better caregiving practices,
H
hygiene habits and healthy cooking remains an area to be worked upon. 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 Knowledge, Attitude and Practice Level of Mothers and Community Members
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.


 he centre staff are organised with their nutritional services and serve hygienic and nutritious
T
food in a timely fashion to the beneficiaries.



 he centres provide basic medical support to identify incidences of malnourishment and other
T
medical issues of the children, as well as provide vaccination services for the children. In cases
of serious medical issues, the centre staff support parents to access comprehensive medical care
at the hospitals. The officials of the centre worked hard to continue with the delivery of services
even during the lockdown.



 he centre staff regularly organises training and discussions on nutrition regularly but the efficacy
T
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 effort.



 centre’s capacity to sufficiently provide its services depends heavily on the centre in charge’s
A
actions and abilities. Discontent, when observed from the community, seems resolvable if the
purposes of a centre, as narrated by the officials, are sufficiently fulfilled by the centre staff.
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ANNEXURE A
Table 3: Incidence of Underweight

0-23 months
Months Severely Moderately Normal
underunder(%)
weight (%) weight (%)
Aug-20
Sep-20
Oct-20
Nov-20
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21
Oct-21
Nov-21

0
37.5
18.5
14.3
15.0
7.0
12.1
6.5
22.2
0.0
41.7
20.0
25.0
12.5
8.7
12.5

0
37.5
22.2
7.1
7.5
15.5
13.6
11.3
44.4
0.0
16.7
22.5
17.5
27.5
34.8
6.3

0
25.0
59.3
78.6
77.5
77.5
74.2
82.3
33.3
100.0
41.7
57.5
57.5
60.0
56.5
81.3

Total
(nos.)
0
8
27
28
40
71
66
62
9
2
12
40
40
40
23
16

23-59 months
Severely Moderately Normal Total
underunder(%)
(nos.)
weight (%) weight (%)
0
9.5
9.0
10.0
6.7
6.8
5.4
5.9
32.2
11.8
30.6
30.0
22.1
14.8
11.7
13.2

63.6
40.5
29.0
22.5
22.2
17.7
20.8
15.4
30.5
29.4
36.7
24.2
26.2
29.6
35.1
35.8

36.4
50.0
62.0
67.5
71.1
75.5
73.8
78.7
37.3
58.8
32.7
45.8
51.6
55.7
53.2
50.9

11
42
100
80
135
192
168
169
59
17
49
120
122
115
77
53

Table 4: Incidence of Stunting

Months

Aug-20
Sep-20
Oct-20
Nov-20
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21
Oct-21
Nov-21

Severely
stunted
(%)
0.0
57.1
30.8
26.7
25.0
15.7
19.7
6.7
62.5
0.0
66.7
51.5
48.6
40.5
31.8
31.3

0-23 months
Moderate- Normal
ly stunted
(%)
(%)
0.0
0.0
28.6
14.3
23.1
46.2
26.7
46.7
17.5
57.5
12.9
71.4
28.8
51.5
26.7
66.7
0.0
37.5
0.0
100.0
0.0
33.3
6.1
42.4
13.5
37.8
10.8
48.6
13.6
54.5
18.8
50.0

Total
(nos.)
0
7
26
30
40
70
66
60
8
2
9
33
37
37
22
16

23- 59 months
Severely Moderately Normal
stunted stunted (%)
(%)
(%)
58.3
16.7
25.0
33.3
31.0
35.7
23.2
31.3
45.5
20.8
31.3
47.9
20.6
22.1
57.3
17.7
22.4
59.9
11.9
25.0
63.1
11.0
19.5
69.5
62.1
24.1
13.8
23.5
29.4
47.1
51.4
32.4
16.2
42.4
24.2
33.3
34.7
19.8
45.5
24.6
24.6
50.9
15.8
35.5
48.7
23.1
36.5
40.4

Total
(nos.)
12
42
99
96
131
192
168
164
58
17
37
99
121
114
76
52
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Table 5: Incidence of Wasting

Months

Aug-20
Sep-20
Oct-20
Nov-20
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21
Oct-21
Nov-21
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Severely
wasted
(%)
0
14.3
11.5
10.7
7.5
11.4
3.0
3.4
0.0
0.0
11.1
0.0
10.8
5.4
4.5
0.0

0- 23 months
Moderate- Normal
ly wasted
(%)
(%)
0
0
28.6
57.1
15.4
73.1
14.3
75.0
12.5
80.0
7.1
81.4
7.6
89.4
11.9
84.7
0.0
100.0
0.0
100.0
22.2
66.7
9.1
90.9
8.1
81.1
8.1
86.5
18.2
77.3
12.5
87.5

Total
(nos.)
0
7
26
28
40
70
66
59
8
2
9
33
37
37
22
16

Severely
wasted
(%)
9.1
2.4
2.0
0.0
4.7
4.7
0.6
1.9
0.0
5.9
8.1
3.1
5.8
8.8
7.9
1.9

23- 59 months
Moderate- Normal
ly wasted
(%)
(%)
9.1
81.8
7.1
90.5
9.1
88.9
6.3
93.7
10.2
85.2
6.3
89.1
8.4
91.0
10.6
87.6
7.3
92.7
0.0
94.1
5.4
86.5
11.2
85.7
15.7
78.5
14.0
77.2
11.8
80.3
5.8
92.3

Total
(nos.)
11
42
99
79
128
192
167
161
55
17
37
98
121
114
76
52

ANNEXURE B
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ANNEXURE C
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 Tara 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.	Do 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 in 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.	Do 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- (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 Tara Mobile Creche Programme in Pune? (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 TMC 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 TMC make the workers aware of the support services that they are providing?

4.	Are there any challenges that the TMC officials or the community face at the construction site/
or from the site owners?
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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 TMC officials discuss the issues 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 DMC/ TMC 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 TMC plan to run the programme with or without the financial support from HT
Parekh? What is a long-term sustenance strategy that TMC 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
Introductory questions
A1

कृ पया सेंटर चुनें. (Select one from the list of centres)

1.

वर्ल्ड सिटी (World City)

2.

गोदरेज ग्रीन्स (Godrej Greens)

3.

गोदरेज रेजवू े (Godrej Rejuve)

4.

गोदरेज 24 (Godrej 24)

5.

रोहन अभिलाषा (Rohan Abhilasha)

6.

रोहन इप्सिता (Rohan Ispita)

7.

रोहन अनं ता (Rohan Ananta)

8.

पार्क कनेक्ट (Park connect)

A2

प्रोजक्ट
े में काम करने वाले सेंटर कोऑर्डिनेटर की सं ख्या?

A3

सेंटर पर खाना बनाने और बच्चों की देखभाल करने के लिए कितने लोग जिम्मेदार हैं?

A4

अन्य स्टाफ की सं ख्या?

A5

आप कहाँ तक पढ़े/पढ़ी हैं? (Select one)

1.

