	Evidence Review for Growth Promotion and Complementary Feeding

	Name of Intervention:  Reduction of Low Birth Weight and Malnutrition using  a life cycle and community based approach-Positive Deviance 

	Date of Review: July 2007

	1. Location and Scale 

	Number of villages by block, district and state names
	Population covered
	Comments
	Time Period 

	Four districts of West Bengal, viz. South 24 Paraganas, Dakshin Dinajpur, Murshidabad and Purulia. The programme is currently in operation in 10 blocks of Murshidabad, 2 blocks of South-24 Paraganas, 4 blocks of Purulia and 8 blocks of Dakshin Dinajpur districts
	2.4 million
	The children below 3 years of age, who are identified as healthy with normal growth are termed the ‘Positive Deviants’.
	2001-2005

	2. Agencies

	Lead agency(ies)
	Other Key Agencies (Partners)
	Implementing agencies
	
	Sponsor/Donor
	Comments

	
	
	List
	Category of agency
	
	

	ICDS-West Bengal
	TA from UNICEF and CINI
	ICDS
	Government 
	UNICEF
	 

	3. Intervention Description

	Goal /Objectives
	Key Strategies (5-10)
	Key Components (3-5)
	Primary target group
	Secondary target group

	To reduce the prevalence of under nutrition among less than 3 years children

	1. The PD approach  seeks to identify the feeding practices of mothers in the community with healthy children and transmit them to other mothers through a community based approach using locally available resources

2. Community mobilization around the Positive Deviance Approach through participatory processes, which involve the formation of village committees and pro-active dialogues between social groups and institutions, using cultural methods such as village picnics, fairs, etc.

3. Convergence and partnership between the service providers, administration and NGOs involved in implementation.

4. Capacity building of childcare functionaries and the community through regular review of activities. 

5. Community based management of malnutrition emphasizing on positive behavioral changes in childcare practices (12 days of spot feeding and 18 days of take-home rations for grade II, III and IV children)

6. Hands-on training of mothers or caregivers over a 12 day period, on infant feeding, healthcare, hygiene and psycho-social care practices followed by practice sessions at home for a further 18 days. The cycle extends over 6-9 months within which period mothers/caregivers start showing behavior changes. 
	1. Training of child care workers;
2. Weighing of all children under 3 years and identifying their nutritional status;
3. Identifying pockets of high malnutrition;
4. 4.Facilitating discussion for analyzing the situation and identifying the best care practices in the community;
5. Motivating families to adopt these practices through participatory learning during Nutritional Counseling and Childcare Sessions (NCCS);
6. Focusing on related health issues such as immunization, Vitamin A supplementation hand washing practices, diarrhoea management, prevention of Low Birth Weight, early registration of pregnancy, antenatal care, etc
	mothers and parents 
	child care workers, mother in laws, father in laws, community, mahila mandals, SHGs, VHCs

	4. Information Sources

	Publication Name
	Website's)/on-line
	Unpublished project documents
	Comments

	1.Impact evaluation of the project done by NIN, Hyderabad. 
2. Kano Parbo Na - Positive Deviance experience of West Bengal - A process documentation. The results in this document is from the regular data collected in the field and not from any evaluation
3. Bringing up Tasmina - a human interest story. 
4. Addressing Malnutrition through Surveillance and innovative Community based Strategies - A KCCI publication of UNICEF.
	http://www.kcci.in/frontdocsframe.asp?docid=2
	


	5. Results and Data

	Methodology
	Key measures/variables
	Key lessons learnt (share challenges or negative results, if possible)

	Designed
	Implemented
	Out-come variables 

Weighing Efficiency 

Proportion of children with relapse 

Proportion of newborns weighed at birth 

Prevalence of diarrhoea and ARI, Practices of oral re-hydration therapy

Exclusive Breast-feeding

Complementary feeding

Immunization & Vitamin A supplementation

Personal hygiene Monitoring-  Proportion of centers possessing monitoring tools
	1. Functionaries at the project level as well as the district level were motivated when they were able to relate to the data, mapping and color coding that was being used in spreadsheets as well as in GIS maps.

2. Mapping and color coding proved to be powerful communication tools

3. Acceptance of the innovation at top policy level also mattered to a significant extent, e.g., the Chief Minister enquiring about weighing efficiency during the ICDS review was both an indicator of the success of the innovation and a great help in its further consolidation at the field level.

4. That clearly demonstrable results can create demand for replication was obvious when neighboring states like Orissa introduced PD in the border district of Mayurbanj and Uttar Pradesh/Andhra Pradesh asking UNICEF-KFP for help in setting up a Nutrition Surveillance System.

5. The PD Programme has shown significant positive impact on various process variables, through better community participation, which is essential to achieve the desired impact on out come. Therefore, it is strongly recommended that the programme be extended to other districts of the State. 

6. Since it takes longer duration to achieve substantial improvement in the nutritional status of children, the programme has to be well sustained and implemented for longer duration.  

7. Wherever feasible, the NGOs having required infrastructure, expertise and commitment may be involved in the implementation of the programme.

8. The CDPOs and Medical officers of PHCs should also be trained and sensitized to the concept of PD programmme, to enable them actively participate in the programme.

9. It was observed that the impact of the programme was much better, wherever the PRIs/VHCs/VECs participation was better. Therefore, there is need to revitalize these groups to ensure better participation by them.

10. The proportion of exclusive breast feeding up to 6 months of age and introduction of complementary feeds at the appropriate age of 6 months were found to be sub-optimal in the PD area, as was observed in the control area.

11. Many of the feeding practices, personal hygiene & environmental sanitation practices, access to and usage of safe drinking water, and utilization of health care facilities have shown impact on stunting, a reflection of long-term effect, but not on underweight and wasting. It requires longer periods of programme implementation of this kind to have a positive impact on prevalence of underweight and wasting. 

12. Though PD proved to be a low cost model of malnutrition reduction, the development of the model was cost intensive.

	Monitoring system, evaluation 
	Monitoring system, evaluation

National Institute of Nutrition (NIN), Indian Council of Medical Research, Hyderabad carried out a study to evaluate the impact of the PD programme
	
	

	6. Program Cost

	Total per year
	
	Estimated cost per component
	Estimated cost per beneficiary/unit
	Comments

	No cost data available 
	
	
	


FORM 3a - Data sheet for Effectiveness - Growth Promotion and Complementary Feeding
Name of Intervention:  Reduction of Low Birth Weight and Malnutrition using a life cycle and community based approach-Positive Deviance

	List of "impact" indicators with achievements(1)
	List of "outcome" indicators with achievements(1)
	List of "output" indicators with achievements(1)
	List sources of impact, outcome & output data
	Quality of data(2)
	Specify if the intervention targeted and reached women and/or vulnerable(3)

	As per SD classification, the overall prevalence of underweight and wasting were similar between the two groups, while the overall prevalence of stunting was significantly lower (p<0.01) in PD area (26.5%) compared to control area (32%). 

The prevalence of underweight and stunting (45.6% and 25.2% respectively) was significantly (p<0.01) lower in the PD area compared to control area (63.2% and 37.4% respectively) in children aged 12-17 months.

During the period of implementation of the programme in PD areas, the proportion of normal (p<0.05) and Grade I (p<0.01) children increased significantly and consequently, the proportion of children in Grade II and III undernutrition decreased significantly (p<0.01). However, the prevalence of Grade IV undernutrition remained the same.  
Weight for Age

In general, the proportion of children with underweight (weight for age < Median-2SD) was about 43% in PD areas and 45% in control area, while that of severe underweight (weight for age <Median –3SD) was about 11% and 12% respectively, However, the differences were not statistically significant. The prevalence of underweight in the age group of 12-17 months in PD area was significantly low (P<0.01), compared to control areas 

Height for Age

The extent of overall stunting (Height for age<Median-2 SD) children was significantly lower (P<0.01) in PD area (26.5%) as compared to control area (32%). The prevalence of severe stunting (Height for age <Median –3SD) was about 7% and 10% in PD and control areas respectively

Weight for Height

About 14% of the children in PD and 12% in control area were wasted (Weight for height <Median-2SD). However this difference was not statistically significant.                                                                                      
	Initiation of Complementary Feeding
Among the 6 months old children, 37% in PD area and 19% in the control area, started receiving complementary foods at 6 months. In about 13% in PD and 14% children in the control area. Among 7-11 months old children, about 13% and 12% in the PD and control areas respectively started receiving complementary foods at ( 3 months of age.  The complementary feeding was started at 6 months in relatively higher proportion of children in PD area, compared to control area. 

Type of complementary foods


The proportion of children receiving formula milk was relatively lower in PD area (5% to 9%) compared to control area (6% to 13%).  Relatively small proportion of children reportedly was receiving semisolids or solids in the PD area (3% each) compared to control area.  At 6 months of age, a relatively higher proportion of infants received home made semi-solid or solid foods (33%) in PD area compared to (21%) in control area.  In children aged 7-11 months of age, 44% in PD and 34% in control areas were receiving home made solid foods. 

Frequency of complementary feeding

Among 6 months old children currently receiving complementary feeding, around 40% in PD and 43% in control area were receiving the same ( 3 times a day, while the rest, it was (4 times a day. A significantly (p<0.01) higher proportion (58%) of children in PD area were receiving complementary feeding (4 times a day, compared to control area (29%).

Mode of complementary Feeding 
Of those who were receiving complementary feeding, a higher proportion (53%) of mothers <12 months children in PD area were reportedly using spoon to feed the children, compared to control area (44%) 

Children of 12-23 months


In about 44% of children in PD area and 29% in the control area, complementary feeding was initiated at 6 months of age, the difference in proportions being statistically significant (p<0.01), while in a higher (p<0.05) proportion of children in control area (50%) compared to 41% in PD, the same was initiated at (7 months of age. 

The types of complementary foods given were mostly homemade solids (PD: 78%; Control: 82%) followed by homemade semisolids (PD: 16%; Control: 9%, p<0.01). A significantly (p<0.01) higher proportion (52%) of children in PD area received such foods 4-5 times a day, compared to only 33% in the control area. 

The extent of sub-optimal complementary feeding in terms of frequency (2-3 times a day) was significantly (p<0.01) lower in the PD area (21%) compared to 61% in the control area 

Growth Monitoring

it was observed that a significantly higher (p<0.01) proportion (50%) of children in PD areas were weighed ( 9 times in a year, compared to only about 13% in control areas 
	
	1.Impact evaluation of the project done by NIN, Hyderabad. 
2. Kano Parbo Na - Positive Deviance experience of West Bengal - A process  documentation. The results in this document is from the regular data collected in the field and not from any evaluation
3. Bringing up Tasmina - a human interest story. 
4. Addressing Malnutrition through Surveillance and innovative Community based Strategies - A KCCI publication of UNICEF.
	High,  caparison with control site, with statistical significance tests

No baseline comparison
	mothers and parents child care workers, mother in laws, father in laws, community, mahila mandals, SHGs, VHCs


(1) Achievements as compared to baseline and/or control group, (2) Comments should include factors such as rigor of evaluation design, independence and multiple sources
(3)Comment as whether the intervention reached and/or had impact, outcome and output results on women and/or vulnerable. List the results
	Form2: Evidence Review for Growth Promotion and Complementary Feeding

	Name of the intervention: Mainstreaming BCC for improved Infant Feeding Practices

Date of Review: July 2007

	1. Location and Scale
	
	
	
	
	

	Number of villages by block, district and state names
	Population covered
	
	 Comments
	
	

	8 Area Development Projects(ADPs) in 5 north India states of WV              
1. Dewas block -MP, 2.Birdha block-Lalitpur-MP, 3.North Delhi 4.Beruarbari-Ballia-UP, 5.Dhari & Okhalkanda block of Nainital-UA 6. Sehaspur-Dehradun-UA, 7.Mewat block-Gourgoan-HR 
	Approx. 7,00,000 population in 8 project sites in 5 states 1. Dewas-30 villages- 40,000 population 2. Lalitpur-39 villages-116456 population 3.North Delhi-10 slums-31373 population 4. Ballia- 82 villages-150121 5.Pauri-105 villages-80000 population 6.Nainital-137 villages-35000 population 7. Mewat- 42 villages and 80000 population and 8.Dehradun-112 villages- 101932 population. 

