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Executive Summary 
 
India has the dubious distinction of having the highest number of malnourished children in the world. 
Successive national surveys have shown little change in nutritional levels among under-5 children. Given 
the close link between foetal and child undernutrition and increased morbidity and mortality among 
children, as well as impaired learning ability and long-lasting adverse health effects, the urgency of the 
need to address this issue cannot be overemphasized. States like Odisha have faced special challenges in 
addressing child malnutrition given the large proportion of tribal population facing multiple 
deprivations.  
 

The Nutrition Operation Plan 
 
In 2009, the Department of Women and Child Development decided to build on the gains in 
malnutrition reduction shown by the NFHS-3 as compared to NFHS-2, with a special focus on dephe 
rived sections of society. In this they were assisted by DFID for a system strengthening initiative  called 
the Nutrition Operation Plan .This was developed after many consultations and review of other 
malnutrition reduction initiatives elsewhere, and buttressed by primary research of conditions within the 
state. The plan had a special focus on 15 high burden districts, and was based on the principles of 
targeting the most vulnerable, flexibility,  evidence and outcome based participatory planning, stronger 
convergence, and strong monitoring and results based framework. Financial support was to the tune of 
GBP 35 million over a 5 year period (from 2010 – 2015). 
 
The NOP provided for technical and financial assistance to achieve the following goals:  
 
Statewide,  

 to reduce the prevalence of moderate and severe malnutrition among under 2 children; 

 to reduce the proportion of birth weights less than 2.5 kgs, and  

 a reduction in nutritional anaemia among women and children.   
 
The impact indicators between 2010 and 2015 are:  

 Reduction in underweight children from 41% to 25%,  
 Reduction in stunting from 45% to 35%,      and  
 Reduction in wasting from 20% to 10%.  

 
The NOP is designed around eight strategies –  

a. Institutional strengthening for improved access and utilization of ICDS services.   

b. Strengthened institutional arrangements for improved access and utilization of ICDS services. 

c. Decentralized planning identifying block priorities. 

d. Ensuring community participation in planning, implementing and monitoring. 

e. Strengthening service delivery for nutrition.  

f. Results based Monitoring and Evaluation. 
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g. Early Childhood Education 

h. Interdepartmental convergence 

i. Integrated Behaviour Change Communication. 

Mid-Term Evaluation  

A mid-term mixed-method evaluation was deemed necessary to assess the contribution of the NOP to 
Odisha’s improved nutritional outcomes and to suggest additional strategies, if any, to accelerate 
achievement of reduction in malnutrition levels. The qualitative evaluation will look at process level 
inputs that have contributed to the goals. The quantitative evaluation will look at process and outcome 
indicators related to the NOP, through the Concurrent Monitoring 2nd round (CCM II). Preliminary 
results from three districts (Anugul, Bhadrak and Deogarh) and four blocks are presented in this report 
and compared to the NBLS carried out in 2011.  

Methodology 

Four districts (two from the high burden districts and two from non-high burden districts) were selected 
with one block in each district for the study. Key informant interviews, in-depth interviews, focus group 
discussions and observation were the methods used to gather data. Districts visited were Mayurbhanj 
(Sukruli block), Kandhamal (Baliguda block), Koraput (Boipariguda block) and Balasore (Simulia block). 
Field work was carried out in January and February 2014.  

The field work for Concurrent Monitoring (CCM II) was carried out in 2014.. This method sampling 
half the Gram Panchayats (GPs) in a block (which is about 10 GPs), and then from each GP, sampling 
one fifth of the villages. At selected villages all households are invited to participate according to the 
eligibility of those resident. This method ensures inclusion of difficult to reach and vulnerable 
households which as sometimes missed in other surveys which rely on AWC listings. Quantitative 
results must be interpreted with caution as they are  preliminary results from only three districts 
and four blocks of the state.  

Main findings 

Policy level – A strong evidence base for the status of nutrition and nutrition interventions was 
established,  based on which further strategies were designed. A key policy decision taken by the 
Government was to decentralise ICDS services as much as possible, and encourage community 
involvement and participation. To facilitate this process, a number of very specific guidelines were 
issued by the department, to ensure uniformity in implementation through the state.  

Programme level  - The Department has been committed to the implementation of the NOP and has 
had extensive consultations within the department as well as with other departments (mainly health), to 
come up with a comprehensive plan of action. Joint activities with health at the field level, along with 
joint guidelines and reviews ensure that services to women and children are provided in a 
comprehensive manner.  

Field level – Services at the AWC were well implemented and received, with supplementary nutrition 
(including THR, HCM, morning snack and eggs) being provided as per the menu. Nua Arunima, the 
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improved PSE package was also being implemented, although at different levels of efficiency at different 
places. Anganwadi centre attendance has gone up as a result. Immunization and VHND services were 
well attended by beneficiaries and the staff, and services provided were of good quality. The use of 
hygiene kits and toilets (where available) has brought about behaviour change in the children in terms of 
handwashing and sanitation. Records were well maintained by most of the AWWs. Most AWC  
buildings were in a poor state of repair, with none of the AWCs visited in the coastal district (Balasore) 
having their own building.  

Knowledge of AWWs and ICDS supervisors about growth monitoring, IYCF, and recognition of severe 
malnutrition and SAM was good. Interpretation of growth curves (especially recognition of growth 
faltering), and counseling for young child feeding was inadequate. The supervisors were very 
appreciative of the mobility support provided under NOP, which enabled them to visit and supervise 
remote centres more regularly.  

CDPOs felt that the AWWs had too many tasks to do outside their regular work and that they were 
finding it difficult to cope with the large amount of paperwork generated due to the decentralization 
processes. However, they, as well as supervisors and AWWs expressed feeling much more satisfied in 
their work now with the AWC being revitalized. CDPOs percieved the DPMUs as a great support in 
monitoring, training, supportive supervision, and in reviews.  

Main constraints perceived at the field level were too many records for the AWWs; field supervisor 
vacancies with the remaining suprervisors having too many centres to visit; capacities of some of the 
supervisors to supervise and consolidate reports; vacant posts in the CDPOs office (no SA in most 
places).  

Two District Collectors and one Sub-Collector met were all aware of issues of child malnutrition and 
about the ICDS programme and all were involved in regular joint reviews of health and ICDS activities. 
They appreciated the support of the DPMU team in monitoring, as well as in analysing MPR data.  

Findings from CCM II –  

Stunting has shown a decline in the 2 intervention districts. However wasting and underweight 
have gone up in these districts. Caste / ethnic group wise breakup shows that the STs continue 
to be worse off than others, with nutritional status worsening to a larger extent than in other 
groups. Analysis of malnutrition in two month intervals shows that the proportion of 
underweight and stunted children shows a worsening till 16 months of age, after which it 
remains steady without improving. This provides a window of opportunity in early childhood 
like the 1000 day initiative (that the Government of Odisha has already begun) to reduce the 
levels of stunting and underweight in children.  
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Antenatal care services were well provided, with high coverage with TT and IFA tablets and improving 
quality of care. THR receipt was high, though consumption was low. Institutional delivery rates have 
increased significantly, but early initiation of breastfeeding is low. Rates of exclusive breast feeding for at 
least six months of life have increased. However, introduction of complementary feeding at six months 
of age is still lagging behind. The proportion of women with young children receiving nutrition and 
child feeding advice from AWWs has increased.  

A summary table of changes in key indicators between NBLS 2011 and CCM II is given below.  

Outcome indicators changes from NBLS ( 2011) and  CCM II ( 2014) 
Individual-level indicators NBLS 2011 (%) CCM 2014 (% ) 

Anugul Bhadrak Deogarh Anugul Bhadrak Deogarh 

% Underweight (Weight-for-Age z-score <-2.00)  33.9 34.7 41.2 36.9 36.9 46.6 

% Severe underweight (Weight-for-Age z-score 
<-3.00)  

13 10.5 17.3 13.4 14.5 19.3 

% Stunting (Height for age z-score <-2.00) 39.3 46.9 29.3 36.3 39.2 42 

% Severe stunting (Height for age z-score <-3.00) 19.9 21.3 10.1 14.5 17.7 17.8 

% Wasting (Weight for height z-score <-2.00) (+/- 
oedema for CCM II) 

24.4 11.9 39 25.3 26 33.1 

% Severe wasting (Weight for height z-score <-
3.00) (+/- oedema for CCM II) 

12.4 4 19.5 11.3 13.2 15.3 

% MUAC <11.5cm (6-59 months) 7.2 4.3 9.5 3.2 2.5 2.8 

% MUAC <12.5cm (6-59 months) 20.0 7.7 19.9 6.1 3.8 6.9 

% Initiation of breastfeeding  within one hour of 
birth 

65.4 61.4 50.7 45.6 44.5 44.5 

% Children 6-23 months exclusively breastfed  
for 6 months 

34.2 26.5 44.4 69.2 76.6 75.7 

% of mothers of 6-23 months children who 
introduced complementary feeding between 6-8 
months 

82.6 77.2 77.3 61.2 54.3 66.2 

% Full immunization in Children 12 – 23 Months  64.3 68.5 73.2 44.2 38 44.8 

% of children (9 to 59 months) who received at 
least one dose of Vitamin A  

80.3 90.2 86.7 79.5 79.3 81.2 

% Prevalence of diarrhoea in the last two weeks 
; age 0-59 months (CCM II), 0-71 months (NBLS) 

5.7 6 3.2 7.7 5.8 9.2 

 % Currently pregnant women who received any 
antenatal Care  

87.9 84.7 90.1 78.5 71.4 74.7 

Institutional delivery (%; All mothers of children 
between 0 to 3 years for NBLS, children born in 
ref period for CCM II) 

74.1 80 64.5 85.6 91.4 78.6 
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Mean anthropometric z-score by child age in two month increments 

Mean WAZ Mean HAZ Mean WHZ

M
ea

n
 z

-
% Adolescent girls receiving more than 90 
tablets (NBLS) or girls who received iron 
tablets/syrup from the Awc last week (CCM II) 

22.7 0 21.4 15.7 26.5 13.3 

Child immunization rates as verified by the MCP card have dropped, though reported rates are higher. 
Vitamin A coverage is high, and household level iodized salt consumption has shown an increase in the 
three districts for which results are available.  

Adolescents remain the most neglected group of women, with a very low proportion receiving IFA 
tablets weekly, or being taught anything about health and nutrition.  

 

 

 

 

 

 

Community level - Community awareness of activities at the AWC as well as entitlements is high. 
Satisfaction with the services (including VHND and immunistion) was high. There were very few 
complaints about the quality of THR. SHG groups were satisfied with their involvement in THR 
preparation and the THR centres were well kept.  

Fund utilization and milestones met- Activities have been on track. Fund utilization has been largely 
on track except for construction work, which may need a separate action plan. All construction at the 
district level is looked after by one person, and this presents a great challenge for any construction under 
any department in the Government. Receipt of utilization certificates from the districts is sometimes 
delayed for many reasons: low numeracy and literacy skills of AWWs and supervisors to prepare reports 
and records; and shortage of clerical staff to compile the vouchers at the block and district level. UC has 
been submitted for 35% of funds released so far (till March 2014). The largest proportion of the balance 
is for construction activities. 
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Analysis and recommendations 

 

 

 

 

 

 

 

 

 

 

 

 

 

In an evaluation of the NOP, it is difficult to tease out what the contribution of the NOP specifically  
has been, since the technical and financial assistance were provided to strengthen the ICDS system in 
Odisha. Hence any achievements of the NOP could only be possible through the DWCD, and 
constraints identified cannot be overcome without the active involvement and action on the part of the 
Department.  

The NOP so far has achieved the principles on which it is based: Targeting the most vulnerable; 
flexibility; evidence and outcome based participatory planning; stronger convergence, and stronger 
monitoring and results based framework.  The figure above shows the gap analysis of the components 
of the nutrition framework in Odisha, and recommendations are based on gaps identified.  

Processes put in place and their impact  

a. Strengthening institutional arrangements – through SPMU and DPMU, a much needed addition to 
the human resource support was provided to the DWCD at the state and district level for the ICDS 
programme. Joint reviews between health and ICDS at all district and state were also institutionalised. 

b. Dencentralized planning indentifying block priorities – though districts work under a framework 
outlined at state level, flexibility is given for innovation and district specific activities.  



12 

 

c. Ensuring community participation in planning, implementing and moniotoring – perhaps the single 
most important process that has been put in place by the department and supported through the NOP. 
Capacity building, without which the community will not be empowered to participate fully – was 
undertaken for various groups at village level – the Mothers' Committes, the Jaanch Committees, the 
PRI members, the SHG members – on their roles and responsibilities,  on the entitlements through the 
ICDS, and on the process of decentralization of SNP. 

d. Strengthening service delivery for nutrition – building capacity of ICDS staff on a range of subjects 
has improved their knowledge on growth monitoring, identification of severely malnourished children; 
IYCF and IMNCI; as well as on initiatives like Nua Arunima. Infrastructure provision, as well as 
convergent activities like the VHND, PD and immunization days, and the adolescent anaemia control 
programme have also been supported. The conditional cash transfer scheme under Mamta has benefited 
a large number of women already.  

e. Results based monitoring and evaluation – all initiatives are monitored through field visits, reports 
and reviews. Supervisory checklists that have been developed have helped the field staff improve their 
monitoring. The dashboard reporting system has the potential to provide information for prioritizing 
action among the districts. Concurrent monitoring has been supported.  

f. Early Childhood Education – improved methods for ECE have been adopted by the Department, 
which has served to enthuse the workers, parents and the children about this activity. It has also resulted 
in better attendance at the AWC.  

g. Inter-departmental convergence – this strategy was actively pursued, and it has yielded results in terms 
of better outcomes for mothers and children.  

h. Integrated Behaviour Change Communication – this strategy supported through the NOP has raised 
awareness about may issues related to care of pregnant women and young children. Activities focused 
around the AWC, weekly markets, local festivals etc have all been used to spread knowledge and 
encourage behaviour change. Using PLA techniques has also been initiated. 

Challenges and suggested actions  

a. Strengthening institutional arrangements –  

 A large number of staff vacancies in the Department need to be urgently addressed, as they limit 
all achievements that can be made.  

 Technical capabilities of the SPMU and DPMUs are limited  and at present they depend heavily 
on the TMST for this support. Since the NOP already has in place many of the structures 
(including state and district programme management teams) that are proposed under ICDS 
restructuring,  it would be a good investment to build the capacities of the present teams.  

 Absent or poor infrastructure is a challenge to proper programme implementation and needs 
urgent attention. Completing the construction for which funds have been allotted needs to be a 
priority. A slight design modification in the kitchen would avoid the indoor smoke pollution to 
which children are currently exposed.  
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 Small additionalities like rat-proof containers to store THR, workbooks and records at the AWC 
would improve service quality.  

b. Decentralized planning identifying block priorities – though some budget has bee allocate for this 
activity, few districts have utilized it so far. Using these funds strategically in the district would help 
address local challenges.  

c. Ensuring community participation in planning, implementation and monitoring – the knowledge of 
the JC and MC members about their role is limited. Male JC members, especially had not been trained, 
and meetings of the committees were more mechanical and for signing the minutes as presented by the 
AWW. Ensuring all members are properly trained, and some hand-holding during monthly meetings of 
the committees may improve their quality and participatory nature. 

d. Strengthening service delivery in nutrition -  

 Decentralization of service provision has resulted in an increase in the number of records, registers 
and reports that the AWW has to maintain, which takes away time from her regular work. This is 
also difficult for workers with limited literacy and numeracy skills, as also for the supervisors who 
have been promoted from among the AWWs. Building their capacities in literacy and numeracy 
through special trainings using appropriate adult learning techniques would improve their skills in 
this regard.  

 AWWs also spend many more days away from their centre per month than before, attending 
meetings (for health and ICDS) and for bank work. About 10-12 days a month is spent away from 
the centre, which affects the PSE component. In mini-AWC even feeding the children on these days 
becomes an issue as no helper is present. A decision needs to be taken about the number of days the 
worker can be away, and what happens to AWC activities on those days, especially at mini-AWCs.  

 The supervisor cadre has been recognised to be weak – both in basic abilities as well as in supervisory 
skills. Again, skill building that also focuses on their literacy and numeracy skills may be necessary, 
will be required, with special trainers who can teach in tribal dialects where necessary. 

 All supervisors need more training on supervision and monitoring skills in order to make the review 
meetings meaningful. Modular list of subjects to be discussed (with handouts with illustrations and 
large font) would help them in this. The list of subjects need not be restricted to the calendar 
months.  

   Workers are confused among all the messages learnt in the large number of trainings they have had. 
Therefore, messages on child feeding or diet in pregnancy and lactation are unfocused (eat well), or 
inadequate (give the child green leafy vegetables). Some focus only on handwashing or on 
deworming, without dietary advice. It is neceessary to provide key, focused messages that the 
frontline workers can provide during home visits or at the AWC, along with teaching aids (illustrated 
cards, for example)that can be easily transported, to help in communicating messages.  

 Budgets for the SNP may need revision – in spite of the recent increase, in case food inflation 
continues.  

 The plan for strengthening AWTCs and HETC have moved slowly, both for infrastructure as well as 
recruitment and training of personnel. This would need implementation in a time-bound manner.  
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e. Results based monitoring and evaluation.  

 The basis of child growth monitoring – the growth chart is used extensively, but only to identify 
children who are severely malnourished, for referral. Growth faltering (no weight gain, or loss of 
weight) is not seen as something to be concerned about. Even prolonged growth faltering is not 
seen as requiring referral unless the child goes into the red zone. It is this focus on growth 
faltering that has been missing in the training and action so far. AWWs and supervisors need to 
be clear about which child needs a home visit and when,what messages are to be given to the 
family of such a child, and when such a child should be referred, regardless of status of nutrition 
in the present month. The PD guidelines need to be suitably modified, as they currently talk of 
referral of only severely malnourished or SAM children and not of moderately malnourished 
children. 

 Monitoring meetings at the block, district and state level can only review the 'big picture' of 
priorising blocks by level of malnutrition etc. It is only at the sector level that each child's growth 
can be reviewed and growth faltering picked up. Hence it is all the more necessary that 
supervisor capacities are built up.  

 DSWOs have undergone computer training and this could be built on to help them start using 
programmes like excel to look at data coming in from their respective  blocks. 

f. Early child education - One topic each month is perhaps too fast a pace for young children to learn. 
Subjects may need repetition every 3 or 4 months. The workers too feel inadequately trained on the new 
themes / songs after one sector meeting where time is not enough for proper orientation. A specific 
training for AWWs and supervisors in PSE methods for 3 or days or longer may give them more 
confidence to handle this activity better.  

Language has been a barrier in the Nua Arunima initiative, with many workers and children in the tribal 
districts not understanding Oriya. Translation into ten dialects has now been done but not yet made 
available in the field, and districts having requirement of material in other dialects could get it done at 
the district level.  

g. Inter-departmental convergence - 

Pushtikar diwas guidelines state that the MCP card must be sent with the child when referred, but 
almost no children over 18 months of age have this card. The growth chart in the MCP card is also filled 
in only till one year of age till the Mamta benefits are transferred. After that the child's weight is recorded 
only in the register at the AWC.  

 Orissa reports only 2 % of severely malnourished children but 26% of moderately malnourished 
children (MPR, December 2013). though mortality among SAM children is higher, the bulk of 
the child deaths take place among moderately malnourished children, simply because they 
are much larger in number. In order, therefore to reduce under-fives deaths in the state, it is 
necessary that the state start addressing children who are moderately malnourished too. 

 It is recommended that the current PD guidelines be revisited to include not only the SAM or 
“red zone” children but also those who show growth faltering that is not improving after two 
months of appropriate family counseling. Similarly, provision must be made for all referred 
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children to have MCP cards (or at least the growth charts) filled in from April 2013 onwards, 
showing  the growth curve and trend in case the child is referred to the PD.  

The AWW is roped into many activities and meetings of health and other departments which takes time 
away from her main responsiblities. What usually suffers is the home visit. DWCD must reach an 
agreement with the other departments and the districts as to what the AWW may and may not be asked 
to do. Her primary task of providing the six essential services at the AWC must not be diluted by other 
activities. 

Integrated Behaviour Change Communcation 

 Communication material at the district level is largely in the form of pamphlets in Oriya with a 
lot of text, which can be read only by the literate. Pictorial material is required,with minimal text 
in large font. 

 IPC messages need to be sharp and focused and specific. A special effort is needed to make sure 
that workers and supervisors focus on the  most important messages related to infant and child 
feeing – what, how much, how often. They should  know the local foods that are protein rich 
and energy dense, as well as local fruits and vegetables. More frequent recipe and feeding 
demonstration would help. 

 Complementary feeding is often initiated at 6 months of age (perhaps due to the link to the 
Mamta CCT programme), but is then not continued till the child is 9 or 12 months old. 
Therefore families with infants in the 6-12 month age group need closer follow up to encourage 
them to continue with the supplementary feeding. 

 Language is a significant barrier to effective communication. In spite of having a large 
proportion of tribal population, no evidence of dialect-specific material was found in the 
field. This would certainly be a priority areas for action.  

Specific recommendations in the context of gap analysis 

a. Nutrition specific programmes – These should focus more on early initiation of  breast-feeding 
and timely complementary feeding; immunization; identification of  growth faltering; MAM and 
SAM management and community based management of  acute malnutrition. Skills in 
counselling about child nutrition need to be built among field level workers. Behaviour change 
communication efforts need to be supported more vigorously.  

b. Nutrition sensitive programmes - Improving sanitation is essential to reduce malnutrition caused 
due to diarrhoeal disease and worm infestation. Health inputs especially those aimed at 
educating women about birth spacing and making options available, need to be strengthened. 
Control of  food inflation needs to be seen also in the larger context of  increasing hunger across 
poorer populations with its inevitable effect on women and the young child.  

c. Enabling environment – Decentralization has been one of  the most positive steps taken by the 
Government of  Odisha in the ICDS progamme. Increased budgetary provisions; supporting 
steps for women’s empowerment resulting in access to better food and health care; building 
capacities of  staff  in all areas of  the ICDS programme, as well as of  staff  involved in managing 
sick and malnourished children needs to be a priority. Building capacities of  communities to take 
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ownership of  the AWC and to be able to properly supervise its functioning needs ongoing 
inputs.  

Challenges in programme implementation and fund utilization  

Finding adequately trained persons for the SPMU and DPMUs took longer than expected. Though 
having this additional human resource has been immensely helpful in programme monitoring and 
implementation, it has meant additional administrative work for an already understaffed department. 
Enhancing their technical capabilities through training may have made them more effective at their jobs.    
Some districts found it difficult in the beginning to work with the new team of the DPMU and to fit 
them into the ICDS structure at the district level, but most issues have been overcome with time.  

This is perhaps the first time that the DWCD is working with significant external funding and given the 
shortage of staff even for regular departmental work, utilizing these funds in a time-bound manner is a  
challenge.  

NOP contribution to the nutrition framework.  

Is the NOP a comprehensive plan, or is it just a set of activities put together? A look at the various 
components of the Lancet nutrition framework1 reveals how many of the multi-factorial causes of fetal 
and child malnutrition are addressed by the components of this plan.  

Nutrition specific interventions are through support to the AACP and through Sabla; SNP; IFA 
supplementation through VHND; IYCF training and Annaprasan support; supporting SHGs for SNP 
preparation; SNP quality testing and recipe demonstration; support to PD, hygiene kit, VHND and 
IMNCI training to AWWs.  

Nutrition sensitive interventions are the support to the PSE programme, the hygiene kit, and to the 
VHND and training of AWW in counseling.  

NOP also contributes to an enabling environment by putting better monitoring systems in place, 
strengthening feedback, and building capacities of staff in the programme.  

Strong eividence base  created through NOP has helped frame the above interventions.  

The future of NOP – NOP in the context of ICDS restructuring.  

The NOP in Orissa has many similarities with the ICDS restructuring that is proposed in the 12th Five 
year plan (2012 – 2017). Results, strategies, management structure at state and district level , cross-
cutting areas, are all similar to what is proposed in the ICDS mission. Therefore DWCD in Odisha is 
better prepared than other states to take on the ICDS mission and achieve its goals. It would not need 
major restructuring of its policies and strategies for this. The NOP, in a way, has prepared the state to 
deal with all the changes proposed in the restructured ICDS and can be realigned with the ICDS 
mission.  

                                                 
1
 http://www.thelancet.com/series/maternal-and-child-nutrition 
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The Nutrition Operational Plan (NOP) has strengthened the systems and services of the 
Integrated Child Development Scheme (ICDS) in Odisha. NOP has been a necessary but 
insufficient strategy to bring about a comprehensive improvement in nutritional status of 

under-five children in Odisha, over the 3 year assessment period. Focus needs to be increased 
on nutritional counseling for mothers, early detection of growth faltering, early initiation of 

breast feeding, and on the nutritional needs of adolescents. Sanitation coverage and use needs 
to be scaled up across the state to reduce the burden of faecally transmitted infections. A 
multi-departmental effort, along with more focus on underlying causes of under-nutrition 

needs to be implemented along with the ICDS programme. 

 

Limitations of the study 

As with all qualitative studies, findings cannot always be generalized. The constraint of time meant that 
only a few districts could be studied. All caution has been taken to present information objectively and 
not let the evaluator's perspective influence the reporting of findings.  

Quantitative data is available currently only for three districts and four blocks. The baseline (NBLS 2011 
and mid-line survey data (CCMII 2014) are not identical methodologies. For these two reasons the 
results should be interpreted with caution.  

Conclusions  

The DWCD of the Govt. of Odisha has made significant gains in strengthening the ICDS programme 
in the state. The department has been helped in this through the support provided by the NOP. The 
support has been strategically used for strengthening the ICDS system, for the process of 
decentralization and community involvement, as well as for improving ICDS service delivery. Equity 
issues have been addressed with special focus on fifteen high burden districts. Better monitoring and 
supervision systems have been put in place and good inter-departmental convergence is evidenced by 
joint guidelines issued, joint activities like VHND, PD and immunisation day, as well as through joint 
reviews. The support provided through technical assistance (through the TMST) and the human 
resource support of the SPMU and DPMUs (as part of NOP) has been significant, and has been 
acknowledged by the Department.  

Awareness of the AWC and its activities, as well as entitlements related to THR and Mamta among the 
community is high.  Knowledge about  breastfeeding and IYCF have all increased. The visibility of the 
AWC has improved.  

Preliminary quantitative survey results, however, are not commensurate with the gains made in 
processes that have been put in place. Comparison between the NBLS (2011) and CCMII 2014) suggest  
an increase in malnutrition levels – in wasting and in underweight children, though stunting levels have 
shown a decline.  
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Challenges remain in terms of staff vacancies, capacities of staff for IPC, absence of use of the MCP 
card as a counseling tool, and lack of precision in messages given to families with respect to child care 
and feeding. Growth faltering is not being recognized as a signal for action (counseling or referral as 
required). Knowledge of breastfeeding and complementary feeding has not yet translated into action in 
many families. The focus remaining only on the severely malnourished child (both in the health and 
WCD departments) also limits the ability to achieve an overall reduction in prevalence of under-
nutrition. The state's MPR of December 2013 shows 2% of children as having severe malnutrition, and 
26% to have moderate malnutrition. For the under-3 child, supervised frequent feeding through the day 
is not yet ensured, especially for the large  proportion of such children whose mothers go out to work 
the whole day.  

Priority areas of focus would therefore be on filling in human resource gaps; focusing on detection and 
action on growth faltering; provision of precise messages on child feeding;  and improving IPC. The 
Department would need to expand its focus from the severely malnourished child to include also the 
moderately malnourished children if it is to make a dent in the prevalence of under-nutrition and to 
reduce child deaths in the state. Provision of creche facilities for children under-3 would need to be an 
essential strategy to prevent and tackle the onset of malnutrition at a young age.  
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Chapter 1. Background and Context 

 

1A. Introduction 

 
The progress of any country is often measured in the health of its women and children. And while child 
deaths have been controlled successfully in many parts of the world, including to a considerable extent, 
in India, child malnutrition rates still continue to be worrisome. India has some of the largest proportion 
of undernourished children in the world, with only a slow rate of decline over the years. Three rounds of 
the National Family Health Survey have shown a very slow reduction in the proportion of under-five 
children underweight, stunted or wasted in India2.  
 

It is well-known that malnutrition is the underlying 
cause of death in nearly half the deaths among 
under-five children. Though mortality among 
severely malnourished children is higher, a majority 
of under-five deaths occur among mild and 
moderately malnourished children3. In India, over 
60% of under-five deaths are due to underlying 
effects of malnutrition. Therefore in order to reduce 
the number of child deaths, it is essential not only to 
look after children with severe malnutrition, but the 
bulk of children with mild and moderate 
malnutrition as well.  

Under-nutrition is perhaps the biggest problem India 
faces. It leads to increased chances of falling ill, and 
sometimes dying. When under-nutrition occurs in 
early childhood it also leads to poor intellectual 
development, which is likely to have a lifelong effect. 
Undernourished children grow into undernourished 
adults who have poor work capacity, affecting their 
earning capacity and keeping them trapped in  

Source: Pelletier DL; WHO Bulletin, 1995:73 

poverty. Undernourished girls who grow into weak mothers give birth to underweight babies, thereby 
maintaining the vicious cycle of poverty and ill-health. 

                                                 
2  http://www.rchiips.org/nfhs/ 
3  Pelletier et al. The effects of malnutrition on child mortality in developing countries.Bull WHO 1995, 73 (4): 443-448 
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Thus, in order to prevent these avoidable deaths, to make a dent in the poverty trap and to allow 
children to realise their full potential of physical and mental growth, there is a pressing need to prevent 
and treat under-nutrition in the community. 

Importantly, under-nutrition develops very early in life. In most parts of the country, the weight of 
children is normal in a majority of births. These children often maintain their weight improvement for 
the first six months of life, thanks to very high rates of breastfeeding. However, after six months most 
children do not get adequate complementary foods which are needed in order to grow well. The result is 
that children who are somewhat healthy become progressively weaker, and by the age of two, many are 
significantly undernourished. 

It is also true that most mental development occurs in early childhood, and most malnutrition sets in by 
the age of two or three. This affects the child's learning ability at school, worsening the consequences of 
early under-nutrition. 

1B. The multi-factorial causes of  childhood malnutrition -  the 
nutrition framework.  

Framework for actions to achieve optimum fetal and child nutrition and development4 

Optimal foetal and child nutrition and development are dependent on many factors, and the outcome of 
this stage of a person’s life has a lifelong impact on their health and well-being. These factors range from 

                                                 
4 http://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2813%2960937-X/fulltext 
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the most proximate as well as underlying factors that affect nutrition, including an enabling environment 
for the child to develop to his or her full potential.  

Knowing that nutrition (or the lack of it) has an inter-generational impact, one can reasonably expect to 
improve child nutrition only if adolescent girls are well nourished and not anaemic. Undernourished and 
iron deficient adolescent girls who become mothers start with a disadvantage and tend to have small-
for-dates babies. If during pregnancy the mother is not adequately nourished, and has iron, calcium and 
micro-nutrient deficiency, the effects are again seen in foetal growth restriction. Once the baby is born, 
factors such as exclusive breast feeding, timely introduction of complementary feeding, food diversity in 
the diet, prevention and management of illness – all directly influence nutrition and growth outcomes in 
the young child. Adverse outcomes are manifest in underweight children, with wasting and stunting. Up 
to 45% of deaths among under-fives take place among undernourished children. That is, inadequate 
nutrition is the underlying cause among nearly half of under-five death world-wide.  

