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PREFACE

The PGDHM (hospital and health management) course is well structured and integrated
course of business studies. The main objectives of practical training at MBA level is to
develop skill in students by supplement to the theoretical study of business management
in general. Professors give us theoretical knowledge of various subjects in the institute.
But we are practically exposed of such subjects when we get the training in the
organization. It is the training through which we come to know that what an organization
is and how it works. During this whole training | got a lot of experience and came to know
about management practices in real that how it differs from those of theoretical

knowledge and the practically in the real life.

It’s very beneficial to learn health care delivery system at various levels. | observed the
implementation of various National Health Programmes at National/State/District levels,
I understood various functions of health systems by interactions with key stakeholders,

policy makers, programme managers, academicians and researchers.

During my training period I had an overview of various programmes undertaken By Uttar
Pradesh Technical Support Unit including the current status of the programmes. | also

carried out a small study on-

“A Study to Assess Infant Young Child Feeding Practices of Children Under Two Years

in Bareilly and Shahjahanpur Districts of Uttar Pradesh”

I have tried to put my best effort to complete this task on the basis of skill that I have

achieved during my studies in the institute.
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ABSTRACT

Background: Optimal infant and young child feeding practices are crucial for
nutritional status, growth, development, health and ultimately survival of infant and

young children

Timely introduction of complementary feeding can prevent almost 6%o0f under-five

mortality.

The poor complementary feeding practices mean that many children continue to be
vulnerable to irreversible outcomes of stunting, poor cognitive development and

significant increased risk of infectious disease such as diarrhoea and pneumonia.

The World Health Organization (WHO) recommends exclusive breastfeeding for the first
six months of life with early initiation and continuation of breastfeeding for two years or
more together with nutritionally-adequate, safe, age-appropriate complementary feeding
starting at six months. WHO and UNICEF have articulated a global strategy for infant,
young, child feeding. Based on these guiding principles, government of India has
collaborated with international agencies to adopt the culturally acceptable I'YCF
guidelines which are in incorporated in Reproductive maternal neonatal and child health

+ adolescent program (RMNCH+A).

Objective: To identify the existing I'YCF practices among mothers of infant and young
children below two years in Bareilly and Shahjahnpur districts of Uttar Pradesh,with a

view to analyse these practices for improving the health of infants.




Materials & methods: Community Based Cross sectional study was conducted in 8
blocks of two Districts of Uttar Pradesh i.e. Bareilly and Shahjahanpur 384 mothers
having children between 0-2years age group were included in the study .Self-

administered questionnaire was used to collect information on I'YCF practices in the

initial O to 2 years of the child.

Results: The study findings revealed that majority of children did not received minimal
dietary diversity (90%). Initiation of breastfeeding within an hour was practiced by only
(50%) of mothers. Only 40% babies were

exclusively breastfed till six months. The most common reason for withdrawal of breast

feeding was dearth of milk for breast feeding.

Conclusion: The study reveals that there is an urgent need to improve I'YCF practices
in Uttar Pradesh and focus should be more on exclusive breast feeding and
complementary feeding. The study find out that although majority of infants and
children (both breast fed and non-breast fed) achieve standards for minimum food
frequency but they fail to achieve standards for minimum food diversity because of age
inappropriate complementary food practices. Less than half of mothers of infants aged
6-9 months (42%) introduced timely complementary foods which shows lack of
awareness about the right age of introduction of complementary feeding. 57% of mother
of infants aged 0-6 months gave their child plain water before six months, which may
be due to lack of awareness about exclusive breast feeding practices and intends to
prioritize on interventions based on these areas through effective communication and

counselling.
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ORGANIZATION BACKGROUND

UTTAR PRADESH TECHNICAL SUPPORT UNIT

INDIA HEALTH ACTION TRUST, UTTAR RADESH

BACKGROUND

A Technical Support Unit (TSU) is established for the Government of Uttar Pradesh

(GoUP), with the goal of providing techno-managerial support to the GoUP to improve

the efficiency, effectiveness and equity of delivery of key RMNCHA interventions. This

will be accomplished by supporting the state in the implementation of the nationally
launched NRHM RMNCH+A strategy, and in the scale-up of agriculture and financial

inclusion services.

The TSU’s activities will be focused on the twenty-five most underserved districts in the
state, where the aim is to improve RMNCHN service delivery and outcomes within 100
priority blocks. These districts have been selected and agreed upon jointly by GOI, GoUP

and the foundation.

The India Health Action Trust (IHAT) will have overall responsibility for executing the
TSU project in Uttar Pradesh. The University of Manitoba (UM) will provide key
technical and managerial support to all RMNCHN areas, and financial
inclusion/agriculture. John Snow International Research & Training Institute Inc. (JSI)
will provide technical inputs in the areas of strategic planning and donor/stakeholder
coordination, supply/cold chain management, new born care, and immunization. The JSI
will also facilitate linkages and alignment of project activities to the Government of India

(Gol) policies by providing support at national level.




ORIGIN AND HISTORY

Uttar Pradesh is India’s most populous state, with approximately 200 million people, and
with weak health infrastructure and poor health outcomes. There is a tremendous
opportunity to improve the state execution capacity to enhance the efficiency,
effectiveness and equity in health and development. This is the basis upon which the Bill
& Melinda Gates Foundation (the foundation) has collaborated to provide techno-
managerial assistance to the Government of Uttar Pradesh (GoUP) and this proposed to
set up a Technical Support Unit (TSU) to execute against the Memorandum of
Cooperation (MoC) signed by the foundation and GoUP in December 2012. The
Government of India (Gol) has launched a renewed campaign to improve RMNCH+A
performance across India, and the GoUP has followed up the national launch with its own

show of commitment through the state RMNCH+A effort.

VISION

To reduce the adverse health and development outcomes to families, mothers, new-borns
and children by achieving high reach, coverage and quality of effective interventions and
services for health (reproductive, maternal, neonatal and child health and nutrition in

communities and at health facilities), agriculture and financial inclusion

MISSION

The mission of the TSU is to support the government, not to implement on its own.
Building the capacity of the health system to execute according to its own mandate, with

strong political, bureaucratic and administrative ownership




OBJECTIVES:

The key objectives of the project are to:

e Support the GoUP to improve the quality and quantity of FLW interactions at the
community level and within households to drive the eight priority RMNCHN
behaviors

e Support GoUP in improving its RMNCHN related primary care services at facilities.

e Support GoUP to improve strategies and systems required to deliver improved FLW
capabilities and service delivery at primary care facilities

e Support the GoUP in improving its capacity to fund, contract, and regulate/ mandate
private providers

e Support the GoUP in improving the scale and quality of community accountability

mechanisms

CORE VALUES:

The four core values to address the major barriers like poor accountability, poor focus on

outcomes, lack of skilful planning and poor policies are as follows:

1. Efforts to improve leadership and outcome-focus by ensuring bureaucratic
ownership of innovations, strong political will under the foundation-GoUP MOU.
2. Strengthening of internal and external accountability mechanisms through
developing strong coaching, mentoring and supervisory systems within NRHM
and the Directorate of Health/Family Welfare in the GoUP and by creating
concurrent monitoring systems using data, dashboards and feedback loops to

effect mid-course corrections.




3. Improving the skills and capabilities for FLW and primary care performance by
ensuring trainings are conducted with high quality by GoUP and the skills and
practices are enhanced through appropriate supportive supervision mechanisms
and use of Information Communication Technology (ICT) based solutions to
improve FLW and facility performance.

4. Improving policy, planning and coordination by improving private sector
stewardship, funding and contracting processes (such as providers for family
planning services, developing new incentive schemes and contracting more
management capacity out to the private sector for issues like accreditation), supply
chain and G2P (Government to person) payment improvements, select human
resource and infrastructure improvements at the field level, better annual planning

and fund flow mechanisms.