 
	
	
	

	2. Agencies

	Lead agency(ies)
	Other Key Agencies (Partners)
	Implementing agencies
	Sponsor/Donor
	Comments

	World Vision 
	TA from LINKAGES /AED
	World Vision 

 
	LINKAGES/AED with fund from USAID
	 

	3. Intervention Description

	Goal /Objectives
	Key Strategies (5-10)
	Key Components (3-5)
	Estimated Total Time Frame
	Primary target group
	Secondary target group

	1.To improve breastfeeding and complementary feeding practices in the ADP target areas.
2.To build staff capacity in BCC and child survival to enable mainstreaming to other ADPs 
3. To build the capacity of district partners to improve key indicators on breastfeeding, complementary feeding, and maternal nutrition (i.e., timely initiation of breastfeeding, exclusive breastfeeding rate, and adequate and timely complementary feeding)
4. To extend the coverage of the ADP Jagriti/LINKAGES Project in Dehradun District 
	Stage I: Baseline and formative research   

Stage II: Trials of Improved Practices (TIPS),

Stage III: BCC strategy     

Stage IV: The Detailed Implementation Plan (DIP)                                                       Stage V: Project implementation      

Stage VI: A quantitative end line survey 
	Conducted a baseline & formative research, 
Conducted a two-day orientation of ADP Staff ,Conducted a TIPS exercise in each ADP, 
Developed and implemented a systematic BCC strategy and monitoring tools,
Trained staff, frontline functionaries (counseling and negotiation skills using educational materials) in BCC/BCM and the use of the monitoring system.
	
	mothers and parents 
	Mother in laws, father in laws, community, mahila mandals, RMPs, frontline providers

	4. Information Sources

 

	Publication Name
	Website(s)/on-line
	Unpublished project documents
	Primary data collection
	Comments

	LINKAGES India final report, WV/LINKAGES progress reports , Baeline and endline reports formative research reports 
	www.linkagesproject.org
 


	Project Design documents-DIPs
	
	


	5. Results and Data

	Methodology
	 

Key measures/variables
	Key lessons learnt (share challenges or negative results, if possible)

	Designed
	Implemented
	 
	 

 

 


• Immediately/Within 1 hour


•  Within 8 hours

• Within 24 hours

• Feeding of colostrum, young children 0-<12 months


• Exclusive Breastfeeding Rate (EBR) of infants 0-<6 months






• Continued breastfeeding rate, children 20-<24 months







• Building relationship with community based reproductive health practitioners (doctors and dais). 

	1. Formulate links with government health and child development services at project inception                                                                                                                                       

2. Integrate behavior change communication interventions into existing systems.

3. Plan behavior change communication interventions at the beginning of a project to continue through the project life. 

4. Base communication aids on social communication inputs from professional sources and pre- and post-test them to determine their contribution to changing behavior and reinforcing changed practices

5. Allow time and flexibility for the formation and infusion phases of piloting the BCC model. 

6. Include experienced M&E staff at field level from the beginning. 

7. Use formative research and TIPs to focus staff and beneficiaries on barriers to and motivators for optimal practice and formulate context-specific and culturally appropriate BCC strategies. 

8. Ensure intensive capacity building at all levels for success of the inclusion stage of mainstreaming. 

9. Employ interpersonal counseling on options and negotiation of behavior change to address individual barriers to optimal dietary practices.

10. Deliver consistent messages through multiple channels to reinforce and endorse optimal behaviors. 

11. Emphasize facilitation skills in training.

12. Each of LINKAGES’ partners followed a tested sequence of steps to design and implement BCC strategies to improve infant, child, and maternal nutrition. These steps are listed below:

1. Formative research to understand reasons for sub-optimal practices, identify simple changes in practices that are affordable and culturally acceptable, and test strategies for their efficacy. Formative research involves developing and pre-testing qualitative research instruments and protocols; training interviewers; collecting information using semi-structured interviews, 24-hour food recall, observation of feeding practices, and focus group discussions; analyzing data; and, based on the findings, recommending specific behavior changes appropriate to the partner sites
2. Field trials of improved practices (TIPs) to test the recommended behaviors and identify practical and feasible actions with the target audience through “designing by dialogue”
3. A baseline survey to establish benchmarks on key project indicators 
4. A strategy development workshop to design a detailed implementation plan based on the formative research and field trials, outlining the BCC strategy and monitoring and evaluation plan for the project
5. Project implementation, including development of appropriate audio and visual materials, design of training and monitoring tools, training of staff and partners, and dissemination of messages through interpersonal counseling and various media
6. A final qualitative and quantitative evaluation to assess impact and review implementation processes

	6. Program Cost

	Total per year
	Estimated cost per component
	Estimated cost per beneficiary/unit
	Comments

	October 2002 to December 2003: Total cost $313906
	Staff salary : $298035, Program cost: $313906( which includes baseline, formative research, BCC materials, training on counseling and negotiation skills, scaling up, advocacy, resource centre, endline and sharing results) 
	 
	This is a cost sharing intervention by LINKAGES and WV. LINKAGES spent $313,906 as TA and WV contributed $298035 as staff cost(existing staff, no additional human resource) 


FORM 3a - Data sheet for Effectiveness - Growth Promotion and Complementary Feeding
Name of the intervention: Mainstreaming BCC for improved Infant Feeding Practices

	List of "impact" indicators with achievements(1)
	List of "outcome" indicators with achievements(1)
	List of "output" indicators with achievements(1)
	List sources of impact, outcome & output data
	Quality of data(2)
	Specify if the intervention targeted and reached women and/or vulnerable(3)


5. Almost (90 percent) reported giving their 10–<12-month-old children solid or semi-solid


6.Completing a feed on one breast before

switching to the other, from 15 percent to


7. Increase in initiation of breastfeeding within

 24 hours of delivery, from 17 percent to 61


                                                                    8.Increase in feeding of colostrum, from 9


9.Increase in proportion of mothers giving

their 6–<1h-old children 3 meals a day,

from 5 percent to 17 percent

	
	
	Final report LINKAGES, project design report, baseline , formative research and endline reports 
	Baseline and endline comparison supported by qualitative data, but no statistical tests of significance of change in results  
	The intervention targeted women and  family members in the community 
	


(1) Achievements as compared to baseline and/or control group 

(2)Comments should include factors such as rigor of evaluation design, independence and multiple sources
(3)Comment as whether the intervention reached and/or had impact, outcome and output results on women and/or vulnerable. List the results

	Form2: Evidence Review for Growth Promotion and Complementary Feeding

	Name of Intervention:  RACHNA (INHPII)

	Date of Review: July 2007

	1. Location and Scale
	
	
	
	
	
	

	Number of villages by block, district and state names
	Population covered
	Comments
	Time Period 
	
	

	9 States (UP,AP,MP,JH, CHATISHGARH,RAJASTHAN,WEST BENGAL,BIHAR, ORISSA), 78 Districts, 747 Development Blocks & 94,593 Communities. 
	100 million population of India
	
	2001-2006
	
	

	2. Agencies

	Lead agency(ies)
	Other Key Agencies (Partners)
	Implementing agencies
	Sponsor/Donor
	Comments
	

	CARE
	ICDS
	ICDS
	
	USAID
	CSB was phased out by mid 2003 but fortified oil continued.

	

	3. Intervention Description

	Goal /Objectives
	Key Strategies (5-10)
	Key Components (3-5)
	Primary target group
	Secondary target group

	Goal: Reduce child mortality and reduce malnutrition.

Objective: Primary objective was to strengthen ICDS program and increase convergence with MOHFW RCH program for improved provision of health and nutrition services
	1. Demonstration and innovation of best practices through NGO partnerships
2. Replication through the government systems
3. Strategic alliances with stakeholders holders
4. Promotion of Gender equity 
5. Effective use of food (Supplementary nutrition)

	1. Change Agents (CA) and Reproductive Health Change Agents (RHCA), 

2. Community-Based Monitoring System (CBMS),

3. Block level resource mapping (BLRM):  A process of program review and action by functionaries at block level. 

4. Nutrition and Health Day (NHD) - every month fixed day where take home rations are distributed and ANM visits the AWC and offers health services. 

5. Demonstration sites - In partnership with local NGOs developed demonstration sites in 10% AWCs where program implementation could be demonstrated and then replicated in other sites. 

6. Early Learning Sites - fast paced implementation over the first few months in a handful of sites to give field teams hands on learning opportunities

7. Increasing Access to Services and Convergence between ICDS and RCH 

8. Focusing Supervision and Home Visits on Most Critical Life Cycle Interventions   

9. Strengthening Supply Chain Management 
10. Community Outreach and Mobilization
11. NGO partnership 
12. Capacity Building
13. Behavior Change Communication 

14. Local Food Models and Self-Help Groups
15. Graduating Out of Commodities   

16. Gender Integration and Social Equity Concerns
	Pregnant and lactating women and children less than 2 years of age.
	Family and community, and 

ICDS and health department staff. 

	4. Information Sources

	Publication Name
	Website's)/on-line
	Unpublished project documents
	Comments

	Final Review report RACHNA
	
	
	


	5. Results and Data (Part1)

	Methodology
	Key measures/variables
	Key lessons learnt (share challenges or negative results, if possible)

	Designed
	Implemented
	
	

	Baseline and endline in the intervention areas
	Baseline and endline intervention areas, without statistical treatment.

Evaluation Research (ER ) & Rapid Assessments in Panel of districts (RAPs
Baseline and endline with control in 2 districts in UP and AP
	1. Exclusive breastfeeding until 6 months among mothers of children up to 6 months

2. Not started liquids or solids until six months (among mothers of 6-23 months children)

3. Gave at least half the recommended quantity of semisolids (among mothers of 6-11 months children)

4. 6-8 months children fed solids at least twice plus breastfeeding.

5. 9-11 months children fed solids at least three times plus breastfeeding (among mothers of 6-11 months children)

6. 12-23 months children fed solids at least three times plus breastfeeding
7. Weight-for-age

	In addition to solid foods introduced by the right age, RACHNA’s impact on improving the other key appropriate complementary feeding practices was disappointing
Policies promoted and decisions on which interventions to pursue should be based on evidence of the outcome of the intervention on health and nutrition status.  In the case of nutrition, feeding practice indicators may not be sufficiently accurate or sufficient as proxies for data on dietary intake and nutritional status.

Health and Nutrition Programs with Demonstration or Early Learning Sites need to plan for scale from the outset.  There is a need to time-limit the demonstration phase and be sure it leads to innovations for replication.  Replication and scale-up should occur early in the project and definitely not beyond the midpoint.

Integrated projects with many components run the risk of some components not getting priority attention.  Monitoring and information systems should include indicators to be sure that overall impact intended is not being sacrificed.

NHDs have been very effective in increasing coverage of immunization and micronutrient supplementation, but are very dependent on a food incentive.  A non-food dependent model is needed. 