Additionally, factors which also influence growth and development outcomes are issues such as water 
and sanitation, early child stimulation, social safety nets and food security, among others. An enabling 
environment to ensure that relevant programmes are properly designed, implemented and monitored is 
necessary, supported by knowledge and good governance. 

Any intervention that seeks to improve nutritional outcomes for children must address as many factors 
as possible in the nutrition frame given above5. 

 

 1C. The Integrated Child Development Services 

The Integrated Child Development Services scheme was launched by the Government of India in 1975 
to provide comprehensive and holistic early childhood care services to children below six years of age. 
This was seen as an essential investment to secure the future physical and intellectual development of 
the children of the country. It is currently the largest such programme in the world, and is housed in the 
Ministry of Women and Child Development. It adopts a multi-sectoral approach integrating health, 
nutrition, water supply and sanitation, and early childhood education, and targets not only children 
under six but also pregnant and lactating mothers as well as adolescent girls.   

The Anganwadi is the nodal point for delivery of these services, and the Anganwadi worker and helper 
manage the centre that runs for at least four hours daily. They are supervised by a Supervisor. The Child 
Development Project Officer (CDPO) is in charge of the programme at the block level, while the 
District Social Welfare Officer (DSWO) manages the programme of the district. The Anganwadi 
provides supplementary nutrition for children as well as for pregnant and lactating mothers, and also 
carries out growth monitoring of under-fives. Malnourished children are provided additional food as 
prescribed. The other services provided at an Anganwadi are – immunization, health checkup, 
referral services, preschool education, and health education.  

The main objectives of the ICDS scheme are to: 
a. Improve the nutritional and health status of children 0-6 yrs. 
b. Lay the foundation for the proper physical, psychological and social development of the 

child.  
c. Achieve effective co-ordination of policy and implementation amongst the various 

departments to promote child development; and  

                                                 
5  http://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2813%2960937-X/fulltext 
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d. Enhance the capability of the mother to look after the normal health and nutritional 
needs of the child through proper health and nutrition education.  

 
In Odisha, the scheme is currently operational across the state, with over 71,000 AWCs, in 338 ICDS 
projects (200 rural, 118 tribal and 20 urban projects).  

 

1D. The context of  Odisha  
 

Odisha is one of the states with the highest poverty levels in 
India, and a significant portion of it is in what are known as 
Chronic Poverty Regions of the country6. A large proportion 
of tribal population living in scattered hamlets in forested, 
difficult-to-access areas makes service provision particularly 
difficult in this state. For many years, Odisha has had the 
poorest maternal and child survival indicators in the country.  
 
However, in recent years, the state has made commendable 
progress in health and nutrition indicators, with a strong 
political will and with establishment of strong systems in not 
only the WCD and health departments, but also instituting 
strong inter-departmental co-ordination.  

Though the third round of the National Family Health 
Survey (NFHS III) showed an improvement in the nutritional 
status of under-5 children in the state compared to previous 
rounds, over 40% of these children were still undernourished.  

Despite progress in indicators of health and nutrition, there remained disparities across regions and 
across income quintiles, with the southern tribal regions faring the worst. Presence of left wing 
extremism in these districts has also affected service delivery and utilization.  

The Government of Odisha realized that in order to bring about a significant improvement in the 
nutritional status of its children, it needed to have a focused plan in place that took into account the 
multi- factorial causes of malnutrition as well as the regional disparities. It required a multi-sectoral 
approach that took into account issues like agricultural policy, disease control, water and sanitation 
programmes, as well as anti-poverty programmes.  

To have a comprehensive understanding of the gains made, as well as to better understand the 
remaining challenges, the DWCD decided to undertake a systematic study to develop an integrated, 
evidence-based, practical operational plan to address the nutritional needs of the people of Odisha, 
particularly the most vulnerable sections of society.  

The study involved both a review of documents on ongoing interventions in nutrition, as well as 
primary data collection from the field to determine the status and needs of various stateholders (the 

                                                 
6  Mehta, Sheperd, Bhide, Shah and Kumar. India Chronic Poverty Report. Indian Institute of Public Administration, New 

Delhi 2011. 
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community, the frontline workers, other departments) with respect to improving the nutrtional status of 
vulnerable women and children in Odisha.  

Based on the above study, and after extensive consultations with other departments (primarily the health 
department, but also Panchayati Raj, Rural Development, SC and ST development department and 
Food Supply and Consumer Welfare), the Nutrition Operation Plan (NOP) was evolved, not as a 
separate project, but to strengthen the ICDS system in Odisha..  

1E. The TMST and the NOP 

In 2008, the Government of Odisha started the implementation of the Odisha Health Sector and 
Nutrition Plan7. The main objectives of the OHSNP are- reduction in infant mortality, maternal 
mortality, and total fertility rate; making health outcomes and utilization of services more equitable; 
addressing malnutrition among children; and reducing morbidity and mortality from common 
communicable diseases such as malaria.  

The United Kingdom’s Aid, the Department of International Development (DFID) provides support to 
key departments of the Government of Odisha to achieve the health sector and nutrition plan 
(OHSNP), through the Technical and Management Support Team (TMST).  

The Technical and Management Support Team (TMST) has been in existence for the last five years 
(Phase I: April 2008 to March 2012) and has focused on technical support to the Department of Health 
and Family Welfare (DoH&FW) and Department of Women and Child Development (DWCD) in order 
to enhance their efforts on the underserved KBK+ districts8; introduce a range of innovations in service 
delivery, and, to bring in systemic reforms in such areas as human resources, financial management, 
procurement and monitoring. 

The TMST supported the state in developing the Operational Plan for Malnutrition Reduction in 
Odisha, which was prepared in 2009.  

The Nutrition Plan is based on five principles: 

a. Targeting the most vulnerable – focusing on 15 high burden districts (Anugul, Bhadrak, 
Bolangir, Gajapati, Jharsuguda, Kalahandi, Kandahamal,Keonjhar, Korapur, Malkangiri, 
Nabarangpur, Nuapada, Raygada, Sambalpur and Sundergarh). 

e.  Flexibility – with districts to have the freedom to implement innovative strategies, along with a 
higher budget allocation for high burden district in order to try out these strategies.  

                                                 
7  The title was changed from Odisha Health Sector Plan in an Addendum agreed with the Department of 

Economic Affairs, Government of India on 2
nd

March 2012. 

 
8  KBK+: The undivided districts of Koraput, Bolangir and Kalahandi (popularly known as KBK districts) have since 

1992-93 been divided into eight districts: Koraput, Malkangiri, Nawrangpur, Rayagada, Bolangir, Sonepur, Kalahandi, and 

Nuapada. These eight districts comprise of 14 Sub-divisions, 37 Tehsils, 80 CD Blocks, 1,437 Gram Panchayats and 12,293 

villages. 
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f.  Evidence and outcome based participatory planning – through increasing partnerships with 
community, PRIs, NGOs, Private and Corporate partnerships.  

g.  Stronger convergence – with other services – Health services (essential); Rural Development (for 
provision of clean drinking water as well as sanitation facilities and hygiene education); and with 
Panchayati Raj (for employment guarantee for livelihoods). 

h.  Stronger monitoring and results-based framework – focusing on a life-cycle approach, achieving 
outcomes, implementing performance measurement, and on learning. 

The focus in on producing results in the entire state in the following three areas – 

i. reduction in moderate and severe malnutrition among children under 2 years 

ii.  reduction in the proportion of births with birth weights less than 2.5 kg 

iii. reduction in nutritional anaemia in women and children.  

The Key Objective for the period 2009 – 2013 is to bring down malnutrition among children from the 
current level as shown by:  

a. Underweight from 41% (NFHS III) to 25% focusing on ST. 

b. Stunting from 45% to 35%. 

c. Wasting from 20% to 10%.  

The Plan is designed around eight strategies as below. 

1. Strengthened institutional arrangements for improved access and utilization of ICDS services. 

2. Decentralized planning identifying block priorities. 

3. Ensuring community participation in planning, implementing and monitoring. 

4. Strengthening service delivery for nutrition.  

5. Results based Monitoring and Evaluation. 

6. Early Childhood Education 

7. Interdepartmental convergence 

8. Integrated Behaviour Change Communication. 

The DFID provided a support of GBP 35 million spread over five years from 2010 to 2015 for the eight 
strategies.  
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1F. Executing modalities of the NOP. 

The NOP envisages support for system strengthening of the ICDS programme in the state of Odisha. 
Towards this end, it provides financial assistance as well as technical assistance.  

Financial assistance is to be spread over five year (2010 to 2015) including SPMU and DPMU 

Technical assistance was provided through the TMST. 

The TMST initiated a series of consultations with the state Government for the NOP. In order to lay a 
solid foundation for interventions planned in the NOP, an evidence base was created through 
conducting several studies in the field. These involved both primary data collection in the field as well as 
document reviews and interviews with key decision makers.   

Based on the findings of the studies and the interdepartmental consultations, the NOP was envisaged to 
have two parts: System strengthening support would be statewide, with actual programme support in 
fifteen high burden districts (Anugul, Bhadrak, Bolangir, Gajapati, Jharsuguda, Kalahandi, Kandhamal, 
Keonjhar, Koraput, Malkangiri, Navarangpur, Nuapada, Rayagada, Sambalpur and Sundergarh which 
include the KBK districts). These districts have been identified as high-burden districts because of 
multiple deprivations, manifest by high vulnerability and poor development indicators (high poverty 
rate, low female literacy, high proportion of tribal population, high IMR, etc). The summary matrix9 of 
the NOP is given on the following page. 

                                                 
9 Nutrition Operation Plan, 2009-13, Department of Women and Child Development, Government of Odisha 
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Summary matrix of the Nutrition Operation Plan 

The Nutrition Operation Plan is envisaged with two components – strengthening ongoing activities 

in the ICDS state-wide, with more focused district level interventions in 15 high burden districts.  
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Chapter 2. Purpose and scope of  Evaluation  
 
The Nutrition Operation Plan has been rolled out from 2010 and is nearing three years of 
implementation.  There is a need therefore - 
  
1. To assess the contribution of  Odisha’s NOP (2010-2015) to improved nutritional outcomes in the 

State. 

2. To suggest additional or strengthen existing strategies and activities of  NOP for implementation 

until March 2015 to augment reduction of  undernutrition in the State. 

 

The need to undertake a process evaluation of NOP at this stage is critical in the light of NOP 

implementation since 2010 and in the context of ICDS restructuring and the strengthening envisaged 

under the ICDS Mission. Thus, undertaking a process evaluation of the NOP at this time, as well as a 

quantitative analysis, offers the opportunity to provide highly significant data, and will pave the way for 

strengthening the implementation of NOP until March 2015. 

 
The evaluation will be undertaken through a mixed methods approach in two phases. In the first phase a 

qualitative process evaluation of NOP will be done and in the second phase, a quantitative evaluation 

will be done based on data collected under the Concurrent Monitoring (CCM)-II survey. This evaluation 

will be analysed with the qualitative findings to complement the findings emerging from the qualitative 

process evaluation. This will help  

 

1. To understand attainment to date, highlight any mid-course corrections required and guide the on-

going planning, implementation and monitoring of  NOP.  

2. To understand the specific process level inputs under the NOP that directly or indirectly contributed 

to mid-course outcomes (assessed through the CCM household survey).  

The present evaluation will cover the time period from 2010 to 2013 of the implementation of the 
NOP, and will cover both high burden and non-high burden districts of the State.  

The detailed terms of reference are given in Annexure 1  
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Chapter 3. Methodology 
A mixed-method approach was adopted for the evaluation.   

Process of the qualitative evaluation undertaken. 

a. Document review  

An extensive review of documents was undertaken, with baseline studies, policy documents, reviews and 
reports, guidelines, workplans, and fund utilization reports being scrutinized. The list of documents 
reviewed is given in Annexure 2  

b. Framing of evaluation questions  

1. What do the various stakeholders (state and district personnel, ICDS staff, mothers) feel has been 
achieved through the NOP? 

2. For each strategy – strengthened institutional arrangements, decentralized, better monitoring etc – 
what systems have been put in place? If they have not been put in place, what were the reasons? If 
they have been put in place, how effective have they been? What are the reasons for being effective 
/ ineffective? 

3. How has the capacity of the ICDS and health staff been enhanced to achieve the objectives of the 
NOP? If it has not been achieved in some place, what are the reasons why it has not been achieved?  

4. How has community participation changed after the start of the NOP? Has it improved, and if so, 
how and why? If not, what are the reasons for it?  

5. Has inter-departmental co-ordination been facilitated and how has each department contributed to 
achieving the goals of the NOP? If yes, how? If no, why not?  

6. What have been the bottlenecks in the various processes initiated? 
7. Could anything have been done differently to achieve the goals faster, and if so, what?   

c. Defining indicators and methods of data collection. 

Field work was undertaken in January and February 2014. It included key informant interviews at the 
state level; field interviews, focus group discussions, direct observations, as well as interviews over email 
and over the telephone.  

Indicators   

 what processes are working, what are not working and why?  

 How can processes that are not working be rectified?  

 What are the perceptions of the various stakeholders vis-a-vis the achievements of the 
programme and what are their suggestions for improvement?  

List of people met and places visited is given in Annexure 4. 

The evaluation will be looking at the following:  
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1. What has been the achievement of the NOP in the three years since its inception? 

2. Has the capacity of the ICDS and health staff been enhanced in any way to achieve the 
objectives of the NOP? If so, how? 

3. How has inter-departmental co-ordination been facilitated and how has each department 
contiributed to achieve the goals of the NOP?  

4. How far have the various activities planned under ICDS and state specific initiatives for 
reducing malnutrition, been carried out?  

5. How have health services indicators changed during this period?  

In-depth interviews with key informants – in person or on Skype or email or over the phone.  

What do the various stakeholders (state and district personnel, ICDS staff, mothers) feel has been 
achieved through the NOP? 
 
For each strategy – strengthened institutional arrangements, decentralized, better monitoring etc – what 
systems have been put in place? If they have not been put in place, what were the reasons? If they have 
been put in place, how effective have they been? What are the reasons for being effective / ineffective? 
 
How has the capacity of the ICDS and health staff been enhanced to achieve the objectives of the 
NOP? If it has not been achieved in some place, what are the reasons why it has not been achieved?  
 
How has community participation changed after the start of the NOP? Has it improved, and if so, how 
and why? If not, what are the reasons for it?  
 
Has inter-departmental co-ordination been facilitated and how has each department contributed to 
achieving the goals of the NOP? If yes, how? If no, why not?  
 
What have been the bottlenecks in the various processes initiated? 
 
Could anything have been done differently to achieve the goals faster, and if so, what?   
 
Focus group discussions 
 
Has the capacity of the ICDS and health staff been enhanced in any way to achieve the objectives of the NOP? If so, how?  
Topic guides   – training  

- knowledge (growth monitoring, child illnesses, young child feeding) 

- community involvement  

- supportive supervision  

- MIS feedback loops  
 
What do the mothers feel about the services available to them and their children?  
Topic guides   - running of the AWC 

- health services 
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- involvement in functioning 

- availing benefits of various schemes (Mamata, JSY) 

- understanding of growth and nutrition of the child 
 
How do the various frontline workers work with each other?  
Topic guides  - areas of co-operation 

- challenges 
 
How are adolescents involved in the programme?  
Topic guides  - provisions  

- knowledge  

- service availability   
 
 
Observation  
If possible, to observe a Pustikar Diwas and VHND for activities and processes. Visit an NRC to observe.  
Observe AWC activities.  
 

d.  Analysis 
 
The interviews will be recorded and then transcribed and translated.  
They will be coded and analysed using a deductive approach. 

 
e. Sampling 

 

Districts/blocks both from high-burden and non-high burden category were selected by taking into 
account the score of the composite index. The following indicators from CCM-I were taken into 
consideration while constructing the composite index.  

 

1. Proportion initiated breastfeeding within one hour of giving birth (Positive). 

2. Proportion of Children receiving SNP for 21+ days (Positive) 

3. Proportion of Children fully immunized (12-23 months)(Positive) 

4. Proportion of Children Severely Underweight (below - 3 SD)(Negative) 

 

Four individual dimension indices were constructed by taking into account the above four indicators. 
The composite index is the average of these four indices. One district each were selected from both 
good performing and not-so good performing category on the basis of the score of the composite index 
for both high and non-high burden districts. This would be helpful in getting variation in responses. The 
districts selected as per the above mentioned criteria are as follows:  

 

Districts Category 

Balasore Non-high burden 
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Mayurbhanj Non-high burden 

Koraput High-burden 

Kandhamal High-burden 

 

Within the above selected districts, all blocks were ranked with the help of the same composite index as 
described above. Four individual dimension indices were constructed for all the four indicators.  

The composite index is the average of these four individual indices. Four blocks having similar score in 
terms of the composite index from all the four districts were selected. The following blocks were 
selected for the purpose of the qualitative assessment- 
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The methodology followed by UNDP for constructing the Human Development Index (HDI) is 
followed while constructing the individual dimension index. 

For positive indicators- 

Individual Dimension index= ((Actual value-minimum value)/(maximum 
value-minimum value))*100 

For negative indicators-  

Individual Dimension Index=((Maximum value-actual value)/(maximum 
value-minimum value))*100 

However, block level information on nutrition based indicators is not available from large scale 
secondary sources. Census 2011 provides information on a few socio-economic and demographic 
variables by villages. Also, the Census does not provide information by blocks. Even large scale surveys 
like Annual Health Survey (AHS) and District Level Household Survey (DLHS) give estimates only till 
district level. Therefore the available information from CCM-I has been used for selecting the 
districts/blocks. A single source of data is used for both the selections to maintain consistency. 

 

5.Design for interviews. 
 

 State  District (4) Block (4) Total number  

Key informant 
interviews 

DWCD 
officials, 
NRHM, 
development 
partners, TMST,  
others 

Collector, 
DSWO, CDMO 

BMO, CDPO 38 

Focus Group 
discussions  

SPMU, HETC 
staff. 

CDPOs ICDS 
supervisors, 
ANMs,  

12 

  (sector level 4 sectors)   
SHGs, AWW, ASHAs, MC, 
adolescent girls, pregnant and 
lactating women. 

20 

Methodology for the quantitative survey 

The concurrent monitoring survey was undertaken in 2014. The methodology involves sampling half the 
GPs in each block, and then one fifth of the villages in a GP. At selected villages all households are 
invited to participate according to the eligibility of those resident. The sampling requires first a detailed 
mapping exercise at each selected village in which all households are identified and listed. Frontline 
health workers and PRI members are consulted to confirm the initial mapping produced. Then all are 

Districts Category Block 

Balasore Non-high burden Simulia 

Mayurbhanj Non-high burden Sukruli 

Koraput High-burden Boipariguda 

Kandhamal High-burden Baliguda 
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Note on comparison  of CCM II and NBLS 

 CCM II data are included from the following geographical areas: 

o Four blocks which are the focus of the qualitative process evaluation (Sukruli, Simulia, Boipariguda and 

Baliguda). The four blocks were originally chosen because they originate from two high burden and two non-

high burden districts: 

 High burden - Kandhamal (Balliguda block) and Koraput (Boipariguda block); 

 Non high burden – Mayurbhanj (Sukruli block) and Balasore (Simulia block). 

o All blocks of the following three districts: Anugul, Bhadrak and Deogarh. These three districts represent two 

high burden districts (Anugul and Bhadrak) and one non-high burden district (Deogarh). We will compare 

NBLS and CCM II on key NOP indicators for these three districts. 

 Comparison of  NBLS and CCM II in three districts: 

o Key indicators for comparison between NBLS and CCM II were identified based on the 8 NOP strategies, and 

8 outcome and impact indicators.  

o To be included in the comparative analyses they had to have been measured in both the NBLS and CCM II. 

o Example indicators include: child anthropometry, infant and young child feeding indicators, receipt of  take 

home rations, immunisations, antenatal and postnatal care, receipt of  IFA by adolescent girls, Household 

access to safe water and sanitation, and frontline health worker activities related to nutrition. 

o Trends in NOP indicators from baseline (NBLS) to date (CCM) have been presented mostly through graphs in 

order to be readily understood by DWCD officials, and GoO staff  from other departments.  

o Although the NBLS and CCM II surveys are not identical, both surveys provide representative and largely 

comparable district-level estimates for key NOP indicators. 

o One caveat when interpreting differences between NBLS and CCM II: CCM II sampling was designed to 

increase the chances of  including the most underserved households (a census based approach with 

comprehensive village mapping, and high within block coverage to enable block level estimates). The NBLS 

used Probability Proportional to Size sampling at district level, with AWCs as the village sampling unit. The 

NBLS focus on AWCs potentially missed hidden hamlets/people without a functional AWC and there was lower 

block level coverage given the NBLS is a district level survey - this may have resulted in fewer underserved 
households being included. This could partially explain where there are negative trends, although other driving 

factors will be considered.  

 

visited for an initial screening to identify residents in the subgroups of interest, and if any reside there to 
conduct the relevant interviews. Specifically the screening uses a brief (5 minutes) questionnaire that can 
be completed by any adult household member and which identifies whether any person from a 
subgroup of interest (currently pregnant, birth in last year, mother with live infant under 2, mother with 
live infant under 5, adolescent girl) resides there. Then ALL people from ALL the subgroups are invited 
to complete the relevant questionnaire, and where a woman is a member of more than one subgroup 
then she completes ALL relevant questionnaires.The sampling ensured coverage of the most vulnerable 
and difficult to reach populations. Preliminary results from three districts and four blocks are presented 
in this report.  
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Chapter 4. Findings 
The qualitative mid-term evaluation of the NOP (from 2010- 2013) was conducted in January and 
February 2014 in four districts of Odisha.  
 
The districts and blocks were as follows:  
 
a. Mayurbhanj district   Block Sukruli 
b. Kandhamal district    Block Balliguda 
c. Koraput district    Block Boipariguda 
d. Balasore district    Block Simulia  
 
The districts were chosen on the basis of being high burden and non-high burden districts with 
differential development indicators, and all four blocks showed similar indicators in terms of nutritional 
services coverage and prevalence of undenutrition during the baseline CCM survey in 2011.  

Map showing blocks sampled for the qualitative evaluation of NOP, and districts and blocks for which CCM II results 
are available 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Schedule of visit to districts and of interviews is given in Annexure 3. 
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4 A. Policy level  

A.1. Evidence base 
 
The Government of Odisha has adopted a systematic approach to address the issue of malnutrition 
among under-five children in the state. Since all indicators – socio-economic, educational, health and 
nutrition indicators were worse in some parts of the state (southern followed by the northern) compared 
to others, and also because of large disparities between various income groups, the DWCD decided to 
focus its services towards the most vulnerable families and children in Odisha. 15 districts in the state 
were identified as high-burden districts (HBD) in terms of high malnutrition rates and high vulnerability 
as indicated by low female literacy, high tribal population, and a large proportion of population below 
the poverty line, among others.  
 
The 15 high burden districts identified are Malkangiri, Rayagada, Nabarangpur, Gajapati, Kalahandi, 
Nuapada, Bolangir, Bargarh, Kandhmal, Jharsuguda, Sundergarh, Sambalpur, Keonjhar, Angul and 
Bhadrak.  
 
In this, over the past four years, they have been assisted by the DFID supported Technical and 
Management Support Unit (TMST). The unit was set up to provide assistance to the Government of 
Odisha, mainly to the health and the WCD departments (and also more recently to the RD department).  
An evidence-based Nutrition Operation Plan was developed by the DWCD, based on field studies and 
reports, review of other initiatives in nutrition elsewhere in the country and in the world; as well as an 
analysis is of the strengths and weaknesses of the current nutrition interventions in the State.  

The NOP gave the state flexibility to address the real needs of state in order to address the issue of 
maternal and child health and nutrition. A sound knowledge base was first created so that informed 
decisions could be taken about what policies and programmes to put in place.  

A brief summary of the studies undertaken by the state with support from the TMST is given below.  

 Report reviewed Major Findings 
1 Nutrition Baseline 

Survey in 15 High 
Burden Districts, 
2011 

In HBD, 40% children underweight and stunted, with 14.5% 
severely underweight and 20% severely stunted. Moderately high 
prevalence of early BF and exclusive BF, and awareness of CF at 
six months. Less than 70% were fully immunized. Knowledge of 
mothers about their child’s nutritional status was low. Awareness 
of Pustikar Diwas was low. Antenatal services was largely limited to 
TT and IFA, with BP measurement and abdominal examination 
being low. Interaction of adolescent girls with AWC was poor. 
Infrastruction of AWCs was poor.  

2 Concurrent 
monitoring report  

Quantitative survey of nutritional indicators block-wise, 
triangulated with data from NFHS, DLHS and CES. 13% of 
children 0-59 months were severely underweight with 39% 
underweight. Over 75% of children suffering from diarrhoea, fever 
or ARI received treatment. Antenatal TT was near-universal, but 
post-natal checkup coverage was poor. GKS mostly involved in 
sanitation activities, though awareness among community of GKS 
was poor. PD  not held as per schedule in 30% of cases. Majority 
of children seen here had improved. Joint sector meetings not held 
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as per schedule, and if held, limited to sharing MPR. 
3 Assessment of CHW 

of KBK+ districts  
The AWW, ANM and ASHA not sure of how they should co-
ordinate their activities; home visits left to ASHA who is also busy 
with other tasks. IPC skills poor among all. Supplies and 
equipment not in place. Supervision almost absent. 

4 Assessment of 
Mother’s 
committees in KBK 
districts, 2010 

Hurriedly constituted by AWWs as she was instructed to do so. 
Members unaware they are part of a committee; training on their 
roles and responsibilities inadequate; only come to monitor THR 
distribution. Involvement in ensuring quality of food or of other 
services is low. Lack of time to attend meetings. Need proper 
training.  

5 Quick assessment of 
AACP in KBK and 
Mayurbhanj 
districts, 2009 

Overall poorly implemented programme in 2009. Inadequate 
training, with health staff not trained at all. Poor supply chain and 
poor co-ordination between health and ICDS. Poor training (less 
than 2 hours sometimes). Poorly implemented and supervised, with 
much scope for improvement.  

6 Rapid assessment of 
village level 
committees in 2 
HBDs  

SHGs and JCs most visible and viable groups. Hurried formation 
of MC, inadequate knowledge of their role, lack of time to attend 
meetings reduces effectiveness of the MC. GKS most active in 
water and sanitation. All committees have little knowledge of 
health and nutrition but were keen to have training in the same.   

7 Mo-Mashari 
evaluation – use of 
LLIN in pregnant 
mothers 

Evaluated the use of the LLINs provided to pregnant women in 
five districts of the state as a pilot project. It showed a high 
acceptability and use among the women, though a lesser extent of 
use among the family members who had been given a net. 
Knowledge about malaria and its prevention was also retained by a 
significant proportion of the beneficiaries. Malaria incidence was 
less among women using the net as compared to those not given 
the net. The report recommended scaling up the project to all the 
high burden districts.   

8 Communication 
needs assessment in 
nutrition 

Knowledge and practices related to pregnancy, childbirth, child 
care and feeding were assessed, along with use of various media. 
This guided the development of communication material in the 
state.  

 
The DWCD based its strategies on the evidence generated by the studies, and developed the Nutrition 
Operation Plan based on the five principles of targeting the most vulnerable; flexibility; evidence 
and outcome based participatory planning; stronger convergence; and stronger monitoring and 
results-based framework. The Department also framed policies to achieve the goals of the NOP. 
Some of the policy changes brought about related to:  
 
i. Improving service delivery – guidelines for VNHD, Pustikar Diwas, RGSEAG (Sabla) and AACP. It 

also included guidelines for ensuring quality of the hot cooked meal and the THR as part of the SNP 
in the ICDS. Operational guidelines for the NRC were also developed. 

ii.  Capacity building – training policy for ICDS; leadership training for CDPOs; training in financial 
management; training of supervisors; training of community for decentralized procurement of THR 
and for monitoring the functioning of the units as well as of AWCs. 

 
A review of the documents shows that the state has delivered on its commitment to the principles and 
strategies stated in the NOP.  
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1. Targeting the most vulnerable – the plan is focused on 15 high burden districts (Anugul, 

Bhadrak, Bolangir, Gajapati, Jharsuguda, Kalahandi, Kandhamal,Keonjhar, Korapur, Malkangiri, 
Nabarangpur, Nuapada, Raygada, Sambalpur and Sundergarh). There is a strong focus on quality 
of  service delivery – improving infrastructure, capacity of  service providers, and supervision.  
The health department’s programme of  providing LLINs to pregnant women was also piloted in 
some of  the HBD districts.  

 
2. Flexibility – with districts to have the freedom to implement innovative strategies, along with a 

higher budget allocation for high burden district in order to try out these strategies. State level 
innovations like provision of  hygiene kits for the AWCs; Annaprashan ceremony; training in 
financial management and in MIS software have been implemented that have contributed to 
better programme implementation and outcomes. Special support for PVTGs has been planned 
and initiated in 17 micro-project areas in 12 districts.  
Interventions for children of  migrants is planned for Khurda district for the children of  workers 
of  stone crusher units. A survey is currently being done by the district and funds will be utilised 
based on that for providing THR. 
Additionally, four districts have submitted plans for targeted, district specific community 
awareness programmes. 
3. Evidence and outcome based participatory planning – the DWCD has commissioned a range  
of studies on various aspects of programme implementation and has acted on the results and 
recommendations. Wherever possible, processes have been decentralized to the community level 
and monitoring is also done by community groups – be it the SHG or the MC or the JC or the 
GKS. The department has also sought partnerships wherever possible with communities, 
NGOs, and private partnerships.  

 
4. Stronger convergence – there has been strong convergence with the health department for 
service provision to mothers, children and adolescent girls; with the RD department for water 
and sanitation inputs; and with PR department for employment guarantee for livelihoods. Joint 
reviews are held regularly with the health and WCD departments, discussing pending issues with 
both departments and actions that may need to be taken by one or both. The steering committee 
at the state level also includes development partners. 

 
5. Stronger monitoring and results-based framework – programme monitoring has been 
improved through better supervision and web-based reporting, as well as concurrent monitoring 
from randomly selected blocks each month. Dashboard monitoring based on input, process, 
output and outcome indicators has been introduced, which allows easy monitoring of how the 
districts are performing. Even during implementation of the NOP, there have been independent 
studies carried out to monitor progress.  

 

A.2. Policies  
 
Backed by a strong political will, the following policies were put in place.  
 
a. Decentralization policy – decentralization of provision of supplementary nutrition to the block level. 

This was implemented from January 2011, with the task of provision of THR being given to 
self-help groups at the block level. One or two groups supply the THR to all the AWCs and 
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mini-AWCS in the block. The procurement of food items for THR and the meal at the AWC 
was also decentralized with only the wheat for THR and the rice for the hot cooked meal being 
provided by the FCI, and the rest of the items being purchased locally by the SHG and the 
AWW respectively.  

 
b. Changing the composition of the supplementary nutrition – earlier where rice was given as THR and 

only a single menu was given at the AWC for the children to eat, the diet was changed. Chatua 
made of wheat, peanuts, Bengal gram and sugar was given as THR, and a hot cooked meal was 
provided at the AWC, with a fixed menu through the week. The introduction of eggs twice a 
week initially (now increase to three times a week) has significantly added to the nutritional value 
of the SNP. Pregnant and lactating women, as well as children under 3 (who are eligible to get 
THR) are also provided eggs twice a week at the AWC.  

 
c. Training policy – this establishes guiding principles to be followed by all institutions engaged in 

building the capacities of the staff in the ICDS programme, and establishes norms for physical 
and technical requirements for the same.  