कक्षा 1-4

2.

कक्षा 5-7

3.

कक्षा 8-9

4.

कक्षा 10-11

5.

12th पास

6.

आईटीआई/डिप्लोमा

7. स्नातक/ग्रेजएु ट
8. पीजी डिग्री (एमए/एमटेक)
9. पढ़ाई नहीं की
A6
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आपकी जाति? (Select one)
1.

दलित/SC

2.

आदिवासी/ST

3.

अन्य पिछड़ा वर्ग/OBC

4.

General

A7

आपका धर्म?

1. हिदं ू
2. इस्लाम
3. सिख
4. ईसाई
5. बौद्ध
6. Others (Please specify)
A8

A9

आपके परिवार की मासिक आय? (Select one)

1.

Less than Rs 5000

2.

Rs 5000- Rs 10000

3.

Rs 10000 – Rs 15000

4.

15000 and above

आपका बच्चा इस सेंटर पर कब से आ रहा है? (महीनों में)

CHILD’S NUTRITION
C1

बच्चे का लिगं ?
1.

पुरुष

2.

स्त्री

C2

बच्चे की उम्र?

C3

बच्चे का वजन? (किलो में)

C4

बच्चे की लम्बाई? (सेंटीमीटर में)

C6

आपका बच्चा हफ्ते में कितने दिन सेंटर जाता है?

C7

C8

1.

सप्ताह के सभी दिन (छु ट्टी के दिन छोड़ कर)

2.

सप्ताह के 4-5 दिन

3.

सप्ताह के 2-3 दिन

4.

हफ्ते में एक दिन

आपके बच्चे को सेंटर पर प्रतिदिन कितनी बार खाना मिलता है?

1.

एक बार

2.

दो बार

3.

तीन बार

4.

तीन बार से ज़्यादा

बच्चे को खाने में क्या-क्या चीजें मिलती हैं? (नोट करें )
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C9

C10

C11

C12

C13

C14

C15
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क्या आपको तारा मोबाइल क्रे श की तरफ से सरकारी स्वास्थ्य सुविधाओं का लाभ लेने में किसी तरह की सहायता मिलती है?

1.

हाँ

2.

नहीं

सेंटर पर आने वाले बच्चों की लम्बाई और वजन का माप कितने अंतराल पर लिया जाता है?

1.

एक हफ्ते

2.

हर दो हफ़्ते

3.

दो हफ्ते से ज़्यादा

4.

एक महीने से ज़्यादा

आपके बच्चे को आयरन की गोली कितने अंतराल पर मिलती है?

1.

हर दिन

2.

हफ्ते में तीन बार

3.

हफ्ते में 2 बार

4.

हफ्ते में एक बार

5.

अन्य (नोट करें)

आपके बच्चे को आखिरी बार कृ मिनाशक गोली कब दी गयी थी?

1.

पिछले 6 महीने में

2.

6 महीने से ज़्यादा

3.

एक साल से ज़्यादा

4.

कह नहीं सकते/पता नहीं

आपके बच्चे को आखिरी बार विटामिन A की खुराक कब दी गयी थी?

1.

पिछले एक महीने में

2.

पिछले 6 महीने में

3.

6 महीने से ज़्यादा

4.

एक साल से ज़्यादा

5.

कह नहीं सकते/पता नहीं

आपके बच्चे को आखिरी बार कै ल्शियम की खुराक कब दी गयी थी?

1.

पिछले एक महीने में

2.

पिछले 6 महीने में

3.

6 महीने से ज़्यादा

4.

एक साल से ज़्यादा

5.

कह नहीं सकते/पता नहीं

आपके बच्चे का टीकाकरण आखिरी बार कब हुआ था?

1.

पिछले 6 महीने में

2.

6 महीने से ज़्यादा

3.

एक साल से ज़्यादा

4.

कह नहीं सकते/पता नहीं

C16

C17

पिछली बार सेंटर पर मौजूद बच्चों की स्वास्थ्य जांच कब हुई थी?

1.

पिछले 6 महीने में

2.

6 महीने से ज़्यादा

3.

एक साल से ज़्यादा

4.

कह नहीं सकते/पता नहीं

इनमें से सेंटर द्वारा सं चालित कौन कौन से जागरूकता अभियान के बारे में आपको जानकारी है?

1.

परिवार नियोजन

2.

एचआइवी/AIDS

3.

बाल उत्पीड़न

4.

महिला अधिकार

5.

घरेलू हिसं ा

6.

मासिक धर्म

7.

बाल विवाह

8.

स्त्री-पुरुष समानता

9.

बच्चों की परवरिश से सं बं धित

10. गर्भवती महिलाओं के पोषण सम्बंधित
11. अंधविश्वास
C18

C19

C20

C21

यदि बच्चा कु पोषित हो तो क्या उस स्थिति में बच्चे के पोषण के ऊपर अतिरिक्त/ज्यादा ध्यान दिया जाता है?

1.

हाँ

2.

नहीं

बच्चे के कु पोषित होने पर सेंटर से कौन कौन सी अतिरिक्त मदद /सुविधा मिलती है ?

1.

डॉक्टर /NRC को रेफर करना

2.

nutritionist से सलाह

3.

घर पर खिलाने के लिए अतिरिक्त भोजन

4.

सेंटर पर अतिरिक्त भोजन

5.

अन्य (नोट करें )

क्या बच्चे के बीमार होने पर सेंटर से मदद मिलती है?

1.

हाँ

2.

नहीं

बच्चे के बीमार होने पर सेंटर से किस किस तरह की मदद मिलती है?

1.

डॉक्टर द्वारा चेकअप

2.

दवाइयों की सहायता

3.

भोजन की सहायता

4.

अन्य (नोट करें )
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C22

C23
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क्या सेंटर आपको पोषण से सं बं धित बातों के बारे में परामर्श/सलाह देता है?

1.

हाँ

2.

नहीं

सेंटर द्वारा बच्चे के पोषण से सं बं धित मीटिंग आखिरी बार कब हुई थी?

1.

हर महीने

2.

2-3 महीने के अंतराल में

3.

6 महीने के अंतराल में

4.

अन्य (नोट करें )
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Children

1) Safety/Safe Space for Children

Beneficiary

Stakeholders

Parents,

Deliverables (for
TMC) / Objectives
(for evaluation)

Incharge/Centre Representative

the
with

Safekeeping of children within a
confined space.

Safety of children from any
kind of physical abuse and
danger
from
the
hazardous
environment of a construction site.

Programs
(Responds
to
deliverables, and works
stakeholders)

Narration of centre incharge or
equivalent stakeholder

Indicators
of
children
satisfaction, agency of the child

Feedback/perspective of parents

Features of the centre (gate,etc.)