Diarrhea is one of the major contributors to childhood malnutrition in India and more emphasis is needed on improving hygiene and sanitation practices, especially washing hands with soap after defecation, before preparing and eating food and feeding children.

	6. Program Cost

	Total per year
	Estimated cost per component
	Estimated cost per beneficiary/unit
	Comments

	Annual  cost for coverage of 9 states is  US$ 13.5 to 14.7 million 
Avg cost of implementing RACHNA in a single state is US$1.9 million
	Cost per death averted - US$ 2,135 and cost per DALY gained US$75 - based on exclusive breastfeeding and vitamin A supplementation.
	If it costs US$14 million on average per year (recurrent costs) and they reach 94,592 AWC - therefore cost per year to run AWC is $148
	


FORM 3a - Data sheet for Effectiveness - Growth Promotion & Complementary Feeding
Name of Intervention:  RACHNA (INHPII)

	List of "impact" indicators with achievements(1)
	List of "outcome" indicators with achievements(1)
	List of "output" indicators with achievements(1)
	List sources of impact, outcome & output data
	Quality of data(2)
	Specify if the intervention targeted and reached women and/or vulnerable(3)

	Child malnutrition did not decrease 

 In AP, underweight increased from 25.7% to 29.2% in the intervention area and from 28.5 to 30% in control. In UP, underweight increased from 36% to 41% in the intervention area and from 36% to 38% in control. 

A pre and post evaluation across 8 states saw an 8 percentage point decrease in underweight among young children - over 5 yrs. Decrease from 61% to 53% (> -2 Z scores).

Mean weight for age Zscore (WAZ) among children 12-17 months (UP: baseline -2.00 and end line -2.20, AP: baseline -1.66 and end line -1.84) in intervention and in  control  (UP: baseline -2.09 and end line -2.10, AP: baseline -1.88 end line-1.88  and difference of∆ in UP -0.19 and AP - 0.18  
	B-E data show an improvement in % of infants in program catchments area who received breastmilk and solid mushy foods at 6-9 of age from 49% at baseline to 78% at endline. However neither the ER nor the RAPS data show increase in this indicator.  
In addition to solid foods introduced by the right age, RACHNA’s impact on improving the other key appropriate complementary feeding practices was disappointing.

The percent of mothers who gave at least half the recommended quantity of semi-solids to children 12-23 months showed no improvement in the ER or the RAPS.   Only 5-9% of mothers fed at least half the recommended quantity in five states (the majority)!  It is disturbing that this indicator is defined as half the recommended quantity, just because the prevalence of mothers doing so is so low.  The full recommended quantity, not half, is the minimum that children need to consume to grow normally. 

While the ER also shows no improvement in the 6-11 months age group in the percent of mothers who gave at least half the recommended quantity of semi-solids to children, the RAPS data do show improvement in this younger age group, which is an encouraging start, but still prevalence are very low at 10-22% in the 5 states mentioned earlier.  Neither the ER nor the RAPS show improvements in mothers including at least three different food groups, nor adding oil to the diet of their children 6-23 months.  The ER data also showed no improvement in feeding 6-23 months children with adequate frequency, the RAPS did.   Lastly, it was very disturbing to see in the ER study that <5% of children 12-23 months had consumed any of the ICDS food rations in the last 24 hours.  

Food consumed in the past 24 hours among breastfeeding children 6-8 months of age-AWC food (UP: baseline: 0 and endline 2.5%, AP: baseline 0.9 and endline 2.5%)  
	 
	Final evaluation report 2006.

Evaluation Research report-Sep 26 ,2006,

Rapid assessment in panel districts, conducted house hold surveys to assess progression of outcome and process in one district per state annually to refine and fine tune the program approaches.


	Baseline - 2 districts in UP and 2 in AP collected Jan- Feb 2004. Multi-stage survey sampling design. End line in the same two districts in AP and UP. 

Used a statistical power of 80% to detect a difference and a significance level of 95% (alpha = 0.05). The sample size was not increased to account for design effect which in nutrition programs has been minimal (this is written in the document, but we as reviewers has an opposite view

1200 children 12-23 months for anthropometry and 800 children for anaemia and 800 pregnant women in each arm. Multi-stage survey sampling design was used.

No control sites for pre and post assessments in 8 states over 5 year period. In addition, no statistical tests were used to test the level of significance in the changes.

There are contradictory findings amongst three evaluations.

Raps data, Evaluation research data and final evaluation report-2006 are showing different trends which create confusion about the quality of data. For example;    B-E data show an improvement in % of infants in program catchments area who received breastmilk and solid mushy foods at 6-9 of age from 49% at baseline to 78% at end line. However neither the ER nor the RAPS data show increase in this indicator.  In addition to solid foods introduced by the right age, RACHNA’s impact on improving the other key appropriate complementary feeding practices was disappointing.


	


(1) Achievements as compared to baseline and/or control group 

(2)Comments should include factors such as rigor of evaluation design, independence and multiple sources
(3)Comment as whether the intervention reached and/or had impact, outcome and output results on women and/or vulnerable. List the results

	Form2: Evidence Review for Growth Promotion and Complementary Feeding 



	Name of Intervention:  An Appropriate Complementary Feeding Practices and Physical Growth in Infants and Young Children Intervention" in Faridabad, Haryana
Date of Review: July 2007

	1. Location and Scale
	
	
	
	
	

	Number of villages by block, district and state names
	Population covered
	Comments
	Time Period 
	
	

	A total of 1115 infants Of these(1025 were available at the baseline visit, 552 in the intervention) and 473 in the control group
	not mentioned
	 Very small study, implemented in eight communities 
	Jan 1, 1998, and March 31, 2002,


	
	

	2. Agencies

	Lead agency(ies)
	Other Key Agencies (Partners)
	Implementing agencies
	Sponsor/Donor
	Comments

	 
	 
	List
	Category of agency
	 
	 

	Department of Pediatrics, All India Institute of Medical Sciences, New Delhi, India
	Department of Child and Adolescent Health and Development, WHO, Geneva, Switzerland; and Bloomberg School of Public Health,
School of Hygiene and Public Health, Johns Hopkins University, Baltimore
	All India Institute of Medical Sciences, New Delhi, India
	 Government Medical Institute with Field Study Area
	 WHO,JHU
	 

	3. Intervention Description

	Goal /Objectives
	Key Strategies (5-10)
	Key Components (3-5)
	Primary target group
	Secondary target group

	A Study Aimed to demonstrate and promote exclusive breastfeeding and appropriate complementary feeding practices in under-twos to ascertain the feasibility of using available channels for nutrition counseling,  their relative performance and the relationship between intensity of counseling and behavior change.

 

 
	Conducted a community randomized, controlled effectiveness trial with four intervention and four control communities. 

Trained health and nutrition workers in the intervention communities to counsel mothers at multiple contacts on breastfeeding exclusively for 6 months and on appropriate complementary feeding practices thereafter.

Community mobilization 

	Formative Research 

Baseline survey - 

Training of health and nutrition workers: 50 % hands-on training 

Nutritional counseling 

Household trials 

Communication interventions- Message design 

The intervention messages included starting complementary foods at 6 mo of age, the specific foods, meal frequencies and amounts to be fed at different ages while continuing to breast-feed, ways to encourage children to eat more, hand washing before a meal, and continuing feeding during illness
	Mothers of children 0-18 months 
	 Family members and nutrition workers

	4. Information Sources
	
	
	
	

	Publication Name
	Website's)/on-line
	Unpublished project documents
	Comments
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	5. Results and Data

	Methodology
	Key measures/variables
	Key lessons learnt (share challenges or negative results, if possible)

	Designed
	Implemented
	 
	Through a pragmatic and potentially sustainable educational intervention to promote appropriate complementary feeding practices for infants 6–18 months of age, it was possible to achieve high coverage, resulting in improvements in infant and young child feeding practices and energy intakes. There was no effect, however, on weight gain and only a small improvement (0.18 SD units) in linear growth between six and 12 months. The improvement in physical growth was less than that expected from the substantial increases in energy intakes

	Community Randomized Case-Control Prospective designed for two years period 

formative research, baseline and endline evaluation
	formative research, baseline and evaluation
	Effects of the types of foods fed to children- weight, height, estimated caloric intake. 
Responsive feeding and hygiene practices.(as reported)
	

	6. Program Cost

	Total per year
	Estimated cost per component
	Estimated cost per beneficiary/unit
	Comments
	
	

	
	
	
	No cost data available in public domain
	
	


FORM 3a - Data sheet for Effectiveness - Growth Promotion and Complementary Feeding
Name of Intervention:  An Appropriate Complementary Feeding Practices and Physical Growth in Infants and Young Children Intervention" in Faridabad, Haryana
	List of "impact" indicators with achievements(1)
	List of "outcome" indicators with achievements(1)
	List of "output" indicators with achievements
(1)
	List sources of impact, outcome & output data
	Quality of data(2)
	Specify if the intervention targeted and reached women and/or vulnerable(3)

	Anthropometric data for the study groups at different ages were adjusted for cluster randomization, mother working outside the home, weight and length at six months, and breast-feeding status at six months
Overall, the intervention did not affect the attained weights, the proportion of children with weight-for-age Z-score less than two SD at 12 and 18 months, or the increments in weight between six and 12, and 12 and 18 months. The crude and adjusted results were similar
The intervention group children had a higher attained length at 12 months (P   0.035) and a higher increment in length between six and 12 months of age 
(p = 0.035). The proportion of children with height-for-age Z-score less than two SD did not differ between the two groups. In an additional model, after adjustment for exclusive breast-feeding instead of any breast-feeding at six months, the results were virtually unchanged (difference in mean length gain 0.34 cm; 95 per cent CI, 0.04, 0.64)


The effect of the intervention in subgroups on the bases of gender, caste, income, and parental literacy were analyzed. A test of interaction of these subgroups for comparison of means of intervention and control groups revealed a significant (p= 0.02) interaction between gender and the intervention effect on length at 12 months of age (13). No significant interactions were found for caste, income, or parental literacy. In the subgroup of male infants, the intervention resulted in a 0.51 cm higher attained length at 12 months (95% CI, 0.03, 0.98, P   0.039), a 0.51 cm greater length increment between six and 12 months (95% CI, 0.03, 0.98, p   0.039), and eight per cent fewer children with a height-for-age Z-score less than two SD (p   0.391)


Similarly, among males, the intervention resulted in a 0.37 cm higher attained length at 18 months (95% CI, 0.08, 0.66, P 0.02). In the subgroup of female infants, there were no significant differences or clinically relevant differences between the intervention and control groups
There was a small but significant effect on length gain in the intervention group (difference in means 0.32 cm, 95% CI, 0.03, and 0.61)
The effect was greater in the subgroup of male infants (difference in mean length gain 0.51 cm, 95% CI 0.03, 0.98)
However, the difference between the intervention and control groups in energy intake from milk at 18 mo of age was greater for males (505   283 vs. 297   178 kJ) than females (458   273 vs. 320 162 kJ; test of interaction, P   0.002).  Suggesting that males received a larger quantity of milk based calories and protein than females.
Energy intakes from complementary foods (reported by mothers)) overall were significantly higher in the intervention group children at nine months (mean   SD: 1556 ± 1109 vs. 1025 ± 866 kJ; P   0.001) and 18 mo (3807 ± 1527 vs. 2577 ± 1058 kJ; P   0.001)
	Intakes of cereal legume gruels or mixes (i.e., cereals and legumes both cooked separately but mixed at the time of feeding), milk cereal gruels or milk cereal mixes (cereals cooked separately to which milk is added), and of undiluted milk were higher (p   0.001) in nine-months-old children in the intervention communities