 

A.4. Strategies  
 

The eight strategies adopted under the NOP were:  

1. Strengthened institutional arrangements for improved access and utilization of ICDS 
services. 

2. Decentralized planning identifying block priorities. 

3. Ensuring community participation in planning, implementing and monitoring. 

4. Strengthening service delivery for nutrition.  

5. Results based Monitoring and Evaluation. 

6. Early Childhood Education 

7. Interdepartmental convergence 

8. Integrated Behaviour Change Communication. 

 

A.3 Guidelines 
 
A large number of detailed guidelines have been prepared for every activity of the department. Since the 
strategy envisaged decentralization of implementation, as well as inter-deparmental convergence, it was 
necessary to have clear, unambiguous guidelines for every activity. The following are the guidelines that 
have been issued from the Department:  
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Sl no Guideline issued for  Areas included 

1 Pre-School Education - Nua Arunima   

2 Decentralized feeding - Hot cooked meal Including menus, costs, monitoring  

3 Take Home Ration – Protocol  

Including specifications for 
composition, cleanliness, records 
and registers, monitoring and 
quality testing.  

4 Child Health and Nutrition 

Promotion of IYCF, Hygiene kit, 
IMNCI training, recipe 
demonstration,  

5 Adolescent Health and Nutrition 

AACP, Sabla, including financial 
guidelines and reporting 
mechanisms and formats  

6 Strengthening service delivery mechanism 

Pushtikar Diwas (with health dept), 
Mamta Diwas (VHND), NRC, 
Annaprasan, CMAM, PVTG 
services. 

7 Mothers' Committee guidelines   

8 Jaanch Committee guidelines    

9 Mamta guidelines   

10 
MIS on decentralization of feeding 
programme   

11 Model Anganwadi Centre    

12 Guidelines for financial management   Printing and procurement  

13 Government orders, circulars, notifications  

AWC construction under NREGS 
and MPLAD funds, revised 
guidelines for selection of AWWs 
etc.  

 
These guidelines were prepared after extensive consultations between various departments, most 
commonly between the health and WCD departments. As many of the interventions for better nutrition 
are related to health, the joint functioning of both departments is essential at all levels. Therefore joint 
guidelines were drafted by the then Director, Social Welfare, and the MD NRHM on VHND, PD and 
NRC. Technical inputs were given by TMST and Unicef in various aspects of developing the guidelines.  
This it to ensure common understanding and avoidance of duplication of efforts.  
Understanding the link between malaria and malnutrition, for example, the state took a decision to 
provide LLIN to all pregnant mothers, and also to all families living in districts with a high burden of 
malaria. The plan for procurement, distribution and monitoring of use was jointly developed by health, 
WCD, SC/ST and education departments.  The provision of safe drinking water and sanitation facilities 
at AWCs necessitated working with the RD department.  
 
Committees are formed as required with representation from concerned departments, usually with 
health and ICDS. 
 
 A technical committee goes through every proposal for any study and has representatives from health, 
WCD, SIHFW, TMST and Unicef.  
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The IEC committee looks into all material that will go into awareness campaigns – be it print or AV 
material. Again, the representation is from health, WCD, SIHFW, TMST and Unicef.  
 
A nutrition sub-committee also looks into any proposed changes in the menu, including its implications 
for the nutritional component. This sub-committee also has nutrition experts and people from the Food 
and Civil Supplies Department.  

 

4B. Modalities for implementation  
 
The DWCD 
The women and Child Development Department which manages the ICDS programme is headed by 
the Secretary, assisted by a Director Social Welfare, Deputy Directors, and Under-Secretaries. The 
Financial Advisor (FA) is an essential member of the team. The department handles other social welfare 
programmes also, which include nutrition, social security, women welfare, child welfare and disabled 
welfare.  
 
At the district level, the District Social Welfare Officer, and the Project Officer, ICDS look after the 
ICDS programme. The district is divided into ICDS projects which are managed by Child Development 
Project Officers (CDPO). Several Lady Supervisors report to each CDPO, with each Lady Supervisor 
supposed to be in charge of 20-25 AWCs and mini-AWCs.  
In all the state has nearly 71000 AWCs and mini AWCs.  
More details about the job responsibilities etc can be found at the website 
http://www.wcdOdisha.gov.in/ 
 
Funds for any programme activity are routed through the MVSN (Mahila Vikas Samabay Nigam) to the 
CDPOs from there they are released to accounts (for HCM), or the SHG (for THR payment). These 
accounts are operated by two signatories. Supplies like registers, kits etc are procured at the district level 
after a tendering process. All fund transfer is now online and no cash transactions are allowed. Money 
for ICDS activities come from the Central budget, the state budget, and also now from DFID as part of 
the Nutrition Operation Plan. 
Account for the HCM fund is operated jointly by the AWW and a ward member as co-singnatories.  
Mamta funds are transferred directly from the district to the account of the beneficiary.  
 
The organogram of the DWCD is given on the next page.  
 
 

The Technical and Management Support Team (TMST) 
 
A large team of qualified experts in the fields of health, nutrition, WASH and community processes – 
the Technical and Management Support Team (TMST).  
 
This team works with the DWCD, the DoHFW, the RD department, as well as the PR department to 
provide technical inputs to developing policy and strategies to achieving implementation of OHSNP.  

http://www.wcdorissa.gov.in/
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The Sector lead in Nutrition and the nutrition team work specifically with the DWCD and have been 
instrumental in establishing an evidence base, then in providing technical inputs to framing policy and 
guidelines for improving ICDS along the plan of the NOP. Programme review is also supported by the 
TMST. The unit has in fact functioned like a think-tank for the Department. The flexibility of the NOP 
has allowed for new ideas to be tried, and to respond to area-specific needs.  
 
The TMST also mentors and guides the SPMU and the DPMUs in their work.. The TMST supports the 
SPMU in preparing the Annual PIP, preparing guidelines for various activities (eg VHND, decentralized 
feeding, decentralized printing, etc), preparing protocols and designing training  and IEC material. All 
technical assistance to the NOP is provided by the TMST.  
 

The NOP staffing structure.  
 
The SPMU - The State Programme Management Unit consists of the State Programme Manager, the 
Finance Manager, the Communications manager, and the MIS manager.  
The SPMU is located within the DWCD Directorate, and reports to the Director Social Welfare.  
 
The DPMUs - Each of the fifteen high burden districts (Anugul, Bhadrak, Bolangir, Gajapati, 
Jharsuguda, Kandhamal, Koraput, Kalahandi, Keonjhar, Malkangiri, Nuapada, Nabarangpur, Rayagada, 
Sambalpur and Sundergarh) is supported by a District Programme Management Unit (DPMU) 
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consisting of four consultants: the district Nutrition Manager, the district communication manager, the 
district BCC manager, and the district MIS manager. Their responsibilities are given in Annexure V 
 
The DPMUs are the cutting edge of the NOP, providing much required human resource support at the 
district and block level. Some of the tasks they carry out include –  

 Monitoring field activities of the ICDS and providing feedback to the CDPO and DSWO;  

 Supporting training activities in the district to AWWs and LSs (planning, being resource persons 
when needed) 

 Helping the CDPO and DSWO in compiling, collating and analyzing data to make sense of it to 
use it for planning and review purposes.  

 Providing supportive supervision support to the AWWs and supervisors.  

 Providing support to the District Collector in the form of an independent monitor of activities.  

 Monitoring fund utilization for activities undertaken under the NOP as well as other activities 
under ICDS. 

 
The DPMU is situated within the office of the DSWO, and report to her. The unit is provided logistical 
support in the form of transport to the field, computers, an office space etc. Their salary is paid through 
the DSWO office and transport costs are reimbursed. Programme funds for NOP supported activities 
are received from MVSN account to the district account where the DSWO and DNM (district nutrition 
manager) are joint signatories. Clerical staff of the DSWO office process payments related to the NOP 
and the DPMU staff.  
 
 

4 C. Achievements and challenges.  
 
C.1 Perspective of the Department.  

The main achievement of the Department has been in improving the efficiency of delivery and 
effectiveness of the ICDS services to the public.  

They have done this through implementing decentralization in the SNP, increasing community 
awareness and participation in its ICDS programme, building strong interdepartmental convergence, and 
strengthening all components of the programme rather than leaving it just as a “feeding programme’ 
which was the perception of the ICDS earlier. The pre-school component has been improved, and 
convergent health and nutrition services for women and children are better delivered at the community 
level. Community monitoring of the programme through various village level committees (Jaanch 
committee, Mothers’ committee) has ensured greater transparency of functioning.  

A recent review of ICDS functioning by the Planning Commission has ranked Odisha among the better 
functioning states with over 80% of children receiving SNP as intended.  

a. According to the Secretary of the DWCD, the reduction in malnutrition rates and in child mortality 
rates are due to many factors. One of the main factors is secular changes that have occurred – more 
development, reduced poverty levels, more food production, better irrigation and agricultural output, 
and improved school enrolment and education.  
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One cannot quantify the human resource support through NOP at the district and 
state level…..it was a great help. To implement any programme, getting trained 
human resource is great….A large amount of capacity building had to be done, for 
which we had no funds in the state programme. A lot of what we did was possible 
with NOP. We could not have done it otherwise. One could try many things.  
Secretary, DWCD. January 2014.  

The Department did not have the technical know-how of critical issues in 
nutrition… 
Flexibility, technical support and creation of a knowledge base leading to informed 
policy  making. These are critical areas where NOP helped us…..NOP did not tell 
us what to do…..  
MD, OWDM, previously Director, Social Welfare, DWCD. January, 2014 

b. There has also been a stronger focus on the social sector in the past few years with political and 
administrative focus on issues like maternal and infant mortality and under-nutrition. The state 
developed an IMR mission, and then more recently a Nutrition Council was set up.  

This was also deliberately addressed by the Department by ensuring that in every inter-departmental 
meeting or review, any presentation would begin with information about extent, causes and effects of 
malnutrition and the key interventions to address the issue. Thus everyone from the Chief Minister and 
the Chief Secretary to the District Collector became familiar with child nutrition issues.  

c. There is greater convergence with other departments (especially with the health department), and 
many institutional mechanisms have been put in place. A large amount of capacity building had to be 
done for the staff, in which the support of NOP was crucial.  

 

 

d. Programmatically, greater availability of food under SNP and changing the composition of the SNP 
given has contributed to improved nutritional outcomes.  

e. Introducing Nua Arunima or the improved PSE package –  contributed to greater participation in the 
AWC activitiese.  

f. Improved MIS systems has been another significant change, largely with help from NOP. The 
dashboard monitoring system if functioning well can give real time information about the ICDS 
activities for programme managers.  

g. Convergent activities with health like the VHND, immunization days, the Pushtikar Diwas (for 
referral and treatment of severely malnourished children), and the Mamta scheme (Conditional cash 
transfer scheme) have improved child survival through ensuring timely services like immunization and 
growth monitoring, as well as improved child care behaviours like EBF and timely complementary 
feeding.  
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The NOP came at a crucial time to transition. 
Director, Social Welfare, DWCD. January, 2014 

h. A huge effort in community awareness and behaviour change communication has contributed to the 
gains in the ICDS programme. Every stakeholder has been trained in all aspects of the programme – 
whether it is the JC and MC and Panchayat members being informed about the process for THR being 
made by the SHGs, or the JC and MC members themselves being trained on their responsibilities. Folk 
media, village weekly markets, pamphlets – multiple methods have been used to convey messages to 
people about infant and young child care and nutrition. PLA methods for behaviour change are also 
being piloted through Shakti Varta.  

i. Large investment in capacity building of staff has been done through NOP support, and coupled with 
things like mobility support to supervisors, it has helped the programme.  

The current and previous Director, Social Welfare said that funding in the ICDS programme is 
straitjacketed, with little flexibility (though the restructured ICDS will be different).  

 The NOP offered them the scope to do something new and respond to specific needs in the 
department.  

 

 

The flexibility of the NOP enabled the department to use the funds to bring about sustainable changes – 
capacity building; get a HRMS in place, and get help of people to make major policy changes. 
Programmatically, mobility support for supervisors, and the large number of training programmes have 
helped improve the quality of work of the ICDS at the field level.  

The DPMUs support field monitoring of activities and their feedback to the DSWO helps to improve 
programming. They also provide much-needed technical support to the district. Frequent interaction of 
the Department with the NOP staff (DPMUs interact on a monthly basis) helps the Director to get 
feedback and improve the system. 

The ICDS restructuring that is envisaged across the country will be more flexible and allow for more 
management support. The NOP has helped the state to transition to the ICDS restructuring since many 
of the modalities of working and the strategies are similar.  

Challenges:  
 
1. The main challenge is of inadequate manpower – at the Department level itself, nearly half the posts 
of support staff are vacant (86/ 171 staff are in position). With this kind of human resource crunch, it is 
expected that work will be hampered significantly, which shows in poor collation of data, slow 
processing of files, etc. 
 
2. Lack of technically qualified persons in the department itself – people qualified in nutrition, 
monitoring and evaluation, communication etc. The Secretary and Director do not have a support 
system in the Government structure.  
 
3. Too many tasks to do – ICDS at best gets 25% of the time of the Director, and the rest of the time is 
taken up with other programmes that the Department handles.  
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4. Field level vacancies – mainly at supervisor level, but also at AWW and helper level.  
 
5. Capacities of field staff – inadequate supervisory and analytical skills. Many Anganwadi workers also 
lack counseling skills.  
 
6. Inadequate staff at district level in other departments affects the ICDS programme – only on JE at 
the district looking after construction in all departments, which leads to very slow progress in 
construction of AWC buildings. The resultant inadequate supervision of construction also leads to poor 
quality buildings.  
 
7. Poor data handling – delay in data coming from the field and in getting updated in the department, 
partly due to delayed reports, and partly due to shortage of personnel to enter the data. Therefore, a 
good system like the dashboard cannot be used to its full potential as it is several months behind in 
terms of reports.  
 
8. Difficulty in finding adequately qualified staff for the SPMU and DPMU. Later on, the recruitment 
criteria were relaxed and people hired, many of whom were very efficient at their tasks.  
 

C.2. Contribution of the TMST  
 
The Technical and Management Support Team has been a catalyst in the Nutrition Operation Plan. 
Drawing on the inputs of highly qualified and experienced staff in health, nutrition, water and sanitation 
and behaviour change communication (primarily nutrition), it supported the DWCD in their effort to 
improve upon the gains made in nutritional status of children in Odisha between NFHS-2 and NFHS-3.  
 
Based on some primary research as well as drawing on lessons learnt from interventions elsewhere, they 
supported the department in preparing a Nutrition Operation Plan whose objectives and key strategies 
are given earlier (section 5 in Background) 
 
As part of the NOP, an evidence base was created through studies commissioned by the TMST on 
various requirements. These studies answered key questions – What are the training needs of frontline 
workers? What is the nutrition profile of the state? How are the village level committees functioning? 
How is the adolescent anaemia control programme functioning? Has the LLIN programme ‘Mo-
Mashari’ made a difference to pregnant women? – among others.  
 
The TMST helped the Government to draft the NOP after extensive consultations. The NOP was 
meant to be a system strengthening plan, and not a separate project. It had two components – 
interventions throughout the state (like an improved MIS) and more focused field based activities in 15 
high burden districts. Though there was no data showing specifically that nutritionally these districts 
were high burden, all other parameters showed them to be more disadvantaged (high proportion of 
tribal population, higher poverty levels, lower female literacy, more infant mortality, etc).  
In discussion and agreement with the Government, the TMST finalises the workplan for each year, 
under each of the eight main strategies of the NOP.  
 
The NOP envisages financial as well as technical assistance to the DWCD. Technical assistance to the 
state is in the form of the State Programme Management Unit (SPMU) and the District programme 
management units (DPMUs) in the fifteen high burden districts.  
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The TMST also participates in regular state reviews of the NOP and other ICDS activities, and is part of 
the various technical committees of the Department.  
 
According to the team leader of TMST, the greatest contribution of the NOP has been the human 
resource at state and district level; the creation of an evidence base; the communication initiatives and 
the overall system strengthening.  
 
The TMST has also hired five consultants directly for state support: State Programme Manager, M&E 
manager, Finance manager and two finance assistants. These staff are seconded to the districts to 
provide support to the DPMUs, though they are recruited directly by the TMST. There are also 15 
District Programme Officers who provide technical assistance at district level in HBDs. 
 

NOP structure   
 
The NOP’s technical assistance is provided through a SPMU and fifteen DPMUs. The consultants in 
these units are hired by the DWCD through the financial assistance provided under NOP. The structure 
and reporting relationship is shown below.  
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C.3. The State Programme Management Unit (SPMU) 

The SPMU is located within the Department, and has four consultants: the State Nutrition  Manager, 
the State Finance and Accounts Manager, the State Communication Manager, the State M&E Manager, 
and the State Training Manager.  

The job responsibilities of the SPMU consultants is given in Annexure V. 

The State Nutrition Manager is responsible for the overall implementation of the NOP, ensuring that 
activities are approved and facilitated, follow up implementation for reviews, and overseeing the capacity 
building initiatives of the NOP.  

The training manager responsible for all training activities under NOP that are developed following gap 
identification at the field level. He / she is in charge of module preparation, state TOT, overseeing 
training till the field, report compilation and training documentation. Also to facilitate improvement of 
the AWTCs.  

The finance and accounts manager contributes to preparation of the PIP, follow up on transfer of funds 
to the MVSN and then to the districts; follow up on utilization as per guidelines, and submission of UC 
in time. Ensures that NOP accounts are prepared and audited by an independent auditor. The financial 
advisor of the department in involved in all NOP workplan discussions, so that any objections or 
reservations are addressed during plan preparation itself. This reduces delays in obtaining financial 
sanction and transfer of funds to the MVSN and release to the districts. Funds are released only after 
there are detailed guidelines in place for fund use (including specifications for print material or purchase 
of hygiene kits, for example). 

The state communication manager anchors all IEC and BCC activities as there is no nodal person in the 
Department for this. Responsible for developing IEC  and BCC material which is context specific, 
translation into tribal dialects; production of A-V materials for training (to minimize transmission loss 
during cascading training).   

The state M&E manager helps to monitor ongoing programmes, consolidate monthly progress reports, 
and facilitate documentation of case studies, reports, and other studies as required; design M&E tools 
and their implementation framework in line with the deliverables.  

Challenges:  

 Severely restricted human resources at state and district level  - both in terms of numbers and 
technical qualifications– with the result that implementing activities and utilizing funds becomes 
difficult and is in danger of being seen as a burden.  

 Tasks and expected outputs of DPMUs  could be more clearly defined. A lot of their work is 
invisible and therefore not appreciated.  

 Gaps within the Department structure, resulting in delays in decision making due to overload of 
work responsibilities of the Secretary and Director. 
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 Difficulty in initially finding adequately qualified staff for posts in SPMU and DPMU. 
Subsequently, capacity building of the staff recruited has not been done.  

 Difficulty in retaining staff at DPMUs, with several vacancies – one main reason being their 
salaries not having been raised over the past three years. Other employment opportunities with 
better remuneration have tempted away some of the consultants originally in the DPMUs. 

 Initially there was a constraint in getting plans or activities approved, but it has improved over 
time. The main reason for this was that the department is understaffed and everyone has a lot of 
work to do. The NOP activities are sometimes perceived as more work. Following up the file till 
it gets approved takes a lot of time.  

 Documentation of any work done – in the 15 non HBD districts without DPMUs is a challenge. 
Records of capacity building initiatives, initiatives under BCC/ IEC – very little documentation 
at present unless facilitated by the DPMUs.  

 M&E – information was available from only the HBD districts, so a nodal person has been 
appointed from other districts who is responsible for sending reports and for attending review 
meetings at the state level. 

 No increase in salary since joining 3 years ago.  

C.4. The District Programme Management Unit (DPMU) 

This is headed by the District Nutrition Manager (DNM). Other members of the DPMU are District 
Communication Manager, the District M&E Manager, and the District Training Manager.  

The DPMU monitors the ongoing activities under the ICDS (VHND, immunization, SNP, PSE etc) as 
well as the NOP supported activities, and the fund utilization for the same. They participate in the 
district level convergence meeting, and in capacity building activities. The M&E manager tracks progress 
of various activities, and monitors the output and outcome. Analyses the reports that come from the 
field and provides them to the DSWO and the Collector for review and decision making purposes. The 
training manager anchors the training activities in the district –plans the training, monitors fund release 
to the blocks for the same, conducts the TOT at district level, monitors training in the field, and 
prepares a training report. The communication manager handles all BCC and IEC events and activities, 
provides the template for IEC material. Some of the templates are provided by the SPMU, others are 
developed at the district level itself.  

The DPMU team prepares a workplan at the beginning of each month and then a report at the end of 
the month. The report is shared with the DSWO and with the SPMU. The field monitoring checklists 
that have been developed and used by them are compiled and also shared with the SPMU for 
compilation for review purposes. They monitor all ICDS activities in the field.  

The DPMU staff have not received special training for their tasks after recruitment. For example, the 
district communication manager does not have special qualifications in, nor has been trained in 
communication methods. 

Their presence in the district has helped the DSWO and the district Collector to have a better idea of 
field realities, and to have data analysed to see trends and therefore to plan follow up in a more 
informed manner.  
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The teams are well accepted and their contribution much appreciated by the DSWO and CDPOs as well 
as by the District Collector. They participate in district level meetings of ICDS as well as the 
convergence meetings with health. Some districts have district BCC meetings with many departments 
participating and the DPMUs participate in that too.  

Constraints as perceived by the DPMUs. 

a. Delay in fund release for activities – from state to districts, and from district to the blocks. The district 
is instructed to carry out a certain activity by a given deadline using available funds, which is done. 
However, when funds for that activity are not replaced for several months, it affects other activities for 
which funds had arrived. For district level activities like training, clerical delays in release of the cheque 
mean that the programme is badly affected, with insufficient funds to pay for the food or for travel of 
the participants.   

b. Delay in receiving reports and utilization certificates from sectors and blocks. This is partly due to 
supervisors who are not competent to compile and consolidate information from their sector; and partly 
due to a shortage of clerical staff at block level. MPR delays are due to shortage of people to even enter 
the data in the system.  

c. Some district consultants have not had their travel reimbursed for nearly two years due to clerical 
issues. They continue to pay out of their pocket for hiring the vehicle for field travel. 

d. Significant time spent in administrative work for the NOP by the DPM, answering letters, preparing 
notesheets and making sure it gets all the necessary permissions for fund release to be approved, and 
then following up with the clerk to actually get the cheque made.  
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4 D. Programme level findings  

The qualitative evaluation was carried out in four blocks – two blocks in high burden districts (Baliguda 
of Kandhmal district and Boipariguda of Koraput district), and two blocks of non-high burden districts 
(Sukruli of Mayurbhanj distrct and Simulia of Balasore district).  

A brief profile of the districts is given below. 

Table 1 – Profile of the four districts where qualitative evaluation was carried out. 

 Balasore Mayurbhanj Kandhamal  Koraput 

Population 
(2011 census) 

2317419 2513895 731952 1376934 

Literacy rate 
women  

73 53.2 52.5% 39 

IMR (AHS2010) 49 53 88 56 

Sex ratio at 
birth (AHS) 

917 936 885 913 

Child sex ratio  

(census 2011) 

941 952 960 970 

Population sex 
ratio (census 
2011) 

957 1005 1037 1031 

 
The quantitative evaluation of the NOP was carried out through concurrent monitoring (CCM) in 2014.  
 
Preliminary results of the quantitative survey are now available and these are presented below along with 
the programme findings of the qualitative assessment of NOP.  
 

This chapter focuses on the processes and the outcomes to see what changes have occurred since the NOP 

was put in place. Comparison is made with the Nutrition Baseline Survey (NBLS) that was done in 2011, 

and in some places, also with the AHS 2010 for Odisha. However, a few essential differences between 
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the surveys makes direct comparison difficult. The AHS gives only district level data while the CCM 

provides block level data as well. The definitions and the age groups used in the denominator for some 

of the child related indicators are different between the NBLS and the CCM surveys.  

D.1 Activities at the AWC.  

All the anganwadis were open when we visited (between 9 am and 1.30 pm), even when we visited 
without prior information. None of the centres in the coastal district seen (Balasore) had their own 
building. In the other districts (Mayurbhanj, Kandhamal, Koraput), all had their own buildings, though 
most were in a poor state of repair. The buildings in some instances were brightly painted outside and 
in, with a signboard displayed outside.  

Inside the centre, walls were decorated with charts 
and educational materials for women and children. 
Alphabets, pictures of animals and flowers, and 
numbers were painted on the wall of many centres. 
Flex charts informing people about the hot cooked 
meal, as well as the morning snacks, and the THR 
(including eggs) were displayed prominently.  

Anganwadi centre wall, Sukruli, Mayurbhanj. January 2014 

All the centres except in Balasore had a Salter 
hanging scale, a pan scale and an adult weighing 
machine in working order. Records and registers 

were maintained well in most of the centres.  

Supplementary nutrition – according to the workers, parents and children are happier with the AWC 
now that the morning snack and hot cooked meal are provided. They did not feel that the additional 
work was burdensome, though all of them reported being harassed by the ward member when it came 
to withdrawing money for provisions. Involvement of Jaanch committee members was varied, with 
some villages reporting good support, whereas others said it was difficult to get them to come together 
for a meeting. MC and JC members are always present when THR is distributed, and some women from 
the village drop in at the AWC daily to spend some time and see what is happening there. In two 
districts THR beneficiaries were given the raw eggs to take home (in one instance it was a caste feeling; 
in the other, the mothers felt the child was too young to eat eggs so someone else in the family would 
have them). In the other two districts, eligible women and children ate the boiled egg at the centre.  

A preschool child and her younger brother have boiled eggs at the 
AWC. Mayurbhanj.. January 2014 

 

Take home rations – are given to pregnant and 
lactating women as well as to children under three 
who do not come to the AWC daily. One packet is 
given each fortnight. These are made by local 
SHGs with one or two SHGs supplying the block. 
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 Fig.1-SNP, growth monitoring, and attendance at 
VHND at AWC, CCM II 

% Children receiving supplementary nutrition from the AWC in the previous month
(6-59 months) (two take-home food rations as per ICDS guidelines)

% Children who attended the VHND (in the previous month for CCM II)

% Children weighed monthly at the AWC  (0-59 months) (denominator children
attending VHND previous month)

Children get a blue packet (1.7 kg), severely malnourished children get a red packet (2.55 kg) and 
pregnant and lactating women and malnourished adolescent girls get a yellow packet (2.125 kg). The 
chatua is made from wheat, peanuts, sugar and Bengal gram (chana) in a fixed ratio, and strict guidelines 
are observed for preparation, packing and hygiene. Quality control is done by sending packets for 
testing every three months (not enough labs to test each batch very month).  

There were generally few complaints about the chatua.  

 

 

 

 

 

 

 

 

 

In figure 1 above, the CCM II shows only around 60% of children receiving supplementary nutrition at 
the AWC, with Sukruli having only 27% of children receiving the SNP ration. This could be because the 
question asked was whether the child received two packets of take home rations in the previous month 
– this would only be applicable to children 6 months to 3 years of age as older children would get a hot 
cooked meal at the AWC. Hence a significant proportion of mothers of children would have answered 
in the negative to this question, unless the child is severely malnourished.  

Attendance at VHND (Mamata Diwas) is also low, which again is perhaps due to the fact that the 
VHND is primarily meant for pregnant and lactating women and children under 3. The guidelines 
recommend that older children be weighed on another day at the AWC and only those with 
complications should be referred to the VHND for assessment by the ANM. The CCM II asked 
mothers of all children 0-59months about attendance at VHND. However, the proportion of children 
who attended the VHND and were not weighed is large, which is a cause for concern. In some 
instances, even children under 3 are weighed in the AWC on a day other than the VHND, especially 
where several AWCs are clustered to have one VHND (due to the ANM having charge of many 
AWCs).  

Boipariguda registered the lowest attendance at VHND the previous month, which is a cause for 
concern.  
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Growth faltering was not recognized by the AWWs as an indicator for action. No counseling 
had been done for these mothers, nor a referral to PD since the child was not in the red zone.  
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Fig 2 - Pregnant women receiving and consuming 
SNP from the AWC, CCM II 

Currently pregnant women receiving supplementary food the previous month (two
take home rations; 5kg)

% Currently pregnant women consuming the supplementary food she received the
previous month herself (not shared/given to others)

What is of particular 
concern is that though a 
majority of women are 
receiving the SNP from 
the AWC, a very low 
percentage of them 
(especially in the HBD) 
are actually consuming it. 
Either they are sharing it 
with their families, or are 
discarding it. The reasons 
for this need to be 
examined. Some 
concerns have  

been expressed by the 
women’s groups during 

discussions about the taste and quality of the THR.  

Growth monitoring – all workers had been trained in the new WHO growth standards and said they 
find it easy now to make out which child is severely malnourished. Growth charts were well maintained. 
Children whose weight fell in the red zone (severely malnourished) were referred to the Puskhtikar 
Diwas.  

However, across all the districts, growth faltering was not seen as an issue – a child was only seen to 
need attention when he/she reached the red zone, and that too the attention was limited to sending the 
child to the PD.  

Counselling for child feeding was also unfocused, with general messages of cleanliness, or “give 
whatever the child wants to eat:”, or advise to give plenty of vegetables.  

In all the cases below, the AWW did not feel the need to refer the child for any more care as the child 
had not yet reached the red zone. The children were not “sick”. 
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Child feeding messages were vague and not focused. Most messages were focused on giving 
green vegetables, or boiled fruit. Counseling did not emphasize protein and calorie dense 
foods.  
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% AWWs giving advice to mothers of children 0-71 months (NBLS) or for CCM II:
any IYCF counselling sessions at AWCs, VHNDs or home visits in the first 6 months

post partum (the denominator is women with a pregnancy outcome in the
reference period)

Fig 3 - Proportion of mothers receiving IYCF 
and nutrition counselling for children 

SUKRULI SIMULIA BALIGUDA BOIPARIGUDA

  

Three year old Susanta was not referred as he is not in the red 
zone. He has a mother who has been treated for TB. He has lost 2 
kg in 2 months, then failed to regain any for the past 9 months. 
Neither the AWW nor the supervisor felt the need for any action. 
Laxmipur AWC, Koraput, February 2014. 

 

 

 

 

 

Boipariguda, in one of the 
high burden districts, 
registers the highest 
proportion of women 
having received IYCF or 
feeding counselling from 
the AWW. However, as 
noted during the qualitative 
survey, the messages are 
largely unfocused and 
vague.  
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Fig 4 - Proportion of children referred to PD from VHND  

 

 

Asmati Ujwalbadia, whose growth chart is below, has been referred twice to PD but sent back as her MUAC is more 
than 11.5 cm. She has a teenage mother who is underweight (34 kg) and an alcoholic father who has a chronic cough. Diet 
is low in oils.  