STRATEGIES

Six structural components which define the modus operandi of the TSU have been

identified as follows:

1. Strengthen FLW skKills/capabilities: Strengthen FLW skills/capabilities through

supportive supervision and job-aids to improve quality and quantity of
interactions in households, at VHNDs and facilities, to increase service access and
improve the eight key behaviors around MNCH, nutrition, and FP.

2. Build skills/capabilities of providers at facilities: Improve availability of services

and quality of care at first level facilities (e.g., block PHCs) and referral facilities
by offering improved training and on-site skills building (e.g., nurse mentors and
skills labs) combined with improved case sheets, checklists and workflow

management tools.




Improve health system management capabilities to support efficient and effective

execution to support the above two areas.

e Ensure robust project planning and funds flow (e.g., PIP processes)

e Establish appropriate roles and responsibilities for supportive supervision at
the block, district and state levels

e Leverage ICT to improve data, dis-intermediation, demand and to drive
performance efficiencies, especially among FLWs and facilities

o Create robust systems for data collection, analysis, and planning to improve
management of the program (e.g., MCTS, HMIS)

e Create robust concurrent monitoring systems to validate data collection by the
system and feedback information for immediate and mid-course correction

e Assist the government to execute existing incentive schemes at scale by
improving data management, planning and streamlining payment systems

Support critical infrastructure improvements at the health system level in

collaboration with other DPs: support select cross-cutting areas of the health
system that act as critical bottlenecks to the first two areas listed above

Improve supply chain and cold chain management to minimize stock out of
essential drugs

In our role as the state lead partner, ensure alignment with donor/partner efforts
in the state; coordinate with other ‘units’ to catalyze the overall response
especially around creating critical infrastructure (e.g. PHCs, FRUs) and HR (staff
nurses, supervisors, etc.)

Improve the government’s ability to be better stewards of the private sector,

through better management and contracting approaches:

Assist the government with devising and executing schemes and contracts to

outsource select provision to the private sector (e.g., ORS/Zinc scheme to improve




distribution, institutional deliveries, clinical services for FP, ‘outsourced’
management of FRU staff through ‘mother NGOs’)

Assist with improving accreditation and payment systems to enable private
providers to be paid by the government to increase coverage — e.g., contracting of
agencies (such as Public Private Interface Agencies) to oversee accreditation
processes and to streamline their function.

Explore potential options for a primary care pilot involving government and
private providers under a capitation-based model

Work with the World Bank, UNICEF and other partners to ensure harmonization
of efforts with other public private partnership (PPP) efforts in the state

Enable accountability measures to provide feedback on quality of services,

improve external accountability and hence drive program change.

The NRHM construct includes an external accountability framework that includes
social audits and involvement of democratic grass root institutions (Panchayati
Raj Institutions) and grievance redressal mechanisms. While progress has been
slow, senior politicians and bureaucrats are committed to this vision.

We would support government to strengthen the functioning of existing
government-mandated accountability structures such as Village Health and
Sanitation Committees (VHSCs), RKS (Rogi Kalyan Samiti) and grievance
redressal mechanisms, where beneficiaries can directly register/log their
complaints. Our grants would provide state level technical assistance for the state
government to contract NGOs to build VHSC capabilities as has been done in

other states.




UTTAR PRADESH’S TECHNICAL SUPPORT UNIT -NUTRITION

PROJECT

The overarching goal of this grant is to provide high quality, well-coordinated
nutrition techno-managerial support to the government’s ICDS and NHM programs
in UP in order to reduce <5 morbidity and mortality due to childhood malnutrition in

Uttar Pradesh.

GOALS OF THE PROJECT

GOAL 1: Increased ICDS capacity to delivery quality miycn interventions —

implementation related activities

®  Support AWWs in tracking and listing their target population in their catchment

areas.

= Develop and roll out job-aids and tools on MIYCN counseling for the FLWSs

(ASHAs, AWWSs and ANMs).

m  Strengthen the delivery of MIYCN related services in Village Health and

Nutrition Days.

m  Support strengthening of convergence among ASHAs, ANMs and AWWs by
leveraging existing common Health and ICDS platforms such as VHNDs, AAA

meetings and Cluster meetings.

®  Support activation of existing ICDS schemes such as Sneha Shivir, Godh Bharai
and Annaprashan in 25 HPD in UP according to Gol’s operational guidelines and

build their capacity to deliver MIYCN related counseling.

m  Support the district and Block ICDS teams to provide supportive supervision to

the FLWs.




®  Support the implementation of Community based management of children with

acute malnutrition (CMAM) in selected 5 districts (one in each TSU zone).

GOAL 2: Increased health system capacity to deliver quality MICYN interventions—

planning related activities

m  Gap analyses at two levels:

m  Health Facility Assessment on MIYCN services in 25 HPDs. This will

include all delivery points and NRCs.

m  KAP study for the community frontline health workers on MIYCN will
help in prioritizing the capacity building of the FLWs and the follow up

actions.

®  Support NHM in including in the PIP the strategies to bridge the gaps in facilities

and community health workers

GOAL 3: Increased health system capacity to deliver quality MICYN interventions—

implementation related activities (1/3)

m  Support the GoUP in training all FLWs (ASHAs and ANMs) in MIYCN practices

and counseling.

= Provide on-the-job training and supportive supervision to all FLWs on MIYCN

counseling topics.

m  Support the GoOUP/NHM in establishing strong supervisory and monitoring

mechanisms for MIYCN service delivery

m  Support GoUP in training all facility staff (Nurse Mentors, Staff Nurses, ANMs

and NRC personnel) at all delivery points in MI'YCN practices and counseling




®  Provide on-the-job training and supportive supervision to all facility staff at all

delivery points on MIYCN counseling

m  Support GoUP in establishing MIYCN counseling centres at Block level health

facilities at all delivery points

Support the management of children with severe acute malnutrition (SAM)

GOAL 4: Increased use of MICYN data for strategic decision-making

®  Consultation workshops with the ICDS FLWSs and their immediate supervisors on
the requirement of information in relation to their goals and objectives, the current
challenges in the availability and use of such information and designing of tools
and methods to make it easier for them in the collection and use of data for

problem solving.

m  Support the ISSNIP in the roll out of ICT-RTM in the 11 TSU districts which

overlap with the ISSNIP districts.

= Designing and implementing denominator-based, relevant indicators within an
information management system for the ICDS that would provide internal data on

MIYCN service coverage, quality and utilization.

®  Consultation workshops on improving the review mechanisms at the Block,

district and state levels and designing and implementing guidelines on the same.

= Development and implementation of dashboards for ICDS, similar to the ones
developed by the TSU for health department, to facilitate better performance

management.

m  Support the use of CBTS data, at the district level, to understand the current levels
of coverage and utilization of MICYN services to effect any midcourse program

corrections
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INTRODUCTION TO PROJECT ON INFANT AND YOUNG CHILD FEEDING

PRACTICES

1.1 BACKGROUND

Optimal infant and young child feeding practices are crucial for nutritional status, growth,
development, health and ultimately survival of infant and young children. Worldwide,
sub optimal breastfeeding still accounts for deaths of 1.4 million children aged less than
five years (under five mortality). Timely introduction of complementary feeding can
prevent almost 6%of under-five mortality. It was estimated that if 90% of infants are
covered with a package of intervention to protect, promote and support the optimal I'YCF
practices, almost one fifth of overall under five mortality can be averted. The poor
complementary feeding practices mean that many children continue to be vulnerable to
irreversible outcomes of stunting, poor cognitive development and significant increased
risk of infectious disease such as diarrhoea and pneumonia. This has a tremendous impact
in developing country like India with high burden of disease and low access to safe water

and sanitation. @

The mother infant relationship is the most vital relationship for the child. From the very

first moment of life, a baby begins interacting with its mother.