Location
of
centre
and
distance from construction site

Monitoring Indicators

2-G24

:

4

Rejuve:

A: That the children will be kept safe, they’ll
get education and the ‘thai’ will take care
of the children since we have to work.
.
.
.
A: Mothers are usually very concerned
about whether their children are brought
up well. My children have been coming
here for so long, and I have no worries
about their upbringing in the centre. I
don’t have to constantly attend to my
children. I can concentrate on my work.

N: What was your intention when
you first decided to bring your
children to the centre’s care?

A: Just the people around let us know
that there was this centre that takes good
care of children and keeps them safe

N: When you first came here, how
did you find out about the centre?

Case

They take care of babies which are even
2 months old, when their mothers go
to work.

Before this they just stayed with us
in our rooms, the whole day. Once
they came here, they get to play also.

Yes, they are given food regularly at the
centre for all three meals throughout the
day. The madam really takes good care
of the kids, especially for the ones whose
mothers go for work. They leave their
children in the morning and only come to
see them during lunch break. Until then,
the madam gives them food, teaches
them and takes care of them; till the
evening when they are taken back home.

Case

Excerpts from Community Respondents
(Referred to as Cases)
1-

Asst

Manager:

3:

Rohan

Ananta

A: The way we work has changed a lot. Nowadays whenever
children come, they first have to wash hands before coming
into the school. They don’t sit close together anymore, they
maintain one hand distance while sitting. The children are
not kept together for activities as much as possible. All the
children have to take temperature before coming inside.
Even the children know this, and they wait patiently outside
before taking temperature. Masking is compulsory, and the
children wear masks and come. In case they don’t, we have
masks over here that we give to the children before entering.
They came once in the beginning of construction. They saw
around and checked how things are going, after which they haven’t
come here. So if we need anything, we just contact Ashok Sir.
P:
Who
is
Ashok
sir?
A: He is the in charge of the labour colony here. In case we have
any problems, he quickly solves them for us.

P: Can you explain a little more about what other measures have
been taken with regards COVID, apart from what you’ve already told
me? What kind of changes has it led to in the way you work here?

A: Apart from open days, we also hold other meetings with the
mothers. We instruct them about hygiene and other aspects.
Every meeting we counsel them about COVID related measures
they need to take. Some mothers take extra care, some don’t.
We ask them to follow the guidelines such as wearing masks,
washing hands, etc. because even if the centre is clean, we
staff members still come from outside so they need to be safe.

P: What other things are talked about in open day meetings?

Narrative

We also have children support group, previously called mantri
mandal (where children were designated positions such as
president, khel mantri, arogya mantri and aahar mantri). Just
to not associate children with any power dynamics the term
mantri was replaced by mitra. It’s a platform where children
have opportunity to express themselves, which is later brought
to the organisation level, in case they want to make any
changes in the item they are receiving, the child can review
it. In case the food is being prepared and they find it spicy, or
they don’t like the texture or the taste. The child has the space
to talk to the centre incharge and things things to her notice.
The support group children also help the new children to settle
down at the centre.

Narrative

Excerpts from Officials (Referred to as Narratives)

Textual Analysis Rubric

ANNEXURE D

Usually the centres are situated within
the labor camps (within 500 m). The
construction sites are located at a distance
of approximately 500 metres or more. The
centres have boundary walls with a security
present within the campus. Some centres
also have small areas that can be used
as playgrounds. The centres also conduct
activities throughout the day so that the child
is involved and not distracted. The centres’
location seem safe for children as they are
not located very close to the construction
site. Presence of multiple staff at the centres
also ensures safety of the child.

There is also importance given to traditions
and practices involved, such as fasts. This
further allows the parents to entrust their
children to the centre.

The centres are viewed as schools in the eyes
of the community and even by some of the
centre incharges. Thus, the trust in the centre
goes beyond them just being viewed as a
daycare centre, but more as an institution.

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.
2. As per the intent of TMC and their mandate,
children also have a say on the activities, food
and other engagements that the facilitators
organise at the centre. However, instances
of such a feedback system was not observed
directly; mothers, however, have mentioned how
children have expressed their preference of certain
kind of foods which are cooked at the centre.
3. Parents feel that their children are safe and are
taken care of at the centre by the staff of TMC.

Inferences (drawn from the linking of vignettes and
observations with indicators)
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Incharge/Centre Representative

Parents,

Children

2) Nutrition

COVID support

Nutritional

supplements

lactating
mothers

for
pregnant

Nutrition
and

in
plan

provided
children

provided
according
to

Special
foods
to
malnourished

Meals
centre

mothers
children

plan
children

COVID rations
testimonies

and

support

COVID lockdown oriented plans

Testimonies
of
of
malnourished

Accomodations
in
for
malnourished

Awareness of Incharges of
program initiatives and plan

1-Ipsita:

the
your

health
of
children?

Manager:

2:

Asst

Coordinator

.

A: Everything is the same, nothing has
changed.

P: Have you seen any changes
since COVID came, in the food
that’s
given
at
the
centre?

.

They keep track of their weights and
give them healthy food. And if any
children are weak or malnourished,
they
give
them
healthy
food.

The food here is very healthy. They
add good amounts of ghee. Sometimes
the kids who don’t like the ghee might
even complain, because they don’t
understand just how healthy it is. But
the madam takes good care of their food.

Initially, eggs were not part of the meals and it was added
through the plan. The number of vegetables we use for the meals
has also changed. We use soya and laddoos now, instead of a
paste that we used to give. We didn’t used to use natural ghee
in our meals before, but now we use good amounts of ghee
while making the food.

If there are any problems, with the vendors or at the centre
with respect to getting the required resources, we take care
of it. We have centre coordinators, since we cant go to every
centre and keep track. So we have a monitoring team, wherein
3 alternting coordinators are given charge of each centre. They
keep monitoring with the help of registers we have at the centre,
and they visit the centre regularly to help out. The centre in
charges keep track of how the staff members at the centre
operate, the monitoring team keeps track of the incharge’s
work and they report to us. We also try and visit the centres
regularly, every week, but the monitoring team help us with that.

Narrative

You know they take care of lactating
mothers by giving them food too, and
they give them the required medication
and take care of them too. They make
good food, and it tastes quite nice.

G24:

Asst

We work under the health and nutrition team, and our
responsibilities require us to coordinate and supply raw
materials for food and other materials such as medicines and
hygiene equipment, to the centre three times a week. Then
centre in charges make the food fresh for the children, as per
the plan that Rita ma’am had designed. We make sure that the
ingredients are fresh, and we also taste test the food that is
made. Every morning the children get milk and eggs, maybe
even laddoos. Every lunch we make rice and vegetables for the
children, but the vegetables change every day. For the evening,
we give different laddoos for each day to the children. We have
nutritious laddoos, peanut laddoos, and rajgira laddoos for them.
N: These laddoos, are they made at the centre or are they supplied?
A1: The nutritious laddoos are made at the centre, but
the peanut laddoos and rajgira laddoos are bought from
vendors. We also give the children aura candy for vitamin. For
increasing children’s weight, we give them fruits every week.