 

 

 

 

 

Action for severely malnourished children – these children are referred to the PD if the MUAC is 
below 11.5 cm. They are also given the red chatua packets twice a month.  Children discharged from the 
NRC are followed up in the village by the ASHA and the AWW.  

Block level numbers of children 
in the sample were not large 
enough for estimation of 
nutritional status, but overall in 
the four blocks, 26.4% of 
children were found to be 
severely underweight and 4.5% 
were found to have a MUAC 
below 11.5 cm (SAM). Out of 
the children seen in the PD in 
the previous month, CCM II 
shows that no children were 
found requiring referral in 
Sukruli block, and between 9.5 
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Earlier, mothers would 
come at the time of the 
meal and collect it for the 
child. Now the child is 
here all morning. Mothers 
come and sit and listen to 
what we teach and 
sometimes ask us 
questions about the 
subject too.  
Anganwadi worker, 
Boipariguda block, Koraput, 
February 2014 
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Fig 5 - Full immunization in Children 12 – 23 Months,  
CCM II (%) 
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Fig 6 - Children (9 to 59 months) who received at 
least one dose of Vitamin A (%) 

and 15% of children were referred to PD in other blocks (Fig 4). It is possible that some were found not 
to have SAM when seen at the PD.  

Immunization services – Simulia in Balasore district has the highest coverage as per CCM data 
available. However, this low coverage could be due to the fact that in CCM coverage was calculated 

putting together the reported 
coverage (high) and the coverage 
according to the MCP card (where 
BCG was particularly low). Not 
noting the BCG in the MCP card 
during an institutional delivery could 
be one reason for this low recording 
in the card, which has brought down 
overall coverage rate for full 
immunization.  

 

CCM II asked about receipt of at 

least one dose of vitamin A in the 
past six months. Coverage is quite 
high in non-HBD districts but only 
around 50% in high burden  
districts.  

 

 

 

 

 

Pre-school education  - the Nua Arunima activities were seen in all centres, though at different stages 
depending on when the worker had been trained. A wider range of songs and dances than before, 
learning of one new theme each month, as well as use of workbooks to teach children shapes, colours, 
numbers etc. have been much appreciated both by the parents and the children.  
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Children singing actions songs, Sukruli, Mayurbhanj. January 2014 

The workers are all happy that attendance has gone up not only due to the hot cooked meal but also due 
to the pre-school activities that have improved 
now. The children also have a uniform, and the fact 
that the child’s birthday, parents’ day, grandparents’ 
day are all observed makes the AWC a more social 
place to be.  

Basanti of Bati village, Simulia block (Balasore district) is 
delighted that her son Chandran (4 yrs old) has started speaking, 

singing and dancing after joining the AWC. He also insists on 
washing his hands with soap before having his dinner or after 

going to the toilet when at home, in addition to wanting to wear 
footwear anytime he steps outside the house. He tells his mother 

the anganwadi didi has taught him these things.  

  

Children’s workbooks at Laxmipur AWC, Koraput district. February, 2014 

 

Water and sanitation facilities – water was fetched from a borewell near each centre and stored. In 
one centre only could a water filter be seen. Child friendly toilets 
were in use in several centres, though in one it was blocked with 
mud and stones following cyclone Phailin last year.  

Water filter in use (left) and toilet (below) at Oriya Sahi AWC, Barakhama. 
Balliguda block, Kandhamal. January, 2014 
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Home visits – the AWWs said they visited one or two home each day, mainly children who are in the 
yellow or red zone on the growth chart, or pregnant mothers. They visit some homes with the ASHA 
and others by themselves. All of them said that the IYCF and IMNCI trainings were very useful and 
now they could detect illness early in children and refer the child to the ASHA. If the ASHA could not 
treat the condition, the child would be sent to hospital. They reported good co-ordination with the 
ASHA who they said visited newborns, brought pregnant women early for registration (for Mamata 
scheme), and called eligible women and children to the VHND. However, there was no plan to 
prioritize home visits. 

Control of anaemia in adolescents: Adolescents receive one iron tablet a week on Saturdays, and have 
a monthly meeting at the AWC where the ANM teaches them about health-related issues. Records for 
iron distribution and heights and weights of adolescents were not checked during the evaluation. 

Problems faced in working: Too many records to keep was one of the main issues brought up by the 
AWWs. No building or leaking buildings; too many meetings to attend; ward members being difficult as 
co-signatories for HCM; difficulty in keeping pace with Nua Arunima after only one training in a sector 
meeting for each theme; poor quality of rice for HCM from the FCI; lack of printed registers, and 
difficulty in getting JC and MC members for meetings. They are unhappy also with being roped into 
work of other departments.  

 

 

 

 

D.2 The village health and nutrition day (VHND) –  

This is organized once a month at the AWC, though in coastal districts it is often held for four or five 
AWCs at once, depending on the population per ANM. It is attended by the ANM, AWW, ASHA and 
pregnant and lactating women, as well as children under three. Antenatal checkups (with early 
registration) have increased over the past few years, due to increasing literacy / awareness levels in the 
community and also after the introduction of the Mamata scheme. The ANM also has equipment to 
carry out a full antenatal checkup including blood pressure measurement, urine and blood examination, 
and an abdominal examination.  

Information from the CCM II from these four blocks pertaining to antenatal and delivery care is given 
below in Table 2. Baliguda in Kandhamal district fares the worst off in terms of women receiving three 
ANC checks; 2 doses of TT and receiving 100 IFA tablets. The proportion of pregnant women 
attending the VHND (Mamata Diwas) is, however, quite high in Baliguda. The rate of institutional 
deliveries is also lowest in Baliguda block, in spite of transport facilities made available in the form of 
Janani Express, and now 102 services.  Scattered hamlets, and poor road connectivity may have 
hampered access to such transport facilities.  

Table 2 Antenatal and delivery care services in Sukruli and Simulia (non-HBD) and in 

Anganwadi workers spend 10 – 12 days a month away from the centre attending 
meetings, and more if they have to go for training. This affects their ability to carry 
out PSE activities as also home visits. This problem is compounded in mini-AWCs 
where there is no helper, and even the supplementary nutrition is affected when the 
worker is away 
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Baliguda and Boipariguda (HBD), CCM II 

  Sukruli Simulia Baliguda Boipariguda 

1 

% Currently pregnant women who received 
any antenatal Care  71 85.6 73.2 75 

2 

At least 3 antenatal check ups received by 
mothers during pregnancy with the index 
child  (%; All mothers of children between 0 
to  2 years for CCM II) 

64.2 87.6 59 74.7 

3 

At least 2 TT injections received by mothers 
during pregnancy with the index child  (All 
mothers of children between 0 to 2 years for 
CCM II) 

80.1 95.5 74.2 86.5 

4 

At least 90 iron tablets received in pregnancy 
with index child (%; All mothers of children 
between 0 to 2 years - if iron tablets were 
given on at least 3 occasions according to 
MCP card this assumed to be at least 90 
tablets) 

66.9 53.9 46.2 64.9 

5 

% Currently pregnant women who attended 
MAMATA diwas (for CCM II in previous 
month) 

65.3 74.7 73.3 69.4 

6 

Institutional delivery (%; All mothers of 
children born in ref period 1st jan 2013 to 
31st dec 2013 for CCM II) 

86.9 94.2 58.5 60 
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One of the VHNDs held at Rudunga village in Simulia block, Balasore was observed. The place was well 
sign-posted, and all the workers were present.  

Activities at the Rudunga AWC. 

Signboard at the turning to the site                Antenatal checkup – BP measrement by ANM 

 

 

 

 

 

 

 

      Women and children at the session site  

                                AWW updating child weight records  

 

 

Pregnant women interviewed here and in other districts are all aware of the benefits of the Mamata 
scheme and are able to enumerate what examination the ANM does.   

All activities except health education were being carried out at the VHND. 
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Though the AWWs have gained from the IMNCI training and are using it to detect 
childhood illnesses early, the lack of support from either health or WCD deparments 
has reduced their efficiency in this task. (It may be noted that ASHAs are presently 
not required to report on children beyond 42 days of birth, so do not follow up child 
illnesses like the AWWs do).  
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Fig 7 - Breast-feeding and 
Complementary feeding initiation (%) 

% Practice of squeezing out the milk before starting breast feeding
(Mothers of Children 0 to 23 Months)

% Children 6-23 months exclusively breastfed  for 6 months

% of mothers of 6-23 months children who introduced
complementary feeding between 6-8 months

 

 

 

D.3 Anganwadi workers’ knowledge and perspective  

Four focus group discussions were held with AWWs (22 AWWs) as well as 7 individual discussions 
during AWC visits.  

 The knowledge levels of the workers is very good, with a good understanding of the links 
between water, sanitation, hygiene, illness and malnutrition.  

 The IMNCI training has been much appreciated by them, and has given them the knowledge 
and skill to  diagnose illness among children, especially LRI, dehydration, and sepsis. However, 
due to a lack of proper follow by either health or WCD department, they do not have any forms 
with them for assessment, nor have their drug stocks been replenished, so they can only refer 
these children to the ASHA (who has not had this training and has not drugs herself). However, 
early diagnosis by the AWW and early referral by the ASHA have reduced child deaths (also 
corroborated by the medical officer).  

 Improved knowledge and awareness among the community has resulted in better utilization of 
immunization and antenatal care services, according to the AWWs. Also since the quality of 
ANC has improved, women want to come. The Mamta scheme has ensured timely registration, 
checkups, institutional deliveries, and timely immunization, as well as initiation of 
complementary feeding at six months. But most AWWs agree that continuation of CF at six 
months is only done by 60% of the families, while others start it at 9 or 12 months.  

This is not borne out by the data from CCM II regarding breast-feeding and complementary feeding 
rates as shown in Figure 7. 15-20% of women discard the first colostrum before initiating breast-

feeding, but almost all of them claim 
to exclusively breast-feed their babies 
for the first six months of life. This is 
also different from other surveys that 
have been carried out at the district 
level like the AHS. Unless this issue is 
probed skillfully, communities often 
do not consider water, gripe solution, 
other herbal medicines for colic and 
digestion as something “extra” that 
needs to be mentioned, and avoiding 

However, none  of the women met could relate to the Mamta card or the 
illustrations inside it. Therefore this card, which is an excellent communication 

tool, is just not being used for teaching and sharing information. 
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any other milk or solid/semi-solid food is considered as exclusive breast-feeding.  

Complementary feeding initiation is delayed as was found in the discussion with the mothers and the 
AWWs. The lowest rates are in Baliguda where less than 40% of mothers initiated complementary foods 
between 6 and 8 months of age. Therefore while most of them do attend the Annaprasan Diwas at the 
AWC (and have introduced the child to complementary feeding), they do not continue with semi-solid 
or soft-solid foods, either because they feel that their breast-milk is sufficient, or that the infant will not 
be able to digest the food.  

 

 Nonspecific messages such as eating more 
green leafy vegetables were given. There is some 
confusion among all the messages about causes of 
malnutrition so that some focus only on 
handwashing, and some only on deworming for 

malnourished children.  

 The workers are unhappy about being part of the GKS as they do not see it as part of their 
responsibility. Food inflation beyond the budgeted amount is also a challenge for them.  

D. 4. Knowledge and perspective of Lady Supervisors  

Some of the LS are direct recruits, and others have been promoted from the post of AWW. On the 
whole, directly recruited supervisors are better educationally qualified and more confident.  

 Most are aware of the support provided under NOP – mobility support for supeviosrs; bell for 
the AWC; signboard; hygiene kit and support for PD; as well as the large number of events 
observed for raising public awareness on issues of health and nutrition - Annaprasan ceremony; 
breastfeeding week; nutrition month; parents and grandparents’ day; child’s birthday etc.  

 Mobility support provided has been appreciated by everyone as this has enabled them to plan 
their work to supervise even the more remote AWCs, as a result of which the working of these 
centres has improved. Reporting of information from these areas has also shown an 
improvement.  

  

The mother in the foreground has a boy 14 

months old, exclusively breast fed. The woman 

behind her (in the red sari) has a 11 month old 

baby, also on EBF. Raw eggs collected twice a 

week from the AWC are eaten by other family 

members. 

 

Balasore district, February, 2014.  
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‘Positive deviance was good since mothers would come every day and cook the food 
themselves….but the problem was with mothers who had to go out to work and 
could not attend as they had no time……Active feeding also needs time… 
In some business centres they have creches for small children to stay and eat. If we 
had some volunteer in the village to do this, we could bring down malnutrition much 
more’.   - Bharti Sahu, LS, Sukruli block, Mayurbhanj district. January 2014 
 

 They are aware of their supervisory responsibilities at the AWC, covering all aspects of the AWC 
functioning, including visiting beneficiaries independently to cross-check information on 
services availed.  

 Most supervisors can correctly counsel on complementary feeding, emphasizing on things like 
daal, rice and ghee or oil. However, gowth faltering or drop in weight was not seen by them as 
something needing urgent attention. During their supervisory visits they cross check the weight 
recorded by the AWW, but do not pay attention to the growth curve to see which child is 
faltering in order to prioritize home visits. For many of them too only a child in the red zone has 
to be referred, and then a child in the yellow zone.   

 Nua Arunima – according to them the pace is too fast for the workers and the children to grasp. 
Language is an issue in tribal districts as the modules are in Oriya.   

 According to the LSs, community awareness has improved, and people demand services like 
immunization and the AWC. Prelacteal feeds have reduced and breastfeeding rates are high due 
to education of not only mothers but in-laws and grandmothers as well.  

 For further improving child nutrition levels, they feel that the AWWs and themselves need more 
training in nutrition counseling.  

 The main issues they see as challenges are AWW education levels (in terms of their ability to 
keep records); their own large number of centres to supervise (some have nearly 80 centres due 
to shortage of supervisors); large amount of record keeping; compiling project data for CDPO 
in the absence of an SA; additional work like Mission Shakti, updating voter lists, and 
supervising IAY or clerk recruitment examinations at the block level.  

D. 5. Perspective of CDPOs.  

Four focus group discussions were held (one in each district) and CDPOs of 2 of the  selected 
blocks were interviewed individually as well. All of them are confident and knowledgeable about 
their work. Some of the points that emerged from discussion with the CDPOs are given below.  

 Over the past three years, ICDS work has become more structured, more visible in the 
community, and has led to an increase in work load. Supervisory responsibilities are also greater.  

 The perception of the AWC in the community has improved greatly with the type and variety of 
SNP, as well as introduction of activities like Nua Arunima, and observation of special days, the 
uniform for the children, and use of things like the hygiene kit and the bell at the AWC.  



64 

 

‘All categories of people are benefited from the AWC today: the SHGs get micro-credit; 
pregnant and lactating women get Mamata benefit; children get food and education; 
adolescents get benefit. So now the perception of AWC is changing. Not everywhere, 
but in many places’.  
CDPO, Mayurbhanj district. January, 2014  

‘Today there will be a GKS meeting and they have to go. Tomorrow is a leprosy survey 
and the AWW has to do. Then the voter list updation – the worker will identify them. 
Too much work is given to them, and then the cash management. So we feel bad to 
push them to do their actual AWC work. For their level, we expect too much from them’.  
CDPOs, Mayurbhanj district. January 2014. 

 

 Community awareness and acceptance of ICDS and health services has also improved with 
people demanding services and ready to complain if they do not get the service they should (eg 
missed immunizatioin session). 

 They have been trained in all the subjects that the supervisors and AWWs have been trained in, 
but the ones they found most useful have been the leadership training (has led them to have a 
more positive attitude at work, and to work better in a team), and finance training (they 
understand better how to maintain cash books and their accounts).  

 

 Decentralization of SNP has been very welcome, with parents and children happy about the 
change in diet, the introduction of the morning snack as well as the eggs. The improved diet 
(and greater intake due to better attendance) has also been responsible for the improved 
nutritional status. However, cost of food items more than the budgeted amount worries them.  

 Nua Arunima – very good initiative, though concerns were expressed about whether supervisors 
were being able to grasp the theme as well as preschool teaching methods. Language is again an 
issue in tribal areas for supervisors, AWWs and the children. They feel that a separate training 
for the AWWs and supervisors on NA training would help, since a one hour training during 
sector meetings is not enough for either to learn properly. Also sector meetings are taken up 
with routine reports and instructions, so there is no time for proper training on NA.  

 Quality of home visits by the AWW is often poor with no proper counselling.  

 Supervisors face the problem of too many centres to see, with promotee supervisors being less 
able to cope with reporting requirements. Their work has been greatly helped with mobility 
support, enabling supervision of even the far-flung AWCs that got left out earlier.  

 They feel that the checklists have been very helpful in enabling more structured and thorough 
work.  
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‘The NOP team attends sector meetings and project meetings and help in 
monitoring and data analysis. Even I, though a senior, did many mistakes. I don’t 
feel shy saying that I have learnt a lot from them. Their supportive supervision 
method is very good….. In sector meeting we used to just collect information and 
keep it. They used to analyse…what happened in the last meeting? What were the 
gaps? What improvements have taken place?’ 
DSWO, Kandhamal district. January, 2014 

 AWW helper selection – since there are no fixed criteria for selection of the helper but a woman 

in need is selected, there is often a lot of controversy in the village over helper selection. The 
CDPOs felt that since the helper has to run the AWC when the worker is away in meetings or 
trainings, it would be better if she had some basic educational qualification.  

 They felt that the JC and MC were not much involved in the functioning of the AWC, but came 
out of necessity since they were selected and had not volunteered. About half the village 
communities are involved in the AWC functioning.  

 Having a ward member as a co-singatory for HCM funds has been a problem for AWWs for 
withdrawing funds as they want to do it for a consideration.  

 They feel that the AWW should not be the convenor of the GKS, as getting the utilization 
certificate etc adds to her already overburdened state.  

 The absence of clerical staff and SA is felt acutely, and since they ask the senior-most supervisor 
in their project to compile monthly reports, her field work time is restricted.   

 Large number of reports required nowadays and different information asked for each time 
means that they have to call the supervisors repeatedly to compile information. Online mails / 
reports are difficult in blocks with poor connectivity- these and Mamata disbursements can only 
be done when the CDPO comes to the district headquarters to do it.  

D. 6. Perspective of the DSWOs  

 Introduction of eggs in the diet and a better THR and HCM have led to improved nutrition 
levels. Mobility support to supervisors as well as checklists for supervisors, CDPOs and DSWOs 
has improved supervision and monitoring. Functioning of the Pushtikar Diwas, as well as 
improved co-ordination between health and ICDS along with improved awareness in the 
community have all contributed to reduced malnutrition levels in the past few years.  

 Main gaps in the programme have been identified as staff vacancies; poor staff capacities among 
some supervisors and AWWs; as well as poor quality of home visits  and counselling by the 
AWW. Large number of reports now required each month also take away from time for field 
monitoring and support by supervisors, CDPOs and even the DSWO.  

 Apart from financial support to the programme, the  presence of the DPMU has positively 
supported programming in HBDs. This is through field monitoring, training and capacity 
building of field staff, data analysis as well as gap analysis in programming and planning to 
address the gaps.  
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 The increase in visibility of  ICDS programmes as well as of issues related to maternal and child 
health and nutrition through IEC / BCC activities was identified by all as significant. Provision 
of posters and pamphlets, observation of special events (Annaprasan diwas; breast feeding week; 
nutrition week; recipe demonstration), as well as street plays, daskathia, magic shows – have all 
increased community awareness.  

 Co-ordination with health – apart from field-level co-ordination between ASHA, AWW and the 
ANM for home visits, VHND and immunisation days, the PD is jointly organized at the block 
level once a month. This is attended by the CDPO or one of the lady supervisors who counsel 
the mothers who attend the PD.  

  Any deaths in the village are jointly enquired into by health and ICDS staff.  

 Review meetings - The ANM attends the monthly sector review meetings of the ICDS, while the 
CDPO attends the block level health review meeting which is chaired by the BMO. In the two 
HBD districts visited, the District Collector chairs the district level joint review meeting; and in 
one of them the BDO chairs the block level joint review meeting. In the HBD districts the 
Collector has an additional district level ICDS review meeting with the CDPO and LSs to focus 
more on the ICDS programme.   

D.7 Health staff perspectives  

D.7.1 ASHAs 

They work in close co-ordination with the AWW at the village level, making home visits jointly or 
alone. They also inform mothers about the VHND and immunization days, and the GKS members 
about the date of the meeting. At the VHND they help the AWW to weigh the children and help 
the ANM in her work. In addition they see sick people in the village and treat if they can or else 
refer by 108 to hospital. Home visits to newborns and their mothers are made as per schedule. They 
are aware of the activities in the AWC, including the details of THR, HCM and Nua Arunima. 
Though they have not been taught about the growth chart, they can interpret the growth curves. 
They were aware of which children would need referral to the PD. They also have knowledge of 
home based new born care and IYCF.  

Though they attend GKS meetings, they were not sure of how much money had been spent in their 
village. Things for which the money was spent include purchase of dustbins for the village, tin trunk 
for ASHA to keep her records and medicines; bicycles for ASHA, and referral costs of sick patients. 

D.7.2 ANMs 

ANMs could be met in only two of the four districts visited. They too work in close co-ordination 
with the ICDS at the field level. According to them, the reasons for reduced child deaths are – 
hospital delivery; increased home visits; more breast feeding; delayed bathing of the newborn after 
birth; IMNCI training for the AWWs; and the availability of the 108 ambulance service. They attend 
the VHND and know which children to refer to the PD.  

They feel that the ASHAs work well, but some are too shy to be able to cousel properly and so 
should make joint home visits with the AWW. Record keeping is also a problem for some ASHAs.  
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Most families do not want more than two children, and they prefer to adopt spacing methods like 
Copper-T or condoms rather than undergo surgery. However, the staff are still pressurized for 
tubectomy / vasectomy cases.  

D.7.3 Medical officers and CDMOs 

They have joint review meetings at the block and district level. Where the district meeting is not 
chaired by the Collector, the CDMO chairs the joint review each month. Poor quality of nutrition 
counselling at VHND and PD, poor nutritional status of the mother, and delay in starting 
complementary feeding are some of the main reasons for malnutrition, in their view; though the 
improved diet at the AWCs has gone a long way to improve the children’s nutritional status.  

D.8 District Administration  

There is a lot of awareness about ICDS across the district, be it a BDO or a Sub-Collector or the 
District Collector. Collectors in the HBDs also regularly hold monthly convergence meetings with 
health and ICDS apart from reviewing the ICDS programme separately each month. Awareness of 
the various initiatives under ICDS, be it the Mamata scheme, the Mamata Diwas, the PD, the THR 
or the NRC – they are informed and involved in monitoring and reviewing all of them.  

The contribution of the DPMUs is appreciated in the HBDs. 

 

 

 

 

 

 

 

 

 

The district administrators acknowledge that too many tasks are given to the AWW to do apart from her 
primary work, and that the department is under-staffed, which affects the quality of work.  Some have 
instituted even block level joint review meetings, chaired by the BDO, and a Panchayat level meeting 
where the AWWs  and LS attend and report on work done. Children with SMN or SAM are tracked 
even by the Collector’s office 

D.9 NRHM 

‘Capacity building is one of the points where NOP has definitely helped me. 
Capacity building of CDPOs indirectly …… but definitely AW Supervisors and 
AWW have been helped by these people….. They have participated in training 
programmes. In fact, they have educated me also. Whenever I have taken review 
meetings, their feedback has helped me conduct the review in a more constructive 
way. Their tracking of malnutrition – their help has been crucial.’  
Collector Anugul district, previously Collector Koraput. February, 2014 

‘Yes, it gives a lot of advantage and it is a support to have the NOP team in the 
district. They give independent feedback, and there is analysis of data. They bring 
the data in a format where it can be reviewed. …..I myself feel handicapped here 
without the NOP team….The ICDS is a very important programme, but has a thin 
manpower system. We need to strengthen the human resource….we are just 
burdening them with new things and new schemes without the human resource 
support’.  
Collector Mayurbhanj, previously Collector Kandhamal. January, 2014.  
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The great strength of the ICDS is that it is one of the few Government institutions 
that has a presence at a village level. The weakness is that the AWW is supposed to 
do so many tasks, and is poorly equipped to do it. We insist she has to be a local 
person…. So we compromise on the selection criteria. We say the community needs 
external support to improve but in the form of that support, we choose someone 
from the same community. It is this contradiction that brings out the importance of 
the NOP team. I wish these teams were also at the block level….. 
Collector Anugul district, previously Collector Koraput. February, 2014 
 

 A lot of convergence issues had to be sorted out. The MCP card was jointly prepared, also 
the CMAM guidelines as well as the VHND and PD guidelines....the health department 
was preparing NRC guidelines. Involving the AWW with the frontline worker in health, the 
ASHA....a lot of training needed to be done, which would not have been possible without 
the NOP. ….The SPMU and DPMU helped in planning, feedback, following up with 
districts, etc. There was a perceptible change in the team, some enthusiasm in the team, 
they were co-ordinating so well......that is what I could make out from the joint review 
meetings. 

Dr Pramod Meherda, previously MD-NRHM. January, 2014. 

Health department, NOP, Unicef, all monitor the VHND, but till now we have not managed to 
get a common checklist. That is why I feel that convergence is not satisfactory....Earlier in the 
block meetings the CDPO would attend, and the BMO would attend the ICDS Project 
meeting. But now it does not happen. If something is to be conveyed, the BPM goes and 
informs them, but regular meetings have stopped....District level convergence is there if the 
Collector is present, not otherwise  - they may meet, but there is no convergence. 

Dr BP Mahapatra, Dy Director (Nutrition), NRHM. 

   

 

 

 

 

E. Community level findings. 

Pregnant women and lactating mothers in the four sampled districts had received largely adequate 
antenatal care, with blood being tested in all but one case; BP checked; and abdominal examination 
done. Home visits by ASHA or AWW were once a month or less, and general questions about their 

well-
being 
were 
asked. 
Diet 

advice was general (eat well). In no instance was contraceptive advice given. One woman said she had 
heard of Copper-T as a spacing device but did not know what it was.  

None of the pregnant women had been explained the pictures in the MCP card and did not know that 
danger signs were also illustrated. One pregnant woman in Kandhamal said she used a bednet while 
sleeping to save herself from malaria as it can harm the foetus.  

All of them had been registered under the Mamata scheme, and had been getting the instalments of 
money as per schedule. Women were getting Chatua from the AWC, as well as eggs. In Koraput and in 
Balasore, raw eggs were taken home and cooked, whereas in Mayurbhanj and in Kandhamal, boiled eggs 
were given to eat at the centre itself as per the guidelines.   
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None of the pregnant and lactating women  met had been given 
contraceptive advice, either by the ASHA, ANM or the AWW. 

Prelacteals are still being given, though women are aware that it is not right. In all cases, the mother -in-
law seemed to be the one insisting on it. While complementary feeding is started at the AWC with the 
Annaprasan ceremony, several mothers do not give additional foods till the child is much older.  

 

 

 

 

These findings are not borne out by the quantitative survey findings that show a near-universal practice 
of exclusive breast-
feeding for the first 
six months (Figure 
5). 15-20% of mothers still discard the first milk from the breast, though colostrum will be fed to the 
baby through breast-feeding over the next few days.  

Initiation of complementary feeding at 6-8 months is low, with Baliguda block registering only 38% of 
infants given timely complementary feeds. This is in consonance with the findings of the qualitative 
survey, where though in spite of Annaprasan Diwas, mothers do not continue any other food till at least 
9 or 12 months of age.  

Awareness about the Anganwadi and its functions was high, with everyone knowing about the fact that 
morning snacks and HCM are given, and also that children are taught songs and dance and are given a 
workbook to use. The anganwadi uniforms have been much appreciated. Handwashing practices and 
use of footwear introduced in the AWC have been noticed by parents as changed behaviour at home.  

Most mothers knew their children were weighed and many were aware of the last weight of their child, 
though they did not know whether their child was normal or underweight. Only two of the mothers 
could explain what coloured zones on the growth chart meant. Child weight was not entered in the 
MCP cards except in one district but that too was stopped after one year of age (after Mamata eligibility 
is over). 
 
Adolescent girls - were all receiving iron tablets each week, and knew that they were given to prevent 
anaemia. They also knew the symptoms of anaemia. Some were not sure of how often they were given 
deworming tablets. Only one group was aware that their height and weight would tell them whether they 
were normal or “weak” as seen on a wall chart. Most had their blood checked but no one had been told 
how much their hemoglobin was.  

 
Monthly meetings are held with the AWW and ANM and ASHA, and subjects discussed are anaemia, 
menstrual hygiene, the dangers of early marriage, and of alcoholism. One group had also been taught 
about ORS but could not remember how to prepare it.  

Pre-lacteals are still being given in many instances, though the 
mothers are aware that they should not be given. 
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Fig 8 - Adolescents registered at AWC, receiving 
training and receiving IFA tablets in past week 

% Adolescent girls registered at the AWC (denominator is adolescent girls
10-14, and unmarried adolescent girls 15-19 without any pregnancy
outcome in the reference period, child under 5 or current pregnancy)

% adolescent girls receiving any training on the above sessions at the AWC
(denominator is adolescent girls 10-14, and unmarried adolescent girls 15-19
without any pregnancy outcome in the reference period, child under 5 or
current pregnancy)

Figure 8 below gives information about this programme in the four blocks visited. Less than half of the 
adolescent girls surveyed are registered in the Anganwadi, and a large majority of them have not received 
any training – either in life-skills, nutrition, or family life education. The HBD blocks of Boipariguda and 
Baliguda show a higher proportion of adolescents registered (Baliguda) or having received some training 
(Boipariguda).  

Receipt of IFA tablet from 
the AWW the previous 
week is uniformly poor 
(note grey line) as there 
have been problems with 
the supply chain 
management of iron 
tablets, more so as the 
procurement and 
disbursement are done by 
two different departments.  

Mothers’ committees 
were active and engaged in 
the functioning of the 
AWCs, and visited the 
centre often. They defined 
their role as supervising 
the AWC, seeing to 

cleanliness, the cooking of the HCM, the distribution of the THR, seeing that preschool activities are 
going on, and ensuring that children came to the centre. All of them had undergone training about their 
roles, and most knew who the other members in the group are. One group expressed concerns about 
saccharine possibly being substituted for sugar in the chatua packets supplied at their centre, though no 
one knew it for a fact. Everyone was aware of SNP for different groups, and the menu for the HCM.  

Jaanch committee members – the women on the committee were more engaged than the men. None 
of the men on the JC who we met had attended any training, though they said that they drop in at the 
centre sometimes to see whether it is clean and whether the food is being prepared according to the 
menu. The men said they attend a meeting when they are called, and sign in the register, but did not 
know what was going to be purchased for the HCM or in what quantity. Women said that the menu was 
discussed each month for the coming month, and the cost estimated, and though the AWW went by 
herself to buy the provisions, they endorsed the expenditure in the register. Minutes of their monthly 
meetings are entered in the register and signed by all the members. (though in one AWC, blank sheets 
had been signed by the committee members).  

Self-help group members making THR – two such units were visited, and both were found to be 
clean and well-maintained. One had mechanised roasters and mixers, while in the other it was done 
manually. The women were happy to be supplying the THR as it has definitely augmented their income, 
though there were concerns expressed about the quality of wheat sometimes supplied, as well as the 
costs of raw materials going above the allocated budget.  