At nine months age, the recommended snacks were also fed more often (P   0.0001) to children in the intervention communities. Similar patterns were seen at 18 months, but the differences between the two groups were less pronounced for cereal legume gruels or mixes and for snacks than those at 9 mo, possibly because these are commonly given foods at this age
The 24-hr breast-feeding frequency in the control children at nine mo was 6.6± 3.0 and it was 7.8 ±   3.0 in the intervention group (P   0.01); the breast-feeding frequency was similar in the two groups at 18 months of age. The proportion of children breast-fed at nine months was 90.8 per cent in the control communities and 94.7 per cent in the intervention communities (P   0.01). The proportion of children breast-fed was similar at 18 months of age (72.2 vs. 70.8%, P   0.66) 

Analyses of intervention effect on breast-feeding and complementary food intake were performed by gender in an effort to explain the mechanisms underlying the significant interaction of gender with the effect on length. There was no interaction between gender and intervention effect on breastfeeding frequency, proportion 
breast-fed, or the proportion consuming undiluted milk, cereal legume gruels or mixes, or vegetables and fruits. There was no interaction of gender with the overall energy intake at nine or 18 months
Improving complementary feeding practices through existing services is feasible but the effect on physical growth is limited
	  
	Final evaluation report
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	The women and family members were targeted, however impact on males infants was more than on female infants- suggesting that female infants may need additional attention,  Possibility of gender, parity interactions could be explored


(1) Achievements as compared to baseline and/or control group, (2) Comments should include factors such as rigor of evaluation design, independence and multiple sources
(3)Comment as whether the intervention reached and/or had impact, outcome and output results on women and/or vulnerable. List the results

	Form2: Evidence Review for Growth Promotion and Complementary Feeding

	Name of Intervention:  Mainstreaming BCC/BCM in a Safe Motherhood and Child Survival Program
	

	Date of Review: July 2007
	

	1. Location and Scale
	
	
	

	Number of villages by block, district and state names
	Population covered
	Comments
	Time Period 

	Ongole in Hyderabad, Patna semi urban, Rae Bareli-Lucknow and Ajmer in Rajasthan
	182,000 women and children 0– <3 years old. Pilot was in Patna and expanded to other four sites in four states, Mainstreaming catchment population 179,18,518. pilot catchment population 100,000
	
	July  2002- September 2003( project implementation period is only nine months)

	2. Agencies

	Lead agency(ies)
	Other Key Agencies (Partners)
	Implementing agencies
	Sponsor/Donor
	Comments

	 
	 
	List
	Category of agency
	 
	 

 

	Catholic Relief Services India   
	TA from LINKAGES/AED
	CRS 
	 NGO
	LINKAGES/AED with fund from USAID
	

	3. Intervention Description

	Goal /Objectives
	Key Strategies (5-10)
	Key Components (3-5)
	Primary target group
	Secondary target group

	· To improve key indicators on breastfeeding and complementary feeding practices 

· To build staff capacity in BCC to facilitate mainstreaming to other CounterParts (CP)

	Stage I: Baseline and formative research

Stage II: Trials of Improved Practices (TIPS),

Stage III: BCC strategy 

StageIV: The Detailed Implementation Plan (DIP)

Stage V: Project implementation  

Stage VI: A quantitative endline survey 


	1. Build capacity of CP coordinator and OP supervisor staff on BCC and BCM 

2. Train CP coordinator and OP supervisors in formative research and TIPS

3. Develop materials and media

4. Design interventions and develop implementation plan

5. Conduct a baseline survey
6. Train CPs on the monitoring system

7. Implement community interventions

8. Monitor,  evaluate activities and MIS training
	Mothers of children 0-24 months 
	Mother in laws, father in laws, community, mahila mandals, RMPs, frontline providers



	4. Information Sources

	Publication Name
	Website's)/on-line
	Unpublished project documents
	Comments

	1. LINKAGES India final report

2. CRS SMCS report and design document 

3. Baeline and endline reports

4. Formative research reports
	www.linkagesproject.org
	Project Design documents-DIPs
	 


	5. Results and Data

	Methodology


	Key measures/variables
	Key lessons learnt (share challenges or negative results, if possible)

	Designed
	Implemented
	In mid-2004 CRS conducted a process evaluation of its application of the LINKAGES BCC methodologies for improved maternal, infant, and child nutrition

A process evaluation in 2004 found that during
the limited CRS/LINKAGES phase II time frame of nine months, the BCC methodology significantly influenced identified behavior areas and should continue
However, results were uneven. The most positive effects were observed in initiation of breastfeeding and exclusive breastfeeding, immunization, colostrum feeding, registration of pregnancies, and antenatal checkups. Results pertaining to food intake of lactating women, deliveries in health facilities, and rest during pregnancy were less encouraging

 The evaluation report concluded that certain socio-economic and cultural constraints beyond the scope of the project were key barriers to behavior change

While CRS emphasized that the sample
selected for the process evaluation was too small to extrapolate results to the entire project population, it found that illiterate village health workers were less effective than anticipated in disseminating messages and maintaining records. On the other hand, links
with government health staff and local authorities had increased the accessibility and uptake of health services
	As an operations research project with the overall objective of mainstreaming
LINKAGES/India did not have as its goals changes in physical and physiological benchmarks. Nevertheless, because epidemiological research has demonstrated that breastfeeding provides health, growth, and development advantages to infants and decreases the risk of many acute and chronic diseases, improved health and nutrition practices are assumed to contribute to improved health and nutrition status. In a joint mainstreaming workshop in 2000, CARE, CRS, and World Vision agreed that designing by dialogue helped achieve significant behavior change results. Results of end-line surveys conducted by PVO partners in 2001 showed significant improvement in infant feeding and maternal nutrition indicators.
1. Formulate links with government health and child development services at project inception

2. Integrate behavior change communication interventions into existing systems.

3. Plan behavior change communication interventions at the beginning of a project to continue through the project life
4. Base communication aids on social communication inputs from professional sources and pre- and post-test them to determine their contribution to changing
behavior and reinforcing changed practices

5. Allow time and flexibility for the formation and infusion phases of piloting the BCC model. 

6. Include experienced M&E staff at field level from the beginning. 

7. Use formative research and TIPs to focus staff and beneficiaries on barriers to and motivators for optimal practice and formulate context-specific and culturally
appropriate BCC strategies
8. Ensure intensive capacity building at all levels for success of the inclusion stage of mainstreaming. 

9. Employ interpersonal counseling on options and negotiation of behavior change to address individual barriers to optimal dietary practices
10. Deliver consistent messages through multiple channels to reinforce and endorse optimal behaviors. 

11. Emphasize facilitation skills in training

	Baseline and endline designed for all project sites 

Formative research 

 

 
	Baseline and endline designed for all project sites 

Formative research 

 
Monthly reporting system: data from each village collected and complied at the project level 

All baselines were done by external research agencies 
Most of the baseline adopted two Stage Cluster Sampling method. Target villages were selected using the PPS "30 Cluster" sampling methodology,  and systematic sampling techniques also used by one project-Jagriti


	
	

	6. Program Cost

	Total per year
	Estimated cost per component
	Estimated cost per beneficiary/unit
	Comments

	Total project cost $   328,961 

CRS contribution: $ 119,027 

Existing Staff  $ 77,170 

Consultancy $ 16,000

Travel: $ 28,777

Program $ 123,600

Training and materials $ 13,420

Project support cost $ 23,000
	
	
	


FORM 3a - Data sheet for Effectiveness - Growth Promotion and Complementary Feeding

Name of Intervention:  Mainstreaming BCC for improved Infant Feeding Practices
	List of "impact" indicators with achievements(1)
	List of "outcome" indicators with achievements(1)
	List of "output" indicators with achievements(1)
	List sources of impact, outcome & output data
	Quality of data(2)
	Specify if the intervention targeted and reached women and/or vulnerable(3)

	No data available
	· Increase in number of deliveries with trained birth attendants

· Increase in colostrum feeding                                                                                                                                                                                                                                      

· Increase in exclusive breastfeeding for first six months

·  Increase in feeding of complementary foods at 6 months in a separate dish

· Increase in consumption of iron folic acid tablets in third trimester of pregnancy 
	No data available
	1. LINKAGES India final report

2. CRS SMCS report and design document 

3. Baeline and endline reports

4. Formative research reports
	Baseline and process documentation was done by external agencies
Although the report concluded  increase in the listed outcome indicators, the numerical estimates of these indicators were not presented in the report


	Mothers, family and community 


(1) Achievements as compared to baseline and/or control group 

(2)Comments should include factors such as rigor of evaluation design, independence and multiple sources
(3)Comment as whether the intervention reached and/or had impact, outcome and output results on women and/or vulnerable. List the results

	Form2: Evidence Review for Growth Promotion and Complementary Feeding

	Name of the intervention: Dular Strategy 

Date of Review: July 2007

	1. Location and Scale
	
	
	
	

	Number of villages by block, district and state names
	Population covered
	Comments
	Time period 
	

	Dular is being implemented in four districts of Jharkhand (Jamshedpur, Ranchi, West Singhbhum & Saraikela Kharsawa) and Bihar is planning to expand from five districts to 10 districts in Bihar
	covering approx eight million people
	
	1999-2005
	

	2. Agencies

	Lead agency(ies)
	Other Key Agencies (Partners)
	Implementing agencies
	Sponsor/Donor
	Comments

	UNICEF-Bihar 
	
	ICDS Bihar,  ICDS Jharkhand
	UNICEF
	

	3. Intervention Description

	Goal /Objectives
	Key Strategies (5-10)
	Key Components (3-5)
	Primary target group
	Secondary target group

	1. Empower the family and the community to make positive changes in health-related behaviors through IPC and to try out a behavior change strategy in selected areas within ICDS
2. Develop community based networks to support families in promoting key care behaviors for  child survival, growth, and development
3. Create a “working together environment” for ICDS and health teams through innovative capacity building strategies at the district level
4. Establish a state level monitoring system for care behaviors, malnutrition and micronutrient deficiencies within ICDS and health departments
5. Prevent and reduce malnutrition and micronutrient deficiencies among children and women
6. Reduce or eliminate entrenched cultural and behavior practices 
7. Create learning opportunities for pre-school children between three and six years of age
8. Reduce nutritional anemia for adolescent girls through IFA supplementation.
9. monitor and improve health and nutrition-related indicators for women and children
	Dular adopts a life course approach to the care of children under three

The Dular strategy seeks to ensure that girls and women of reproductive age have access to adequate nutrition, health care, and information about childcare throughout their lives—especially while they are pregnant and nursing their young children.