2

1:

For Children: We have a hot nutrition meal cooked three
times a day at the centre, in nutrition for children. Breakfast
includes a bowl of milk, along with fruits or chikki or dry
fruits or nuts or eggs. Some builder site officials are not
very okay with eggs being provided at the centres, so
eggs are only offered where they don’t have a problem.
We have a hot cooked nutritious meal for lunch, which is
heavy enough as good as a substitute for lunch at home - A
dal khichdi or just khichdi/ varan bhat or heavy foods like that.
Then in the evening, we have a supportive snack, which is fruit/
upma/Sewaiya.

Narrative

P: So the purpose of this interview is to
find out just how healthy is the food here

Case

A: No, no medication. They don’t get any
extra food and all, as they have always
been underweight since after their birth.
I asked the “tai” about it, because I had
doubts and worries myself; but they said
its nothing. They said some children are
just underweight.

P: So are they getting medicated for
that? Or are they getting any special
attention in terms of their food intake?

A: Both are healthy. My son has some
speaking impediment. We asked at the
centre, and consulted with the doctor that
comes here. Together with the “tai”, we
took him to a hospital a couple times.
We tried some medicines, but nothing
changed and they said that it was nothing.

P:
How
is
both
of

Mornings they get ladoo and milk, then
they give khichdi or rice, and evenings
they give dry foods and nutritious
foods like the ladoos and fruits.

Case

The awareness of staff around nutrition
varies across centres. For example, only
some incharges interviewed knew about
the process followed by TMC to design
the meal plans. The food provided at the
centres seemed hygienic and healthy but the
use of vegetables was limited. They heavily
relied on healthy but pre-processed food for
evening snacks. These are local delicacies
that may not be liked by all children as they
come from varied geographic locations. The
kitchens looked clean enough with running
water facility.

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. There is a general consistency from both
community and the officials, as well as through
observations, that the menu is prepared by a nutritional
expert after consultation with the community.
4. Narratives suggests that both children and parents
like the taste of the food and look forward to it.
5. Some significant nutritional improvements
mentioned by both community and officials
was the inclusion of ‘ghee’ in cooking.
It was appreciated by the community.
6. Fruits, vegetables, nuts and millets further add to
the nutritional spectrum.
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3

Rejuve:

.

4

Rejuve:

N: The children who have been diagnosed
as weak or malnourished by the doctors,
are their mothers called and informed
how to take care of it?

A: All kids get these laddoos, but
those kids that need more attention
might get 4 times a day instead of
3. Like that they are taken care of.

N: Assuming some child is low on weight,
does the child get special ladoos like the
peanut laddoo or the nutritious laddoo, or
more of other food or anything like that?

A: They get food three times a day. Morning
they get milk, lunch in the afternoon
and then fruits or ladoos in the evening.

What kind of food do the children
get, how often do they get food here?

Case

N: Does the centre provide any
different kinds of food for your
thinner child? What do they do?
A: Yes, they do. They sometimes give dry
fruits and things like that.

A: Yes, they do. Doctor often prescribed
some tonic and all, and we bought
them and showed the doctor that
we were feeding our child that. But
still there were no changes. She’s
just thin as it is, that’s just her
nature. She doesn’t grow that much.

N: So, does the centre do
anything differently for your child?

A: My younger child has always
been quite thin since she’s been
born, but that’s just how she is.
She has always had low weight, but
that’s just how she always has been.

N: Have you noticed any changes in the
health between your children, since the
younger child has been coming here since
her birth as compared to your 6-year-old?

.

A: Yes. Sometimes they get different
types of ladoos, milk they get
everytime. For lunch they get different
kinds of food, like rice or pav bhaji.
They get food three times a day.

P: They inform you about all
these
food
related
details?

A: They give milk in the morning
around 10:30, and some laddoos
with it or some fruits. Then they
give
lunch
at
around
12:30.

P: Do they give food here in the morning?

Case

3:

Rohan

Ananta

4:

Abhilasha

P: How is the plan for the centres made then?
A: So the plan is made by the nutrition at our central office.
Bases on age, they determine what is needed for the kids each
year. After COVID some of this plan has changed. Morning we
give the children milk, then the lunch changes depending on
the day of the week and we give them things like soya rice,
veg khichdi, aloo rice, dal rice, vegetable rice, etc. Mostly with
rice only, but its there every day. In the evenings, we give
laddoos or fruits.

All the centres have the same operations, nothing
different. Only difference is number of children. Here there
is a lot, 90 children. That’s why there are more activities
here, and a lot of food like vegetables is made here.

Narrative

P: According to you, as someone who is present in the centre
every day, what noticeable changes do you wish to see?
A: Right now all of the children love the food. Only some children
don’t like the nutritious laddoos, but that’s common. At the
same time, other children like sweets and they ask for more
and sometimes we let them have those laddoos.

P: Any other changes in lunch and breakfast?
A: Not too much. We have been instructed to use more
lemon and ghee in our foods. And we use more soya
along with potato when making khichdi or rice for lunch.

We have a set plan of giving food to the children. The plan
is set for the whole month, and prescribes what to do at
what time. For ex. 10 am the children are given milk, then
12:30pm they’re given lunch and then 5 pm snacks are given.

Narrative
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Incharge/Centre Representative

Parents

Parents

3) Nutritional Counselling

nutritionists

Through

Through awareness programs

involvement

Specialists’

Counselling focusing on teaching
mothers
how
to
replicate/
attempt to replicate centre food

Regular meetings with parents
with the intention of counselling
on
nutritional
awareness

Awareness of program initiative in
centre incharges

Motivation driven by children’s
interest and liking in food

Indicators of replications by mother

.

case for any reason the children
come to the centre, then how
you think you can substitute
the nutritional foods given at
centre, such as the laddoos?

A: Yes why not. If we try to do it then
we can get it.

P: I understand that its not possible
to make it just as it is made in the
centre, but do you think you can
provide for something that’s close?

A: Not really. We try to make food
that’s nutritious, but it cant be as
good as what’s made in the centre.

P:In
cant
do
for
the

They tell us that they will provide food
that is much better than whatever we
can make at home. They put different
kinds of vegetables and ghee and other
things, that we cant make at home
for sure. Its not possible to get those
things and make in the room, is it.

.

A: I get to know from children also,
because I come and see it myself
when I drop them off in the morning. I
also talk to the thai then. I don’t know
which day what is given obviously
because it depends on their plan.
But I also worked in the centre for
a year as a helper so I have an idea

Ipsita:

P: Do you know all of this from
asking your children? Or do the
people at the centre tell you about it?

Mothers’
knowledge
of
centre food making process

1

Case

Awareness of meetings by mothers

A: Yes they do. They get one type
of supplement once every 6 months.
Revently 2 months ago the children
got that supplement. Apart from that
‘victofol’ is of course given for the older
children, as per the intentions of the thai;
they know when to give and they also
consult the doctor.