Thus mother’s health, her education, her belief and attitude regarding child rearing are
important milestones on the road of child’s health from in utero period. Also faulty breast
feeding and weaning practices have their roots in socio economic and educational status
of the parents, their cultural beliefs, number and spacing of siblings and the employment

status of the mother.

The World Health Organization (WHO) recommends exclusive breastfeeding for the first
six months of life with early initiation and continuation of breastfeeding for two years or

more together with nutritionally-adequate, safe, age-appropriate complementary feeding




starting at six months. WHO and UNICEF have articulated a global strategy for infant,
young, child feeding. Based on these guiding principles, government of India has
collaborated with international agencies to adopt the culturally acceptable 1YCF
guidelines which are in incorporated in Reproductive maternal neonatal and child health

+ adolescent program (RMNCH+A) @

A comprehensive approach to I'YCF involves large-scale action at national level, health
system and community levels, including various cross-cutting strategies such as
communication and context-specific actions on infant feeding in the context of
emergencies and HIV. National-level actions include advocacy to generate increased
commitment to I'YCF and the development of policies, legislation, strategies and plans to
implement the main operational targets of the WHO-UNICEF Global Strategy for Infant
and Young Child Feeding (GSIYCF). Building capacities and conducting supportive
supervision for health workers and community workers to implement integrated infant
and young child feeding counselling and support (addressing both breastfeeding and
complementary feeding) at key maternal and child health contacts is a must in all settings.
Further, actions include ensuring adequate I'YCF content in the national pre- and in-
service curricula for various cadres of health providers, as well as improving
breastfeeding practices in maternity facilities through institutionalization of the 10 Steps
to Successful Breastfeeding or the Baby Friendly Hospital Initiative (BFHI). Mother to
mother support groups in the community are another possible component, and finally,
actions involve effective and targeted communication strategies to promote
recommended infant/child feeding practices, using multiple channels and messages
tailored to the local context and the specific barriers. Crucial to all these actions is focused
monitoring and evaluation, with effective use of the data generated. For complementary
feeding, education and counselling on improved use of locally available foods is the

cornerstone of interventions in all contexts. Where the main nutritional problems are




micronutrient deficiencies and locally available foods cannot provide sufficient
micronutrients (which is most often the case for iron), supplementation with multiple
micronutrients may be recommended in addition to optimizing use of locally available
foods. In food-insecure populations with significant nutrient deficiencies and where
locally available foods are inadequate in macro- and micronutrients, additional
components such as fortified complementary foods and/or lipid-based nutrient

supplements may be needed to fill nutrient gaps.
1.2 PROBLEM STATEMENT

Recent estimates of global burden of malnutrition in under five children are that 159
million of all children are stunted, 95 million are underweight and 50 million are

wasted.®

An important underlying determinant for under nutrition is care provided to the child. The
care practices provided that could impact on child nutrition include care of pregnant and
lactating mothers, breast feeding and infant young child feeding practices, food

preparation and storage and hygiene
Exclusive breast feeding rates in India at 6 months is about 46 percent.

At 6-8 months, only 54 percent of breast fed and 75 percent of non-breast fed are initiated

into complementary feeding.

At the start of second year of life, only about 42 percent of infants receive the

recommended appropriate foods at appropriate frequency.
1.3 RATIONALE:

In India, nearly 17 lakh children below five years5 (level and trends in child mortality
2012; Estimates developed by Interagency Group-Report 2012), the highest number of

child deaths in any single country in the world. Uttar Pradesh, the most populous state




with an estimated population of 199.5 million, alone accounts for over an estimated 5.5
lakh child deaths, of which nearly 45% can be attributed to poor nutritional status of the

mother and children.

In Uttar Pradesh, 42% of children below three years are underweight, 52% are stunted

and 19.5% are wasted (NFHS-3; 2005-2006.

The under nutrition figures in Uttar Pradesh assumes more significance because of the
sheer size of the State’ population. In addition, approximately 12.6 lakh children suffer
from severe acute malnutrition (weight-for-height<3SD) at any point in time. Children
with severe acute malnutrition are nine times more likely to die than children who are

malnourished.

The coverage with breastfeeding and complimentary feeding; two of the very important
nutrition intervention which can reduce 11.6%of mortality (Lancet 2013) occurring in

children less than five years continues to be low.

Only 33% of children (NFHS-3) are fed mothers milk with in the first hour of birth and

only 46% children 6-9 months receive solid/semisolid foods along with breast milk. )

There is a need to identify a recurring factor that influences a woman’s decision regarding

early cessation of Breastfeeding.

There is not much block level data available to understand the dietary diversity of food

given to children (6 to 23) month in Uttar Pradesh.

There is a need to obtain general overview of I'YCF practices in high priority districts of
Uttar Pradesh so that necessary nutrition specific and nutrition sensitive interventions for

under two children can be designed and implemented.

With this background, present study is undertaken to assess the I'YCF practices among

children less than 2 years in district of Uttar Pradesh.
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REVIEW OF LITERATURE:

A study titled “The Optimal Duration Of Exclusive Breastfeeding -A
Systematic Review By Michael S. Kramer, Md ,Ritsuko Kakuma, Msc”
by Department Of Nutrition For Health And Development and
Department Of Child And Adolescent Health And Development ,World
Health Organization was undertaken with the objective to assess the
effects on child health, growth, and development, and on maternal health,
of exclusive breastfeeding for 6 months vs exclusive breastfeeding for 3—
4 months with mixed breastfeeding (introduction of complementary liquid
or solid foods with continued breastfeeding) thereafter through 6 months.
Sixteen independent studies meeting the selection criteria were identified
by the literature search: 7 from developing countries (2 of which were
controlled trials in Honduras) and 9 from developed countries (all
observational studies). Infants who are exclusively breastfed for 6 months
experience less morbidity from gastrointestinal infection than those who
are mixed breastfed as of 3 or 4 months, and no deficits have been
demonstrated in growth among infants from either developing or
developed countries who are exclusively breastfed for 6 months. The
available evidence demonstrates no apparent risks in recommending, as
public health policy, exclusive breastfeeding for the first 6 months of life
in both developing and developed country settings. (6)

The 2003 landmark Lancet Child Survival Series ranked the top 15
preventative child survival interventions for their effectiveness in
preventing under-five mortality. Exclusive breastfeeding up to six months
of age and breastfeeding up to 12 months was ranked number one, with

complementary feeding starting at six months number three. These two




interventions alone were estimated to prevent almost one-fifth of under-
five mortality in developing countries. The 2008 Lancet Nutrition Series
[4] also reinforced the significance of optimal I'YCF on child survival.
Optimal 1YCF, especially exclusive breastfeeding, was estimated to
prevent potentially 1.4 million deaths every year among children under
five (out of the approximately 10 million annual deaths). According to the
Nutrition Series, over one third of under-five mortality is caused by under
nutrition, in which poor breastfeeding practices and inadequate
complementary feeding play a major role. Breastfeeding, especially six
months of exclusive breastfeeding, has a significant effect in the reduction
of mortality from the two biggest contributors to infant deaths: diarrhoea
and pneumonia, as well as on all-cause mortality. Low birth weight and
low height (length) at birth are some of the factors determining growth of
the child later on. Intra-uterine growth of a child is determined by the
mother‘s health and nutritional status before and during pregnancy. A
woman‘s poor nutrition status during pregnancy (especially low BMI and
anaemia) are among the contributing factors to intrauterine growth
restriction (IUGR), along with pre-term delivery, as well as other maternal
health complications. Hence tackling the causes of IUGR will go certain
way to reducing young child under nutrition.(")