The Dular strategy initiated community mobilization effort and specially trained community members to disseminate information and to encourage healthy behaviors and practices in the places where they live

Dular initiated a two-day village contact drive (VCD) where the whole community participates.  The VCD uses participatory methods and demonstrations to enhance awareness and participation of the community.
Dular introduced a new cadre of volunteers  

named Local Resource Persons (LRPs) to assist the AWW
Household counselling on various issues related to health and nutrition. 
Regular weighing of children
	Household counselling on various issues related to health and nutrition.
Local Resource Persons (LRPs) to assist the AWW at the village level.
Village contact drive (VCD) where the whole community participates.
Dular introduced a new cadre of volunteers named Local Resource Persons (LRPs) to assist the AWW
Regular weighing of children 
District Mobile Monitoring Training Team (DMMTT) to monitor progress and provide on the job guidance to village teams. 
District Support Team (DST) to improve coordination between sectors, review overall progress, and ensure effective implementation across the district.  
Task Force at the state level to assess and develop communication and training needs.  
Dular Cell to monitor progress of Dular and link it to overall quality improvement of ICDS
	children under three years of age; adolescent girls; and, pregnant and lactating women
	Family members, ICDS workers

	4. Information Sources

	Publication Name
	Website(s)/on-line
	Unpublished project documents
	Primary data collection
	Comments

	The case of Dular: success and growth despite the odds,

 Evaluation report-2005 

ICDS Programme in Bihar- by Dr. N. C. Saxena


	 
	
	 
	 


	5. Results and Data

	Methodology
	Key measures/variables
	Key lessons learnt (share challenges or negative results, if possible)

	Designed
	Implemented
	
	

	 Monitoring and  evaluation plan 
	Monitoring and evaluation plan 
External evaluation was done by Tufts University
Quasi- Experimental control endline evaluation design
	To examine malnutrition outcomes of Dular areas 

Do malnutrition rates decrease consistently or reach an early plateau?

To what extent does the Dular project address the main determinants of malnutrition 
	The decentralized Local Resource Group (LRG) is perhaps the strongest element of Dular.  

Dular needs rigorous and regular monitoring not only of LRGs but also of program activities in general
Income disparities also distinguish nutritional outcomes. Children are more likely to be better if the family is better off.

AWW  are effective in behavior change of mother and family members  
The evaluation indicates that neither group (Dular and non-Dular) feeding solid foods consistently, even at two years of age

Dular has demonstrated clear success under difficult circumstances. Although malnutrition rates have not decreased, the gap between Dular and non-Dular has been consistently widening, underscoring the impact of the Dular interventions

	6. Program Cost
	
	
	
	
	

	Total per year
	Estimated cost per component
	Estimated cost per beneficiary/unit
	Comments
	
	

	
	
	
	WB’s Review of Best Practices- 2007 estimated cost. The report shall be available soon


FORM 3a - Data sheet for Effectiveness - Growth Promotion and Complementary Feeding
Name of the intervention: Dular Strategy
	List of "impact" indicators with achievements(1)
	List of "outcome" indicators with achievements(1)
	List of "output" indicators with achievements(1)
	List sources of impact, outcome & output data
	Quality of data(2)
	Specify if the intervention targeted and reached women and/or vulnerable(3)

	2005 evaluation reported a significant difference in the malnutrition rates (underweight) reported between the Dular and non-Dular villages (55.5% vs. 65.4%) and a significantly lower stunted population in the Dular villages (61.8%) as compared to the non-Dular villages (72.0%).

Wasting was not found to be statistically significant and seen to be lower in the Dular villages (9.3%) than the non-Dular villages (14.2%).

There is an increasingly widening gap between malnutrition rates in Dular villages as compared to non-Dular villages indicating that over time the interventions become effective
	2005 evaluation indicates that Dular villages had a significantly higher rate of colostrum feeding at 84 per cent than the non-Dular villages (64%).

However the median age of introduction of complementary feedings for six to 12 months did not show any significantly different between the two groups and remained high at eight months
For ages six to nine months: Dular 48.3 per cent and Non-Dular 52.7 per cent (P=.641) have received solid foods in the previous 24 hours and 48.9 per cent and 51.3 per cent 

(P=.871) had respectively had given milk outside of breastmilk

For ages 9.1 to 12 months 73.8 per cent of Dular and 72.5 per cent of non-Dular (P=1) had received complementary solid foods in the previous 24 hours, and 42 per cent and 48 per cent (P=.140) respectively had milk other then breastmilk
	
	The case of Dular: success and growth despite the odds,

 Evaluation report-2005 


	No comparison with baseline

Evaluation done by external agencies 
Uses confidence interval using p values to detect changes between experimental-control

	Yes, children under three years of age; adolescent girls; and, pregnant and lactating women

Family members, ICDS workers


(1) Achievements as compared to baseline and/or control group 

(2)Comments should include factors such as rigor of evaluation design, independence and multiple sources
(3)Comment as whether the intervention reached and/or had impact, outcome and output results on women and/or vulnerable. List the results

	Form2: Evidence Review for Growth Promotion and Complementary Feeding

	Name of Intervention: Community based Maternal and Child Health Nutrition(MCHN)

	Date of Review: July 2007

	1. Location and Scale
	
	
	
	
	
	

	Number of villages by block, district and state names
	Population covered
	Comments
	Time Period 
	
	

	A total of 907 villages of eight development blocks across four districts of Uttar Pradesh
	A total of 1,331,549 population covered under the project
	
	2001 – 2004
	
	

	2. Agencies

	Lead agency(ies)
	Other Key Agencies (Partners)
	Implementing agencies
	Sponsor/Donor
	Comments
	

	ICDS (WCD)
	 PRI and Health department
	ICDS
	UNICEF
	
	

	
	
	
	
	
	
	

	3. Intervention Description

	Goal /Objectives
	Key Strategies (5-10)
	Key Components (3-5)
	Primary target group
	Secondary target group

	Goal: Reducing underweight among children <2 years by 20 per cent 
Objectives:

1. Improving coverage of children nine months to three yrs with Vitamin A supplementation to 80 per cent 
2. Ensuring 60 per cent women consume a minimum of 100 IFA tablets
3. Ensuring 100 per cent households use only iodized salt
	Multi-sect oral (Health,ICDS,PRI) participation, for addressing immediate and underlying determinants of malnutrition, promoting community mobilization and concentrating on selected "at risk" families who are reached through elected community volunteers. The MCHN project is based on the principle of addressing intergenerational cycle of growth failure, breaking nutrition and infection cycle and inter-sect oral convergence
	1. Involvement of local volunteers (Bal Privar Mitra/Friends of family) on regular basis as link person in their respective cluster 

2. Role of block trainer cum monitor (BTM) under the supervision of medical collage to implement the activities was very effective

3. Establishing 3 district and two state nutrition centers  
	Children under two years of age with clinical sign of severe malnutrition, newly wed, pregnant and lactating mothers 
	Families who had any members of such categories and community

	4. Information Sources

	Publication Name
	Website's)/on-line
	Unpublished project documents
	Comments

	Project broacher, Evaluation report ORG centre for social research 2006, World bank report on best practices
	
	
	


	5. Results and Data

	Methodology
	Key measures/variables
	Key lessons learnt (share challenges or negative results, if possible)

	Designed
	Implemented
	
	

	Qualitative and quantitative survey techniques/methodologies were used for evaluation by using PPS (probability proportional to size) sampling procedure.  
	Data collected from 1600 house holds belongs to 80 project villages across four project districts by using PPS sampling procedures based on 2001 census. The total sample of 400 HH was equally divided in to two development blocks in each district. Thus, in each block 200 HH covered for the survey among mothers having below two years children. Each selected village was divided in to four quadrants and from each quadrant, five mothers of children currently aged 0-24 months were selected for the interview. In a selected house hold, if more than one child was there the mother of younger child was contacted for the interview. By following the same procedures three newly married women who got married during last one year & without having children selected for the interview in each village. A total of 239 newly wed women interviewed against the sample of 240. In all 75 in-depth interviews with state/district and block level functionaries, 81 semi structured interviews with village level project functionaries/volunteers and 18 focus group discussions with mothers of at risk families. Seven case studies were done from the project area          



	1. Nutritional status of children below two years of age

2. New born care practices

3. Infant & young child health feeding

4. Vitamin A supplementation 


	· Weak ownership of the nodal agency at state level

· No sustainability plan in the project.

· Frequent transfer of key officials at various level cause unnecessary delay in the project

· No monthly incentive was paid to BPMs. Monthly incentive of Rs.50 could have resulted better performance

· ANMs and AWWs were already over loaded with their regular works and perceive it as additional work in the project

· Hurdles pose by Pradhans, local untrained practiceners and other influential on certain issues

	6. Program Cost

	Total per year
	Estimated cost per component
	Estimated cost per beneficiary/unit
	Comments

	NO COST DATA AVAILABLE
	NA
	NA
	


FORM 3a - Data sheet for Effectiveness - Growth Promotion and Complementary Feeding

Name of Intervention: Community based Maternal and Child Health Nutrition (MCHN)

	List of "impact" indicators with achievements(1)
	List of "outcome" indicators with achievements(1)
	List of "output" indicators with achievements(1)
	List sources of impact, outcome & output data
	Quality of data (2).
	Specify if the intervention targeted and reached women and/or vulnerable(3)

	A considerable decline of 43 per cent in the proportion of severely malnourished (IAP) classification method) children (base line-25 per cent end line 14%). An increase in mild & moderate cases is observed in the end line, in comparison of base line indicating shifting of severe malnourished cases in to mild & moderate category of nutritional status. The proportion of children with normal nutritional status (IAP methods) improved slightly from 25% in base line to 28 per cent end line, possibly required additional time. ANC coverage improved over all, Registration base line-45 per cent end line 75 per cent TT two doses baseline-47 per cent end line -63 per cent  IFA received baseline six per cent end line 61 per cent consumed >90 base line10 per cent end line 22 per cent


	The practice of initiating breast feeding within one hour of birth has increase by five times, (Base line 4.6% and end line 21.9%)

Nearly 78 per cent mother confirmed having given something or other (pre-lacteal feeds) to their infants before initiating the breast feeding

60 per cent of mothers were aware about the importance of colostrums feeding. There was significant improvement regarding the practice of colostrums feeding in the end line (Baseline 28% Endline 53%).

Semi solid food was introduced between six to nine months,  substantial increase from 18 per cent in the Baseline to 63 per cent in the End line. High proportion of cases 87 per cent washing hands with soap by person assisting delivery was observed in the end line, similarly bathing of new born after third day of birth was reported in 22 per cent cases but base line figures were not available for comparison with both the variable.

Source of advice about additional diet and IFA during pregnancy clearly shows the functioning of BPMs, 61.9 per cent beneficiaries got advice on additional diet from BPMs 30.1 per cent from ANMs eight per cent from AWW & others. Similarly source of information on immunization & vit-A by BPM 28.9 per cent ANM 27.4 per cent AWW16.7 and others 27 per cent clearly show that BPMs emerged as the main source of information in the community
	Community based MCHN project not only created enough resources in terms of trained man power 4616 (97% female) (BTM/BPM) at gross route level but also demonstrated the role importance of medical collages in the form of SNRC/DNRC created by the project and it can provide technical support to training/capacity building and coordination to any such project;

six innovative pictorial monitoring card/formats were developed and used by BPMS for promoting appropriate behavioral practices and monitoring action at the family level.