N: Apart from the medicines,
do the children at the centre
get
any
nutritional
suppliments
such as iron, vitamins, calcium?

A: The mothers of such children are
also given dry fruits and chewda every
month, and they are also called to
the centre to eat the food made here.

5

Rejuve:

1

Asst.

Manager:

For children between three to five, they are developing interest
in food, where child would want more, so for children between
3-5 yrs several monthly activities such as cooking by yourself
are incorporated at the centres where the child is shown the
ingredients and they are asked to cook by themselves and
eating. This has helped to reduce the intake of junk but not
completely.

Efficiency is ensured by communicating to the mothers; they
were asked to tell us what all they have been has she been
eating with examples. Before the pandemic, centres would have
dabba parties, and we would encourage the children to bring
dabbas and would ask their parents to join with dabbas and
bring home cooked meal along with them. For the dabba parties,
the staff, along with the parents would share lunch and interact
to understand their diet at home and cooked it. There are times
when fathers also join the lunch sessions and interaction is
the only way to measure the effectiveness of the counselling
otherwise there are no formal methods that is for the record.
Before the pandemic, there were events organised such as
anand bazzar and dabba parties every quarter, parents meeting
and even while the parents came to drop the children to centres.
Such platforms were used to communicate to understand the
food habits of children. Home visits are conducted to understand
the holistic development of the child, even for education. Parents
are asked if they have any queries regarding any activities or
services that are provided in the school. Home visits were used
to create awareness about their child’s changing needs in terms
of food intake. One of the major challenges that we face with
regards to the junk intake like chips taken by children. So,
several times the home visit would also emphasise on what
kind of snacks can be given to children, such as bharang which
would not require a lot of time as well as ingredients. Try to
change the child’s palate from junk snack to fruits, such as
“fruit chaat”. Trying to make eating an enjoyable experience.

By nutrition counselling, we try and provide guidance in
terms of enhancing and enriching the quality of food they are
eating at home. We emphasise on eating timely, encouraging
her to try variety of recipes with materials that are available
in the city they reside in, as families from UP and Bihar are
not very used to the idea of sprouts. They are more used
to eating dal and things that are available in their home
towns. We encourage them to incorporate vegetable in the
dal, like palak, coriander, eating salads. In most cases it is
seen that the choices of women are compromised, so the
counselling helps them benefit from whatever is in the house.

Narrative

Some mothers, like the ones who have come from West Bengal,
they are much more financially vulnerable compared to others.
They don’t even have money for gas. We pay a little more
attention to them, and make sure their children are well taken
care of. But because of this, they can’t make this kind of food at
home. Sometimes we also give their children more food, in case
we have extras. We also ask permission from our supervisors
to give these children extra food.

Narrative

The counselling is highly dependent on
the centre incharge as they conduct these
sessions. The diversity and quality of
activities highly varies across the centres.
Accordingly, the uptake and involvement
of mothers is affected. While the women
do mention attending the meetings held at
the centre on a regular basis, little to no
replication stories were found. The mothers
would cook food according to the choices
available to them, their food habits or what
the child wants to eat.

1. Activities related to nutritional counselling
are
held
regularly
as
per
mandate.
2. Community testify attending and benefitting 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. Mothers cook food but are not very clear
about the nutritional value of the food they cook.
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,
making it a dependency. From the perspective of
future sustainability such dependency is not desirable.
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 laddoos and other nutrition specific snacks are
not home cooking friendly, even though they seem to
be an integral part of the nutritional program. There
does not seem to be any alternatives suggested at any
of the centres. The children will miss out on them in
case of centre closure or other instances.
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2

G24:

Do
they
meetings

have
something
at
the
centre?

A: Just yesterday we had a meeting.
They talk to us about how the kids are
doing, how to stay hygenic, what kind of
food is given to children, family planning
medication, and all these things. Every
15 days we have them, or as and when
required they call us.

P:
like

A: Yeah, they do call. I do stay at
home alone, so they ask me to come
over to the centre and so I go there
and stay at the centre during the day.

P: You seem to be going out of your
own interest right? Have they ever
called you or other parents to come
and learn how its made in the centre?

A: Yes I’ve asked them, but I’ve
also gotten curious and gone and
checked in the kitchen myself. They
add ghee, peas, coriander, tomato
and all sorts of vegetables and other
things, and they feed it to the kids.

P: So have you ever gone and asked in the
centre as to how they make their food?

A: We also make the same food at
home. We mostly eat lots of rice, except
my husband who prefers to eat rotis. So
we make dal, rice and vegetable for the
children. When they like it they eat it, and
when they don’t like it they don’t eat it.

P: So, since you feel that they centre
does give healthy food, have you ever
attempted to make them at home at night?

Case
Have you
feed their

2-

Asst

Coordinator:

talked to the mother about how
children and what to feed them?

A2: During COVID we saw how much they follow the
hygiene requirements that we tell them. That much
they do try and implement in their own lives for sure.

A1: Some of them do. The ground reality is that the mothers
go to work at 9 in the morning and are exhausted by the time
they come home. They do make ample nutritious non-veg food
and when they buy and feed their children fruits, they come
and tell us about it. But even if we teach them how to make
different types of nutritious foods like thalipet etc., only some of
them are able to do it. In most cases, they make dal rice in the
morning, and come back in the evening and feed their families
that, because of their hectic work days. They might not exactly
follow what we instruct, but they still try to do something that
they have the effort to do, sometimes with their own spin to it.

N: What is your honest observation on whether the
mothers are able to use the nutritional knowledge
that you impart in the meetings, in their own homes?

A2: Also during the meetings that are held regularly, the
mothers are informed about the different food items that
are used in the food that are fed to their children, we even
show them the food that we give to the children such
as soya, vegetables, etc.. We train the staff to be aware
of the menus and to inform the parents when possible.

A1: We train the staff and the incharges, and when the plan
was first brought in Rita ma’am trained them and since then
we’ve been training them too. When the mothers first come
to the centre, we inform them in detail about all that is
provided at the centre, how the food is made and when its
given to the children. When the lactating mothers come for
feeding, we let them know then too what foods are provided.

N: When you train the centre incharges, what does that
training entail, and do you tell them that they need to keep
the mother in the loop about these details regarding the food?

A1: Yes, of course. Whenever we have the meetings as we
said, we tell them what is given at the centre and how its
made, and that they can also make it in their homes. We have
mothers who come from different regions who follow different
cuisines. We explain to them also that we provide these kinds
of nutritious food at the centre. They might try to compete
with the fact that they provide a very different type of food
based on their cuisine, and in those cases we explain to them
that while their food is also good, this is what we provide
and it is also good for their children and how we make it. In
those cases, they also try the food. They have a lot of trust in
the centre and the fact that we give their children nutritious
food. Even if their children are ill and they cant make it to
the centre and stay at home, our staff try and provide food
to the children in their rooms in the labour camps. During
COVID, if the children were ill and when they couldn’t come
to the centre, we tried to provide food to them in their homes.
The bonding that has taken place between the centre in charge and
the mothers is very nice to see. The mothers confide in them when
they have problems at home, and the thai do their best to help out.