The SHG members were also aware of all the activities going on at the AWC.  
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4F Fund utilization and achievement of milestones. 

Activities agreed under the NOP each year under the PIP are implemented by the districts. After 
approval, funds are transferred from finance to MVSN from where they are disbursed to the various 
districts for utilization. Since the programme is highly decentralized, funds are sent from district to the 
block and also to the AWW accounts in many instances.  

Some of the activities have changed from the original plan and some more have been added, depending 
on the need based on periodic reviews of the plan. This was possible due to the inherent flexibility of 
the NOP.  

Overall fund release against budget and utilization certificate received between 2010-2013 is shown 
below.  

 

As per the milestones, documents and field visits, many of the activities planned in the PIP (except 
construction) have been completed. However, there is a delay in obtaining utilization certificates from 
the field. The reasons for this are many:  activities are decentralized upto the AWC level in several 
instances; literacy levels of workers and supervisors and their ability to maintain accounts varies widely, 
causing delays. In addition, a shortage of clerical staff at all levels means that further consolidation of 
UCs at block and district level is very much delayed. This is a systemic problem that cannot be easily 
addressed unless gaps in HR are filled and capacities of supervisors are improved.  

Table 3 – Fund flow under OHSNP for NOP, March 2014 

Fund flow under OHSNP for NOP, March 2014

(All amounts are Rupees in Crore)

Year

2009-10 30 0 0 0 0 0 0

2010-11 42.55 30 5.35 5.35 5.35 5.04 0.31

2011-12 59.78 30 54.65 54.65 51.07 31.23 19.84

2012-13 61.22 63.41 63.41 63.41 59.44 14.59 44.85

2013-14 50.55 103.65 103.65 103.65 50.63 6.53 44.1

Total 244.1 227.06 227.06 227.06 166.49 57.39 109.1

Amount 
received 
by GoO 
from 
DFID 
under 
OHSNP

Amount 
received 
from State 
Health 
Society/pro
vided in 
state 
budget for 
DWCD

Amount 
provided 
in NOP  
PIP

Amount 
sanctioned 
by the 
DWCD

Amount 
released 
to 
spending 
units by 
MVSN

Utilization of 
fund 
reported by 
spending 
units

Balance 
amount for 
which UCs 
are awaited
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The greatest delay ( and the lowest expenditure) is on construction activities – the bottlenecks have been 
discussed elsewhere in this document. This is not only for funds from the NOP, but all construction 
activities through the Government. 

An updated status of milestones achieved is given in Annexure VI 

4 G. Preliminary district level data  
 
A brief profile of the three districts  
 Preliminary district level data is available for three districts – Angul, Bhadrak and Deogarh, of which 
Angul and Bhadrak are high burden districts.  
 

Table 4 - District profile of Angul, Bhadrak and Deogarh 

 Angul Bhadrak Deogarh 

Population (2011 census) 1271703 1506522 312164 

% female literacy 70.4 76.5 63.4 

IMR (AHS 2010) 50 55 58 

Sex ratio at birth (AHS 2010) 834 874 889 

Child sex ratio (census 2011) 884 931 917 

Population sex ratio (census 
2011) 

942 981 976 

 
Even though Deogarh is not a high burden district, parameters are similar to the other two districts, 
with a poor sex ratio at birth, poor child sex ratio, and a low female literacy rate. Such districts would 
also need attention.  
Some of the preliminary results from these districts is presented below as indicative of trends, though 
this cannot be extrapolated to the entire state.  
 

i. Household level indicators of  basic amenities 
 

Table 5 – Household level indicators of basic amenities 

Household-level indicators NBLS 2011 (%) CCM 2014 (%) 
Anugul  
( HBD) 

Bhadrak 
(HBD) 

Deogarh 
(NHBD) 

Anugul  
( HBD) 

Bhadrak 
(HBD) 

Deogarh 
(NHBD) 

Source of Drinking Water 

HH with access to improved drinking 
water sources 

39.2 48.7 42.3 73.9 98.5 87.3 

Sanitation facilities 

Toilet Facility Available 14.7 28.5 5.9 18.1 21.7 4.1 

Iodized salt 

Use of Iodized Salt in the Household 
(Mothers of Children  0 to 71 months) 
- sometimes or always 

75.9 95.4 48.8 54.2 71.1 70.1 

 
There is a significant increase in drinking water coverage, though coverage with toilet facilities has not 
gone up much. Iodized salt usage seems to have actually reduced in the high burden districts. One of the 



73 

 

50 

6.9 

39.4 

47.8 
54.2 54.2 

43.8 

6.9 

27.3 

12 13.5 

5.2 

0

10

20

30

40

50

60

Anugul Bhadrak Deogarh Anugul Bhadrak Deogarh

NBLS 2011 (%) CCM 2014 (%)
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Fig 10 - Knowledge of frontline workers on 
exclusive breast feeding (%) 
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reasons could be that in NBLS the reported response was noted, whereas in CCM II the presence of an 
iodized salt packet in the kitchen was physically verified.  
 

ii. Anganwadi infrastructure  
 

Figure 9 shows the availability of drinking water, toilet facilities and electricity at the AWC. Coverage 
with drinking water facility has improved significantly between 2011 and 2014. Toilet availability shows a 
decrease in CCM II. One possible reason is the increase in AWCs due to changed population norms and 
many more centres and mini-centres opened up.  

 

 
Construction of AWCs is 
lagging far behind requirement, 
and toilets are constructed only 
in AWCs that are owned by the 
Department.  
 
 
 
 
 
 
 

iii. Knowledge of  AWWs 
regarding exclusive breast-feeding – the level of  knowledge of  frontline workers is good, 
being high both in 2011 and in 2014.  
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Anugul Bhadrak Deogarh Anugul Bhadrak Deogarh

NBLS 2011 (% or n) CCM 2014 (% or n)

% Underweight (Weight-for-Age
z-score <-2.00)

33.9 34.7 41.2 36.9 36.9 46.6

% Severe underweight (Weight-
for-Age z-score <-3.00)
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Fig 11 - Proportion of underweight and severely 
underweight children 0-59months, NBLS and CCM II  
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Fig 12 - Stunting and severe stunting, children 0-
59 months (%) 

% Stunting (Height for age z-score <-2.00)

% Severe stunting (Height for age z-score <-3.00)

iv. Nutritional status of  children under 5. 

 
Figure 11 shows that the proportion of underweight and severely underweight children has increased in 
all three districts between 2011 and 2014, regardless of being a high burden or non-high burden district. 
NBLS sampled children 0-71 months whereas CCM II covered children 0-59 months. As these are 
preliminary results, one would need to interpret these trends with caution.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Stunting levels show a decrease in both stunting and severe stunting levels in the high burden districts, 
though levels have increased in Deogarh, the non high burden district. (Fig 12)  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Wasting levels, however, have increased in Bhadrak, which is a high burden district.  
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Fig 13 - Wasting and severe wasting, children 0-
59 months (%) 

% Wasting (Weight for height z-score <-2.00) (+/- oedema for CCM II)

% Severe wasting (Weight for height z-score <-3.00) (+/- oedema for CCM II)

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Child anthropometry indicators by caste:  
 
In Deogarh district, wasting levels among children has reduced across castes, though the social caste 
differences remain the same, with ST children being worst off. Proportion of underweight children has 
reduced only among the general castes. Stunting levels have increased in all four caste / ethnic groups. 
Severe malnutrition levels have shown a downward trend on the whole.  
 
Angul district shows a worsening in wasting, stunting and underweight children among ST children.  
SC children also show a worsening except in the proportion of wasted children. Stunting levels have 
worsened across castes.  
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Fig 14 - Child anthropometry by caste, Deogarh district.  
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Fig 15 - Child anthropometry, Bhadrak distict 

Underweight (Weight-for-Age z-score <-2.00)

Stunting (Height for age z-score <-2.00)

Wasting (Weight for height z-score <-2.00) (+/- oedema in CCM II)

Severe underweight (Weight-for-Age z-score <-3.00)

Severe stunting (Height for age z-score <-3.00)

Severe wasting (Weight for height z-score <-3.00) (+/- oedema in CCM II)

Bhadrak district has shown a worsening in wasting, stunting, and underweight children, as well as in the 
proportion of severely stunted, severely wasted, or severely underweight children. This is a cause for 
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Fig 16 - Child Anthropometry, Anugul district 
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The increase in wasting rates in the preliminary data from these three districts is 
consistent with the findings of the Global Nutrition Report 20141 which shows India 
among the countries where wasting is worsening. The proportion of underweight 
and stunted children shows a worsening till 16 months of age, after which it 
remains steady without improving. This provides a window of opportunity in early 
childhood like the 1000 day initiative (that the Government of Odisha has already 
begun) to reduce the levels of stunting and underweight in children.  

 

concern as it is a high burden district and has therefore received support under the NOP.  
 

 
 
 

  
 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 

 
 
 
Fig 17- shows the mean anthropometric z scores of the children in the three districts by two month 
increments. Stunting (HAZ) and underweight (WAZ) have been consistently poor across all age groups, 
far worse than wasting (WHZ). 
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 Fig 19 - Proportion of insititutional deliveries. 
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v. Antenatal care services 
 
CCM II shows an increase in the percentage of women who had at least one ANC. The quality of care 
has also improved in terms of the proportion of women having BP checked, weight taken, abdominal 
examination done, and blood tested for anaemia. Urine examination however, has reduced. Women 
receiving 2 TTs has also improved, though the average number of tablets received by pregnant women 
has reduced. Supply chain issues related both to urine test kits and IFA tablets need to be strengthened 
if this is the case. For TT coverage, NBLS considered women who had received 2 TT, whereas CCM 
considered women who had received at least one TT injection.  
 

 
Institutional delivery rate has increased significantly in all three districts according to the preliminary 
data. This is perhaps due to a combination of increase in public awareness, as well as improved facilities 
for transport (102, and earlier Janani Express) and schemes like JSY, and Mamta.  
 
(NBLS considered all women with children under 3 as eligible for eliciting ANC services; CCM II used 

mothers of 
children 

under 2 in the 
sample.) 
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Fig 18 - Antenatal care services for currently pregnant 
women. 
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Fig 20 - Breastfeeding initiation within 1 
hour of birth(%)   
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Fig 21 - Infants exclusively breast-fed for 
six months (%) 
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Fig 22 - Infants started on 
complementary foods between 6-8 

months of age (%).  
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vi. Breastfeeding and complementary feeding practices.  
 

 
However, this must be interpreted with caution 
as many families do not consider 
administration of digestives and herbal 
preparations as “food” in addition to breast-
milk.  
 
Initiation of complementary foods has shown a 
reduction in all three districts, probably a 
contributory factor to increased malnutrition 
levels seen in this survey.  
 
Though institutional deliveries have increased, 
early breastfeeding rates have not increased. 
There is thus a need to work at institutional 

level to support and promote early breastfeeding. Though the ASHA sometimes accompanies the 
mother to the hospital for delivery, the hospital and labour room staff need to play a greater role in 
encouraging mothers and ensure they start breast-feeding early. 
 



80 

 

vii. Anganwadi services 
A comparison between NBLS and CCM II shows variable changes – a smaller proportion of children 
receiving SNP and attending VHND and also those weighed monthly at the AWC. This is probably due 
to differences in definition of availing these services between the two surveys.  
 
Supplementary nutrition - NBLS questionnaire does not indicate frequency at which child is receiving 
supplementary nutrition (ambiguous question - could be ever received which overestimates the 
functioning of the SNP), whereas CCM II asks about quantity received in the last month 
CCM II excludes children <6 months who are not eligible for the food ration. However, CCM asks this 
question of all children upto six years, whereas the THR is only for children upto 3 years. Mothers of 
older children may not know the quantity of hot cooked meal the child receives in a month at the 
centre.  
Reference age groups are also different: age groups: 0-71 in NBLS versus 0-59 months in CCM II 
 
VHND - NBLS age group is 0-6 years, whereas CCM II is 0-5 years. NBLS doesn't give indication of 
time period during which the child attended VHND whereas CCM II reports for the previous month. 
This may account for the lower attendance at VHND seen in the CCM. 
 
In CCM it is asked whether the child was weighed at the VHND the previous month - the denominator 
is all children u5 who attended VHNDs; in NBLS it is asked whether the child is weighed monthly, 
every 2 months etc in a general sense rather than the last month and not necessarily at the VHND.  
The same possible reasons as discussed for the results in the four blocks apply here as well.  
 
AWWs providing nutrition counselling – this has improved markedly in CCM II. However, the content 
and quality of advice provided needs to be monitored and improved.  
 
Women receiving supplementary food at the AWC – this proportion has shown a reduction in this 
figure. However, CCM specifies the quantity (two take home rations/5kg), whereas NBLS doesn't 
specify, and this may account for the difference. Even so, the low coverage in these districts needs 
attention. 
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Fig 24- Adolescents who received no training at 
AWC (%) 
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Fig 25 -Adolescents who received iron 
tablets from AWC (%) 
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Fig 23 - Services provided at AWC  

 
 

viii. Adolescent health and nutrition services  
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Fig 26 -Fully immunized children, 12-23 months (%) 
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Fig 27 - Children 9-59 mths who received at least one 
dose of Vitamin A in past six months (%) 

NBLS  2011 CCM 2014

Training for adolescents in life skills, nutrition, or family life education has been poor, with very little 
progress in the past three years. A large majority of adolescents still have received no training, though 
the numbers are slightly lower than in NBLS. The proportion of adolescents receiving iron tablets has 
also come down – however, NBLS did not specify the time during which the Adolescent received the 
tablets, whereas CCM II asked specifically for receipt in the previous week.  
NBLS used age group 11-19 for adolescents, whereas CCM II used 10-19 years as adolescent.  
 

ix. Child immunization  
 

a. Fully immunized children 12-23 months of age – immunization as reported by caregivers 

showed an increase in CCM as compared to NBLS. However, when verified with the card, 

the coverage was much lower.  

(In up to 16% of cases, the 

card was completely blank). 

A possible reason for the 

low BCG coverage 

recorded is that many 

women do not take the 

MCP card with them to the 

institution for delivery and 

therefore the entry is not 

done. It is also possible that 

verbal reporting over-

estimates the coverage of 

vaccination. However, as a 

large proportion of the sample had the cards and could show it, the combined average of card 

and verbal respondents brought down the fully immunized proportion in CCM.  

b. Children receiving at least one dose of vitamin A in the past six months – there has been no 

significant change in 

coverage with vitamin 

A for children 9-59 

months of age, being 

at around 80%; except 

for Bhadrak which 

showed a 10% drop in 

coverage.  

 

 
 

c. Prevalence of  diarrhea and fever in the past two weeks – diarrhoeal episodes have shown a 
slight increase, while fever cases have shown a significant decrease in CCM as compared to 
NBLS. However, seasonal variation in these illnesses has to be kept in mind. 
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Fig 29 -AWW's Roles and responsibilities  
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Fig 28 - Prevalence of diarrhoea and fever in past 
two weeks (%). 

% Prevalence of diarrhoea in the last two weeks ; age 0-59 months (CCM II), 0-
71 months (NBLS)

% Prevalence of fever in the last two weeks; age 0-59 months (CCM II), 0-71
months (NBLS)

 
 
 
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

x. Anganwadi roles and responsibilities, and activities during home visits.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
When asked about their role and responsibilities, fewer AWWs responded saying they regarded 
distribution of SNP, growth monitoring or referral services as their responsibility in 2014 than they did 
in 2011. However many more of them considered pre-school education and home visits as among their 
responsibilities.  
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Fig 30  - AWW's Activities during home visit  

Advise for institutional delivery Advise mothers of malnourished children

Advise for immunization Advise for child care/infant feeding practices

 

 
During home visits, a larger proportion of AWWs in CCM II advise mothers of malnourished children 
during home visits. Given the increased general awareness about institutional delivery now, there is less 
need for AWWs to spend time motivating women for this. Significantly fewer AWWs in Deogarh advise 
mothers about child feeding in CCM II compared to NBLS.  
While the awareness of AWWs on correct breastfeeding practices is high, and a majority of them are 
advising mothers about infant and child feeding, as noted in the qualitative findings, the content and 
focus of the advice given needs improvement. This is borne out by the fact that a majority of women 
still do not initiate complementary feeding at 6 months of age.  
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Chapter 5.Analysis and Recommendations 
This section looks at what has been achieved under the ICDS in the past three years, and what NOP has 
contributed to this achievement.  

It also looks at how this has been achieved – what processes were put in place to achieve these 
objectives?  

It also looks at whether the expected outputs of these processes were achieved – have staff capacities to 
carry out their tasks been enhanced? Has community participation increased? Have improved systems 
for MIS been put in place? – among others. 

The constraints in achieving the nutrition goals are also discussed, and what else needs to be done to 
accelerate the achievement of the goals.  

Finally it looks at the future relevance of the NOP, especially in the context of the ICDS restructuring 
and the ICDS mission that is under way.  

Objective of the NOP  
The objective of the NOP is to strengthen the ICDS in order to achieve the following goals –  

Statewide –  

.i Reduce moderate and severe malnutrition among under-2 children 

.ii Reduce the proportion of births less than 2.5 kgs 

.iii Reduce nutritional anaemia in women and children  

Specifically –  

.i Reduce underweight prevalence from 41% (NFHS3) to 25%, focusing on ST 
population 

.ii  Reduce stunting from 45% to 35% 

.iii Reduce wasting from 20% to 10%  

In an evaluation of the NOP, it is difficult to tease out what the contribution of the NOP specifically 
has been, since the technical assistance and financial assistance were provided to strengthen the ICDS 
system in Odisha.  Hence any achievements of the NOP could only be facilitated by the DWCD, and 
constraints identified cannot be overcome without the active involvement and action on the part of the 
department.  

While the quantitative evaluation will reveal how far the state has realised its nutrition goals, the 
qualitative evaluation looks at processes towards achieving these. 
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What has been achieved? Did the plan work according to the five principles on 
which it was based?  

.a Targeting the most vulnerable – while some interventions were state-wide, the 15 HBDs were 
supported with extra resources both in terms of finance and human resources.  

.b Flexibility – the NOP allowed for greater fund allocation to the HBDs. Also, activities planned 
could be changed after careful annual review, in order to be able to address emerging needs. 
Districts were also free to try out innovative ideas based on local priorities. 

.c Evidence and outcome based participatory planning – all decisions on plans and strategies are taken 
after considering credible evidence. Plans are made with specific outputs in mind. Wherever 
possible, decision making, planning and implementation has been decentralised to the community 
level. The state has also sought partnerships with NGOs and private companies. 

.d Stronger convergence – this has been one of the most remarkable achievements of the ICDS in the 
past three years, with excellent convergence with, mainly, the health department, but also with Rural 
Development, Panchayati Raj, SC/ST, as well as with the School and Mass Education departments.  

.e Stronger monitoring and results based framework – service delivery is monitored at the community 
level and any shortcomings are immediately addressed, thanks to community pressure. Improved 
supervision and monitoring, including introduction of web-based reporting, checklists and the 
dashboard monitoring system have been instituted. Concurrent monitoring supported by the NOP 
also helps as an external check. Regular reviews enable course corrections when  required.  

What were the processes by which the various strategies of the NOP could be 
implemented, and what has been their impact?  

The NOP funding through DFID (UK Government aid) came at a crucial time when there was strong 
political commitment and administrative resolve to address the problem of childhood malnutrition with 
an equity focus.  

The technical assistance provided through TMST helped establish an evidence base on which specific 
needs-based inputs were planned.  

A. Strengthened institutional arrangements for improved access and utilization of ICDS 
services. 

The NOP has enabled the department of WCD to put in place many institutional mechanisms to 
improve ICDS services. Most importantly these include the establishment of the State Programme 
Management Unit and the District Programme Management Units.  

In spite of challenges in finding adequately qualified people for the posts and some posts remaining 
vacant, the persons in position have provided valuable support to the districts and state. The most 
significant has been the monitoring support provided to the DSWO as well as to the District Collector. 
Other significant inputs have been the data analysis done by them for better programme review and 
monitoring; as well as inputs for organizing and conducting various capacity-building programmes in the 
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district. DSWOs and District Collectors in particular have appreciated their contribution to programme 
quality improvement.  

Regular district and state level reviews have also been supported through funds under the NOP, 
enabling better monitoring.  

B. Decentralized planning identifying block priorities.  

Since interventions for improving nutritional status of children and mothers are rather well-known, the 
districts implement the plans made centrally at the State level. Though block and district plans were 
prepared in 2011 with different priorities, budget and activity lines were provided from the State, and 
subsequently, no block planning has been done. However, a budget has been allocated to enable districts 
to plan focusing on their priority areas of action, or on priority blocks. 

 The NOP needs to focus on this aspect of prioritized planning and ensure that areas needing special or 
additional inputs within the district are provided it. This particular provision has not been utilized 
optimally in the programme.  

C. Ensuring community participation in planning, implementing and monitoring. 

The efforts made to involve the community in planning, implementing and monitoring the ICDS 
activities are truly commendable. The NOP has provided the funds for rolling out this initiative, with 
the necessary training of both the workers and the community being done on how this involvement can 
be optimized, clarifying roles and responsibilities and the mechanism of functioning of various 
committees at the village level. The Mother’s Committee and the Jaanch Committee are two such 
monitoring committees. The Gaon Kalyan Samiti, though through the NRHM, has the AWW as the 
convenor, which enables her to be involved in decisions related to utilization of funds in a manner that 
affects health and nutrition of children and women in the village.  

The MC and JC, as well as PRI members have also been oriented about the process of decentralization 
of the SNP, with the role that SHGs will play in preparing and distributing the THR to various AWCs. 
The composition of the THR, as well as the necessary hygiene requirements – have all been informed to 
to community members through AV aids produced with NOP support. Public awareness about AWC 
activities, is therefore very high, and has resulted in a great level of transparency in the processes at the 
AWC. Issues of quality of food and other services can be monitored by the stakeholders themselves.  

Community members have also been oriented on services like the VHND and the immunization day, 
and what services to expect at these places. Overall increase in literacy levels and development has also 
contributed to increased demand for, and availing of services.  

D. Strengthening service delivery for nutrition.  

a.  Capacity building of the ICDS staff (from CDPOs to AWWs) has been done on new growth 
standards, IYCF, WASH, MUAC, Anaemia, IMNCI (for AWWs), VHND, PD, immunization 
day and Nua Arunima. This is in addition to the job course and refresher training that many of 
them had.  

All the ICDS staff are knowledgeable about growth monitoring, infant and young child feeding, 
and about the links between water/ sanitation and health. They are also able to screen SAM 
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children based on MUAC and refer to the Pushtikar Diwas. They express satisfaction in the fact 
that the AWC is more visible now (more activities taking place here with the Nua Arunima) and 
that attendance has increased both due to the better SNP and the better PSE activities. Several 
community members also drop in at the AWC to observe what is happening.  

.b Support for infrastructure provision - Construction of AWCs and CDPO offices – this is a 
much-felt need, and support for construction of some centres has been provided through 
NOP funds.  

.c Holding VHND and immunization days – along with staff of the health department, with 
training on all aspect of the activities as well as record-keeping.  

.d Support for adolescent anaemia control programme  

E. Results based Monitoring and Evaluation. 

The ICDS has an elaborate MPR in place, and the state gathers some additional information such as 
those related to the VHND and PD, children in NRCs, Mamta, HCM fund utilization, utilization of 
funds for construction etc. Routine programme reviews happen at project, district and state level, as well 
as a review of financial utilization. The dashboard system, too, is based on effectiveness of targeting, 
inputs, outputs and impact. All programme reviews look at numbers and proportion of children given 
SNP, or immunized, or malnourished or any other indicator.  

Supervisor checklists have helped make monitoring of AWC activities and outputs more structured and 
complete. A web-based monitoring system has been designed and is being rolled-out. A dashboard 
system has been developed using 12 indicators including input, process and output indicators, that will 
enable decisions makers to understand the relative status of various districts at a glance. Concurrent 
monitoring by an independent agency is also under way.  

F. Early Childhood Education 

The more structured pre-school curriculum planned and implemented under Nua-Arunima is an 
excellent initiative of the Department, with parents feeling more motivated to send their children to the 
centre (in addition to the HCM and eggs, this is the big attraction). The additionalities to the centre like 
decorating the walls, the toy bank, as well as activities including the workbook, have made a significant 
contribution to changing the image of the AWC as just a feeding centre.  

G. Interdepartmental convergence 

The greatest convergence is with the health department, through the immunization days, VHNDs, the 
Mamta scheme, as well as the Pushtikar Divas. The PD provides a structure to the link between health 
and WCD departments in the care of malnourished child. The guidelines issued are clear about the 
referral and management of severely malnourished children, and those with SAM.  

The addendum to the guidelines issued on 4th November 2013 further define the criteria for referral, as 
well as explain the changes required in the referral slip.  
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A scheme for PVTGs now been developed for such communities living in 12 districts, along with 
health, PR, Food and Civil Supplies, SC/ST departments, and the Supreme Court’s Commissioner’s 
office.  

H. Integrated Behaviour Change Communication. 

The efforts made in this regard are commendable. All fora have been used for communicating messages 
about IYCF and breast feeding, as well as nutrition of adolescent girls and pregnant and lactating 
women. Events such as Annaprasan diwas at the AWC bring together mothers, JC and MC and SHG 
members, and pregnant women, and issues around the need for timely and adequate CF are discussed. 
Occasions like parents day and grandparents’ day – in addition to being an event at the AWC, are also 
places for communicating messages. Folk media, street plays, stalls in the local fairs or markets – have all 
been used to raise awareness on child nutrition issues. IEC material including pamphlets and posters 
have been made widely available. The MCP card used by the health and the ICDS departments is an 
excellent communication tool.  

The Shakti Varta initiative, which uses PLA methods to bring about behaviour change, is under way and 
should have positive benefits adding to the BCC activities already undertaken.  

What have been the challenges in the processes of the different strategies, and 
what can be done about them?  

Since the NOP aims to strengthen the system and is not a separate project by itself,  the activities of the 
NOP rest within the ICDS system. Constraints given below pertain both to activities within the scope of 
the NOP, and those which rest primarily with the Department of Women and Child Development.  
 

A. Strengthened institutional arrangements for improved access and utilization of ICDS 
services. 

.1 The capacities of some of the DPMU staff to carry out their responsibilities needs to be enhanced. 
Specific training in BCC methods (for BCC manager), for example, or in pedagogy (for the training 
manager) would significantly increase their technical support to the district.  

Since ICDS restructuring envisages technical teams at state and district level, and with district 
management support teams already present under the NOP, these will be a valuable human resource 
for the next phase of ICDS. Hence investing in their capacity building in terms of pedagogical 
methods for adults; technical knowledge of health and nutrition; data handling; supportive 
supervision etc will be of advantage to the state. Their training can also include learning how to plan 
for the district, specifically focusing on programming based on gap analysis in the district, rather 
than just fund utilization. 

.2 There are several vacancies in staff positions at all levels, from Anganwadi helper to the Department 
in Bhubaneswar. Unless these are filled in on a priority basis within a definite time limit, it will be 
difficult to implement either good programming or timely monitoring. Cases of CDPOs vehicles 
lying idle as no driver is available were seen. Contingency funds are not sufficient to pay for hiring 
someone for this task.  
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.3 Absence of infrastructure or poor maintenance of infrastructure is another challenge in proper 
programme planning and implementation. This is more acutely seen in the coastal districts. It is not 
possible to run preschool activities like Nua Arunima where the children have to sit on a verandah 
or on the roadside for their lessons. The worker also needs to have somewhere to keep her records 
and other materials. In the absence of a building, it was not possible to examine any of the worker 
records in some places as she had them in her home which was some distance away from the AWC.  

.4 Completion of AWC building construction needs to be one of the priority activities for the 
Department. The design may be modified to include a window in the kitchen to allow the smoke to 
escape. In the absence of this, the smoke comes out into the room where the children are seated, 
and so the workers cook food in the open, which is also not possible in the rainy season. 

.5 A one-time supply of tin boxes to keep records and registers, and also to keep stocks of chatua may 
help in saving these from being eaten by rats. Even if the centre runs in a rented building, these 
items can be supplied as part of the AWC inventory.  

B. Decentralized planning identifying block priorities  

Initially districts did make their own plans consulting blocks and identifying local priorities. However, 
since the strategies for addressing malnutrition are known, and implementation is often the stumbling 
point, districts were given a PIP template for the state, which they had to implement. Subsequently, an 
annual PIP is prepared at the state level, and budgets allocated to districts. Funds have been allocated 
for district level innovations, though few have used it.  

Greater focus on utilization of these funds for area specific needs will enhance achievements of the 
NOP.  

C. Ensuring community participation in planning, implementing and monitoring. 

The knowledge of the members of the JC and MC with regard to their roles is limited. The MC 
members are more aware of their functions and participate in day-to-day monitoring of the AWC, as 
well as in monitoring THR distribution. Several of the JC members whom we met (especially the men) 
have not attended any training, and are not aware of their responsibilities. In some places, meetings of 
the JC were sporadic and only when the AWW called for a meeting, where their role is limited to signing 
the minutes. Some are not aware of where the THR was prepared, or what its composition is.  

Significant capacity building of the self-help groups has been done regarding preparation and handling 
of THR. They have also been monitored well, with tracking of the groups and how they are able to 
function.  

A re-training of the JC members with regard to their roles and responsibilities would help to make their 
involvement stronger and more meaningful.  

D. Strengthening service delivery for nutrition.  

a. Decentralization of service provision has resulted in an increase in the number of registers and 
records that are required to be maintained. In addition to the basic records of the annual survey as well 
as of women and children and the GOI MPR, the records include some introduced with the NOP, as 
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well as records of the JC and MC meetings, accounts of the HCM, Mamta records, and records for THR 
distribution.  

This has implications on the time available for service delivery especially the afternoon time that is 
supposed to be spent in home visits. Many AWW in tribal areas who are not very literate are struggling 
with the large number of records they need to maintain. With several of them having been promoted to 
Supervisor level, this challenge becomes multiplied when it comes to consolidating the information for 
their sector.   

b. Though the inclusion of better quality of THR and eggs twice a week helps the under-3 child's 
nutritional status significantly, the issue of feeding a child frequently and with appropriate food through 
the day is still a challenge for the many women who go out to work the entire day.  

Starting of creches in the most needy tribal areas, for example, will help to prevent and address 
malnutrition in this most vulnerable age group.  

c. AWWs also spend several days a month away from their sector for meetings both in health and ICDS 
(one sector meeting; one project meeting; a separate day at project level for submitting mamta and HCM 
accounts; one at PHC for GKS accounts. Often one or two days of training a month). In addition, they 
make at least one visit a month to the bank to withdraw money for the HCM (the ones from far away 
centres have to start early in order to reach the bank during working hours). All this means that on these 
days the children are left in the care of the helper. Apart from feeding, there are no other PSE activities 
that are carried out. Therefore, reducing the number of days that an AWW is away from her centre is 
necessary for her primary tasks to be carried out well.  

d. In the mini-AWC, no helper is posted and the AWW does all the tasks of a regular AWC, including 
cooking, by herself. On the days that she is away for meetings and for reports etc, there is no adult to 
run the AWC. Appointing a helper to these mini-AWCs may be considered. The worker at the mini-
AWC does not have a job course training as of now, and this needs to be rectified.  

e. The supervisor cadre has been recognized by several senior programme personnel to be the weakest 
link in the service delivery chain, especially those supervisors who have been promoted from AWWs. 
They are good at programme implementation, but poor in record-keeping. These women have 
undergone a job training of six days, and in some cases, a refresher training as well. However, in many 
instances it is a case of poor language skills, and inability to understand Oriya, or to deal with numbers 
(hence unable to consolidate figures of all the AWCs in the sector). There seems to be a uniform sense 
of defeat with regard to this category of workers, with a feeling that they are incapable of improving. But 
this could be overcome by teaching them in a way that they can understand and grasp.  