Three training modules were developed which not only provide technical knowledge but also sensitized the reader by using case study approach. Third module utilized for the trainers of community immobilizers  


	Evaluation report-2006  by ORG centre for social research submitted  GOUP Directorate of FW & ICDS and UNICEF lucknow
	There was a gap of 5 months between starting the evaluation survey and the withdrawal of the MNCHN project. This time gap would have, possibly reduce the respondent’s recall on various issues covered under the survey

Few variables were not comparable because in the baseline survey information was not collected specially in case of new born care and vitamin A supplement related data

Sampling details of baseline survey was not available

Statistical test or confidence intervals of estimates of baseline and endline were not derived to assess the significance of changes in the indicator values

Methodology does not allow for attribution of results to program intervention


	Women and girls, but results by gender were not available. Similarly results by vulnerability such as caste/tribe not available  

	(1) Achievements as compared to baseline and/or control group 

(2)Comments should include factors such as rigor of evaluation design, independence and multiple sources
(3)Comment as whether the intervention reached and/or had impact, outcome and output results on women and/or vulnerable. List the results


	Form2: Evidence Review for Growth Promotion and Complementary Feeding

	Name of Intervention:  Community based child nutrition program in Dhanusha, Nepal- Positive Deviance

	Date of Review: July 2007
	
	
	
	
	
	

	1. Location and Scale

	Number of villages by block, district and state names
	Population covered
	Comments
	Time Period 

	28 VDCs of the Dhanusha district
	671364
	Covering 8209 children under 3 years of age from 15 very disadvantaged communities in Dhanusha district of Nepal
	2001-2003( 2 years)

	2. Agencies

	Lead agency(ies)
	Other Key Agencies (Partners)
	Implementing agencies
	
	Sponsor/Donor
	Comments
	

	
	
	List
	Category of agency
	
	
	

	Save the Children Japan
	Aasaman
	SCJ
	NGO
	SCJ
	 
	

	3. Intervention Description

	Goal /Objectives
	Key Strategies (5-10)
	Key Components (3-5)
	Primary target group
	Secondary target group
	
	

	1) To reduce numbers of malnourished children in a sustainable manner,
2) To improve (change) family and community behavior and practices related to child nutrition and safe motherhood, and 
3) To enhance the capacity of local partners (VDC, S/HP, PHC) to provide better health services.
	Nutrition Education: Under nutrition education, the major activities implemented are: 
1)GMP Campaign,
 2) Food Demonstration/'Khichadi',
 3) Behavior Change Communication, 
4) Referral of C+D children,

 5) Interaction with mothers of C+D & A children
	1. Capacity  building 
2. Nutrition education 
3. Safe Motherhood 
4.Water and sanitation
5. Kitchen garden
	Mother 
	family, frontline providers, community,
	
	

	4. Information Sources
	
	
	
	
	
	

	Publication Name
	Website's)/on-line
	Unpublished project documents
	Comments
	
	
	

	Final evaluation report, CBCNP-SCJ
	
	
	
	
	
	


	5. Results and Data

	Methodology
	
	Key measures/variables
	Key lessons learnt (share challenges or negative results, if possible)

	Designed 
	Implemented 
	
	

	
	All baselines were done by external research agencies. Most of the baseline adopted two Stage Cluster Sampling" method. Target villages were selected using the PPS "30 Cluster" sampling methodology  and systematic sampling techniques also used by one project-Jagriti
	1) Assess the impact of the nutrition program according to the program objectives set out.

2) Assess the knowledge, attitude and practice of the key staffs and volunteers, and stakeholders; change perceived by them and reflected in their behavior.
3) Assess and analyze the factors those are hindering the sustainable behavior change in the community.
4) Assess the effectiveness of the message conveyed through program intervention at community level.
5) Analyze the cost-effectiveness of nutrition program.
6) Make recommendations for further programming and remodeling of the nutrition program.
	At the family and community level
1) Initiate dialogue based programs for parents and caregivers. 
2) Adopt communication through demonstration strategy. 
3) Include husband and mother-in-law in the program strategy. 
4) Include adolescent, pregnant and delivered women in nutrition intervention.
5) Use Positive Deviance approach widely.
6) Tracking of the VDC budget on health program. 
7) Include Traditional Faith Healers (Dhamijhankri) and Untrained Health Workers (Quacks) in program strategy. 
8) Promote Khichadi, dal (pulse), fruits and green leafy vegetables and 'Sarbotam Pitho' (Super Flour) consumption widely to prevent malnutrition
9) Develop school and health institutions as model for kitchen garden. 
10) Promote participation of youths and youth club in child nutrition and health. 
At the agency and district level
11) Include preventive [counseling] approach in the service delivery mechanism of health institutions
12) Promote Khichadi (porridge) and fruits as snacks in training program. 
13) Strengthen the program implementation strategy of building partnership with DPHO by mobilizing of FCHVs, TBAs and MCHs 
14) Provide financial incentive to FCHVs. 
15) Initiate joint work among collaborating agencies.

16) Promote low cost toilet among health workers and then in community. 
17) Sensitize health workers, VDCs and DDC people on causes of malnutrition, its effects and ways to prevent malnutrition. 
18) Prioritize communicable childhood diseases and its management. 
19) Include family planning and contraception in nutrition program
20) Consider strategy for prevention of early marriage in nutrition. 
21) Internalize PD approach within organization...

22) Initiate plan for establishing 'Model Health Village'. 
23) Continue the concept of comparison of program areas with control (non-program) from the beginning and in all evaluation. 
24) Include concrete indicators and in-depth analysis to see the cost-effectiveness of the nutrition/health program. 

At the national policy level

25) Put priority on nutrition program
26) Start interministerial collaboration for child nutrition program. 
The total expenditure for the program was Rs. 6.4 millions (Rs.5.7 millions direct cost) for two years of program implementation in Dhanusha. Due to diverse categories of target group/beneficiaries, it is difficult to calculate the actual unit cost, which ultimately reduce the chances of analyzing cost-effectiveness of the program. The following analysis were made based on the information gathered and analyzed.

1).Based on the number of children benefited from GMP, the per child cost seems to be Rs. 169 to Rs.186 for two years, which is Rs. 84 to Rs. 93 annually.
2) The expenditure ledger shows most of the expenditures made for training, workshop, meeting and implementation of the field program activities and incentive for workers directly involved in the program implementation.
3) There is no allowance for training or meeting, which ultimately has helped to reduce the program cost. Similarly, the government staffs at any level did not receive allowance in cash.
4) All the project workers are selected and trained from the respective VDCs who are not much expensive and after phase out of the program activities would also serve as trained human resources and model in their respective VDCs.
5) The investment of Rs. 84-93 per child and the achievement in the various aspect of child and maternal health indicates low cost program compare to the status of non-program areas.

	6. Program Cost

	Total per year
	Estimated cost per component
	Estimated cost per beneficiary/unit
	Comments

	
	
	
	


FORM 3a - Data sheet for Effectiveness - Growth Promotion and Complementary Feeding
Name of Intervention:  Community based child nutrition program in Dhanusha, Nepal- Positive Deviance
	List of "impact" indicators with achievements(1)
	List of "outcome" indicators with achievements(1)
	List of "output" indicators with achievements(1)
	List sources of impact, outcome & output data
	Quality of data(2)
	Specify if the intervention targeted and reached women and/or vulnerable(3)

	Status of malnourishment almost similar in program and non-program area
Measurement of nutrition status by weight for age (under weight) indicates reduction of malnutrition (53% vs57%) among children in program area in 2003 than 2001 and non program areas.

Nutrition status measurement by height for age (stunting that is chronic malnutrition), which was not taken in 2001, indicates almost no impact (70.6%versus 71%) of program intervention on nutrition status of children in program areas. This indicates poor achievement in reduction of chronic malnutrition with the present program interventions
Less gender gap in malnourishment of children in program areas compare to non-program areas.

	Slightly more than a quarter 26.9%  mother initiated breast feeding within two hours after birth, which indicates some improvement than 2001 (17.6%) but better than non programme area 6.6%, however lower than national figures for Terai 47.1% in 2001

Two third 67.2% of the children are given colostrums, which shows improvement over 2001 (50.8%) and non program area (44.3%)

There is a decrease trend of exclusive breast feeding without water to 2 to 4 months age of children decrease from 53% in 2001 t0 24.5% which is even less than non programme area (34.4%).


	Majority (54%) didn't participate in GMP due to less awareness on importance of weighing. Six in ten children participated in GMP campaign last time compare to 4% in non-program areas 
10% progress in perception of respondents about importance of weighing of children that it is essential and very important.
About half (45.5%) in non-program areas didn't know anything about importance of weighing of children, which is reduced to 3.5% in program areas.
10% progress in perception of respondents about importance of NERP for malnourished children that it is essential and very important.
About half (45.5%) in non-program areas didn't know anything about importance of NERP for making malnourished children well nourished, which is reduced to 6.2% in program areas.
	Final evaluation report, CBCNP-SCJ
	Qualitative data available, no comparison with baseline for many indicators, but quasi-experimental design.
The final evaluation includes document review, quantitative assessment (household interview) and FGDs


	Women and children under 3 years of age from 15 very disadvantaged communities in Dhanusha district of Nepal


(1) Achievements as compared to baseline and/or control group 

(2)Comments should include factors such as rigor of evaluation design, independence and multiple sources
(3)Comment as whether the intervention reached and/or had impact, outcome and output results on women and/or vulnerable. List the results

	Form2: Evidence Review for Growth Promotion and Complementary Feeding 

	Name of Intervention:  Anchal Se Angan Tak (ASAT) - An Early Childhood  Care for Survival Growth and Development

	Date of Review: July 2007

	1. Location and Scale
	
	

	Number of villages by block, district and state names
	Population covered
	Comments
	Time Period 
	
	

	In seven districts , 61 blocks, 7610 AWCs
Seven districts of Rajasthan: Alwer, Tonk, Rajsamand, Baran, Jhalawar, Dholpur and Jodhpur
	Estimated population of 6.6 million
	
	Project period: 2001-2006
	
	

	2. Agencies

	Lead agency(ies)
	Other Key Agencies (Partners)
	Implementing agencies
	Sponsor/Donor
	Comments
	

	
	
	List
	Category of agency
	
	
	

	ICDS, Rajasthan and UNICEF
	
	ICDS, Rajasthan
	Government 
	UNICEF
	
	

	3. Intervention Description

	Goal /Objectives
	Key Strategies (5-10)
	Key Components (3-5)
	Primary target group
	Secondary target group

	The goal of the ASAT strategy is to strengthen the ICDS program so as to achieve its goal of improving child survival, growth and development
	· Life cycle approach is the cornerstone of the program strategy

· Counselling on health and nutrition at the household level;

· Communication interventions: Advocacy for awareness generation in the community, mass media, counselling, folk media,

· Training and capacity building 

· Community mobilization and participation: Gram Sampark Samooh (GSS)-Community based action, group of 18-25 members in each group. Each household is responsible for 15-20 households. 