In a study on “Impact of education and provision of complementary
feeding on growth and morbidity in children less than 2 years of age in
developing countries: a systematic review by Zohra S Lassi, Jai K Das ,
Guleshehwar Zahid Aamer Imdad and Zulfigar A Bhutta” included 16
studies in review. Amongst these, 9 studies provided education on

complementary feeding, 6 provided complementary feeding (with our




without education) and 1 provided both as separate arms. Overall,
education on CF alone significantly improved HAZ (SMD: 0.23; 95% CI:
0.09, 0.36), WAZ (SMD 0.16, 95% CI: 0.05, 0.27), and significantly
reduced the rates of stunting (RR 0.71; 95% CI: 0.56, 0.91). While no
significant impact were observed for height and weight gain. Based on the
subgroup analysis; ten studies from food secure populations indicated
education on CF had a significant impact on height gain, HAZ scores, and
weight gain, however, stunting reduced non-significantly. In food insecure
population, CF education alone significantly improved HAZ scores, WAZ
scores and significantly reduced the rates of stunting, while CF provision
with or without education improved HAZ and WAZ scores significantly.
It was concluded that Complementary feeding interventions have a
potential to improve the nutritional status of children in developing
countries.("

A study titled “Delayed breastfeeding initiation increases risk of neonatal
mortality by Edmond KM1, Zandoh C, Quigley MA, Amenga-Etego S,
Owusu-Agyei S, Kirkwood BR.” Was designed to evaluate whether
timing of initiation of breastfeeding are associated with risk of neonatal
mortality. The analysis was based on 10,947 breastfed singleton infants
born between July 2003 and June 2004 who survived to day 2 and whose
mothers were visited in the neonatal period in Ghana. Breastfeeding was
initiated within the first day of birth in 71% of infants and by the end of
day 3 in all but 1.3% of them; 70% were exclusively breastfed during the
neonatal period. The risk of neonatal death was fourfold higher in children
given milk-based fluids or solids in addition to breast milk. There was a

marked dose response of increasing risk of neonatal mortality with




increasing delay in initiation of breastfeeding from 1 hour to day 7; overall
late initiation (after day 1) was associated with a 2.4-fold increase in risk.
Promotion of early initiation of breastfeeding has the potential to make a
major contribution to the achievement of the child survival millennium
development goal; 16% of neonatal deaths could be saved if all infants
were breastfed from day 1 and 22% if breastfeeding started within the first
hour. Breastfeeding-promotion programs should emphasize early

initiation as well as exclusive breastfeeding. ®
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RESEARCH QUESTION:

e What are the existing feeding practices among mothers of infant and young
children below two years of age in Bareilly and Shahjahanpur districts of Uttar
Pradesh?

e What are the reasons for withdrawal of breast feeding of infant and young children

below two years of age in Bareilly and Shahjahanpur districts of Uttar Pradesh?

RESEARCH OBJECTIVES:

e To identify the existing feeding practices among mothers of infant and young
children below two years in Bareilly and Shahjahnpur districts of Uttar Pradesh.

SPECIFIC OBJECTIVES:

e To obtain quantitative data on infant and young child feeding practices using the

I'YCF indicators.

e To assess the consumption of the different types of food for children aged from
6-
23 months with in the 24 hours prior to the survey, and hence estimate the food

diversity within the last 24hours.

e To identify the reasons for withdrawal of breast feeding of infant and young
children below two years of age in Bareilly and Shahjahnpur districts of Uttar

Pradesh.
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METHODOLOGY

4.1 STUDY TYPE: Descriptive cross sectional study
4.2 STUDY DURATION: February 2016 to April 2016

4.3 STUDY AREA: This study was carried in Bareilly and Shahjahanpur districts of Uttar

Pradesh. It is proposed to conduct the study in the assigned districts to the researcher.
4.4 SAMPLING PROCEDURE:
Both the districts were selected from the 25 high priority districts of Uttar Pradesh.

Bareilly and Shahjahanpur were selected through convenience sampling as these two
districts were near to our job area and due to lack of resources both financial and

human resources the study was conducted in these two districts.

From both the districts 8 TSU Blocks were selected which were in our job area. 4
blocks were selected out of 15 Blocks from Bareilly and 4 Blocks were selected from 15

Blocks of Shahjahanpur. From each block, eight Anganwadis were selected randomly.

AWC was selected through Simple random sampling through excel generated number

for which the formula for simple random sampling was used —
RAND()*(b-a)+a.

Where a is the smallest number and b is the largest number. Each AWC was assigned a

number and the numbers were entered in the excel formula.

A list of children who have been delivered in the past two years were obtained from the
selected Anganwadi. From each anganwadi, six infants and young children below two

years were selected randomly. 6 children below two years of age were considered as one




cluster. Total of 64 clusters were selected. A sample of 384 children was selected

randomly to conduct the survey.

4.5 STUDY RESPONDENTS: Mothers of infant and young children under two years of age.
To estimate the infant and young child feeding practices, relevant information was
gathered from mothers of children who are under two years of age in all selected

anganwadis.

4.6 SAMPLE SIZE: Sample size is estimated to be 380 children using sampsize calculator at

95% confidence interval and 0.5% degree of error.

Steps of Sample size calculation

Step 1: Estimate the percent of mothers practicing each of the I'YCF behaviours which
was taken from RSOC survey. Before you can calculate your sample size, you need to

estimate the current prevalence for each.

These indicators selected are:

@ Timely initiation of breastfeeding (children 0-23 months)
@ Exclusive breastfeeding under 6 months

€ Timely complementary feeding

© Introduction of solid, semi-solid or soft foods

© Continued breastfeeding (at 1 year)

€ Minimum dietary diversity

4 Minimum meal frequency

€ Minimum acceptable diet

€ Consumption of iron-rich or iron-fortified foods

@ Bottle feeding




Step 2: sample size for each of the indicator is calculated using sample size calculator at

95% confidence interval and 0.5% degree of error.

Step 3: sample size which is highest among all the indicators (EBF= 380) is taken as our

final sample size as it will include sample size of all the indicators. ©

4.7 TOOLS AND TECHNIQUES: A structured questionnaire for face to face interview
was used to collect the data. The data collection formats was adapted from UNICEF

guidelines for assessment of infant and young child feeding.
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INDICATORS FOR ASSESSING THE FEEDING PRACTICES:

Timely initiation of breastfeeding: Proportion of children 0-23 months who were put to

breast feeding within one hour of birth.

Exclusive breastfeeding under six months: Proportion of infants 0-5 months who were

fed exclusively with Breast milk.

Timely complementary feeding: Proportion of infants 6-9 months old who received

breast milk and a solid or semi-solid food (based on 24 hour dietary meal)

Introduction of solid, semisolid or soft foods: Proportion of infants 6-8 months who

received solid, semi-solid or soft foods.

Continued breastfeeding at one year: Proportion of children 12-15 months old who

were fed breast milk.

Minimum dietary diversity: Proportion of children 6-23 months who received foods
from 4 or more food groups. ( 7 food groups under consideration are grains, roots and
tubers, legumes and nuts, dairy products, flesh foods, eggs, vitamin A rich fruits and

vegetables and other fruits and vegetables)

Minimum meal frequency: Proportion of breastfed children and non-breastfed children
6-23 months who receive solid, semi-solid or soft foods (also including milk feeds for
non-breastfed children) minimum no. of times or more. (Minimum is defined as 2 times
for breastfed infants 6-8 months, 3 times for breastfed children 9-23 months and 4 times

for non-breastfed children 6-23 months)
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DATA ANALYSIS:

In total, sample size of 384 children was taken from two districts Bareilly and

Shahjahanpur which were divided into 48 clusters, 24 clusters in each districts.