Therefore a special capacity building exercise for this category of supervisors may be initiated, using 
adult learning methods to teach literacy and numeracy, along with comprehending various reporting 
formats. If necessary, someone speaking the common dialects of the participants may be contracted for 
communication purposes, if possible.  

All supervisors need special training on reviewing and monitoring skills. Otherwise, review meetings are 
just a forum for obtaining monthly reports, and for instructing workers on upcoming events / 
programmes, apart from the Nua Arunima briefing (see under ECE for this aspect).  
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Modular list of subjects to be discussed in the sector meeting would help – with handouts (large font, 
illustrated if possible). This will improve the quality of the sector meeting and serve as a forum for 
ongoing training of AWWs, instead of just being for submission of reports and giving of instructions. 
List of subjects need not be limited to 12. (However, the amount of time available must be balanced 
against the Nua Arunima teaching as well).  

f. Due to the large number of trainings provided to the frontline workers, their knowledge of child 
feeding and nutrition has increased, as well as their knowledge of the links of nutrition with health, and 
with water and sanitation. However, sometimes the messages have got mixed up, with some workers 
feeling that worm infestation is the prime reason for malnutrition, and others focusing only on 
handwashing and a clean environment at home for better nutrition. Home visits to children who are 
malnourished, when they happen, thus tend to focus on generalized messages (eat well), or something 
not primary to improving nutrition.  

Therefore it is necessary to provide them with key, focused messages for children over six months: what 
food, how much (for below one year and for over one  year), how often, addition of oil to the food. 
Teaching aids like flash cards would immensely help in communicating the correct messages. Currently 
the teaching aids for the AWW are all displayed on the walls of the AWC and not easy to take around 
with her on home visits. A similar package can be put together for counseling for a pregnant woman 
(same for the ASHAs working in the village). 

g. AWWs used to maintain a home visit diary, listing the persons visited and what they had done. But 
since these are no longer being reviewed, the women who were asked said they had stopped writing in it 
after 2012. This is a loss of a valuable record as it helps her prioritize and think about who to visit. 
Currently the visits are at random, and not focused specifically at vulnerable women or children. In 
some instances since the ASHA does home visits too, and also due to the increased demand on time for 
reports, the home visits of the AWW have reduced.  

Reviving the AWW home visit register would improve quality of home visits (listing out priority women 
and children in the month and then visiting them in turn).  

h. The budget for the raw materials for the HCM, eggs and THR may need to be revised in light of food 
inflation. Having the same budget encourages the workers to cut corners (put less pulses in the daal or 
dalma; or reduce the quantity of peanuts in the THR) or report higher attendance than actual to cover 
for the excess expenditure.  

Quality check by the district on the rice and wheat supplied to the AWC and THR unit respectively, will 
reduce the number of complaints regarding the quality of chatua provided. Some districts (eg Koraput) 
have got a team in place that certifies the quality of wheat before it is released to the SHGs each month.  

i. The plan for strengthening AWTCs and MLTCs has moved more slowly than other implementation 
plans, both in infrastructure and personnel. Even when the staff are finally selected and in place, they 
would need training in pedagogy and in participatory teaching methods so that the teaching they 
undertake is more effective. A deadline needs to be set to fill in the vacancies and to assess their current 
knowledge and capacity for training.  

E. Results based Monitoring and Evaluation. 
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a.  The basis of child growth monitoring, the growth chart, has received less attention. Though the 
nutritional status of the child is shown by the weight on the chart according to age, the fact that it is the 
trend of the growth curve that is important is overlooked.  Across all four districts visited, Anganwadi 
workers have been plotting child weights in the growth register, but have not taken action for children 
who have a flat growth curve even for six months at a stretch. When asked they do say this child needs a 
home visit and the mother needs nutrition counseling, but even a falling growth curve is not seen as 
requiring referral unless the child reaches the red zone.  

It is this attention to the growth faltering that has been missing in the training and action so far. ICDS 
field workers and supervisory staff at all levels need to be very clear:  

 When does a child need a home visit?  

 What is the message to be given?  

 If the child does not improve with an improve diet, when should the child be referred?  

This must synchronize with the guidelines for referral of malnourished children which currently only 
talk of severe malnutrition and SAM children.  

b. Monitoring meetings at district and state level can only review the “big picture” – districts and blocks 
with large numbers of children malnourished; poor fund utilization; large number of child deaths, etc. 
The project level meeting can review progress by sector.  

It is in the sector level meeting that a child’s progress can actually be tracked through the growth 
registers of each AWW. Hence it is all the more necessary that sector supervisors be put in place and 
also that their capacities be built on specific issues only, if need be. These may include – cross-checking 
the weights of randomly selected children during field visits and see whether plotting is correct; see how 
many children show growth faltering and follow what has been done about them; whether the AWW is 
able to give correct messages for nutrition counseling.  

Supervisor checklists for LS have been prepared in English and circulated and in some districts have 
been printed as is without translating into Oriya. These would be better understood and utilized if 
printed in the local language. Additional budget for reprinting may be required in some places.  

c. The DSWOs have undergone computer training, and several of them now use the internet for 
correspondence. Teaching them the basics of excel and using it for analyzing the MPR data would be a 
step towards sustainable programming.  

F. Early Childhood Education 

The workers and supervisors all felt that one new topic a month is too quick a pace for young children 
to learn, and that they need to keep repeating the same songs / lessons for a longer time than four 
weeks. It would perhaps be better to reduce the number of new topics to be taught in one year, and 
repeat one subject every three or four months. Out of all the women interviewed, from CDPOs to 
AWWs (about a 100 women), only one could recall the theme for the current month.  
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Language is again another barrier to pre-school education and all efforts must be made to ensure that 
material in local dialects and printed, supplied and distributed as soon as possible to tribal areas that do 
not speak Oriya as the mother-tongue. In case any district has dialects apart from the ten that have been 
done at the state level, they should get this material developed at the district level.  

AWWs are taught the theme for the next month during their sector meetings. Sector meetings, however, 
afford very little time for proper training, as the time is taken up in reporting. Some of them find it 
difficult to remember all the actions in action songs, or to understand how they need to conduct the 
sessions.  

If it is possible that they be trained in PSE methods for 3-4 days (or more as needed), it would improve 
the quality of the PSE significantly. For instance, of the 8-10 AWCs visited, only in one were the 
children using pictorial name cards to identify their workbooks. The process would take time, given the 
large number of workers, but would be a worthwhile investment.  

G. Interdepartmental convergence 

i. Two aspects in the Pushtikar Diwas and its implementation require attention.  

a. Though the guidelines clearly state that the MCP card should be attached to the referral slip, for 
follow up purposes, this is very rarely done. Besides, the MCP card is currently available only 
with pregnant mothers and those whose children are below 2 years of age since the card was 
only introduced at that time. Older children who are referred have no cards, and their weight is 
only entered in the growth register kept at the AWC.   

b. Odisha reports a prevalence of severe malnutrition of 2% and of moderate malnutrition of over 
26% (ICDS - MPR December 2013). Though the death rate is higher among severely 
malnourished children, the bulk of child deaths occur among the moderately 
malnourished children, simply because of their much larger numbers. In order, therefore, to 
reduce child deaths, we must address children who are also moderately malnourished.  

The current PD guidelines recommend referral only of children in the “red zone” – or those 
who are either severely malnourished or have SAM. They do not allow for referral of children 
who are losing weight steadily if they are still in the green or yellow zone. Across the four 
districts sampled, both health and ICDS workers said that they would refer the child only once 
he or she reached the red zone. 

The absence of an MCP card with the child (especially a pre-school child) means that the doctor 
at the PD clinic cannot see the trend in the child’s weight across the past few months. A point 
weight taken may give the current status of the child but not the reason for special attention.  

It is therefore recommended that the criteria for referral to PD be revisited to include those 
children with growth faltering as well, in case no improvement is seen after two months of 
counseling the family. Simultaneously, provision must be made for all children to have MCP 
cards filled in, showing weights from at least April 2013 onwards. These cards should be with 
the mother / family of the child.  
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ii. The Anganwadi worker has been roped into many activities across departments, since she is the first 
contact point of the community with any form of government services (the ASHA is now also present 
but is still considered a volunteer). Therefore she is trained in many health issues (IMNCI, leprosy, TB) 
apart from nutrition related training (like IYCF). In addition, she has also been involved in the updating 
of voter lists and in identifying eligible women under the livelihood mission, among other activities.  

All this means that she spends a considerable amount of her time away from her centre for meetings and 
trainings and related work. Being the convenor of the GKS has also taken up much of her time in 
meetings, record-keeping and in being answerable to spend the money given in a given time frame and 
in accordance to guidelines.  

It is necessary to relook at her list of activities and reach an agreement about what it is that she may and 
may not do. Her primary task of providing the six essential services to women and children in the 
community must not be diluted by other activities.  

H. Integrated Behaviour Change Communication. 

The NOP provided for developing IEC material on a wide range of subjects including all the 
initiatives undertaken under the plan. It has also supported training of the field staff at all levels on 
issues related to child health and nutrition, including child feeding.   

a. Communication material has been largely folders and fliers with messages printed in small font, 
with few illustrations – information in this format is accessible only to the literate. For neoliterates 
and illiterate people, simpler, illustrated material is required, with minimal text in large font.  

b. Interpersonal communication tended to be about general messages, whether by the ASHA and 
ANM or by the AWW or supervisors. Pregnant women were mostly asked how they are and advised 
to “eat well”. Similarly for families of children over 6 months of age, the question was whether the 
child was eating additional foods and to feed the child. The child feeding messages were focused on 
giving “panni pariba”, and boiled papaya – neither of which provide proteins and calories. Only two 
supervisors spoke of adding oil to the food. Other messages were about giving the child “whatever 
he wants to eat”. Several workers emphasized on cleanliness and deworming only when asked about 
advice to a mother whose child is not gaining weight.  

A special effort needs to be made urgently to ensure that all staff (health and ICDS) focus on the 
most important messages in child feeding – high-calorie, protein-rich food, addition of oil, as well as 
quantity and frequency of feeding; with vegetables and fruit for vitamins and minerals. They should 
know which local foods are energy and protein-rich in their area.  

To make this more effective, demonstration of cooked food more frequently is necessary. 
Equipping the frontline workers with a set of flash cards with which to teach the mothers would be 
helpful.  

c. Though many families have initiated complementary feeding at six months of age, a significant 
proportion have gone through the “Annaprashana” ceremony and then held back the additional 
foods till 9 months of age or more. This would need closer follow up to encourage and educate 
families about the need to start and continue additional foods after 6 months of age.  
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d. Language seems to be another barrier in effective communication. Though three of the four 
districts identified this as a major factor in communication (sometimes even in communicating with 
the AWW), no evidence of dialect-specific material was seen in the field. This would be one priority 
area for action. A significant proportion of AWW and LS in tribal districts would be able to 
communicate messages more effectively if they themselves could comprehend them correctly.  

What has been the impact of the various strategies implemented in the NOP and 
the ICDS? 

Qualitative findings from the study were compared to findings from the quantitative survey of the CCM 
II conducted in 2014 and data obtained also compared to findings from the NBLS conducted in 2011. 
Results of the quantitative data pertaining to NOP in three districts and in four blocks have been 
discussed in the previous chapter on findings. 

The recent Lancet series points to a 20% reduction in the rate of undernutrition with 90% coverage of 
nutrition specific interventions10; Nutrition sensitive interventions and an enabling environment are 
also required to have significant impact on nutrition. Evidence also suggests that the first 1000 days of 
life (from conception to age two) is a critical window of opportunity for children to ensure they reach 
their growth and development potential11.  The analysis and recommendations are based on this model. 

Nutrition specific interventions  

a. Breast-feeding and complementary feeding – the knowledge of  the frontline workers 
regarding breastfeeding is good. There has been an increase in mothers providing exclusive 
breast-feeding for six months, though early initiation of  breast-feeding is low. However, 
initiation of  complementary feeding is delayed, and the amount of  frequency of  CF is also 
inadequate.  Child nutrition advice in case of  growth faltering is poor, with vague and unfocused 
messages.  

b. IFA supplementation for women in pregnancy for more than 90 days. A large proportion of  
pregnant women receive the IFA tablets, though actual consumption has not been monitored in 
the CCM. 

c. Maternal dietary supplementation – about half  of  pregnant women have received the 
supplementary nutrition provided at the AWCs, but a very low percentage of  women consume it 
themselves- it is either discarded or shared with other family members. Issues of  taste, quality, 
appropriateness to culture and food habits have to be kept in mind to ensure better utilization. 
At the same time, more efforts need to be made to ensure receipt of  THR by the mothers.  

d. Dietary supplementation for children – provision of  THR for children under three and of  a 
hot cooked meal for older children has been well accepted and appreciated. Improving the 
quality of  the meal through addition of  eggs has also improved the quality of  the diet provided 
to children, and would have improved the nutritional status.  

e. Micronutrient supplementation – vitamin A coverage is high, between 80-90%.  
f. Disease prevention and management – full immunization coverage shows a drop in CCM II 

compared to NBLS. The difference could possibly due to the fact that CCM II combined the 

                                                 
10

 http://www.thelancet.com/series/maternal-and-child-nutrition 
11

 http://www.thousanddays.org/ 
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coverage as reported as well as recorded in the MCP card. Entries in the MCP card were low, 
especially for BCG. Fewer cases of  fever  have been reported in CCM II but seasonal variations 
need to be kept in mind to account for this difference.  

g. Management of  severe acute malnutrition – a small proportion of  children attending the 
VHND have been referred to the PD, and some from there have been sent to the NRC. 
However, very few children have actually been taken to the NRC. Of  those who have gone 
there, not many have stayed there for two or more weeks as required, due to compulsions of  the 
care-givers at home, including other siblings to be taken care of. (children with moderate acute 
malnutrition have not received much focused care so far).  

Underlying determinants of under-nutrition  

a. Access to safe water – coverage with safe water is high in all the blocks studied as well as in the 
three districts for which preliminary data is available. Information is not yet available on whether 
the water storage and use is safe. 

b. Access to sanitary facilities – is poor across Odisha and is also reflected in poor coverage of  
sanitation facilities at the household level as well as in anganwadis, with no significant change 
from three years ago.  

Nutrition sensitive programmes and an enabling environment 

Over the past few years, Odisha has put in place several social safety nets. Schemes like foodgrain 
availability at nominal costs (Antyodaya Annapurna Yojana) have made cereals available to the poorest 
families. The RSBY and the BKKY aim to reduce out of pocket expenses on health care. The Mamata 
scheme is a conditional cash transfer scheme that links cash transfer to certain behaviours and actions 
by the mother to encourage improved health and nutrition for both mother and child.   

Several women’s empowerment programmes including investments in capacity building of self-help 
groups have been in place for some years. Political leadership and commitment is strong to tackle the 
problem of childhood malnutrition in Odisha.  

However, unless all the components are implemented fully, sustained and consistent improvement in 
the nutritional status of women and children cannot be expected.  

How do these preliminary results compare with other studies from India?  

Table  6  Stunting and wasting rates in India, NFHS-3 and RSOC 

 2005-06 (NFHS)  2013-14 (RSOC) preliminary results 

Under 5 stunting 
(%) 

47.9 38.8 

Under 5 wasting (%) 20.0 15.0 
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The preliminary results show rates of stunting rates similar to those found in the Rapid Survey of 
Children (RSOC) jointly conducted by the Ministry of Women and Child development and UNICEF. 
Wasting levels, however, are significantly higher in the CCM survey.  

Data from the WHO, UNICEF and the World Bank (2013) quoted in the Global nutrition report 2014 
place India among countries where wasting rate has been increasing between 1985 – 2013. Inequity in 
stunting rates has been shown to be increasing by income quintile in India. India is also off course for 
achieving WHA targets for reduction in under-five stunting and wasting12 as reported in the Global 
Nutrition Report 2014. The underlying factor for undernutrition that is most crucial in India’s context is 
the poor coverage with sanitation.  

The CCM data from Odisha in 2014 seems to be consistent with these findings.  

Recommendations. 

Data from all four blocks and the three districts has shown worsening wasting and underweight levels  
in the past three years, though the qualitative analysis shows significant increase in the inputs as well as 
improvements in processes in the ICDS system. Does this reflect a failure of the ICDS or the NOP? – 
not necessarily.   

The CCM II was designed to collect data at block-level, and to specifically reach unreached populations, 
which perhaps may not have been so in the NBLS. Surveys like the NFHS and AHS also provide only 
district level data and not below. We assume, therefore, that the CCM II provides a more accurate 
picture of ground reality. Since this data is partial and preliminary, the results must be interpreted with 
caution.  

The reasons for lack of improvement in nutrition levels as measured between NBLS and CCM can be 
many, and they are discussed below with the recommendations. These recommendations are based on 
preliminary results from three districts and four blocks. Some broad areas of change are described 
below.  

The NOP is a strategy to strengthen the existing ICDS system in Odisha and it is not a comprehensive 
nutrition intervention strategy. The multifactorial causes of malnutrition which include socio-political 
factors and governance issues; social safety nets including food security; issues of women’s 
empowerment; fund allocation need to been addressed.  

Challenges in programme implementation and fund utilization  

The utilization of the financial and technical assistance provided under the NOP has not been without 
its challenges.  

The additional human resource, though necessary and found useful, has meant more administrative 
work for the Department in terms of monitoring and reviewing their work. The department assumed 
and expected that the consultants recruited through SPMU and DPMUs would be appropriately 
qualified and experienced. However, given the terms of remuneration, and having to place them in 

                                                 
12

 
12

 http://globalnutritionreport.org/2014/11/13/global-nutrition-report-2014 , Appendix 3, Table A .3  
 

http://globalnutritionreport.org/2014/11/13/global-nutrition-report-2014
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districts, it was difficult to find suitably qualified people for the job. Subsequently the recruitment 
criteria were relaxed and consultants placed, many of who turned out to be very efficient at their work. 
Their technical support would have improved had they received some additional training, but this was 
not done for various reasons. Thus the training managers saw their task as mainly attending a specific 
TOT at state level, training the district level team, planning out the schedule for further downstream 
training in the district, documenting the training and sending reports back to the SPMU. This is certainly 
an important task that needed to be done, but technically their contribution could have been greater in 
terms of improving pedagogy for instance.  

The job descriptions of the SPMU and the DPMU are identical, whereas one would perhaps have 
benefited more had the SPMU been in a position to guide and mentor the DPMUs. This would be 
possible again if suitably qualified persons could be found. At present, all the DPMUs report to the 
District Social Welfare Officer, but do have not regular technical updates or skill-building through the 
SPMU.  

Some districts, found it initially difficult to deal with a new team of young, qualified individuals and to 
see how they could fit into the existing structure of the ICDS at the district level. However, this has 
been overcome to a large extent with time.  

This is perhaps one of the first times that DWCD is working with external funding, with time bound 
plans and expenditure. So at some times, the NOP has been perceived as an additional task and 
therefore a burden. Given the fact that the Department is already severely understaffed even for routine 
work, this is entirely understandable.  

Fund utilization for construction has been slow, otherwise most other activities have been on track, 
though receipt of utilization certificates is slow for reasons stated above.  

 A summary matrix of recommendations is given in Annexure VII 
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Nutrition specific interventions of 
NOP 

Nutrition sensitive 
interventions of NOP 

NOP contribution to 
enabling environment 

 Support to AACP and Sabla 
 SNP, IFA supplementation 

through VHND  
 IFA, promotion of iodized salt  
 IYCF training, Annaprasan diwas 

support 
 Support SHGs for SNP, quality 

testing  
 Recipe demonstration, SNP 

quality testing  
 Support to PD  
 Support, monitor VHND; hygiene 

kit; IMNCI training for AWW 

 Support to Nua Arunima  
 Hygiene kit 
 VHND support, training 

of AWW in counseling  

 Better MIS and 
periodic evaluations  

 Capacity building 
initiatives  

Other interventions of NOP contributing to Nutrition framework. 

Strong evidence base created    

 

NOP in the context of the nutrition framework. 

The NOP design addresses many of the causes of child under-nutrition. A comparison of the 
interventions in the nutrition framework and the ones under NOP is given below.  

Contribution of the NOP to components of the nutrition framework.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

It is therefore clear that the NOP has the potential to address many of the causes of foetal and young 
child growth and development.  

Recommendations about areas of focus are given below, based on the gap analysis framed around the 
Lancet nutrition framework.  
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Breastfeeding 
behaviours 

Early initiation  

EBF six months 

Complementary 
feeding at 6 

months  

Maternal dietary 
supplement 

Provision  

Consumption 

Child dietary 
supplement 

Provision 

SNP 
consumption 

THR 
consumption ?? 

Dietary 
diversification 

Disease 
prevention, 
micronutrie

nts 

Immunization  

Vitamin A 
supplementation 

Iodized salt 
provision 

Adolescent 
nutrition 

and 
education 

Training on life 
skills  

IFA provision 

SAM 
managemen

t 

Referral to 
PD/NRC 

MAM 
management 

CMAM 

Feeding 
counseling 

quality 

Nutrition 
intervention 
emergencies 

Feeding of 
destitute 

persons, children 
and women 

during natural 
calamities. 

Water and 
sanitation 

Water  

Sanitation 

Social and 
food security 

PDS Provision  

Pension 
schemes 

Mamata  

Food inflation 

Health and 
FP services 

Contraceptive 
counseling to 
PW, lactating 

women 

Enabling 
environment 

Co-ordination?? 

Capacities at 
various levels 

Accountability 

Community 
capacity 

Political 
commitment 

Budget 
allocation  

Decentralization 

Systems and 
procedures 

Women's 
empowerment 

Gap analysis in the nutrition framework in Odisha towards achieving 
improved fetal and child nutrition and development, and areas 

needing more attention 
 

                   Nutrition specific interventions     Enabling environment 

                     

                              Nutrition sensitive interventions 

 

Immunization  
  

Intervention doing well  Area needing more attention 
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Exclusive breast feeding for the first six months of life 

has improved. 

Recommendations – Nutrition specific interventions. 

a. Breast-feeding and complementary feeding – given the high rates of  institutional delivery in 
Odisha today in many districts, more attention needs to be given by hospital staff  to help 
women initiate early breast feeding. Complementary feeding initiation at 6 months of  age is still 

low. Though the Mamata (CCT) 
programme has been operational for 
the past three years, and one of  the 
conditions is that the child is started on 

complementary foods at six months, this is clearly not happening. The Annaprasan Diwas at the 
AWC celebrates the initiation of  complementary feeding, but many mothers and families are still 
not convinced of  the need for additional food at this age.  
 

 

 

 

b. Maternal dietary supplement –though most pregnant and lactating women receive the THR, a 
majority of  them report not consuming it. In a state where malnutrition among women is high, 
ensuring some supplementary nutrition is consumed by pregnant and lactating women should 
receive priority. Issues of  taste, quality, dietary habits of  local populations especially tribal 
women – all have to be taken into consideration. A single composition of  SNP across the state 
may not work so well.  

c. Child dietary supplement – provision and consumption of  the hot cooked meal is high in all the 
AWCs. However, the consumption of  THR provided for children under 3 is not known, but 
qualitative survey information reveals that not all the children consume it. The same concerns 
regarding the THR for mothers applies here as well.  

d. Dietary diversification – the hot cooked meal in the AWC ensures a good mix of  different food 
groups 3-6 year old children. The addition of  eggs to the diet in the AWC has improved the 
quality of  the diet significantly. The diet at household level in poor households consists more of  
cereals and less of  proteins, oils, vegetables and fruits.  

e. Disease prevention and micronutrient supplementation – complete immunization coverage 
among children 12-23 months has fallen in 2014 as compared to 2011. As discussed, reported 
coverage by caregivers is higher than earlier, but the MCP card does not show this. The largest 
gap was in recording of  BCG immunization. Again, since institutional deliveries are high, one 
would expect BCG coverage to be high as well. It is possible that parents do not take the MCP 
card to hospital at the time of  delivery, or that the hospital staff  do not bother to enter the 
vaccination on the MCP card.  
The MCP card is an excellent tool to track services provided to a mother and child, and also as a 
health education tool. However, it is not being used to its potential.  

Vitamin A coverage has remained high. Utilization of  iodized salt as determined by physically 
verifying the presence of  an iodized salt packet in the house, shows a utilization between 55 – 
70%.  

Early and exclusive breastfeeding for the first six months of life can prevent upto 
13% of under-five deaths, whereas timely introduction of complementary foods can 
prevent 6% of under-five deaths1. Therefore, nutrition interventions in infancy can 

yield high results and should be of the highest priority. 



103 

 

The WHO estimates that 50% of malnutrition in children can be attributed to 
repeated diarrhoeal episodes or worm infestation as a result of unsafe water 

and poor sanitation, leading to fecal-oral infections. 

 

f. Adolescent nutrition and education – this has been one of  the most neglected areas in the entire 
NOP, with very few adolescents having received any training on life skills, or family life 
education, or personal hygiene and health. Receipt of  weekly IFA tablets is also very low, 
worsened due to supply chain issues between the health and ICDS departments. Ignoring this 
vulnerable age group can have serious consequences especially in a state like Odisha where the 
age at marriage is low. Undernourished anaemic girls when pregnant in pregnancy are more likely 
to give birth to undernourished babies who would continue to be underweight and stunted.  

g. Management of  SAM – this is another aspect that needs much more focus and priority than it 
has received so far. The processes for identifying SAM children, for treating infection and 
management in NRCs has been worked out in detail at the state level, and guidelines have been 
drafted. Training for this has been provided to medical officers, nurses, and frontline workers of  
the health and ICDS departments. The VHND is a monthly session held at the AWC meant to 
identify children who need referral and consultation with a doctor.  
However, though the service has been provided, issues of  quality remain. Counseling at the 
VHND; referral and quality of  care at the Pushtikar diwas where often investigations are not 
done – are issues of  concern. Attendance at NRC and staying there for the required two or more 
weeks, has been extremely poor. Post discharge follow up has also been poor. 

h. Management of  moderate acute malnutrition – growth faltering is not recognized as a problem 
and hence no action is taken for children with moderate malnutrition. Therefore a large number 
of  malnourished children are left without specific care till they slip into severe malnutrition.  

i. CMAM - the community management of  acute malnutrition – has been initiated in one district, 
but has not been scaled up across the state. Given the long distances in rural Odisha, and the 
practical problems in managing malnourished children in facility based institutions, this initiative 
needs to be pursued with the active involvement of  the community.  

j. Quality of  nutrition counseling - Nutrition counseling is of  poor quality, with vague and general 
messages about food types and quantity. Training of  all levels of  workers on nutrition 
counseling should be repeated and the workers supervised adequately so that they are familiar 
with correct messages to give.  

k. Feeding in emergencies – feeding of  destitute persons is carried out in Odisha, though the food 
is inadequate. Care is taken, however, that supplementary nutrition programmes for children and 
pregnant and lactating women are not disrupted during natural calamities.  

Recommendations – Nutrition sensitive interventions  

a. Water and sanitation – coverage with safe drinking water facilities is good in Odisha. Sanitation 
coverage is poor across the state, leading to repeated diarrhoeal episodes causing malnutrition in 
children. Latrines are now being constructed in all the AWC, though coverage is still poor as 
many of  the AWCs do not function in their own buildings.  
 
 
 
 

The ICDS in Odisha through the NOP has been promoting hygiene behaviour in young 
children through teaching them to use a latrine and to wash hands with soap.  
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The risk of prematurity and low birth weight doubles when conception occurs within 6 
months of a previous birth, and children born within 2 years of and elder sibling have 
60% higher likelihood of dying in infancy compared to those born more than 2 years 

after their sibling1. 

 

b. Social security and food security – PDS provision works with a high level of  efficiency, and the 
poorest category of  people get foodgrains at a nominal rate. Pension schemes function 
efficiently in Odisha, and poverty levels are reducing from all reports. However, food inflation 
has been very high over the past three years, which has severely affected food intake by poor 
families – both in quantity and quality.  

c. Health and family planning services – one of  the most important aspects of  supporting child 
nutrition is birth spacing.  
 

Stakeholder interviews show that none of  the women currently pregnant or those with children 
under 2 had been given contraceptive advice during pregnancy or soon after delivery. This is a 
matter requiring the urgent attention of  the health department.  

Recommendations – enabling environment.  

a. Co-ordination – improvement in child nutrition and health cannot be achieved by the efforts of  
the WCD department alone. There is good co-ordination between frontline workers of  health 
and WCD departments, and a fair amount of  co-ordination at higher levels. Intersectorality with 
the RD department is largely limited to provision of  water supply and sanitation facilities at the 
AWCs. However, there are areas where co-ordination needs to be strengthened, most notably in 
the referral and follow up of  sick and malnourished children.  

b. Capacities of  staff  at various levels – while various processes like training have been put in place 
to carry out their work efficiently, staff  capacity to carry out activities is very variable. Lack of  
knowledge of  AWWs and supervisors on growth faltering and correct nutritional advice to give; 
lack of  knowledge or interest of  ANMs and AWWs to use the MCP card as an education tool; 
lack of  capacity of  ICDS supervisors to provide supportive supervision – are some examples of  
critical gaps in service provision that affect outcomes from women and children. Much more 
attention needs to be paid to this.  

c. Community capacity – Decentralization of  ICDS activities most prominently of  providing 
supplementary nutrition and of  supervision of  functioning of  the AWC has been one of  the 
notable features of  the ICDS programme in Odisha. Self-help groups have been trained to make 
the THR at small manufacturing units at block level and supply it to the AWCs. The Jaanch 
Committee and Mother’s committee at Panchayat and village level have been formed and trained 
to carry out their roles of  supervision of  the AWCs. The AWW is the convenor of  the GKS and 
a Panchayat member is a joint signatory for the funds that are provided to her for the hot 
cooked meal at the centre.  
THR for both mothers and children are made by the SHGs – however, quality monitoring is not 
optimal at present. The various committees are often not aware of  their roles and 
responsibilities. Misuse of  powers by the Panchayat members has also been reported in some 
instances.  

d. Budget allocation – the state government has made additional allocation for the Mamta scheme, 
and funds from the NOP are used for additional inputs like mobility support for supervisors, or 
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Stunting rates have declined in the districts for 
which preliminary data is available.  

 

technical support at the district level in high burden districts. A greater allocation needs to be 
made for continuous training inputs.  

e. Women’s empowerment – the state has attempted through investing in the SHG movement to 
empower women to be economically better-off. The status of  women in Odisha is low in a 
patriarchal society where son-preference is strong and the sex-ratio at birth is declining.  Girls 
are poorly educated and married early. Most are not economically independent, and decision 
making is not something that comes easily to them. A State Women’s Policy has been finalized in 
2014, and much greater focus needs to be placed on empowering women.  

f. Systems and procedures – increased efficiency and simplified procedures would aid in 
programme implementation for better results.  