· Partnership and convergence 

· Maternal and Child Health and Nutrition (MCHN) Day - held at the AWC and facilitated by the ANM and AWW with assistance from the Sahyogini and the AWC


	· The Mamta Card is used to monitor progress of children

· ASAT introduced a new cadre of local volunteers at the village level named Gram Sampark Samooh (GSS)
· At the Block level ASAT has just initiated (start 2006) a Block Support Team (BST) in a few blocks. Their role is to assist the staff at the block and village level to implement the program
· At the district level, ASAT has added a District Mobile Monitoring Training Team (DMMTT) to monitor progress and provide on the job guidance to village teams. This has just been initiated in a few districts
·  A District Support Team (DST) has also been constituted to improve coordination between sectors, review overall progress, and ensure effective implementation across the district
· A State Level Training and Monitoring Unit has been formed. This is 4 member team headed by the ASAT Nodal Officer in Charge, Training and Monitoring.  Three officers work under the supervisor focusing at the field level
· Fixed Weighing and Counselling Day - This state-wide initiative started recently (February 2006) and occurs on a fixed day one week prior to the MCHN Day. All children in the village less than six years of age are weighed. The AWW and Sahyogini facilitate the process
· Special Plan of Action was initiated in 2005 in 14 blocks. The goal of SPOA is to manage child malnutrition through support of ICDS by training ICDS functionaries, adopting WHO standard protocols, strengthening referral services and counselling families.  The strategy focuses efforts on interventions and capacity building at the three levels: community - AWCs; family based interventions; and, district hospitals
	Pregnant women

Nursing women

Children between zero to six years 

Adolescent girls 
	ICDS workers

Gram Sampark Samooh (GSS) members 

Family members

	4. Information Sources 

	Publication Name
	Website's)/on-line
	Unpublished project documents
	Comments

	Best practices in community-based early childcare models-DWCD-Rajasthan

Draft ASAT strategy evaluation report- Christine McDonald, Laura Rowe & Sarah Sadison Friedman School of Nutrition Science & policy-Tufts University 
	
	World Bank India’s Review of  Best Practices2007 draft report
	


	5. Results and Data

	Methodology
	Key measures/variables
	Key lessons learnt (share challenges or negative results, if possible)

	Designed
	Implemented
	
	Overall ASAT was well designed intervention, in spite of persistent and wider spread shortcomings of ICDS, ASAT has been fairly successful in improving certain child care and feeding practices

Strengths: 
ASAT strategy was well planned and comprehensive in scope, training for ICDS staff were well designed, stocks at AWCs increased

Weaknesses: 
No full ownership by ICDS, trainings are poorly attended, heterogeneous group training,, lack of motivation of workers at all levels, persistent lack of monitoring & supervision of AWWs  Lady Supervisors, there is indiscriminate and insufficient allocation of supplementary food,  no proper distribution of supplies, political motivations are the underlying cause of much poor performance, insufficient guidance and support to community level staff, a serious lack of proactive decision making exists at all levels, lack of transportation for supervisors   

Sustained focus on under threes result in positive outcomes. Convergence and joint sessions of capacity building efforts lead to joint action in the field

The involvement of PRIs and communities is essential for creating demand and utilization of services

Effective government and NGO partnerships results in improved service delivery

Gram Sampark Samooh (GSS) is quite innovative as it facilitates community participation and ownership of sustainable development of the children through better utilization of ICDS services

Overall ASAT was well designed intervention, in spite of persistent and wider spread shortcomings of ICDS, ASAT has been fairly successful in improving certain child care and feeding practices
Recommendations for change suggested by evaluators:

· Improve training quality

· Establish an effective and timely monitoring system 

· More collaboration for implementing the program  

	Cross sectional study with control .ASAT and non ASAT area by using anthropometric measurements.

Note: No Baseline comparison in ASAT and non ASAT area. 
	  As designed 

Final evaluation done by Tufts University, Boston
	To evaluate the timeliness of introduction of appropriate complementary food

To determine the extent to which BF practices are correct 

To evaluate immunization status

To assess the appropriateness of diarrhea management

To assess the appropriateness of caregivers’ hygiene practices  

To assess the child nutritional status- growth 

To evaluate the effectiveness of ICDS service

To evaluate ICDS management, training, and structure under ASAT strategy  


	

	6. Program Cost

	Total per year
	Estimated cost per component
	Estimated cost per beneficiary/unit
	Comments

	NO COST DATA AVAILABLE
	
	
	Cost estimate: Source: WB Review of “Best Practices” in ICDS, May 2007 draft report 

For each AWC, cost of initiating and operating ASAT for one year is estimated to be INR 12,971 or US$ 295. Of that US$ 295, US $240 (or about 81%) is estimated to be annually recurring costs, assuming that training will take place at all levels at least once a year.   Considering only the recurring costs, the additional cost of implementing ASAT is estimated to be 11 per cent more than the regular ICDS program. The additional cost of ASAT activities (capital and recurring costs) is estimated to be 13 per cent more than the total costs of running an AWC



FORM 3a - Data sheet for Effectiveness - Growth Promotion and Complementary Feeding
Name of Intervention:  Anchal Se Angan Tak (ASAT) - An Early Childhood Care for Survival Growth and Development
	List of "impact" indicators with achievements(1)
	List of "outcome" indicators with achievements(1)
	List of "output" indicators with achievements(1)
	List sources of impact, outcome & output data
	Quality of data(2)
	Specify if the intervention targeted and reached women and/or vulnerable(3)

	Frequencies of WHO WHZ scores by district Z score WHZ>-0.99 35.6% ASAT and non ASAT 38.5% -2.99 <- WHZ<-2.00 ASAT 21% and NON ASAT 20.2% WHZ<-3.00 ASAT 6.7% Non ASAT 4.6% (P value .314)

Frequency of WHO HAZ scores by district WHZ>-0.99 ASAT 31.8% and non ASAT 26.1% and -2.99<-WHZ<-2.00 ASAT 20% Non ASAT 26.3% (P value .002 level of significance).

Frequencies of WHO WAZ score by district WHZ>-0.99 ASAT 22.1% non ASAT19.7% -2.99<-WHZ<- ASAT 26.% non ASAT 28.1% (P value 0.636)

Frequencies of NCHS WHZ scores by district Z score WHZ>-0.99 ASAT  31.9% and non ASAT 36.0%,  -2.99 <- WHZ<-2.00 ASAT 21.3% and NON ASAT 20.1%, WHZ<-3.00 ASAT 6.7% Non ASAT 4.6% (P value 0.276)

Frequency of NCHS HAZ scores by district WHZ>-0.99 ASAT 35.4% and non ASAT 28.2% and -2.99<-WHZ<-2.00 ASAT19%Non ASAT 28.7% (P value of 0.001 level of significance).

Frequencies of NCHS WAZ score by district WHZ>-0.99 ASAT 20.5% non ASAT17% -2.99<-WHZ<- ASAT 30.8% non ASAT 36% (P value 0.124).

Weight for height Z score MEANS WHO WHZ ASAT -1.42 SE 0.039 non ASAT -1.31 SE 0.038 (P value 0.044); NCHS WHZ ASAT -1.37 SE 0.033 non ASAT -1.27 SE 0.032 (P value 0.036)

Height for age Z score MEANS WHO HAZ ASAT -1.63 SE 0.071 non ASAT      -1.92 SE 0.059 (P value 0.002); NCHS HAZ ASAT -1.48 SE 0.063 non ASAT 

-1.73 SE 0.054 (P value 0.003)

Weight for age Z score MEANS WHO WAZ ASAT -1.91 SE 0.049 non ASAT    -2.02 SE 0.045 (P value 0.117);  NCHS WAZ ASAT -1.98 SE 0.046 non ASAT -2.08 SE 0.041 (P value 0.104)
	Significant difference in the per cent of women who feed the newborn colostrums (18% versus 47%). 

Significant difference in substance given to child before initiating breastfeeding - 39.6 per cent of ASAT mothers gave sugar water compared to 51.3 per cent of non-ASAT mothers

Mean age of introduction of complementary foods 9.39 in ASAT and 9.92 in Non-ASAT 

 
	Seven District level monitoring committees were formed which comprises 10 members in each committee.

Capacity building was done at various level including PRIs but data not available in the report.

Child ever received supplementary food from AWC: has received 63.1 per cent in ASAT and 56.4 per cent in 
non-ASAT

Regular growth monitoring by AWW: yes 59.7 per cent in ASAT and yes 42.3 per cent in Non-ASAT
Direct contact by child or mother with AWW in ASAT 53.7 per cent non ASAT 46.8 per cent (P value 0.001 of significance)

Direct contact by child or mother with Sahyogni in ASAT 49.7 per cent non ASAT 42.2 per cent (P value 0.005 of significance)


	Final evaluation done by Tufts University, Boston 
	Qualitative data collected but not available,  

Final evaluation done by Tufts University, Boston both project and control site data and compression available 

No comparison with any baseline data
	


(1) Achievements as compared to baseline and/or control group 

(2)Comments should include factors such as rigor of evaluation design, independence and multiple sources
(3)Comment as whether the intervention reached and/or had impact, outcome and output results on women and/or vulnerable. List the results

	Form2: Evidence Review for Growth Promotion and Complementary Feeding  

	Name of Intervention:  Bimonthly growth velocity assessment up to the completion of four months of Anuka micronutrient mixture intervention

	Date of Review: July  2007

	1. Location and Scale
	
	

	Number of villages by block, district and state names
	Population covered
	Comments
	Time Period 
	
	

	one block in Rajasthan TONK rural in Tonk District
	about 7,000 children aged six to 36 months spread over 187 villages in the block
	
	
	
	

	2. Agencies

	Lead agency(ies)
	Other Key Agencies (Partners)
	Implementing agencies
	Sponsor/Donor
	Comments
	

	
	
	List
	Category of agency
	
	
	

	Micronutrient Initiatives 
	MI and ICDS
	ICDS, Rajasthan
	Government 
	UNICEF
	
	

	3. Intervention Description

	Goal /Objectives
	Key Strategies (5-10)
	Key Components (3-5)
	Primary target group
	Secondary target group

	The purpose of the pilot is to assess the feasibility of utilization of ANUKA on a large scale, its acceptability in the field conditions
Use of ANUKA will promote growth by triggering timely initiation of complementary feeding, which usually starts late, around nine month of age 
	ANUKA is administered to children through Angawadi centre following a scheme of five sachets of ANUKA per week
All children in the age group of six to 36 months are eligible for ANUKA and every child achieving his seventh month is automatically enrolled
	Five  sachets of ANUKA per week ANUKA administered to children six to 34 months  through Angawadi centre 
	children six to 34 months  
	AWW, family 

	4. Information Sources 

	Publication Name
	Website's)/on-line
	Unpublished project documents
	Comments

	collected  Draft report of bimonthly growth velocity assessment up to the completion of four months of Anuka micronutrient mixture  intervention : Anuka technical support project  for Tonk (rural) and Malpura blocks -Micronutrient Initiatives 2006-2007
	
	
	

	5. Results and Data

	Methodology
	Key measures/variables
	Key lessons learnt (share challenges or negative results, if possible)

	Designed
	Implemented
	Mean bimonthly weights (kg) of six to 12 months old children

Mean bimonthly weights (kg) of six to 12 months old children

Bimonthly mean weight increments in 
six to 12 months old children up to the completion of four months of Anuka intervention

Mean difference in weight (kg) and length (cm) of six to 12 months old children after first and second bimonthly growth velocity evaluation in Tonk (rural) and Malpura blocks
	

	Both in the intervention and in the control villages a qualitative survey will be carried out to assess the acceptability of ANUKA and the perception of recipients
An investigation will be conducted among service providers (CDPO, AWW, Sahayogini) to assess the feasibility of using ANUKA on a large scale and other related operational issues

Weight and age of all children will be measured before and after intervention to assess if there is any modification of the growth pattern
To detect change in growth velocity, a cohort of young children aged six to 12 months will be identified in each block right at the beginning of the study and follow throughout the intervention period. Weight, height and age of children in this cohort will be measured every other month
A Food consumption survey will be carried out, before and after intervention, on a sub-sample of children aged six to nine months, to establish complementary feeding practices in the project area
	
	
	

	6. Program Cost

	Total per year
	Estimated cost per component
	Estimated cost per beneficiary/unit
	Comments

	NO COST DATA AVAILABLE
	
	
	


FORM 3a - Data sheet for Effectiveness - Growth Promotion and Complementary Feeding
Name of Intervention:  Bimonthly growth velocity assessment up to the completion of four months of Anuka micronutrient mixture intervention
	List of "impact" indicators with achievements(1)
	List of "outcome" indicators with achievements(1)
	List of "output" indicators with achievements(1)
	List sources of impact, outcome & output data
	Quality of data(2)
	Specify if the intervention targeted and reached women and/or vulnerable(3)

	Growth velocity assessment of children (6-12 months) pertains to the rate of weight and height increase, made to assess their growth over a sixth month period of Anuka intake and utilization along with ICDS complementary feeding (new baby mix). It involves recording the weights and lengths of (6-12 months) children of the 15 randomly selected Anganwadi centres of Tonk (rural) block and comparing them with those of (6-12 months) the children of 15 randomly selected Anganwadi centres of Malpura block serving as controls partaking ICDS complementary meal without Anuka intervention, after every two months over a total six month period, so as to obtain four set of such values which include one each from base line and end line assessments
	
	
	
	Only draft pilot report available
	


(1) Achievements as compared to baseline and/or control group 

(2)Comments should include factors such as rigor of evaluation design, independence and multiple sources
(3)Comment as whether the intervention reached and/or had impact, outcome and output results on women and/or vulnerable. List the results

	Form2: Evidence Review for Growth Promotion and Complementary Feeding

	Name of Intervention:  National nutrition program Bangladesh (BINP- NNP)

	Date of Review: ' July 2007

	1. Location and Scale
	
	

	Number of villages by block, district and state names
	Population covered
	Comments
	Time Period 
	
	

	The field-level activities of the

cover 40 of the country’s 480 thanas (about 8-9 per cent of the population). 