Total of 384 samples were taken which were divided in to 3 categories:-

AGE GROUP SAMPLE SIZE
0 TO 6 MONTHS 123
6 TO 12 MONTHS 128
12 TO 24 MONTHS 133

TABLE NO.6.1: DISTRIBUTION OF SAMPLE BY AGE

Sample Distribution by Age

134
132
130
128
126

124

number of children

122

120

118
0- 6 months 6-12 months 12-24 months

W Seriesl 123 128 133

GRAPH.6.1: DISTRIBUTION OF SAMPLE BY AGE

The study population comprise of 327 Hindus and 57 Muslims. Out of total sample of

384 children, 75 children belonged to scheduled caste, 5 children belonged to scheduled




tribe, 194 children belonged to other backward classes and 110 children belonged to the
general category of caste. For consistency and inter-observer agreement, standardized
questionnaire was used, and collected data were cross-checked and supervised. Analysis
was done using MS EXCEL Simple proportions and percentages were calculated for each

I'YCF indicator.

A total of 3 months’ time period is spend in collection and analysis of data. The analysis

of data is done on basis of 7 indicators given by unicef.

The analysed data is represented through tables and graphs.




ANALYSIS OF IYCF INDICATORS:

TIMELY INITIATION OF BREASTFEEDING: Proportion of children 0-23 months

who were put to breast feeding within one hour of birth.

FORMULA-= Children 0-23 months who were put to the breast within one hour of birth

Children 0-23 months

CALCULATION: In this indicator all children 0-23 months were included and were

asked the question “Have you ever breastfed [NAME]?” and the responses were recorded
accordingly. If the mother put the baby to breast immediately after birth (within first hour)
‘0’ was recorded as their response and if the mother put the baby to breast after 1 hour,

the response in number of hours and days was recorded respectively.®?

In this study, only 184 children 0-23 years of age were breastfed within one hour of birth

out of total 384 children as shown in table no.2

No. of children | Percentage Number of children | Percentage
breastfed within breastfed after one

one hour of birth hour of birth

184 47.9% 200 52%

TABLE NO.6.2: TIMELY INITIATION OF BREAST FEEDING




TIMELY INITIATION OF BREAST FEEDING

childen who were
breastfed after 1 hour
of birth
52%

childen who were
breastfed withinl
hour of birth
48%

= childen who were breastfed withinl hour of birth = childen who were breastfed after 1 hour of birth

GRAPH NO.6.2 TIMELY INITIATION OF BREASTFEEDING

CONCLUSION: Only 48 percent of mothers of infants less than 2 years of age began

breastfeeding in the first hour of life.

It was observed that 184 mothers initiated breastfeeding within one hour , 114 mothers

initiated breast feeding within one day and 61 mothers initiated breastfeeding after one

day
Time of initiation Percentage
Within one hour 51%
Within one day 32%
After one day 17%

TABLE NO.6.3: RANGE OF TIME FOR INITIATION OF BREAST FEEDING




TIME OF INITIATION OF BREAST FEEDING

= within one hour
= within one day

= after one day

GRAPH NO.6.3: RANGE OF TIME FOR INITIATION OF BREAST FEEDING

CONCLUSION: It was found that out of total sample of 384 children, 51 percent of
mothers initiated breast feeding in one hour, 32 percent of mothers initiated breast feeding

within one day and 17 percent of mothers initiated breast feeding after one day.

EXCLUSIVE BREASTFEEDING UNDER SIX MONTHS: Proportion of infants 0-5

months who were fed exclusively with Breast milk.

FORMULA: Infants 0-5 months who received only breastmilk during the previous day

Infants 0-5 months

CALCULATION: In this indicator 0-5 months infants who were breastfed during the
period of study and not given any liquid, solid or semi-solid food during the first six

months were recorded.®®




In this study 49 infants of 0-5 months were reported to be exclusively breastfed as shown

in table no. 6.4

No. of infants less | Number of infants less than six months | Percentage

than six months who are exclusively breast fed

123 49 39.8

TABLE NO.6.4: EXCLUSIVE BREASTFEEDING PRACTICES AMONG MOTHERS

OF INFANTS LESS THAN 6 MONTHS

EXCLUSIVE BREAST FEEDING UNDER 6 MONTHS

not exclusively
breastfed
60%

GRAPH NO.6.4: EXCLUSIVE BREASTFEEDING PRACTICES AMONG MOTHERS

OF INFANTS LESS THAN 6 MONTHS

CONCLUSION: Only 48 percent of mothers of infants less than 6 months of age

breastfed exclusively.




TIMELY COMPLEMENTARY FEEDING: Proportion of infants 6-9 months old who

received breast milk and a solid or semi-solid food (based on 24 hour dietary meal)

FORMULA: Number of infants 6-9 months who received breastmilk and a solid

or semi-solid food

Total number of infants 6-9 months

CALCULATION: In this indicator all infants who were breastfed in the last 24 hour
and were given some solid or semi solid food based on 24 hour dietary recall were
recorded. In this study only 59 percent of 6-9 month infants were given timely

complementary feeding as recorded in table no 6.5. .

Number of 6-9 month old | Number of infants given Percentage
infant timely complementary feeding
89 59 66.3%

TABLE NO.6.5: TIMELY COMPLEMENTARY FEEDING OF 6-9 MONTH OLD

INFANT

TIMELY COMPLEMENTARY FEEDING

infants given
timely
complementary
feeding
66%

GRAPH NO.6.5: TIMELY COMPLEMENTARY FEEDING OF 6-9 MONTH OLD

INFANT

CONCLUSION: Only 66 percent of mothers of infants 6-9 months of age introduced

timely complementary foods.




INTRODUCTION OF SOLID, SEMISOLID OR SOFT FOODS: Proportion of

infants 6-8 months who received solid, semi-solid or soft foods.

FORMULA: Number of infants 6-8 months old who received solid,

Semi-solid or soft foods during the previous day

Infants 6-8 months old

CALCULATION: In this indicator mothers were asked to recall the previous 24 hour
dietary intake of their infant 6-8 months old. Liquids were not included in this indicator
whereas solids and semi solids foods were included in this indicator. 63 Infants had
recieved solid, semi solid or soft foods in the 24 hour dietary recall out of total 82 infants

in the age group of 6-8 months old as shown in the graph no6.6.4%

Number of 6-8 month old | Number of infants of age 6-8 Percentage
infant months introduced with solid ,

semi solid or soft foods

82 63 76.8%

TABLE NO.6.6: INTRODUCTION OF SOLID SEMI SOLID OR SOFT FOODS

AMONG INFANTS OF AGE 6-8 MONTHS OF AGE

INTODUCTION OF SOLID/SEMI SOLID/SOFT FOODS AMONG 6-8 MONTH
OLD INFANTS

= 6-8 MONTH INFANT INTRODUCED
WITH SOLID/SEMI SOLID/SOFT
FOODS
6-8 MONTH INFANT NOT
INTRODUCED WITH SOLID/SEMI
SOLID/SOFT FOODS

GRAPH NO.6.6: INTRODUCTION OF SOLID SEMI SOLID OR SOFT FOODS

AMONG INFANTS OF AGE 6-8 MONTHS OF AGE




CONCLUSION: 77 % of mothers of infants 6-8 months of age introduced solid, semi-

solid or soft foods in a timely fashion.

CONTINUED BREASTFEEDING AT ONE YEAR: Proportion of children 12-15

months old who were fed breast milk.