N:
to

Narrative
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Rejuve:

Whenever
they
it,
the
children
tell

feel
us

like the food
the
school.

.

Yes, when they ask
out of their interest, I
.

me
do.

A: Yes they do.

P: So, some meetings focus on
specific things like food and nutrition?

.

A:
to

P: So, you do make such food when your
children ask you to make it for them?

A: No its just that I don’t make such food
out of my own interest, but when my kids
ask me to make such food I make it.

N: So, when the centre suggests to
make certain types of foods, you said
you’re not able to make it. Why is that?

.

A: I do get time in the evening, and at
that time I do try to make such food.

P: When they do tell you to make
such food what do you think about
it? Do you get the time to do it?

A: Yes yes. They
they
provide
at

P: So, your children come and
tell you to make the food?
They really like the food then?

A:
like

P: How often do they tell you?

A: Yes, they do tell us. They ask
us to make the food that they
make at the school at home too.

P: So, does the centre counsel you on
what kinds of foods have to be provided
at home and anything along those lines?

A: At home we usually eat rice and dal.
We don’t usually make food as they make
over here. They give milk, fruits and
other things. We don’t use the things
that they put in the food over here.

P: After you pick them up at 5:30, you
prepare food for them at home, am
I right? Do you sometimes wonder
that you would also want to make
food similar to the centre at home?

Case

3:

Rohan

Ananta:

A: Not all of them. A few try. For example, when they saw
the activities the kids have done at the school, and during
open day the mothers come and thank us after looking at
the different drawings or other activities the kids have done
at the centre. So, some mothers are very involved this way.
There are some women who don’t like the taste of the food we
make here, so they don’t come to eat here. Around 2 out of
10 such mothers, who don’t know how to cook well at home,
come to us and ask how we make such tasty good food.
We tell them we make it ourselves with our own hands. I
myself make the food sometimes, regardless of my position
as in charge. I do like making food and I like caring after the
children that way. I cook and do other activities, even if my
position does not necessarily require me to do so.

P: Does this happen often? And do many of the mothers do this?

A: In our school even the mothers come to eat. When the
mothers like it, some of them ask us how we make it. And
when they really like the food, they go and try it at home.

Narrative
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Rejuve:

Do

you face
making

any
the

difficulties
food?

When our children come and ask us for
something because they like it so much,
then we also feel the want to do it for
them. For example, if my kids come
and tell me that they get nice milk at
the centre, or some nice rice was given.
Then we also will try it at home. If the
children themselves ask us because they
really like it, then we have to do it for
them don’t we.

A: I mean, if the children come and ask
us to make something, then of course we
will come and find out how they make it
so that we can fulfill our children’s wants.

P: Since you cant make these laddoos
at home, are there any substitutes
you thin you can give? Have the
centres ever told you how to do that?

A: How can we? We don’t even know
how to make these kinds of foods. We
just know how to make basic dal, rice
and vegetables. We don’t know what
gives what nutrition. For ex: The peanut
laddoos that are supposed to be healthy,
we can buy and give it but we can’t
make it at home. The nutrition laddoos
we don’t even know how to make that.

N: Assuming there’s a day when the centre
couldnt provide food for your children,
do you think you will be able to provide
similar food and nutrition at home?

A: No, not really. They teach in
a way that we can also make it.
The way the didi tells us how to do it
step by step, we can do it at home right?

N:
in

A: If its tasty then we have to make
it, don’t we? For the kids at least.

N: Do you feel the interest or need
to make the food that is taught
in these salad type activities?

A: They took the activity for many
types of women like mothers, pregnant
women, etc. and showed us how we
can also make these things at home.

N: So, the thai at the centre took an
activity for these things with the mothers?

A: Recently, at the centre, they taught
mothers how to make salads in an
activity. My children liked it, and then they
asked me to make it at home for them.

N: Have your children ever asked
you to make similar food at home?

Case

4:

Abhilasha

A: We have them in the centre mostly, but sometimes we have
it at the site itself because are quite a few kids who don’t come
to the centre also so we want to cater to them too.

P: Do these programs happen in the centre, and do
you inform the community that this is happening?

A: We have certain awareness programs, such as for
pregnant women to inform them how to feed their children
once they are born. Usually a resource person comes
from outside to help with the counselling, in case they
don’t listen to us because we are not credible enough, so
the resource person like a doctor helps in those cases.

P: Whenever you are meeting them, what else do
you tell them with regards to food and nutrition?

A: Yes mother do come. Sometimes activities happen and
then we have more meetings in a month, like sports day,
etc. We also talk about food and nutrition whenever we
get these meetings. We tell them when we’ve seen that
some children haven’t eaten food, and we inform these
things to the parents whenever we get to meet them,
even when they come to pick them up at the end of a day.

P: Are these meetings still happening? How often
are they happening and do enough mothers attend?

A: Yes we have meetings monthly. There we talk about
nutritious food and other items. Sometimes the children
are reluctant to eat the food like the soya rice or some
vegetables. So we tell the mothers why its important that
the children eat such food. Even if the children are reluctant
in the centre, at least the mothers can feed them at home.

P: You told me you have a nutrition plan, do you communicate
about it to the parents and do you counsel them about how
they have to feed the children nutritious food at home?

Narrative

Parents,
Children

Parents, Children,
Centre Incharge/ Representative

Centre Incharges

Parents,
Children

4) Management Issues

5) Medical support for children
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of

of

service

position

Access to
children

basic

healthcare

for

Addressal of contingent and chronic
medical issues and support to
parents to access medical care

Regular weight checks of Children
and
Correspondence
with
parents regarding their health.

Hinderances to service available in
other centres/ part of service structure

Lack/denial

Abuse

of
bad

mothers
service

of
mothers
provided
children

mothers

Centre in charge narratives on
medical support

Testimonies
of
descibing
services
to
their
own

Awareness

Possible doctoring of interviews

Testimonies that grossly showcase
a lack of certain services due
to actions of centre incharge

Testimonies
suggesting

1-Ipsita:

1

Ipsita:

A: The doctor has noticed yes. But they
haven’t spoken to me about it. They told
the thai that my children are underweight,
and asked if the children need bottle or
something for it. But the thai said that
nothing of that sort is required, its all
fine and this weight is fine.

P: Have you spoke to the doctor
about it? Has the doctor spoken
to
you
about
their
weight?

A: No, no medication. They don’t get
any extra food and all, as they have
always been underweight since even
after their birth. I asked the thai about
it, I had doubts and worries myself.
But they said its nothing. They said
some children are just underweight.

P: So are they getting medicated for that?