Recommendations – nutritional outcomes 

 

 

The proportion of wasted and underweight children has increased in CCM II compared to NBLS. 
However, stunting rates have shown a decline, in keeping with findings of other studies from India.  

If nutritional outcomes are plotted by 2 month age intervals, it can be seen that even at birth, weight and 
height of children is below normal, indicating the effect of maternal and intra-uterine deprivation. Mean 
underweight and stunting worsen till the child is 16-18 months of age, after which they stabilize. This 
means that we need to address the issue of malnutrition from pregnancy till about 18 months after birth. 
The 1000 day intervention is therefore an important strategy to implement (-9 months to 2years), after 
which interventions are unlikely to be effective.  

The future of NOP – NOP in the context of ICDS 
restructuring.  
The NOP supported by DFID focuses on improving nutritional outcomes, especially in the most 
marginalized and disadvantaged groups of people. The support is envisaged from 2010 to 2015, through 
eight strategies – system strengthening, decentralized planning, improving service delivery for nutrition, 
early child education, behaviour change communication, interdepartmental convergence, ensuring 
community participation, and results based monitoring and evaluation.  

In the 12th Five Year Plan (2012-2017), ICDS is sought to be restructured to be better able to achieve 
the MDGs of maternal and child survival and nutrition. In the first phase, 200 high burden districts 
across the country are to be covered under the restructuring programme. The ICDS mission will 
facilitate the restructuring process in each state.  

A look at the ICDS mission guidelines reveals several programmatic and structural similarities between 
the NOP and the ICDS restructuring plan. At least 10 out of 15 districts are common to NOP and 
ICDS Mission (Phase-I & Phase-II plan). There are also overlaps in the result indicators and human 
resource structures. The State Project Management Unit (SPMU) and District Project Management 
Units (DPMUs) set-up under NOP have resemblance with the State and District structures envisaged 
under ICDS Mission.  In addition, the ICDS Mission, as per its Phase-III plan, aims to expand to all 30 
districts of Odisha within two years.  
The table below tries to map the common areas of between NOP and proposed ICDS restructuring 
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Common areas between NOP and ICDS restructuring  

 

Areas  Components  

Results  Similarity in result indicators  like underweight and severely underweight , 
anemia etc  

Core interventions Most of the core interventions proposed are being implemented through 
NOP already for the past three years  

Principles  Decentralized planning, result based monitoring, targeting and flexibility are 
already the principles on which NOP is based. 

Structure ( DPMU 
and SPMU) 

State and district program management unit has already been operational 
through NOP 

Geographical 
presence   

Out of 15 districts of phase 1 & 2 proposed under ICDS restructuring 10 
districts are covered under NOP 

Cross cutting areas  Capacity building , behavior change communication, M&E and inter-sectoral 
convergence  

System 
strengthening  

Technical  and Financial support for  system strengthening including 
infrastructure  

Innovations  PVTG, CMAM, e-learning, 1000 days, hygiene kit etc have been initiated as 
part of NOP  

 
 

Core services and interventions 
 
The core services and interventions proposed in ICDS restructuring are similar to the activities and 
strategies already being implemented by NOP through DWCD and the table below provides a mapping 
of both.  
 

Mapping of Proposed ICDS Core Package of Services and existing NOP strategies  
(similar core intervention already implemented through NPO is being highlighted in green) 

Sl. 
No. 

Component
s 

Services Core Interventions NOP 
strategies  

1. Early 
Childhood 
Care 
Education 
& 
Development 
(ECCED) 

Early 
Childhood 
Care and 
Education 
(ECCE) 
/ Pre-school 
Non-formal 
Education 

 Home based guidance for parents 

 Early stimulation 

 Early screening and referral 

 Optimal IYCF Practices 

 Monthly Monitoring & Promotion of  
Child Growth & Developmental 
Milestones. 

 Fixed Monthly Village ECCE Days 

Strategy 6 
(Early 
Childhood 
education) 

  Non formal preschool education: 

 activity based semi-structured play 
and learning method 
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Mapping of Proposed ICDS Core Package of Services and existing NOP strategies  
(similar core intervention already implemented through NPO is being highlighted in green) 

 Quarterly Monitoring & Promotion of 
      Child Growth & Developmental        
Milestones. 

 Fixed Monthly Village ECCE Days 

Supplementa
ry 
Nutrition 

 Morning snack, Hot Cooked Meal and 
THR as per norms 

Strategy-2 
(decentralized 
planning) 

2. Care & 
Nutrition 
Counseling 

Infant & 
Young 
Child 
Feeding 
(IYCF) 
Promotion 
&Counseling 

 One to one counseling for optimal 
breastfeeding practices linked to 
growth monitoring 

 One to one counseling on 
complementary feeding 

 Counseling to ensure food intake 

 Home visit and follow up 

Strategy - 8 
&5 (Behavior 
change 
communicatio
n and 
Monitoring & 
evaluation) 

Maternal 
Care 
and 
Counseling 

 Early registration of  pregnancy, 3 or 
more ANC, Institutional delivery 
and PNC 

 Counseling on diet, rest and IFA 
compliance during Home visit 

 Monitoring weight gain 

 Examination for pallor and oedema 
and any danger signs 

 Home based counseling for essential 
newborn care 

 Counseling and lactational support 

 Counseling on spacing 

Strategy 4 
(strengthening 
service 
delivery) 

Care, 
Nutrition, 
Health & 
Hygiene 
Education 

 Monthly health and nutrition 
education sessions 

 Education on Improved caring 
practices-- feeding, health and 
hygiene and psychosocial. 

 Knowledge sharing for care during 
Pregnancy, lactation and 
adolescence 

 Promotion of  local foods and family 
feeding 

 Appropriate food demonstration 

 Celebration of  nutrition week, 
Breastfeeding week, ICDS day, 
etc. 

Strategy 7 
(interdepartme
ntal 
convergence) 
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Mapping of Proposed ICDS Core Package of Services and existing NOP strategies  
(similar core intervention already implemented through NPO is being highlighted in green) 

Community 
based care 
and 
Management 
of 
underweight 
children 
 
 

 100% weighing of  all eligible children 
and Identification of  underweight 
children 

 Referral to NRCs/MTCs for children 
requiring medical attention 

 12 day Nutritional counseling and care 
sessions for moderately and 
severely underweight children 
(SNEHA SHIVIRs) 

 18 day home care and follow up 
during home visit 

 Monitoring of  weight gain after 12 
days and 18 days 

Strategy – 3 & 
4 (Community 
participation 
and 
Strengthening 
service 
delivery) 

3. Health 
Services 

Immunizatio
n 
and 
micronutrien
t 
supplementa
tion 

 Regular Fixed Monthly VHNDs 

 Primary Immunization 

 Boosters 

 TT for Pregnant women 

 Vitamin A supplementation (9 
months –  years) 

 IFA supplementation (infants after 6 
months of  age) 

 De-worming as per guidelines 

 Counseling 

Strategy -4  
& 7 
(strengthening 
service delivery 
and 
interdepartmen
tal 
convergence)  

Health 
Check Up 

 ANC / PNC / JSY 

 Support for IMNCI / JSSK 

 Identification of  severely underweight 
children requiring medical 
attention 

 Support to Community based care of  
underweight children 

Strategy – 7 
(interdepartme
ntal 
convergence) 

Referral 
Services 

 Referral of  severely underweight to 
health facility/NRCs 

 Referral for complications during 
pregnancy 

 Referral of  sick newborns 

 Referral of  sick children 

Strategy – 7 ( 
interdepartmen
tal 
convergence) 

4. Community 
Mobilization, 
Awareness, 
Advocacy & 
IEC 

IEC, 
Campaigns 
and Drives 
etc. 

 Information dissemination & 
awareness generation on 
entitlements, programs behaviors 
and practices 

 Sharing of  nutritional status of  

Strategy-8 
(behavior 
change 
communicatio
n) 
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Mapping of Proposed ICDS Core Package of Services and existing NOP strategies  
(similar core intervention already implemented through NPO is being highlighted in green) 

children at Gram Sabha meetings 

 Linkage with VHSNC 

 Voluntary Action Groups 

 Village contact drives 

 
Structural   alignment with NOP 
Institutional Arrangements for Implementation of NOP: The implementation of NOP is 
undertaken through the state and district level institutional arrangements under the DoW&CD. Two-tier 
structures have been set-up under NOP viz. State Project Management Unit (SPMU) at state level and 
District Project Management Unit (DPMU) at district level. The NOP-Organogram presented illustrates 
the human resource positions of SPMU and DPMU. As per the institutional arrangement made by 
DoW&CD, the SPMU operates under the direction of Director, Social Welfare; and the DPMU 
functions under District Social Welfare Officer (DSWO). Table below explains the possible structural 
alignment between NOP and ICDS restructuring.  
 

Proposed structure 
in ICDS 
restructuring 

Existing 
structure in 
NOP 

Proposed realignment Remarks 

State level  (26 
contractual staff and 9 
regular including 
mission director) 

State level (4 
contractual 
positions 
supported by 
DFID) 

4 positions like nutrition, 
M&E, communication and 
training can be  realigned 
because of their 3 years 
experience in managing similar 
activities  

They may be given 
priority during 
selection process 

District level(6 
contractual and 6 
regular positions) 

District level (4 
contractual 
positions 
supported by 
DFID) 

4 positions like nutrition, 
M&E, communication and 
training can be  realigned 
because of their 3 years 
experience in managing similar 
activities  

They may be given 
priority during 
selection process 
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Chapter 6. Limitations of the study 
As with all qualitative evaluations, findings cannot always be generalized, though it is sought to achieve a 
saturation of responses, and to triangulate information wherever possible. However, a limitation of time 
means that the qualitative evaluation is being done in a limited number of districts and blocks. 
Presenting multiple perspectives is always a challenge, and a clear “conclusion” is not always possible. 
All caution has been taken to remain objective in obtaining and presenting data and not let the 
evaluator’s perspective influence the reporting of findings.  

Quantitative results must be interpreted with caution since these are preliminary results from only three 
districts and four blocks of the state.  
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Chapter 7. Conclusions  
The Department of Women and Child Development of the Government of Odisha has made 
significant gains in strengthening the ICDS programme in the state. This has been facilitated by a strong 
political will backed by overall development initiatives, and driven by a unswerving departmental 
commitment to  addressing the problem of under-nutrition among under-fives in the state.  

The DWCD has been helped in this through the support provided by the NOP. The support has been 
strategically used for strengthening the ICDS system, for the process of decentralization and community 
involvement, as well as for improving ICDS service delivery. Equity issues have been addressed with 
special focus on fifteen high burden districts. Better monitoring and supervision systems have been put 
in place and good inter-departmental convergence is evidenced by joint guidelines issued, joint activities 
like VHND, PD and immunisation day, as well as through joint reviews. The support provided through 
technical assistance (through the TMST) and the human resource support of the SPMU and DPMUs (as 
part of NOP) has been significant, and has been acknowledged by the Department.  

Awareness of the AWC and its activities, as well as entitlements related to THR and Mamta among the 
community is high.  Knowledge about  breastfeeding and IYCF have all increased. The visibility of the 
AWC has improved and its image as only a feeding centre has changed positively to a place where 
several women and child-related services including pre-school education, are provided. 

Preliminary quantitative survey results, however, are not commensurate with the gains made in 
processes that have been put in place. There is an increase in malnutrition levels – in wasting and in 
underweight children, though stunting levels have shown a decline. Inequity between ethnic / social 
groups has increased, and to this extent, the focus of the NOP to reduce inequity has not been fully 
effective.  

The NOP is a necessary but not sufficient strategy to bring about a comprehensive improvement in 
nutritional status of under-five children in Odisha. Focus needs to be increased on nutritional 
counseling for mothers, early detection of growth faltering, early initiation of breast feeding, and on the 
nutritional needs of adolescents. Sanitation coverage needs to be scaled up across the state. A multi-
departmental effort, along with more focus on underlying causes of under-nutrition needs to be 
implemented along with the ICDS programme.  

Challenges remain in terms of staff vacancies, capacities of staff for IPC, absence of use of the MCP 
card as a counseling tool, and lack of precision in messages given to families with respect to child care 
and feeding. Growth faltering is not being recognized as a signal for action (counseling or referral as 
required). Knowledge of breastfeeding and complementary feeding has not yet translated into action in 
many families. The focus remaining only on the severely malnourished child (both in the health and 
WCD departments) also limits the ability to achieve an overall reduction in prevalence of under-
nutrition. The state's MPR of December 2013 shows 2% of children as having severe malnutrition, and 
26% to have moderate malnutrition. For the under-3 child, supervised frequent feeding through the day 
is not yet ensured, especially for the large  proportion of such children whose mothers go out to work 
the whole day.  

Priority areas of focus would therefore be on filling in human resource gaps; focusing on detection and 
action on growth faltering; provision of precise messages on child feeding;  and improving IPC. The 
Department would need to expand its focus from the severely malnourished child to include also the 
moderately malnourished children if it is to make a dent in the prevalence of under-nutrition and to 
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reduce child deaths in the state. Provision of creche facilities for children under-3 would need to be an 
essential strategy to prevent and tackle the onset of malnutrition at a young age.  
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Annexure I - Terms of  Reference 
ODISHA HEALTH SECTOR AND NUTRITION SUPPORT (OHSP): TECHNICAL AND 
MANAGEMENT SUPPORT TEAM (TMST)  

TERMS OF REFERENCE FOR CONSULTANT:  FOR MIXED METHODS MID-TERM 
EVALUATION OF NUTRITION OPERATIONAL PLAN (2010 – 2015) 

INTRODUCTION: 

The Odisha Health Sector and Nutrition Plan13 (OHSP) have been implemented since 2008. The United 
Kingdom’s Aid, Department for International Development (DFID) has contracted the Technical and 
Management Support Team (TMST) to help key departments of Government of Odisha (GoO) to 
implement the Odisha Health Sector and Nutrition Plan (OHSP). The main objectives of the OHSP are: 
reduction in infant mortality, maternal mortality, and total fertility rate; making health outcomes and 
utilization of services more equitable; addressing malnutrition among children; and reducing morbidity 
and mortality from common communicable diseases such as malaria.  

The Technical and Management Support Team (TMST) has been in existence for the last 4 years (Phase 
I: April 2008 to March 2012) and has focused on technical support to the Department of Health and 
Family Welfare (DoH&FW) and Department of Women and Child Development (DWCD) in order to 
enhance their efforts on the underserved KBK+ districts14; introduce a range of innovations in service 
delivery, and, to bring in systemic reforms in such areas as: human resources, financial management, 
procurement and monitoring. 

The focus of the next phase of technical cooperation (Phase II: April 2012 to March 2015) will be to: a)  
consolidate and sustain Phase I reforms to deliver on maternal and child health outcomes, while 
focusing on district and below accountability;  b) continue supporting the Department of Women and 
Child Development (DWCD) to implement nutrition reforms and improve service delivery; and, c) to 
begin supporting the Rural Development Department (RD) in integrating and rolling out Water and 
Sanitation (WASH) strategies in selected districts. 

SPECIFIC CONTEXT: 

The NOP was established in 2010 and a Nutritional Baseline Survey was undertaken in 2011. Three years 
have passed since the implementation of NOP in the State and therefore there is a need    

                                                 
13

 
 The title was changed from Odisha Health Sector Plan in an Addendum agreed with the Department of Economic Affairs, 

Government of India on 2
nd

March 2012 
 
14 
 KBK+: The undivided districts of Koraput, Bolangir and Kalahandi (popularly known as KBK districts) have since 1992-93 
been divided into eight districts: Koraput, Malkangiri, Nawrangpur, Rayagada, Bolangir, Sonepur, Kalahandi, and Nuapada. These 
eight districts comprise of 14 Sub-divisions, 37 Tehsils, 80 CD Blocks, 1,437 Gram Panchayats and 12,293 villages. 
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B. To assess the contribution of  Odisha’s NOP (2010-2015) to improved nutritional outcomes in the 

State. 

C. To suggest additional or strengthen existing strategies and activities of  NOP for implementation 

until March 2015 to augment reduction of  undernutrition in the State. 

 

The evaluation will be undertaken through a mixed methods approach in two phases. In the first phase 

Qualitative process evaluation of NOP will be done and in the second phase Quantitative evaluation 

data collected under the Concurrent Monitoring (CCM)-II survey15 will be analysed with the qualitative 

findings to complement the findings emerging from the qualitative process evaluation. This will help  

 

1. To understand attainment to date, highlight any mid-course corrections required and guide the 

on-going planning, implementation and monitoring of  NOP.  

2. To understand the specific process level inputs under the NOP that directly or indirectly 

contributed to mid-course outcomes (assessed through the CCM household survey).  

 

The need to undertake a process evaluation of NOP at this stage is critical in the light of NOP 

implementation since 2010 and in the light of ICDS restructuring and the strengthening envisaged under 

the ICDS Mission. Thus, undertaking a process evaluation of the NOP at this time, as well as a 

quantitative analysis, offers the opportunity to provide highly significant data, and will pave the way for 

strengthening the implementation of NOP until March 2015. 

DELIVERABLES: 

The consultant will be responsible for the following 

2. Inception report of  the evaluation outlining the methodology. 

3. Final report for the Qualitative part of  the Evaluation. 

4. Support in the preparation of  the mixed methods report  

TIME LINE:  

j. The inception report will be submitted within 15days from signing of  the contract. 

k. The final qualitative report will be submitted within 60days from signing of  the contract. 

l. The final mixed method report will be submitted within 30 days from handover of  the 
quantitative data is provided to consultants. 

 

REPORTING: Sector Lead Nutrition, TMST with final reporting to Team Leader TMST 

                                                 
15 
 

 CCM survey is undertaken in all the 30 District of the State. The first phase data collection 

is expected to be completed by April 2014. 
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Annexure II – Documents reviewed. 
 
Sl no. Document / Report  

 Surveys / Assessments  

1 Nutrition Baseline Survey in High Burden Districts of Odisha, 2011 

2 Concurrent Monitoring of Health and Nutrition Village Level Services in 
Odisha, 2011 

3 National Nutrition Monitoring Bureau, Rural Third Repeat Survey 2011-
12. Technical Report no. 26 

4 Study to assess the functioning of Community Health Workers in KBK+, 
and their potential for improving co-ordination and convergence.  

5 Rapid Assessment of Village Level Community Institutions in two high 
burden districts of Odisha.  

6 Evaluation of use of Long Lasting Insecticidal Nets (LLIN) by Pregnant 
Women under "Mo-Mashari" Scheme and effectiveness of Behaviour 
Change Communication (BCC) Messages. 

7 Assessment of Mother's Committees in KBK districts in Odisha. 

8 Need Assessment of IEC / BCC communication at village level for 
nutrition. 

 
9 

Ranking of blocks by service provider facilities, and beneficiary status, 
based on CCM-1 

  Policy guidelines 

10 Guidelines for VHND and Pustikar Diwas 

11 Training Policy 

12 Pustikar Diwas guidelines 

13 Operational Guidelines for Nutritional Rehabilitation Centre 

14 Revised guidelines for Mothers' Committee 

15 Guidelines for Anaemia control programme for Adolescent girls (11-18 
yrs) in Odisha: Roll out plan for out of school girls / KSY in AWCs 

16 Guidelines for THR 

17 Guidelines for Rajiv Gandhi Scheme for Empowerment of Adolescent 
Girls (Sabla) 

18 Guidelines for supplementary nutrition at AWC including Hot cooked 
meal 

19 Financial guidelines for Pustikar Diwas 

20 Protocol for THR  

  Action Plans / Correspondence  

21 State Training Action Plan 

22 Nutrition Operation Plan 2009 
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23 Priorities, milestones and budget allocation for NOP 2010-2015 and 
Implementation Progress April-August 2010.  

24 ICDS APIP 2013-2014. 

25 NOP APIP 2012-13 

26 NOP Revised PIP 2013-2014 

27 Letters of approval of action plans, budgets from DWCD 

  Reviews and Reports 

28 Progress and Plan CMAM pilot. December 2013 

29 Annual review NOP August 2013 

30 Analysis MCH services Odisha 2012-2013 (NHSRC) 

31 Bolangir case studies, field reports 

32 Dashboard monitoring report, May 2013 

33 Annual review NOP 2012 

34 Field visit report, Kandhamal 

35 Gajapati field report, case studies, THR manufacturing unit. 

36 HMIS NHSRC 2012-2013 district wise 

37 IMNCI assessment 2013 

38 Indicators of poor performance HBD blocks August 2013 

39 Koraput field report, case studies 

40 MAMATA Utsav report and review 

41 Monthly MPR status report HBD 

42 Most difficult and vulnerability scoring table 

43 NOP review November 2013 HBD and NHBD districts 

44 NOP analysis key indicators Oct 2012 - October 2013 

45 NOP review compilation Nov 2013 

46 NRC status November 2013 

47 Nutrition Plan presentation  

48 Rayagada field report and case studies 

49 Fund utilization HBD districts 

50 Minutes of DPMU review meetings 2013 

51 NOP DPMU review August 2013 

52 AACP assessment report 

53 Minutes of the state level MCH task force meetings 2013 

54 Report of the action taken by DWCD for improving the nutritional status 
of under-2 year olds in 15 HBDs 

55 Evaluation Report on ICDS, PEO, Planning Commission, March 2011 
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Annexure III – Schedule of field visits  

 

Date of visit District / block Activity People met  

16. 1. 14  Mayurbhanj 
district (post 
lunch) 

Key informant 
interviews 

Collector, CDMO, 
DSWO 

17.1.14 Mayurbhanj 
district Sukruli 
block  

Key Informant 
interviews  

DSWO; BMO; 
CDPO, BPO 

    Focus group 
discussions 

6-8 of each group:  
lady supervisors; 
ANMs; CDPOs  

    Observe  NRC  

18.1.14 Mayurbhanj 
district Sukruli 
block  community 
level 

Focus group 
discussions 

SHG members; 
ASHAs; AWWs, 
MC, adolescent 
girls (not more 
than 6-8 in each 
group) 

19.1.14 Travel to 
Kandhamal 

    

20.1.14 Kandhamal 
district Balliguda 
block  

Focus group 
discussions 

SHG members; 
ASHAs; AWWs, 
MC, adolescent 
girls  

    Observe  THR unit if time 
permits 

21.1.14 Kandhamal 
district Baliguda 
block 

Key informant 
interviews 

CDPO, BMO, 
BPO 

    Focus group 
discussions 

6-8 of each group:  
lady supervisors; 
ANMs; JC 
members 

22.1.14 Kandhamal 
district  

Key informant 
interviews 

Collector, CDMO, 
DSWO 

    Focus group 
discussions 

DMPU of health 
and DWCD; 6-8 
CDPOs 

13.2.14 Koraput district  Key informant 
interviews 

Collector, CDMO, 
DSWO 



118 

 

    Focus group 
discussions 

DMPU of health 
and DWCD; 6-8 
CDPOs 

14.2.14 Koraput district 
Boipariguda block 

Key informant 
interviews 

CDPO, BMO, 
BPO 

    Focus group 
discussions 

6-8 of each group:  
lady supervisors; 
ANMs; JC 
members 

    Observe  AWC  

15.2.14  Koraput district 
Boipariguda block 
at village level  

Focus group 
discussions 

SHG members; 
ASHAs; AWWs, 
MC, adolescent 
girls  

16.2.14 
(Sunday) 

Travel to Balasore     

17.2.14 Balasore district  Key informant 
interviews 

Collector, CDMO, 
DSWO 

18.2.14 Balasore district 
Simulia block 

Focus group 
discussions at 
community level  

SHG members; 
ASHAs; AWWs, 
adolescent girls  

19.2.14 Balasore district 
Simulia block 

Key Informant 
interviews  

BMO; CDPO. 

Focus group 
discussions 

6-8 of each group:  
lady supervisors; 
ANMs; ASHA 



119 

 

Annexure IV- List of people met and 
places visited   

  Bhubaneswar      

1 Ms Arti Ahuja  
Commissioner-cum-
secretary, WCD    

2 Ms Aswathy  Director WCD   

3 Ms Sujata Karthikeyan ex-Director, WCD   

4 Dr Pramod Meherda ex-MD, NRHM   

5 Ms Durgesh Nandini DD Nutrition, WCD    

6 Dr Mahapatra  DD Nutrition, NRHM    

7 Mr Ray Finance Advisor, WCD   

8 Ms Jyoti Kanungo DD Training, WCD   

9 Dr John Oommen Consultant, NOP  on email  

10 Mr Sachin Jadhav Ex-Collector, Koraput over phone 

11 Ms Meena Som 
Project Officer, Health, 
Unicef   

12 Mr Saurabh Bhattacharjee 
Project Officer, Nutrition, 
Unicef    

13 
Focus group discussion - 10 
participants  

Staff of HETC, 
Bhubaneswar    

14 
Focus group discussion - 4 
participants  SPMU, NOP    

15 Ms Caroline Haworth Team Leader, TMST    

16 Ms Alison Dembo-Rath 
India Technical Director, 
TMST    

17 Ms Biraj Laxmi Sarangi 
Sector Lead, Nutrition, 
TMST   

18 Dr Anita Anasuya 
Sector Lead, Health, 
TMST    

19 Dr S Mudrakartha 
Sector Lead, WASH, 
TMST    

20 Mr Debjit Mitra 
Sector Lead, 
Communications, TMST    

        

  Mayurbhanj      

1 Mr Rajesh P Patil Collector, Mayurbhanj    

2 Ms. Dipali Otta  PO, WCD    

3 Ms Sumitra Hembram  DSWO   

4 Dr Chandan Murmu CDMO, Mayurbhanj    

5 Dr Kunal Patra BMO, Sukruli    

6 Mr Bishikeshwar Behuri BDO, Sukruli    

7 Ms Jyotsna Biswal CDPO, Sukruli   
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8 Mother's Committee Kasiabeda, Sukruli  

9 Lactating mother  Kasiabeda, Sukruli 

10 Pregnant mother Kasiabeda Sukruli  

11 AG FGD Kesna village  Sukruli 

12 AWW FGD   Sukruli 

13 LS FGD   Sukruli 

14 ASHA FGD   Sukruli   

15 CDPO FGD     

16 ANM FGD   Sukruli  

17 Interview AWW Kasiabeda, Sukuli  

18 Interview AWW Indupur Sukruli 

        

  Kandhamal      

1 Mr Tirumala Naik Collector, Kandhmal    

2 Ms Sanghamitra Mahapatra  DSWO   

3 Interview AWW Oriya Sahi, Barakhama Balliguda 

4 Mother's Committee Oriya Sahi, Barakhama Balliguda   

5 Chandni, Pregnant woman  Oriya Sahi, Barakhama Balliguda  

6 AWW FGD Balliguda block  Balliguda 

7 LS FGD mixed from all blocks    

8 CDPO FGD     

9 BMO  Barkhama    

10 BPM - NRHM  Barkhama    

11 MOIC - NRC  Barkhama    

12 DPM - NRHM FGD     

13 DPM - NOP FGD      

        

  Koraput      

1 Mr Samarth Verma Sub-Collector, Koraput    

2 Ms Basanti Hembram DSWO    

3 Ms Sohagi Soren CDPO  Boipariguda  

4 JC FGD Mahuli AWC Boipariguda  

5 JC FGD Lakhinpur village Boipariguda  

6 JC FGD Amlabhata village Boipariguda  

7 CDPO FGD     

8 Pregnant mother  Amlabhata village Boipariguda 

9 
Gurubari Koda, Lactating 
mother Lakhinpur village Boipariguda 

10 AWW FGD   Boipariguda 

11 ANM FGD   Boipariguda 

12 AG FGD Oriya Sahi, Barakhama Boipariguda 

13 LS FGD   Boipariguda 

14 ASHA FGD   Boipariguda  

15 Interview AWW Lakhinpur village Boipariguda 

16 Interview AWW Mahuli village Boipariguda 

17 Interview AWW Amlabhata village Boipariguda  
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19 DPMU - NRHM FGD     

20 DPMU - NOP FGD      

        

  Balasore      

1 Dr Anup Km Ghosh  CDMO   

2 Ms Pramila Mohanty DSWO    

3 Ms Phulgensia Ekka  CDPO Simulia  

4 Dr B. K. Panda BMO Simulia  

5 Ms Anjali Mallick AWW, Bati AWC  Simulia 

6 Mother's group Bati village Simulia 

7 Mr Umakant Biswal  Bati village Simulia 

8 AG FGD Rudunga village  Simulia 

9 AWW FGD   Simulia  

10 LS FGD   Simulia  

11 CDPO FGD   Simulia  

12 ASHA FGD   Simulia  

 13  SHG  Matial Pada Simulia  

 

 

Observed 

        

1 AWC PSE  Kasiabeda Mayurbhanj 

2 AWC noon meal Indupur  MBJ 

3 AWC Indupur  Sukruli  MBJ 

4 AWC Oriya Sahi Balliguda Kandhmal 

5 AWC Bati village Simulia  Balasore  

6 AWC Amlabhata Boipariguda Koraput  

7 AWC Mahuli Boipariguda Koraput  

8 VHND Rudunga  Simulia  Balasore  

9 
Matial Pada THR 
unit Simulia  Balasore  

10 NRC  Barkhama Kandhmal 
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Annexure V – Job responsibilities of SPMU 
and DPMUs.  

STATE / DISTRICT PROGRAMME MANAGEMENT UNIT  

CONSULTANT – NUTRITION (SPMU/DPMU) 

RESPONSIBILITIES: 

 Point person for the SPMU/DPMU. 

 Assist and contribute in planning and execution of  a State and District specific Nutrition, Health 
and Hygiene promotion plan. 

 Review existing indices on nutrition of  the target population. 

 Review current research information to determine health and nutrition-related trends and 
develop innovative program changes and expansions based on this information. 

 Review existing policies and strategies on nutrition promotion and develop short term and long 
term goals through strategic planning for state and districts. 

 Assist in content development and dissemination of  IEC materials on nutrition promotion. 

 Coordinate and assist training team to develop appropriate training curriculum materials and 
facilitate training for capacity building on good and healthy nutrition practices.  

 Facilitate the procurement team on the basis of local availability, cost effectiveness, acceptability 
and in consonance with district needs, policies and nutrition objectiveness. 

 Ensure compliance to the standards for receiving, storing, stock Piling, inventory and 
maintenance of necessary supplies and ware houses. 

 Consultants of DPMU should move all files through Point person (Nutrition Consultant). 

 To coordinate with NOP Team for implementation and management at State and District Level 
and ensure utilization of Resources. 

 Promote breastfeeding and IYCF. 

 Promote Kitchen Gardens. 

 Facilitate convergence of  the different vertical programmes and implementing partners, 
interdepartmental coordination to promote a cohesive approach to improved nutrition. 

 To coordinate with health and ICDS for organizing orientations, meetings and training at all 
level on understanding and implementing NOP state-wide. 

 To ensure that supportive supervision is provided to the Anganwadi Workers & supervisors on a 
regular basis. 
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 Develop job performance standards for the field functionaries that provide for performance 
improvement. 

 Facilitate and develop participatory practices to implement and monitor the programme. 

 Develop and maintain extensive documentation and reporting systems. 

 To facilitate regular review and reporting of the NOP at State and District Level. 

 To coordinate and facilitate with M&E team to conduct baseline study and develop systems and 
monitoring indicators such as growth, weight and malnutrition, to monitor progress of 
programme. 