FORMULA: Children 12-15 months old

who received breast milk during the previous day

Children 12-15 months

CALCULATION: In this indicator all children of age 12-15 months who were fed with
breast milk in the previous 24 hours based on 24 hour dietary recall were recorded, in
this study 46 out of 57 children 12-15 months of age received breast milk during the

previous 24 hours as shown in the table no.6.7.49

Number of children 12-15 | Number of 12-15 month Percentage
month old children with continued

breastfeeding at one year

57 46 80.7%

TABLE NO.6.7: CONTINUED BREASTFEEDING AT ONE YEAR

CONTINUED BRE ING AT ONE YEAR

NOT BREASTFED AT
ONE YEAR
19%

TABLE NO.6.7: CONTINUED BREASTFEEDING AT ONE YEAR




CONCLUSION: 81 % of mothers of infants 12 to 15 months of age continued to

breastfeed their children.

MINIMUM DIETARY DIVERSITY: Proportion of children 6-23 months who
received foods from 4 or more food groups. ( 7 food groups under consideration are
grains, roots and tubers, legumes and nuts, dairy products, flesh foods, eggs, vitamin A

rich fruits and vegetables and other fruits and vegetables)”

FORMULA: Children 6-23 months old who received foods from

4 or more food groups during the previous day

Children 6-23 months

CALCULATION: This indicator included seven food groups and these are as under

1. Grains, roots and tubers

2. Legumes and nuts

3. Dairy products

4. Flesh foods

5. Eggs

6. Vitamin A rich fruits and vegetables

7. Other fruits and vegetables
All children of age 6-23 months who received any of the four or more than four of the
seven food groups defined above based on 24 hour dietary recall. In this study only 22

out of 261 children of 6-23 months age achieved minimum dietary diversity.




Number of children | Number of 6-23 month children who Percentage
6-23 month old received any of the four or more than

four of the seven food groups

261 22 8.4%

GRAPH NO.6.8: MINIMUM DIETARY DIVERSITY ACHIEVED

MINIMUM DIETARY DIVERSITY

= 6-23 MONTH CHILDREN WHO
RECEIVED MINIMUM DIETARY
DIVERSITY

= 6-23 MONTH CHILDEN WHO DID
NOT RECEIVE MINIMUM DIETARY
DIVERSITY

GRAPH NO.6.8: MINIMUM DIETARY DIVERSITY ACHIEVED

CONCLUSION: Only 8 % of mothers of infants 6 to 23 months of age met the

standards for minimum dietary diversity.

MINIMUM MEAL FREQUENCY: Proportion of breastfed children and non-breastfed
children 6-23 months who receive solid, semi-solid or soft foods (also including milk
feeds for non-breastfed children) minimum no. of times or more. (Minimum is defined as
2 times for breastfed infants 6-8 months, 3 times for breastfed children 9-23 months and

4 times for non-breastfed children 6-23 months)

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

Foods the minimum number of times or more during the previous day

Breastfed children 6-23 months old

AND




Non-breastfed children 6-23 months who received solid, semi-solid or soft foods or

milk feeds the minimum number of times or more during the previous day

Non-breastfed children 6-23 months old

CALCULATION: In this indicator 143 children (breastfed and non-breastfed) 6-23
months of age received solid, semi-solid or soft foods or milk feeds the minimum number
of times or more during the previous 24 hours based on 24 hour dietary recall were

recorded. .19
Minimum is defined as:

e 2 times for breastfed infants 6-8 months
e 3 times for breastfed children 9-23 months

e 4 times for non-breastfed children 6-23 months

‘Meals’ include both meals and snacks (other than trivial amounts), and frequency is

based on caregivers 24 hour dietary recall report

In this study only 143 out of 261 children 6-23 months of age met the standards for

minimum meal frequency.

Number of children 6-23 Number of 6-23 month children Percentage
month old who received received solid,
semi-solid or soft foods or milk
feeds the minimum number of

times

261 143 54.7%

TABLE NO.6.9: MINIMUM MEAL FREQUENCY OF CHILDREN 6-23 MONTHS

OF AGE




MINIMUM MEAL FREQUENCY

m children 6-23 who received
min meal frequency

m children 6-23 who did not
received min meal frequency

GRAPH NO.6.9: MINIMUM MEAL FREQUENCY OF CHILDREN 6-23 MONTHS

OF AGE

CONCLUSION- Only 45 Percent of children 6-23 months of age met the standards for

minimum meal frequency

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

MINIIMUM MEAL FREQUENCY BY AGE AND BEAST FEEDING

STATUS
6-8 MONTH OLF BREAST FED 9-23 MONTH OLD BREAST FED 9-23 MONTH OLD NON BREASTFED
INFANTS CHILDREN CHILDREN
B ACHIEVED MINIMUM MEAL FREQUENCY m DID NOT ACHIEVE MINIMUM MEAL FREQUENCY

GRAPH NO.6.10: MINIMUM MEAL FREQUENCY BY AGE AND BREAST

FEEDING STATUS

CONCLUION: It Is Observed That More Than 50 Percent Of Breastfed Children Aged

6-8 Months Did Not Meet The Standard For Minimum Meal Frequency, 40 percent Of

Breastfed Children Aged 9-23 Months Did Not Meet The Standard For Minimum Meal




Frequency And More Than 95 Percent Of Non-Breastfed Children Aged 9-23 Months

Met The Standards For Minimum Meal Frequency.

MINIMUM ACCEPTABLE DIET: Proportion of children 6-23 months of age who

receive a minimum acceptable_diet (apart from breastmilk)

FORMULA:

Breastfed children 6-23 months of age who had at least the minimum

dietary diversity and the minimum meal frequency during the previous day

Breastfed children 6-23 months old
And
Non-breastfed children 6-23 months of age who had at least the

2 milk feedings and had at least the minimum dietary diversity

and the minimum meal frequency during the previous day

Non-breastfed children 6-23 months old

CALCULATION: In this indicator all children Breastfed and Non-breastfed (6-23
months of age) who had at least the minimum dietary diversity or 2 milk feedings and the
minimum meal frequency during the previous 24 hours based on 24 hour dietary recall
were recorded. .9
The 6 food groups used for calculation of this indicator are:

e Grains, roots and tubers

e Legumes and nuts

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

e Eggs

e Vitamin-A rich fruits and vegetables

e Other fruits and vegetables




In this study only 22 out of 261 children 6-23 months of age met the standards for

Minimum acceptable diet.

Number of children 6-23 | Number of 6-23 Number of children
month old month children who who received Percentage
Breastfed | Non are currently breast minimum

breastfed | fed or not breastfed. acceptable diet

215 46 261 22 13.5%

TABLE NO.6.10: MINIMUM ACCEPTABLE DIET

MINIMUM ACCEPTABLE DIET CHILDREN WHO

RECEIVED
/ MINIMUM
ACCEPTABLE DIET

13%

CHILDREN WHO
DID NOT RECEIVE
MINIMUM
ACCEPTABLE DIET
87%

GRAPH NO.6.11: MINIMUM ACCEPTABLE DIET

CONLUSION: 13.5 percent of children 6 to 23 months of age met the standards for

Minimum acceptable diet.

BOTTLE FEEDING: Proportion of children 0-23 months old who were fed with a

bottle during the previous day.




FORMULA:

Children 0-23 months old who were fed with a bottle during the previous day
Children 0-23 months

CALCULATION: In this indicator 0-23 months children who were fed any liquid with

a bottle with nipple during the last 24 hours during the period of study were recorded.

In this study 133 children out of 384 children of 0-23 months were reported to be fed with

a bottle during last 24 hours.