“Once a month he comes here. I
have met him, since both of my
children are underweight. They have
been underweight since they were
born. The thai also tells us that their
weight is low, since the beginning.

P: Have you met the doctor here?
How often do they come to consult?

A: Both are healthy. My son has some
speaking impediment. We asked at the
centre, and consulted with the doctor that
comes here. Together with the thai, we
took him to a hospital a couple times.
We tried some medicines, but nothing
changed and they said that it was nothing.

“How is the health of both of your children?

Case

A: Yes ,of course, none. Our children are
also big enough, they get the food that
they need. I don’t have to come here too
much. They take a 20 rupees fees per
month per child. Other mothers say that
it is an issue, and complain about it. But
they have a name, a reputation. That’s
why they charge us money, and that’s
okay right.

P: So you have no difficulties here?

Case

Like I said, the vaccination and the primary health workers,
still find lot of challenges in terms of human resources.
The health workers are reluctant to go to the construction
site. They want to know the number of children beforehand,
and will only come if they are more than 20 - 30 children,
which is not always possible. So, now the team is trying to
create awareness amongst the parents regarding vaccination.
Because there are challenges when the parent, while migrating,
is not carry the vaccination card. The best is to connect
the parent with local PHC and get the child vaccinated.
The challenge with the number of children that they expect
(PHC/govt. organisation) for vaccination is a major problem.
Not carrying the card, parent not knowing about the last
vaccination there child had are some of challenges, adding to
that there are not many PHC for that matter close to that sites.
The geographical division of the sites in which the PHC sites
falls into, there are instances where parents have been sent back
as PHC doesn’t not cater to that particular area. Now, with the
Indra Dhanush scheme, we are actively trying to communicate
and build a rapport with the department for future our centres
get absorbed in either Anganwadi or any PHC.

Yes, our centres facilitates the process (of vaccination).
We connect with the local Primary Health Centres and
bring the staff at the construction site for vaccination.

Narrative
1Asst
Manager:
The advisory committee consists of a pediatrician and a general
physician. Dr. Atle and Dr. Nisha Munshi, she has been part 25
years. She has been involved in visiting centres and had been
part of our team since a inception. She doesn’t rely on data
or reports but she has an active involvement in improving the
health at the centres. She also advises other doctors at different
centres for screening, medication and on other aspects of
improvement. Out of the three, two are from medical field and the
third is Mrs. Kapila, nutritionist, also a faculty at SNET college.
We also have a person for wellbeing, Mr. Anirudh, he
is associated with mental health aspect- in working
with parents (child friendly environment, services).

Narrative
1Asst
Manager:
We were trying to connect a link between centres and
Anganwadi centres (AWC). But we are having trouble to
connect with local authorities in reaching out to the AWC. It
is generally seen that the locations of the construction sites
are not part of any Municipal Corporation nor Pune Municipal
Corporation neither PCMC. So the localities neither belong
to any of the gram panchayat as well. We often receive this
feedback that these localities don’t fall under the jurisdiction
but they are ready to cater to these children if they are
brought to the Anganwadis. Getting the children from the
sites to the anganwadi is logistically very challenging for us.
We are now strengthening the connection with the government
department, we are currently try to build rapport with the local
network authorities to bring their attention to the children. Very
recently some of the areas have been merged in Primary Health
Centres, so we for now we are trying to regularise vaccination
during the lockdown periods. Through the lockdown these
children were out of all public health centres.
The mothers mostly seemed content with the
service of the centre with respect to health
check ups. However, they are not aware on
whether their child receives any nutritional
supplements at the centre and when they
do they are not aware of the kind/type of
supplement being provided. None of them
mentioned severe malnourishment or any
chronic disease.

In certain cases, the centres have shown
to not function efficiently due to lapses
observed in the centre incharges.

1.
TMC
has
empanelled
doctors
who
come
for
regular
visits.
2. General systems to address and support
medical contingencies exists at the centre.
3. The medical facility provided are basic
and preventive in nature. In certain serious
contingencies, staff of TMC support the community
to access more comprehensive medical care.
4. Vaccination and child health gets priority.
5. Supplementary Nutrition for Malnourished Children
are however, not very clear and require institutional
attention.

- Even with adequate resource provisions, in
certain cases centres may fail to provide adequate
service due to lapses on behalf of the centre staff
- Coordination with local government bodies seems
to pose difficluties
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Rejuve:

If

a

child

is

ill

then?

A: Once before lockdown my child got
a cold, we consulted the doctor then.
They gave basic medicines, but I was
a bit worried so I consulted another
doctor outside the centre and got more
medicines. But the centre does give the
children medicines.

A: The centre takes care of the
medicines, and have them at the centre
itself. The thai also ensure the children
take the medicines in the centre.

N: Does the doctor give the medicines, or
do you have to get them from outside?

A: They write tests. If there are financial
constraints to do the tests, then the
thai ask the mothers about it. In those
cases, then some help is provided.

N:

A: At least once every two weeks, and
on an emergency basis for children.
They check the mothers also, its not
that they refuse to help out. They
sometimes come to the labour colony
also and do checkups over there.

N: How often does this doctor
visit?
What
do
they
check?

A: In those cases, during doctor visit
they inform if the child is malnourished
or if there is some illness to the thai.
The thai go and inform the office, then
they get instructions to give the children
the required foods and nutrition,
such that within a month the child is
healthy again and is of the right weight.

N: When the children have any
illness or any health issue, what
does the centre do about that?

Case

A: They take more underprivileged kids to
hospitals and help out with partly paying
medical bills.

N:
do

these
do you

suppliments
inform the

that
parents

you
about

are
it?

4:

Abhilasha
need of
condition?

A: We tend to just give the suppliments once per day at the
centre itself, because if we ask the parents to give them,
sometimes they don’t follow it.

P: Do you ask the parents to also provide these suppliments
like vitamins at home also to keep the children healthy?

A: Yes, some children, according to the weight records that we
maintain, need more food. We consult the doctor in these cases
and we give them folic acid, victocol, vitamins, to those children.

What about children who are in
more food because of their health

Narrative

A1: Yes we do inform them. When the doctor comes, we also
let the parents know that their children are being checked, and
we let them know whether their children are diagnosed with
something by calling them to the centre. The staff let them know
what medicines are provided to them at the centre.

N:
So
providing,

given
etc?

Coordinator:
children
calcium,

A1: Yes. The younger children are given victocol syrup, and
as and when consulted by the doctor, certain children are
also given calcium suppliments. There are charts we have
that monitors these things. Those suppliments that are
prescribed by the doctor, are provided and fed at the centre
itself and are not given to the parents. If we give it to the
parents, we cant be sure whether they provide it to their
children, since they are so busy with their jobs. They leave
so early in the morning itself, and the children need at least
two doses usually so we give it at the centre itself. The diet
that we have itself, is very protein rich. The mandatory vitamin
suppliments are given to children up to the age of 6 only.