 Observe days such as the Pustikar Diwas, Mamata Diwas etc. 

 Evaluate and follow-up action for the planned activity 

 Coordinate with admin - logistics and finance for smooth implementation. 

 Work harmoniously with colleagues and counterparts in a diverse culture exhibiting professional 
demeanour, patience, courtesy, cultural sensitivity and respect for others views.  

 Develop self and maintain knowledge in relevant field at all times. 

 Carry out other duties as assigned from time to time. 

GENERAL CONDITIONS: 

 The consultants will work on all the days in the months except Government of  Odisha Holidays 
(Sundays, 2nd Saturday and notified holidays). 

 The normal working hours for the consultant will be from 10.00 AM to 5.00 PM but can be 
extended if  necessitate by the line Manager for programmatic requirements. 

 S/he has to pay tax as per financial rule which will be deducted at source. 

CONSULTANT – TRAINING (SPMU/DPMU) 

RESPONSIBILITIES:  

 Create data base for update training details. 

 Incorporate the BCC role in the training. 

 Assist and contribute in planning and execution of  Capacity Building Plan. 

 Develop and administer tools to assess training needs for capacity Building. 

 Review existing curriculum and training materials and give recommendations for improvement. 

 Develop and standardize training curriculum and materials in line with the programme 
requirement 

 Develop a training calendar in consultation with concerned departments. 
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 Organize training venues, logistics, transport, accommodation as required to achieve efficient 
training attendance and delivery.  

 Coordination with participants, logistics, finance, external resource persons and institutions to 
facilitate training. 

 Facilitate training programmes using innovative and participatory methods to develop capacities. 

 Design and administer tools to assess quality of  training and incorporate suggestions. 

 Coordinate with MIS to facilitate development of  comprehensive documentation of  data, 
analysis and reporting frameworks for Capacity Building activities. 

 Prepare training reports, monthly progress reports, expenditure.  

 Develop and administer tools to evaluate impact of  training. 

 Arrange for the maintenance of  all necessary equipment and materials relating to the effective 
delivery of  training.   

 Stay informed as to relevant skill and qualifications levels required by staff/service provider for 
effective performance. Circulate requirements and relevant information within the organization 
as appropriate.  

 Work harmoniously with colleagues and counterparts in a diverse culture exhibiting professional 
demeanor, patience, courtesy, cultural sensitivity and respect for others views.  

 Develop self, and maintain knowledge in relevant field at all times. 

 Carry out other duties as assigned from time to time. 

GENERAL CONDITIONS: 

 The consultants will work on all the days in the months except Government of  Odisha Holidays 
(Sunday, 2nd Saturday and notified holidays). 

 The normal working hours for the consultant will be from 10.00 AM to 5.00 PM but can be 
extended if  necessitate by the line Manager for programmatic requirements. 

 S/he has to pay tax as per financial rule which will be deducted at source. 

CONSULTANT – BCC (SPMU/DPMU) 

RESPONSIBILITIES: 

 Demand generation community level for ICDS services and ensure the availability of  IEC 
material at AWC. 

 Review and present the IEC activities and counselling of  VHND, NHED and Pustikar Diwas 
on a monthly basis. 

 Conduct BCC activities in all opportunities like district and block level. 

 Co-ordinate with health and RWSS to avoid duplication of IEC activities. 
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 Identifying and listing district specific IEC activity, implementing agency to avoid duplication of 
same activities. 

 Explore development case studies routine based ICDS activities and circulate in newspaper. 

 Assist and contribute in planning and execution of  a state and District specific IEC/BCC 
strategy. 

 Review and assess available resources, existing BCC campaigns and knowledge of  target groups. 

 Identify issues/risks which need to be addressed and barriers to promoting desired behavior 
change in target population. 

 Develop IEC portfolio, identify innovative methods for communication. 

 Develop and Disseminate effective and appropriate targeted messages (type of  message and 
target specific medium)  

 Identify and coordinate with different stakeholders, to promote a cohesive and integrated 
communication strategy. 

 Identify and liaise with appropriate media vendors  

 Design evaluation framework and administer the same to monitor progress and success. 

 Ensure branding and visibility guidelines are uniform and adhered to in all materials developed. 

 Coordinate with admin - logistics and finance for smooth implementation. 

 Work harmoniously with colleagues and counterparts in a diverse culture exhibiting professional 
demeanor, patience, courtesy, cultural sensitivity and respect for others views.  

 Develop self and maintain knowledge in relevant field at all times. 

 Carry out other duties as assigned from time to time. Demand generation at community level for 
ICDS services and ensure the availability of IEC material at AWC. 

GENERAL CONDITIONS: 

 The consultants will work on all the days in the months except Government of  Odisha Holidays 
(Sunday, 2nd Saturday and notified holidays). 

 The normal working hours for the consultant will be from 10.00 AM to 5.00 PM but can be 
extended if  necessitate by the line Manager for programmatic requirements. 

 S/he has to pay tax as per financial rule which will be deducted at source. 

CONSULTANT - MONITORING & EVALUATION (SPMU/DPMU) 

RESPONSIBILITIES:  

 To prepare successful case stories. 

 Develop and design monitoring soft waves. 
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 Support and contribute in planning and execution of  Nutrition Operation Plan. 

 Understand existing methodology and approaches of  monitoring and evaluation of  different 
health and/or developmental programs. 

 Review formats and tools currently used to collect qualitative and quantitative data and the 
methodology to recommend improved techniques of  data collection and management system. 

 Design M & E tools and its implementation framework in line with the deliverables and monitor 
timely roll-out of  the framework. 

 Conduct assessment and studies; develop system for analysis of  the data available on different 
programme indicators.  

 Review the guidelines of  DWCD, analyze and develop guidelines as per the programme 
requirement of  Nutrition Operation Plan in consultation with key actors of  the department. 

 Assist in establishing an efficient MIS system and facilitate orientation of  project functionaries in 
the implementation and maintenance of  MIS system. 

 Assist and coordinate bi-annual evaluation and participate in design, monitoring and evaluation 
of  deliverables.  

 Prepare monthly progress report, review, interpret and prepare feedback on individual Project 
report. Regularly share the outcomes with key counterparts at respective level. 

 Develop comprehensive documentation of  data collection systems, operational procedures, 
analytical programs and reporting frameworks. 

 Facilitate documentation of  lessons learned and major events; prepare presentations and 
synopsis for wider dissemination. 

 Conduct extensive field visit to monitor and guide the programme activities and make necessary 
follow up with the counterparts. 

 Guide programme functionaries in improving their knowledge and skill for effective monitoring 
and evaluations of  programme in respective areas and ensure adherence to M&E standard 
practices, policies and specifications. 

 Work harmoniously with colleagues and counterparts in a diverse culture exhibiting professional 
demeanor, patience, courtesy, cultural sensitivity and respect for others views.  

 Carry out other duties as assigned from time to time. 

GENERAL CONDITIONS: 

 The consultants will work on all the days in the months except Government of  Odisha Holidays 
(Sunday, 2nd Saturday and notified holidays). 

 The normal working hours for the consultant will be from 10.00 AM to 5.00 PM but can be 
extended if  necessitate by the line Manager for programmatic requirements. 

 S/he has to pay tax as per financial rule which will be deducted at source. 
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PROGRAMME OFFICERS 

RESPONSIBILITIES:  

 PO will act as a Nodal Officer to coordinate with the DPMU for successful implementation of  
the NOP with best use of  all existing resources. 

 She will conduct periodical review of  the performance of  DPMU Consultants, based on the 
indicators of  NOP. 

 She will assist in smooth movement of  files/circulars from the Office of  DSWO to DPMU and 
vice a versa, in connection with the NOP. 

 She will ensure departmental support in planning, coordination and management of  NOP in the 
district. 
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Annexure VI – Update on milestones 
Strategies Milestones 2012-2013 Milestones 2013-2014 Status Update 

Strategy 1:  
Systems 
strengthened 
for improved 
access and 
utilisation of 
essential 
nutrition and 
health 
services. 

Annual Performance appraisal 
system carried out for    District 
and State Programme Management 
Units (DPMU and SPMU) under 
NOP. 

HR manual for SPMU & 
DPMU under NOP 
scheme developed and 
operational. APA done 
adhering HR manual. 

HR manual for SPMU and 
DPMU has been developed 
incorporating inputs of the 
Department and shared. 

  Home Economics Training Centre 
(HETC) infrastructure plan 
developed and shared with 
DWCD. 

HETC infrastructure plan 
approved and 
construction initiated. 

i) The infrastructure plan for 
up-grading HETC to a State 
Institute of Nutrition (SIN) 
agreed with IDCO and 
DWCD. 
ii) Funds have also been 
placed with AWTCs for 
infrastructure and equipment 
related expenses for 
strengthening training 
institutes to meet quality 
standards in the State. 

  State Training Policy developed 
and shared with DWCD. 

Revised State Training 
Policy approved by 
DWCD. 

State training policy has been 
developed and circulated for 
ensuring quality training at all 
Anganwadi Training Centres.  

  Capacity of 20% of CDPOs and 
POs build on effective Leadership. 

(i) Capacity of 90% of 
CDPOs and POs build on 
effective Leadership. 
(ii) Capacity of 20% ICDS 
Supervisors build on 
effective Leadership and 
counselling skill.  

On track. CDPOs and PO 
leadership training 
completed; training of 
supervisors to be done this 
year (2014-15) 

  Construction of Model AWC as 
per BALA initiated. 

Construction of water 
storage facility with low 
cost pumping provision in 
AWCs having own 
building in High Burden 
(HB) Districts initiated. 

Progress slow. Only 28 out 
of 304 buildings completed. 
Others ongoing, status being 
reviewed by Director and 
RDC regularly.  

    Ration cost and guideline 
for Take Home Ration 
(THR), Morning Snacks 
and Hot Cooked Meals 
amended as per revised 
GoI norm and 
implemented in the State. 

Revised guidelines issued 
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    Mid-term process 
evaluation of DFID 
supported NOP and 
planning transition to GoI 
led strengthening and 
restructuring of ICDS 
conducted and report 
shared with DWCD. 

Ongoing.  

Strategy 2: 
Decentralise
d Planning 

State Annual NOP PIP developed 
in consultation with Districts, 
approved and funds disbursed. 

State Annual NOP PIP 
developed and District 
innovations approved and 
funds disbursed. 

NOP PIP 2013-14 has been 
developed incorporating 
district specific innovations 
and addressing equity 
concerns. Regular reviews are 
being held at the state to 
track progress against plan 
and actions are taken to 
address gaps.  

  ICDS, Annual Project 
Implementation Plan (APIP) 
developed for DWCD in the 
context of ICDS restructuring  

ICDS, Annual Project 
Implementation Plan 
(APIP) developed for 
DWCD in the context of 
ICDS restructuring  

State APIP has been 
developed in the context of 
ICDS restructuring and 
shared with the GoI. 

Strategy 4:  
Strengthenin
g service 
delivery for 
Nutrition 
and Health 
(Children 
below 6 
years, 
Pregnant 
Women and 
Lactating 
Mothers). 

VHNDs refer at least 15% of 
severely underweight children to 
attend to Pustikar Divas for 
assessment and treatment. 

VHNDs refer at least 
25% of severely 
underweight and SAM 
children to attend to 
Pustikar Divas for 
assessment and treatment. 

Malnourished children being 
assessed and referred, though 
proportion of referred who 
go to the PD varies across 
districts.   

Strategy 1:  
Systems 
strengthened 
for improved 
access and 
utilisation of 
essential 
nutrition and 
health 
services. 

Capacities of 90% CDPOs build 
on financial management. 

Capacity of DWCD 
accountants at District 
and Sub-district level 
(150) build on financial 
management in HB 
Districts. 

On track. DSWOs and 
CDPOs trained. Department 
Accountants' training 
planned.  

  Reconciliation of Bank Accounts 
of CDPOs Piloted in one District 
and report shared with DWCD. 

Reconciliation of Bank 
Accounts of CDPOs 
scaled-up to rest of the 
Districts.  

One time reconciliation Bank 
Accounts of DSWOs and 
CDPOs to clear the backlog 
Piloted in three districts 
(Sambalpur, Bhadrak and 
Mayurbhanj) and report 
shared with DWCD. 
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  Prototype developed and field 
survey initiated for Public 
Expenditure Tracking Survey 
(PETS) of SNP.  

PETS of SNP completed 
and report shared with 
DWCD. 

A study on Public 
Expenditure Tracking 
(PETS) activities for SNP 
covering selected districts 
conducted for the DWCD 
and the final report along 
with risk mitigation plan has 
been shared with the 
Department. 

Strategy 8:  
Behaviour 
Change 
Communicat
ion. 

. IPC skill training for 
FLWs (AWWs) started in 
7 Districts by BBC Media 
Action using ‘Mobile 
Kunji’.  

 

  Celebration of Annaprasana Diwas 
and designated days all across the 
State.  

Celebration of 
Annaprasana Diwas and 
designated days all across 
the State continued. 

Done and on track.  

Strategy 3:  
Ensuring 
community 
participation 
in planning, 
implementati
on and 
monitoring. 

  100% members of 
Mothers’ Committee 
(MC) and Jaanch 
Committee (JC) orientated 
on their roles and 
responsibilities.  

Over 90% of committee 
members trained 

Strategy 7:  
Interdepartm
ental 
convergence. 

1000 Days window of opportunity 
for nutrition training for all FLWs 
agreed by DoHFW and DWCD. 

90% of FLWs trained on 
1000 days window of 
opportunity for nutrition. 

Training plan prepared, 
handouts and training 
material ready. Funds 
transferred to DoHF also for 
this. State ToT Completed.  

Strategy 3 
Ensuring 
community 
participation 
in planning, 
implementati
on and 
monitoring. 

Capacity of 50% SHGs built to 
supply THR. 

Capacity of 90% SHGs 
built to supply THR. 

All SHG members trained on 
THR protocol, also IYCF, 
WASH, Anaemia.  

Strategy 4:  
Strengthenin
g service 
delivery for 
Nutrition 
and Health 
(Children 
below 6 
years, 
Pregnant 
Women and 
Lactating 
Mothers). 

CMAM pilot intervention designed 
and approved by GoO; Technical 
Guidelines, protocols, training 
materials on CMAM developed 
and approved.   

Training of State and 
Block level Master trainer 
and frontline workers 
completed. 
Translation and printing 
of training modules and 
technical guidelines on 
CMAM. 

Design, technical guidelines, 
protocols and implementing 
strategy approved by health 
and WCD departments. 
Training materials for master 
trainers and frontline workers 
developed, master trainers 
trained. Recipe 
demonstration completed in 
Kandhamal.   
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    Community assessment 
and community 
orientation completed in 
Pilot Blocks. 

  

    SAM child being provided 
with energy dense nutrient 
rich food in Pilot Blocks. 

SHG identified to prepare 
energy dense food, technical 
upgrade support being 
provided.  

Strategy 5: 
Monitoring 
and 
Evaluation 
and 
increased 
evidence 
base for 
policy 
making 

Dashboard for ICDS launched by 
Chief Minister.  

District Official & NOP 
M&E Managers trained 
on Dashboard. 

Revise Dashboard 
application especially 
focusing under-2 launched by 
Chief Minister and regularly 
reviewed at District and State 
level for management 
decisions. All the M&E 
Managers of DPMU, NOP 
are orientated on Dashboard 
and NOP template In order 
to strengthen monitoring of 
the activities in 15 High 
Burden Districts.  

  Web based monitoring system on 
supervision checklist developed to 
improve monitoring of ICDS 
programmes at Sector and AWC 
level. 

Capacity of State and 
District Official build on 
Web-based monitoring 
system on Supervision 
Checklist. 

Web based MIS for 
supervisor checklist and 
mobility support has been 
released to all districts.  

    Regional (5 State) 
Training of Trainers 
(ToT) programme for the 
State level Master Trainers 
(SLMTs) on Roll-out of 
the revised MIS in ICDS. 
New MIS of ICDS roll-
out plan developed and 
submitted to GoI. 

New MIS for ICDS regional 
TOT conducted in Orissa.  

    Concurrent Monitoring of 
HNWASH services 
conducted with block 
estimates of coverage 
used to improve 
Decentralised planning 
and management. 

 CCM initiated  

Some other acheivements-A detailed guideline for improvement of nutritional status among PVTGs developed 
followed after several rounds of consultations held with Department of DWCD, Health and SC & ST and field 
visits. Actions are identified at the district level to mitigate some of the emerging issues like additional Pustikar 
Diwas, orientation of AWWs etc. 
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Annexure VII – Summary matrix of 
recommendations 

NOP Recommendations - Summary 

Strategies Contribution of NOP to 
improved nutritional 

outcomes 

Challenges to achieving improved outcomes Suggeste
d way/s 
forward 

    Structural  Technical  Operational    

Strengthened institutional 
arrangements for 
improved access and 
utilization of ICDS 
services. 

Providing additional 
human resources at 
district and state level 
through DPMUs and 
SPMUs who support 
monitoring, training and 
improved decision making 
through data 
consolidation and analysis  

Few staff in 
DWCD, with 
heavy 
workload, 
hence 
decisions 
delayed. 
Financial 
inflexibility 
delays fund 
approval  

Some staff 
not 
sufficiently 
technically 
qualified or 
adequately 
trained to 
optimize 
support to 
district  

Difficulty in 
placing 
qualified 
persons with 
current pay 
scales. 
Inadequate 
support to 
DPMUs. 

*Consider 
improving 
remunera
tion.                 
*Capacity 
building 
of existing 
teams to 
carry 
forward 
tasks in 
NOP and 
also in 
ICDS 
mission. 
*Clearly 
define 
tasks and 
outputs 
for 
DPMUs.                       
*SPMU to 
guide the 
DPMUs. 

  Strengthening AWTCs and 
MLTCs through 
infrastructure 
improvement and capacity 
building of staff. These 
institutions will in turn 
provide the training to 
ICDS staff  

    Recruitment 
process has 
been long, 
still under 
way.  

  

  State training policy 
developed to ensure 
uniform quality training 
across all AWTCs in the 
state.  

    AWTC staff 
recruitment 
not yet 
complete.  
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Decentralized planning 
identifying block priorities 

District specific initiatives 
to prioritize blocks with 
greater need for support.  

    State level 
plan and 
guidelines 
are to be 
followed 
except for 
innovations 
budget 

*Needs 
focus on 
this area 
of work to 
even 
utilize the 
funds 
already 
available.  

            

Ensuring community 
participation in planning, 
implementing and 
monitoring. 

Provided funds for rolling 
out of this initiative, to 
support training of ICDS 
staff as well as community 
members including PRI 
members on various 
village level committees 
and to understand their 
roles and responsibilities. 
This has ensured greater 
transparency and 
involvement in AWC 
functioning, and 
supervision of its 
functioning by the 
stakeholders. 

    Not all 
committee 
members 
have been 
covered, and 
some are not 
aware of 
their 
responsibiliti
es. Friction 
between 
AWW and 
Ward 
member 
regarding 
funds for hot 
cooked meal. 
Poor quality 
of rice 
supplied 
from the 
state, in 
some 
instances. 
Increased 
number of 
records to be 
kept by 
AWW (HCM 
accounts, JC 
and MC 
minutes)  

*Mop up 
training 
for left 
out 
committe
e 
members, 
especially 
in JC.                                 
*Work 
out a 
mechanis
m for 
smoother 
functionin
g of 
process 
for HCM 
finances.                  
*Put in 
place 
mechanis
m to 
check rice 
quality is 
of 
acceptabl
e 
standard.        
*Explore 
ways of 
reducing 
paperwor
k for the 
AWW.  

        Inadequate 
budget for 
HCM and 
eggs, so 
workers find 
it difficult to 
provide food 

State to 
consider 
increasing 
budget to 
increased 
food costs 
due to 
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as per 
guidelines. 

inflation 

  Support for training of 
SHGs in understanding the 
process and method of 
preparing THR. Very few 
complaints about the 
quality or delivery of the 
THR packets. Generates 
local employment, local 
involvement in child 
nutrition. 

    Not enough 
testing units 
for quality 
checking of 
the THR, so 
frequency of 
testing is 
low. Often 
poor quality 
wheat 
supplied 
from FCI. 

Operation
alize more 
testing 
units with 
a 
geographi
cal spread 
across the 
state. 
Ensure 
quality of 
wheat 
before 
supply to 
SHGs.  

            

Strengthening service 
delivery for nutrition 

Support for infrastructure 
creation at village, sector 
and block level to help 
better service delivery  

Only one 
engineer at 
district level 
to look after 
all 
construction, 
hence 
progress of 
construction 
is very slow. 
Severe 
shortage of 
AWC 
infrastructure
, especially in 
coastal 
districts.  

  Poorly 
maintained 
infrastructur
e leading to 
leaking AWCs 
and damp 
rooms for 
children to 
sit in.  

Explore 
possibility 
of 
engaging 
an 
engineer 
on a 
contractu
al basis to 
complete 
constructi
on not 
only 
through 
NOP but 
other 
ICDS 
funds. 
Also 
contract 
out for 
repair and 
maintena
nce.  
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  Hygiene kits provision at 
the AWC has improved 
the hand washing 
practices of children, 
inculcating good practices 
in childhood. Links 
between water, sanitation 
and nutrition are also 
made clear to children and 
their parents. Children 
have carried over these 
practices to their homes, 
becoming agents of 
change.  

  ICDS staff 
aware of links 
between 
water, 
sanitation and 
nutrition, but 
tend to get 
confused with 
messages 
during 
counseling 
during home 
visits, 
forgetting 
messages on 
child feeding.  

    

  Training of AWWs on new 
WHO child growth 
standards has helped 
them more easily 
recognize moderately and 
severely malnourished 
children to prioritize home 
visits.  

  AWWs and 
supervisors 
are still not 
paying 
attention to 
growth 
faltering, and 
start acting 
only once the 
child moves 
into the SMN 
category. 
Counselling 
messages are 
general and 
not focused 

Large 
number of 
trainings 
(anaemia, 
WASH, IYCF, 
IMNCI, JC, 
MC and 
others) 
means that 
the AWW is 
away from 
her Centre 
for several 
days each 
month, 
which affects 
her work.  

*Realign 
focus not 
only on 
the SMN 
children, 
but also 
children 
who show 
growth 
faltering. 
Revise PD 
guidelines 
accordingl
y.                
*Emphasi
se on 
messages 
related to 
child 
feeding. 
IPC 
teaching 
aids must 
be 
supplied 
to the 
AWWs.                      
*Link with 
ASHA to 
screen all 
children 
with 
growth 
faltering 
in families 
where 
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adult has 
chronic 
cough or 
TB. 

  Support to AACP through 
training has raised 
knowledge and awareness 
of adolescent girls about 
anaemia and nutrition, as 
well as about issues like 
menstrual hygiene and 
risks of early marriage and 
childbearing. This 
addresses the life-cycle 
approach to nutrition  

  Messages 
given to 
adolescents 
are 
sometimes 
not clear as 
even ANMs 
are unsure or 
shy to talk 
about some 
subjects. 

No 
systematic 
documentati
on in many 
places about 
tablets given, 
as well as 
adolescents' 
weight and 
height.  

Better 
and more 
structure
d 
monitorin
g of this 
initiative. 
Liaise 
with 
health 
departme
nt to train 
ANMs and 
AWWs 
better on 
key 
messages 
and on 
how to 
teach 
adolescen
ts.  

  Training of CDPOs on 
financial management has 
helped them manage their 
funds better, with a 
clearer understanding of 
financial reporting 
requirements. This has 
strengthened the system.  

Large number 
of clerical and 
SA posts 
vacant, which 
affects the 
efficiency of 
work.   

    Recruitme
nt of staff 
for vacant 
posts 
must be 
done in a 
time-
bound 
manner.  

  Leadership training for 
CDPOs has brought about 
a positive change in many 
with regard to team 
support they are able to 
provide now. This is a 
sustainable positive 
change.  

      This 
excellent 
initiative 
should be 
strengthe
ned by a 
second 
follow up 
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training to 
reinforce 
the 
learnings. 

  Training of supervisors 
and CDPOs on supportive 
supervision has improved 
their oversight of the 
AWCs. Checklists 
developed have helped 
them in ensuring they 
have not missed out on 
any of the aspects of the 
functioning of the AWC.  

  Supervision is 
still seen by 
many as a 
fault-finding 
exercise, with 
"surprise" 
visits being 
made without 
information 
to the AWC. 

Large 
number of 
Supervisor 
posts are 
vacant, 
resulting in 
one 
supervisor 
having up to 
70 AWCs to 
supervise.  

Reinforce 
the 
supportiv
e aspect 
of the 
supervisio
n, with 
the 
superviso
r in the 
role of 
friend and 
mentor, 
from 
whom the 
AWW can 
learn and 
improve 
her work. 
Superviso
r posts to 
be filled 
up.  

  Induction training for 
newly recruited 
Supervisors regarding 
their role  

Supervisors 
promoted 
from AWW 
cadre have 
difficulty in 
understandin
g pregame 
reporting 
requirements  

    Special 
capacity 
building 
for this 
category 
of 
superviso
rs using 
adult 
learning 
technique
s, 
including 
literacy in 
Oriya and 
in 
numeracy 
will go a 
long way 
in 
building 
competen
cies in 
these 
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women.  

  Support to VHND and PD 
for referral costs has been 
crucial in ensuring parents 
attended the PD.  

  Focus only on 
SMN children.  

  Plan to 
expand 
focus also 
to 
moderate
ly MN 
children.  

      No provision 
for under-3s 
day care 

  Plan for 
this in 
order to 
reduce 
onset of 
MN in this 
age 
group.  

            

Results based monitoring 
and evaluation  

Additional reporting 
formats designed to help 
track additional ICDS 
inputs in the state for 
better monitoring.  

    Reporting 
requirements 
take up much 
of the time 
of ICDS staff 
at different 
levels.  

  

  Dashboard monitoring 
helps to prioritize districts 
based on inputs, outputs 
and impact.  

Staff 
vacancies 
lead to delays 
in 
consolidating 
field 
information.  

  Large lag 
time in data 
reaching the 
state, hence 
information 
is not 
ineffective to 
take 
decisions.  

Posts of 
program
mer 
support 
people in 
the field 
should be 
filled up 
on a 
priority 
basis  

  Mobility support to 
supervisors has provided 
much needed support to 
help them supervise and 
support the AWCs, 
especially the ones that 
are remote. This has 
certainly improved 
programmer functioning 
and quality.  

      This 
support 
should be 
continued
, perhaps 
through 
the ICDS 
mission 
when it is 
operation
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al.  

  Supervisory checklists for 
Supervisors, and CDPOs 
developed for better 
programmer monitoring.  

    Currently 
lists are in 
English, so 
cannot be 
understood 
by many 
supervisors.  

Translate 
lists into 
Oriya as 
soon as 
possible.  

  DPMUs have supported 
the DSWO and CDPOs at 
project and sector 
meetings, guiding them on 
how better to conduct 
reviews, and also 
including topics for 
continuing education.  

  Training of 
DPMU staff in 
pedagogy 
would help 
their training 
methods.  

  Modular 
list of 
subjects 
to be 
discussed 
at sector 
meetings 
may help 
in 
continuin
g 
education 
of the 
workers. 
* Along 
with 
program
mer 
review.  

  Support for programme 
review at district and state 
level has helped for better 
monitoring of the 
programme. At the district 
level the review is done 
jointly with the health 
department.  

        

            

Interdepartmental 
convergence  

The NOP was a platform 
that brought different 
deparments together to 
work on nutrition and the 
determinants of nutrition. 
Though primarily 
coordinating with the 
health department, others 
like RD, PR, and tribal 
welfare have also been 
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consulted.  

  Drafting of guidelines for 
the VHND, and the PD, 
and delineating 
responsibilities of the staff 
of health and ICDS were 
done jointly.  

  Guidelines for 
referral to PD 
restrict 
referrals to 
SMN and 
SAM children 
only  

  Guideline
s may be 
revisited 
to include 
children 
with 
growth 
faltering 
more 
than a 
fixed 
number 
of 
months. 

            

Pre-School Education  NOP support has made 
the PSE initiative more 
visible in the community 
through support for 
beautifying the Centre, 
observation of various 
events like children's 
birthday, parents’ and 
grandparents' day, etc.  

      Extend to 
cover all 
AWC 
buildings 
if 
possible.  

  Support for disseminating 
Nua Arunima material to 
the Centre’s that assists 
the workers to implement 
PSE activities.  

  Having one 
topic per 
month is 
perhaps too 
fast for young 
children to 
learn. Even 
workers have 
found it 
difficult to 
grasp some of 
the sessions.   

Mini-AWC 
have no 
helper so 
worker finds 
it difficult to 
cook as well 
as take PSE 
sessions.  

Reduce 
the 
number 
of themes 
to say 4 
per year, 
repeating 
each one 
three 
times a 
year. 
Consider 
training 
workers 
separatel
y on Nua 
Arunima.  
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        Workers are 
away from 
the Centre 
nearly 10-12 
days a month 
for training, 
meetings 
etc., so 
continuity of 
PSE is lost 

Rationaliz
e the 
number 
of days 
away 
from the 
Centre for 
the AWW, 
and reach 
understan
ding with 
other 
departme
nts about 
what else 
she can 
be asked 
to do 
(voter list 
updating / 
livelihood 
options 
survey / 
training in 
leprosy- 
all take 
time away 
from her 
regular 
work).  

  NOP has supported the 
translation of the Nua 
Arunima booklet into ten 
tribal dialects, thus 
making it accessible to 
many more children and 
even AWWs.  

    (Many 
workers and 
supervisors 
in tribal 
areas cannot 
understand 
Oriya well, 
much less 
teach in the 
language).  

Dialects 
not 
among 
the ones 
already 
covered 
should be 
covered 
at district 
level 
under 
district-
specific 
initiatives. 
Training 
should 
also be 
done by 
someone 
who can 
understan
d both 



 

143 

 

Oriya and 
the 
specific 
dialect.  

            

Behaviour change 
communication  

NOP has trained AWW in 
BCC skills and counseling 
skills that are essential to 
IPC. These are not 
provided for in the regular 
programme.  

  Messages 
tended to be 
vague and 
confused, and 
not specific.  

  Teach the 
workers 
key, 
focused 
messages 
on child 
nutrition - 
what 
exactly, 
how 
much, 
how 
often, add 
oil. Flash 
cards for 
home 
visits 
would be 
helpful 
aids.  

  Social mobilization 
campaigns supported by 
NOP have increased the 
visibility of issues related 
to nutrition (food, water 
and sanitation, health) 
among the public. 

        

  Support to observation of 
various issues like 
nutrition month, breast 
feeding week, etc., have 
served to highlight these 
issues in the community.  

        

  Provision of funds for 
recipe demonstration, 
recipe competitions etc. 
among mothers have 
stimulated interest and 
improved knowledge on 
food and feeding.  
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  Initiation of CF at six 
months of age through 
the "Annaprasan diwas" 
has introduced the 
concept of CF to many 
families  

    While a 
majority of 
mothers 
have begun 
giving CF at 6 
months, 
several go 
home and 
continue BF 
till the child 
is 9 or 12 
months old  

Closer 
follow up 
of all 
children 
six 
months 
and older 
is 
required, 
and the 
mother 
encourag
ed to give 
CF 
regularly.  

 
 

 

  
 