Total no of children of age | No. of children who were fed with | Percentage

0-23 months a bottle during the last 24 hours

384 133 34.6%

TABLE NO.6.11: BOTTLE FEEDING IN LAST 24 HOURS

BOTTLE FEEDING IN LAST 24 HOURS

children with

Qottle feeding

chidren who did
not bottle feed
65%

GRAPH NO.6.12: BOTTLE FEEDING IN LAST 24 HOURS

CONCLUSION: It is observed that 35 percent of children aged 0-23 months have been

fed with a bottle with nipple in the last 24 hours during the period of our study.




BREAST FEEDING PRACTICES
The study also tried to elicit certain behaviours related to breastfeeding practices like
reasons behind not breastfeeding and early withdrawal of breastfeeding and range of age

where mothers tend to initiate complementary feeding

REASONS FOR NOT BREAST FEEDING

In this study, out of 384 children, a total of 75 mothers had either not ever initiated

breastfeeding or had withdrawn breastfeeding early.

The following reasons were found to be prevalent for withdrawal of breastfeeding:

e Weakness/illness in mother

e Weakness/illness of child

e Nipple/ breast complication

e Dearth of milk for breast feeding

e Lack of time due to working mothers

e Refusal by child

e Age for withdrawal of breast feeding

¢ Not possible because mother was pregnant with second child

e Not possible because mother was consuming OCP




The following graph shows the reasons behind early withdrawal of breastfeeding in our

study.

REASONS FOR NOT BREAST FEEDING

time for withdrawal

of breasg feeding S ARG

% :
" refusal by child pregnant with
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weakness/illness of
child
13%

GRAPH NO.6.13: REASONS FOR NOT BREAST FEEDING

CONCLUSION: Out of 75 mothers who did not breast feed their children, 27 percent
did not do so because of weakness /illness of mother, 31 percent did not do so because
of deart in milk for breast feeding ,13 prcent did not do so because of weakness /illness
of child, 12 percent did not do so because of nipple/breast complications and 12 percent

did not do so because of mother being pregnant with second child.

AGE FOR INTRODUCTION OF COMPLEMENTARY FEEDING

The study tried to elicit the range of age when mothers tend to initiate complementary
feeding. The following table shows the age at which mothers tend to initiate

complementary feeding.




Age for introduction of complementary Percentage
foods

Less than three months 13

Three to six months 32

Six to nine months 47

Nine to twelve months 5

Twelve to fifteen months 3

TABLE NO.6.12: AGE FOR INTRODUCTION OF COMPLEMENTARY FOODS

AGE FOR INTRODUCTION OF COMPLEMENTARY FOODS

\ L

= LESS THAN 3 MONTHS
3TO 6 MONTHS

= 6 TO 9 MONTHS

= 9TO 12 MONTHS

= 12 TO 15 MONTHS

TABLE NO.6.14: AGE FOR INTRODUCTION OF COMPLEMENTARY FOODS

CONCLUSION: Out of 210 mothers who had begun with complementary feeding of

their children, 13 percent of mothers began it in less than three months, 32 percent of

mother began it in the range of three to six months, 47 percent of mothers began

complementary feeding in range of six to nine months and 5 percent of mothers began it

in range of nine to twelve months.




That is total of 45 % (13+32) of mother’s introduced complementary foods before 6
months, which may due to lack of information on the EBF up to 6 months and the right

age of introduction of complementary food.




KEY FINDINGS

persentages of IYCF indicators

Bottle feeding | NN 35%
Minimum acceptabe diet [ 13%
Minimum meal frequency | NI 45%
Minimum dietary diversity [l 8%
Continued breastfeeding (at 1 year) [ NRNRENIIENGN NN 81%
Introduction of solid, semi-solid or soft foods | NNRNRNRRRIEMEE /7%
Timely complementary feeding | NNRREREENENEGEGEEEEEE 66%
Exclusive breastfeeding under 6 months | NN 40%
Timely initiation of breastfeeding (children 0-23 months) | NI 413%

1. Out of all indicators maximum number of indicators (6) are less than 50% which
shows there is a need to improve I'YCF practices in Uttar Pradesh.

2. Less than half of the children (48%) were timely breast which could be the reason
for early neonatal mortality in U.P.

3. Even after launch of so many schemes focusing on exclusive breast feeding have
launched in U.P. still almost 40% of children aged upto 6 months are not
exclusively breastfed. Which could be the reason for high MMR of U.P (68%)

4. Most of the mothers of children aged (6 to 8) give their children Dal ka pani (6%)
as diet supplement instead of semisolid dal which may due to lack of awareness.

5. 71 mothers out of 123 mothers (57%) of children aged 0-6 months give their
newborns plain water which may due to lack of awareness or may due to their
cultural norms.

6. 90% of children did not receive minimal dietary deficiencies which could be the

reason for various dietary deficiencies in children in the later age.




Less than half 42 % of mothers of infants 6-9 months of age introduced timely
complementary foods which shows lack of awareness about the right age of
introduction of complementary feeding.

. The most recurrent reason for withdrawal of breast feeding was — dearth of milk
for breast feeding which could be due to wrong.

. 58% of mother give their baby water before 6 months.




Suggestions

Training of healthcare providers adequately on breastfeeding support skills, and
providing structured breastfeeding support after maternity discharge is needed to
promote EBF

58% of mother give their baby water before 6 months.BCC on EBF and there is
need to bring behavioural change in cultural misbeliefs that “an infant needs to
drink water”. Public health education campaigns through advertisement, role
plays aimed at empowering family members especially those at the top of family
echelon viz. grandmother, father, traditional birth attendants who can function as
birth companions to promote exclusive breast feeding and age appropriate
complementary feeding.

Increase access to information on breastfeeding through mobile kunji and other
m-health apps would especially be vital in modifying families’ conception of
‘appropriate’ infant feeding.

Religious leaders if properly educated about exclusive breast feeding could be
used to modify and /or discourage such practices that involve feeding new-born
wit inappropriate substitutes.

Strengthening mediums such as village health and nutrition day, anganwadis to
deliver hands on training to mothers in camps to demonstrate age appropriate
complementary feeding practices and to reinforce importance of minimal dietary

diversity.




Conclusion

The study reveals that there is an urgent need to improve 1'YCF practices in Uttar
Pradesh and focus should be more on exclusive breast feeding and complementary

feeding.

The study find out that although majority of infants and children (both breast fed and
non-breast fed) achieve standards for minimum food frequency but they fail to achieve
standards for minimum food diversity because of age inappropriate complementary

food practices.

Less than half of mothers of infants aged 6-9 months (42%) introduced timely
complementary foods which shows lack of awareness about the right age of
introduction of complementary feeding. 57% of mother of infants aged 0-6 months gave
their child plain water before six months, which may be due to lack of awareness about
exclusive breast feeding practices and intends to prioritize on interventions based on

these areas through effective communication and counselling.
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LIST OF BLOCKS

SHAHJAHANPUR DISTRICT BAREILLY DISTRICT
1. KALAN 1. BAHERI
2. MIRZAPUR 2. MIRGANIJ
3. JALALABAD 3. KYARA
4. BANDA 4. NAWABGANJ
5. KHUTAR 5. MAJHGAWAN
6. POWAYAN 6. BHOJIPURA
7. SINDHAULI 7. RAM NAGAR
8. KATRA 8. BITHIRI CHAINPUR
9. JAITIPUR 9. BHADPURA
10. TILHAR 10. BHAMORA
11. NIGOHI 11. BHUTA
12. KANTH 12. SHERGARH
13. DADROL 13. FATEHGANJ
14. BHAWALKHERA 14. DAMKHODA
15. KHUTAR 15. FARIDPUR