Asst

A: I’ve never personally gotten checked.
But they come every week to check up
on the children. If needed they prescribe
medicines which the children need.

Rejuve:
Apart
from
suppliments

3

P: Does the doctor come for
checkups? How often do they come?

Case
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5) Support During Lockdowns
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Hygiene training
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lockdown

Structural plans for lockdown
described by centre reps

Testimonies
of support

2

G24:

We got all sorts of assistance from
the construction company. They gave
us rations, and even cleaning soap for
utensils. We got assistance in every
way, except for just gas. Otherwise the
company took care of everything else.

Case

N: Are there any changes in the way
food is given since after COVID?
A: There are some changes. Different
foods were given before, but now the
variety is lesser. For example they used
to give tiffin items in the morning, now
its just milk. The children do tell us that
they don’t want to go in the morning,
because they’re bored of food.

Case 5 Abilasha:

Did you face any difficulties during the
lockdown? Was the centre open then?
A: Yes it was quite difficult. The centre
was closed, and our children used to
get good food and were taken care
of at the centre. With the lockdown,
those difficulties came. We were here
throughout the lockdown, even though
everyone else left for their homes.
P:
Did
you
get
any
assistance
from
the
centre?
A: We got rations. We got rice,
oil packets, haldi packets, masoor
dal, etc. Both our family and for
our brotherinlaw. 5 kilo packets.
P: You got these from the centre?
And how often did you get them?
A: Yes from the centre. We got it
twice in the first lockdown, and
once in the second lockdown.

Case 1 Ipsita:

A: Initially we didnt give children any nutritional candy which
we do, and pregnant women are now given dry fruits and other
nutrition since covid happened. When lockdown happened,
centre was closed and we staff members didn’t come, and only
the helpers were here. Since we weren’t here there was no
cooking happening, but the children were given the nutritional
laddoos by the helpers. Only dry food were given, no cooked
food, were given to children and the pregnant women.

P: What specific changes do you think the pandemic or
lockdown has led to over here?

A: They used to like the noodles and other tiffin items. But we had
to change because of the COVID restrictions to staff members.

P: Are the children not fond of this change?

Before COVID we used to give them proper tiffin items like
noodles, poha, etc. That the children liked and was useful for
them nutritionally.

Narrative 4:Abhilasha

Yes initially centres used to make Haleem for the children.
But in some centres the parent were not comfortable with that
since the children didn’t like it. So we made it into a powder
instead so that the children like the texture better. Also, when
we had staff shortage since COVID, we couldn’t make tiffin
breakfast everyday and instead we’re providing milk and eggs
in the morning. During lockdown, when our staff couldn’t go
to the centre and cook, we provided dry snacks to the children
with the help of centre volunteers. Once the centre opened
up, we had staff only for half a day, for which we made sure
the children got one full meal and dry snacks if possible.
N: How are these changes decided or informed?
A1: We have regular coordinator meetings where we implement
on these changes, but its also where the coordinators being
in feedback from centres and suggest changes. We have an
advisory committee comprising of … where these points are
brought up and changes are decided. For example, in some
centres they don’t eat eggs on Friday, so for those centres we
don’t give them eggs on those days and change the days its
given. We are also flexible for example, if for some reason the
vendor is not able to supply the required fruits one day prior,
we give the children the laddoos instead that day. We’re not that
rigid that we will not give anything on that day.

Narrative 2: Asst Coordinators:

Narrative
1:
Asst.
Manager
Changes in Food from Pre to Post COVID scenario, for example,
khichadis with provided with soya and h….. which was later
changed to poha, carrots, coriander, tomatoes and green
pea was added to poha and it was instructed to the centre in
charge that they should also provide with lemon for absorption.
Instead of Harif, as it needed some sauté and incase, not cooked
properly it could have a bitter taste. In case of milk, as the
centre provided milk powder and it needs certain proportion of
water (in right measurement). So we stopped providing milk
and replaced it with variety of chikkies. We introduced chewda
with dry fruits (sauté with some small amount of masala), as
children are not really fond of plain dry fruits. The chewda
that was provided with jowar puffed chewda and wheat puffed
chewda combination.

The centres seem to have a good relationship
with the construction sites, which allowed
them to operate in minimal capacity to
provide certain assistance to the labour
camps.

1. Necessary steps were taken to ensure that
nutritional support does not stop due to lockdown.
2. Measures were taken in the right time
to ensure that adequate food supplies were
given to the labour community members in
general and not just limited to the children.
3. Children did receive their quota of ration as well.
4. Community narrations have clearly mentioned
that they were comfortable in their labour
camps during the COVID-19 induced lockdowns.
5. Certain centres have been hit harder by the
lockdown, and seem to be taking longer to get back
to efficient functioning.
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Children,

Parents,

Children

6) Education

Classroom activities

Categorisation
children
into

age

of
groups.

Conversations on education were
limited to existence of a curriculum

Existence

of
Children
groups

curriculum

- Presence of Teachers in each
centre

- Bridge Programmes for children
who spend more than 6 months
at the centre and linking them
with the local schooling system.

- Classification of
as
per
age

4:

5

Abilasha:

A: We feel like they need to take more
classes, since they don’t even go to
school because of COVID. Online classes
are difficult for the children, and we can’t
monitor them either.

Case

That the children will be kept safe, they’ll
get education and the ‘thai’ will take care
of the children since we have to work.

Case

a

r

r

a

t

i

o

n

:

a

r

r

a

t

i

o

n

:

We tell them what all we have taught the children, and what
we have given them. We have all the things the children have
done, drawings etc. stored in the school and we show it to
the mothers. The mothers take these in their own hands, and
feel happy looking at the different things their children have
done. And in terms of food, we tell them what we give the
children and what they can also prepare in their homes. When
there are specific fast days, which is a very common tradition
in Maharashtra, many mothers come here to eat lunch on
those days.

N

If one of the staff is given cooking responsibility,
someone else will be given responsibilities for classroom
(conduction of activities). In case someone has cooking
responsibility in the week and also has events planned, the
staff is supposed to inform for shifting of responsibilities.

Depending
upon
the
age
the
ratio
for
that
particular
of
children
in
the
centres
Children
0-3
years:1
staff
for
8-10
children
Children 3-6:1 staff for 10-15 children. In case there
are more than 15 children, an extra staff is provided.

N

-Teachers are present in each centre
-Teachers share the responsibility of
cooking along with conducting classroom
activities and play a crucial role in engaging
with the children at the day care centre.
-The centre is percieved as a school by
most of the mothers and even some of the
incharges. The community surrounding the
centres also percieve them as Anganvadis
or schools. This indicates the provision of
education as a service of the centres.

-Basic education is provided

DISCLAIMER
Policy & Development Advisory Group (PDAG) does not assume any responsibility and disclaims any
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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
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matters dealt with in this report, including any errors or omissions therein, arising through negligence
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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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