Study on INFANT YOUNG CHLD FEEDING PRACTICES
Informed Consent Form
Good . AT AH g 3R # ARdT IEIE(IIHMR), & ORI 94T
Rad R @ g & a7 a¥ & 7 39 & Teai A BT H Bufd W 3ewwT & @ g
AR ag Sf3ar Eou vee gie  HT SR FIHA & @RI FAIT gl §F 3 WS & ar
Sl & Jg 3regga X | B

3H IIHHUI & $1T & &9 H, §H 319 & 3N 3T & oo & F@eeg AR wifgy @ Fufa
F IR A 10 fAde & AT AeTchR - FN| 3H AETehR  H 3T ATFAINT STAhRT I G
TE O I T S 3R S8 I # 1T ol G 30T H1 fRdr YR iy e gl
3T R ot gAT AeTchR U Tohdd ¢ IT Tohdl Y Farel & Sa§ ¢ & folw #ar X
Thd &1 3T ACITT A AET o & 3T A HIs AT AT T8l g1 bl ST SATABRT HT
T R Fr fear S S sTat e Taeey 3R giver gedt A9 3ueey e &
T fSFAer &

e TH AU H T HT IS FHEIT &1 1 AT A HIg TR g, ol 39 JHA 36
T o W Uk Y Tohd &1 §H 3FAC § T 319 37 3reqaqaT & AW o9

FIT 3T ETYT H HIT ofd & oI IR 872

1. Ere?rl:l—’ gfaardr &I 3% THT H
foT gegarg a1 3R B ar

2. ﬁ|_| > gEATETRT TEAfT of 3R FeToT Y MY Fard

#H, gfaarer weAfd Wt #I W€ T § FHY AT § IR AT H 79T oA & v wewr @

TeAd gl

gfdarr & gEdIeR:

gfaardr & =me: fear:

(31196 / 31el9T &1 A faehetier Gidardl & AFS H, §EAER Teh I AHCN @ § wred fhar

ST afge)

areft & gEdIeN:

ITATg T AT

feetien




Al | <3 & J1H

=777 FEY IS & -999 SOt 2o & v HaAT T fear
A2 | =@ & S=H FT aii@ M |M|D|D|Y|Y|Y|Y

-777 FE T &

-999 Sarg o & v HaT W fe=r

A3 | (o7 T 91T HEET H) 3
777 A& AT &, -999 FAE ¢ & fow FHem R fgIw
A3 | foI9T (To be Observed) 1 - oIS&r 2. s | -888 (Other) Specify
A4 | gar
A5 | 3TETATSl Shg T ATH
A6 | TAFYT 3Ychg HI T
A7 | ATE-faar #r A A5 .1) far &
AT -777 g A 8, -999 SAE &1 & foIv FHaAT
Y fear
A5 .2) ATT- &7
AT -777 & S0 §,  -999 FAE ¢ & fow Few
Y fear
A8 | ad (3ugFd FA) 1.Hindu | 2.Muslim | 3.Christian | 4.Sikh -888 (Other)
Specify
-777 Does Not Know
-999 Refused to Answer
A9 | AEATISIF ST (39gFd o) | 1.8C 2.ST | 3.0BC 4.Genera | -888 (Other)
Specify Specify
)
-777 FE ST §,  -999 FAIE &of & U FT X AT
INTERVIEW INFORMATION:
1 &I PRl & ATH:
2 TR &1 faf: M |M|D|D|Y|Y|Y |Y
3a HTaTTehR 1 fafar:
3b | HIETHR & 3Hd GAT
4 HIGTchIX T T8
5 HTETTchRSdT &l FEATER




Scrutinizer 1 g&dr&aY
Date:

Scrutiny Notes

Section A: Personal Information (To be separated from survey)

Section B: assessment of IYCF practices
B1 | 4T 3MUa sl (@A) F TAAIT | 1. @& If no then
FAT B? 2. & skip to B4.
-777 g I &,
-999 Jae ¢ & fow Far W fear
B2 | SiwA & fohdel TAY dIc 3HT9= LS LG p—
(ATH) ST FITITA FTAT? 2. ¢....
Ife 1 g & 3eT g ar " -777 € SAd B,
Rels " &< -999 Fa1E ¢of & fow Far X fear
3ER 24 ©¢, & 3eX g ar ‘u¢”
Repis g¢ | g, e R
F|
B3 | &ar 3muer s ar 3l TaaarT T | 1.8T If yes then
WE? 2 F@r skip to B5
-777 FE ST B,
-999 Ja§ ¢ & fow FaT I feaT
B4 | 3M9a fFE FRUT & goig A (A1) | AT HT TAR / FHAT oo 01 Skip to B8
Pl TAAUTA FHIT BIST? Fod T SAR / FHAR oo 02
fAer/eder gaEm . 03
CAI IS 21 B 04
AT B FAT § oo 05
T o FAPR B AT e 06
oY TS HN A ... 07
SIIRT I3 GRUT el HT golg I
.................... .08
AT T IUAT Y& A HT qol6 &
......... 09
37T Fotg (RS Y ) 10
-777 7€ ST §, -999 FAE A &
T #aT HY T
B5 | Rrcelt o et &l gEfew ik | d@Er
et Il & o [+A1A], & -777 7€ AT §, -999 FAE A &
TIAYTT AT § ? T Ao T AT




B6 | T U ST &I AT & qU & 187 w4+ IS AT
3T 3= oY alel gerd ar 2.778% “Terg o
e IeId (Y S AT ) F | -777 @I SAeAd §, -999 A Sof & HT&Tceh &l
gR= fRar g2 forT e v fear 3T &L

B7 | fhT 37 & 3= Ugell IR AT & g
Y & 3felTdl 3T e gard Al -777 FE ST &, -999 AT A &

e uerd & aRaw fRar ar? faw e & fgar

B8

I Fel g0 HI T IT UT & R Fig 8 dRer 91y fGar s=ar g 2
@ AT 71T gerd & off 39 fowe & anfde Y 3R 3R 3meen Y 3w Uy & @ry

ey fRar & dr off RS lxx+)

T AT & TR T T A S § Fo AT §
1 81 2. gl 777 A&7 A0 & 999 A« ot & forw HeT
#T fear
3SeH fhdall IR Noo 24 gei & Oar = ar
qrer o
Bl &l I
qa / cfean
Y (ATST / 913sR)
R3] hrefem

F15 o 3T R gy, Afse FT

B9

AT FT F YT H, g0 A A I T & SRIT 1S off / 37 /377 3 werd feam @

?

(SR @ 1T gery Fr off 37 fore & anfder ¥ 3R 3PR 3mseA Rt 3w uerd & @y

Aoy fGam & ar off RIS Flxsx)

3 | Y S ST FHT TP

T T A S8 § FT TWHT §
777 & SSd § 999 Sfare

1 ¢

2 =t

Y & U HaT Y =T

3TgSH

fhaell I oo 24 gl & @Er I=m oar

gel/ avst Fed dsweH

TR wree (Cerelac/ Farex)

gforr / 315 [ [arad [eged

X /6Y 3Tz fhew

#eg / M (3eY & AR TaT &l
QT

3Tef, Fhe 3Te], HaTar I71 ey o
AT Wed 3 & & feam

TR HRET (UTeldh 3T1S)




ngam/mqthm

Py oY e "G - ReaT / HAed
37eT

HST (W / drel)

ded / AT [Tl [ 5ICH [EHgH

Hlcholcq/ $sl [[ATpeH [dheh

FS A 3T o, Y o AT TRA
e, Afése

B10

FIT (A1) 7 WSer W °¢ & Siddl
¥ fAogel garT ®1g o avel qerd
Tar g ?

He

2 T

777 &g S