	Entire country 
	
	Five years 
(2000-2005)
	
	

	2. Agencies

	Lead agency(ies)
	Other Key Agencies (Partners)
	Implementing agencies
	Sponsor/Donor
	Comments
	

	
	
	
	
	
	

	Government of Bangladesh and World bank 
	World Bank Office, Dhaka
	Government of Bangladesh
	
	World Bank
	
	

	3. Intervention Description

	Goal /Objectives
	Key Strategies (5-10)
	Key Components (3-5)
	Primary target group
	Secondary target group

	Reduce malnutrition especially among poor women and children.

· Reduction of severe malnutrition (weight for age) by 40 per cent and moderate malnutrition by 25 per cent, among under-two children

· •Restoration of the rate of growth as measured by monthly weight gain for at least 50 per cent of children under-two

·  Reduction of vitamin A and iodine deficiency disorders by 50 per cent

· Reduction of iron deficiency anemia by 33 percent among children and pregnant and lactating women

· Reduction of low-birth weight by 50 
per cent

· Improvement in maternal weight gain by at least 50 percent in at least 50 per cent of pregnant women

	The core strategy of the project was the Community-based Nutrition Component (CNBC)

implemented in partnership with contracted NGOs. The CNBC was designed to

reduce child and maternal malnutrition through a combination of key services, behavioral change communications (addressing key practices), and income generation for lowest income households.

Services included monthly growth

monitoring and promotion (GMP), the counseling of mothers and adolescent girls, and the supplementary feeding of malnourished pregnant and lactating mothers and malnourished and growth faltering children under two years of age

	The project had three components:

1.National-Level Nutrition Activities (US$19 million, 32 per cent of total)
· Program development and institution building (US$2.7 million)

· Information, Education, and Communication (IEC, US$4.4 million
· Strengthening of existing nutrition activities (US$6.4 million)

· Project management, monitoring, and evaluation (US$5.5 million):
2.Community-Based Nutrition Component (US$32.6 million, 56 percent)
· Community Nutrition Promoters (CNPs) were to be recruited in each community (at a ratio of one CNP for every 1,000 population in some areas and every 1,500 in others). These were to be women with children and a minimum 8 years of education. 

· The CNPs were responsible for Implementation of most project activities at the community level, in collaboration with the Women’s Group, and under the supervision of the Community Nutrition Organizer
3.Inter-Sectoral Nutrition Program Development (US$7 million, 12 percent)
· The objective of this component was to promote activities, outside of health and family planning, which would have a positive health impact. Three sub-projects were under consideration: (1) homestead vegetable production, (2) homestead poultry production, and (3) study of the impact of agricultural programs
· A fund was created (the Inter-Sectoral Nutrition Fund) to which NGOs and government departments could apply with proposals for implementation in project areas
	Mothers, children and adolescents 
	Family, community and providers  

	4. Information Sources

	Publication Name
	Website's)/on-line
	Unpublished project documents
	Comments

	World bank report tNo.PID-6957, The Bangladesh Integrated Nutrition Project -Effectiveness and Lessons Bangladesh Development Series – paper no.8, The World Bank Office, Dhaka December 2005, www.worldbank.org.bd/bds
	www.worldbank.org.bd/bds
	
	

	5. Results and Data

	Methodology
	Key measures/variables
	Key lessons learnt (share challenges or negative results, if possible)

	Designed
	Implemented
There have been a number of studies of the impact of the CBNC:
BINP Endline Evaluation, Final Report, September 2003 (Karim et al. 2003)

• Thin on the Ground, 2003 (Save the Children Fund)

• Baseline Survey of NNP: Initial Results, January 2005 (ICDDR,B)

• Impact Evaluation of BINP, June 2004 (IMED, GOB)

• Maintaining Momentum to 2015? February 2005 (OED, World Bank)

- Reanalysis of data from the endline evaluation report

- Reanalysis of SCF data

- Analysis of 2000 

Demographic and Health Survey (DHS) data

• Process and Impact Study of BINP Garden and Poultry Activities (Karim et al. 2002)


	Reduce child malnutrition
Restoration of rate of growth

Reduce micronutrient-related disorders

Reduction of low birth weight

Improvement in maternal weight gain

	The project was associated with an increase in knowledge about nutritional practices and with increased take up of good practices. However, there is a gap between knowledge and practice, and the project does not have an impact in reducing the size of the gap. But since knowledge is more widespread, and the gap the same in project and control areas, then the promoted practices are more widespread in the project area. So, are these practices beneficial to nutritional outcomes?

Supplementary feeding for children does have a positive impact, especially for the most malnourished children. NNP has revised the eligibility criteria so that only growth faltering children with WAZ<-2SDs receive feeding, as well all children with WAZ<-4 SDs. The latter group constitutes a very small percentage of children, so there appears to be scope for raising this threshold to, say, -2.5 SDs, to capture more children among whom feeding seems most successful
There is also some mis-targeting, which is likely to be best addressed by further training for CNPs in interpreting growth charts

The limited impact of BINP on nutritional outcomes raises serious doubts as to the justification for scaling the project up to the national level. To do so will prove very costly, with limited nutritional gain
Nutrition Component (CBNC) had some success in implementation but failed to achieve its objectives in terms of nutritional outcomes. The other two components suffered from implementation problems, thus compromising the achievement of project objectives. The inter-sectoral component only financed two activities, when more had been planned, and had limited coverage and poor targeting. These activities had limited impact on nutritional outcomes
At the national level, information, education, and communication (IEC) materials were not developed as

planned
Capacity building was mixed: whilst there were positive aspects, key institutions were missed. A good monitoring and evaluation system was put in place for the CBNC, though its use for program decisions has been limited
Implementation began slowly; service delivery at the community level was delayed by one year. However, once it began, impressive participation levels were achieved, and the monitoring system showed large reductions in severe malnutrition

	6. Program Cost

	Total per year
	Estimated cost per component
	Estimated cost per beneficiary/unit
	Comments

	· National nutrition activities (US$19 million, 32 per cent of the total), including institution building, operational research, and monitoring and evaluation.

· Community-Based Nutrition Component (US$32.6 million, 56 per cent), which used growth monitoring as a framework for nutritional counseling and targeted

supplementary feeding for children aged under 24 months, and for pregnant women
· Inter-sectoral nutrition activities (US$7 million, 12 per cent), programs from other sectors to improve nutrition, such as home gardens and poultry keeping

	


FORM 3a - Data sheet for Effectiveness - Growth Promotion and Complementary Feeding
Name of Intervention:  National nutrition program Bangladesh (BINP- NNP)
	List of "impact" indicators with achievements(1)
	List of "outcome" indicators with achievements(1)
	List of "output" indicators with achievements(1)
	List sources of impact, outcome & output data
	Quality of data(2)
	Specify if the intervention targeted and reached women and/or vulnerable(3)

	Reduce child malnutrition: Only the project evaluation finds a notable impact, and that is only for severe malnutrition at midterm (with moderate malnutrition having risen); Save the Children and IMED find no difference between project and control, and the OED study found significant, but very small, improvements
The target was not achieved
• Restoration of rate of growth: Three studies consider this goal with respect to children enrolled in supplementary feeding – the Cambridge study finds no impact, Save the Children a significant but small impact, and OED an impact only for severely malnourished children. The target was not achieved
Table below summarizes the results from each of five evaluations 


	BINP successfully created a nutrition-oriented structure at the community-level, notably the Village Nutrition Management Committees and the recruitment of the CNP. The CNP operated discussion sessions for targeted women and adolescent girls, and liaised with women’s groups which would also sometimes take up nutrition issues
At the national level some credit the project with having placed nutrition on the development agenda

	
	World bank report tNo.PID-6957, The Bangladesh Integrated Nutrition Project -Effectiveness and Lessons Bangladesh Development Series – paper no.8, The World Bank Office, Dhaka December 2005, www.worldbank.org.bd/bds
	There have been a number of studies of the impact of the CBNC: the project endline evaluation (Karim et al.), the survey undertaken by Save the Children, two recent PhDs at the University of Cambridge, a report by the Implementation Monitoring and Evaluation Department (IMED, Haider et al., 2004) and OED’s own re-analysis of these various data sets, combined with data from the Nutritional Surveillance Project as a control group


	


(1) Achievements as compared to baseline and/or control group, (2) Comments should include factors such as rigor of evaluation design, independence and multiple sources
(3)Comment as whether the intervention reached and/or had impact, outcome and output results on women and/or vulnerable. List the results
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	Form2: Evidence Review for Growth Promotion and Complementary Feeding

	Name of Intervention: Community-based Nutrition Education for Improving Infant Growth- Rural Karnataka 

	Date of Review: July 2007

	1. Location and Scale
	
	

	Number of villages by block, district and state names
	Population covered
	Comments
	Time Period 
	
	

	13 villages in South Karnataka over two years  
	Details not available in the report

Total number of infants included in the intervention = 173 and non interventional=69
	
	
	
	

	2. Agencies

	Lead agency(ies)
	Other Key Agencies (Partners)
	Implementing agencies
	Sponsor/Donor
	Comments
	

	
	
	
	UNICEF
	Nutrition education and counseling was significantly associated with increased weight velocity among girls and Improved feeding behavior among both boys and girls. These results provide further evidence that community-based nutrition programs that emphasis appropriate feeding and care behavior can be used to prevent and address early childhood malnutrition in poor households
	

	Belaku Trust, Bangalore
	Unicef
	Belaku Trust , Bangalore
	NGO
	
	
	

	3. Intervention Description

	Goal /Objectives
	Key Strategies (5-10)
	Key Components (3-5)
	Primary target group
	Secondary target group

	To evaluate a nutrition education intervention designed to improve infant growth and feeding practices
	Appropriate use of locally available food, appropriate feeding frequency  gradually increasing food diversity in complementary  feeding by counseling 
	
	Infants aged five to11 months and their mothers
	Families and communities of such infants

	4. Information Sources

	Publication Name
	Website's)/on-line
	Unpublished project documents
	Comments

	Community-based Nutrition Education for Improving Infant Growth- Rural Karnataka, Indian Pediatrics, Volume 42-May 17-2005
	
	
	


	5. Results and Data

	Methodology
	Key measures/variables
	Key lessons learnt (share challenges or negative results, if possible)

	Designed
	Implemented
	
	

	An intervention study using monthly nutrition education delivered by locally trained counselors targeted at caregivers of infants aged five to 11 months. Comparison of outcomes for two groups - one non-intervention group of infants enrolled in 1997 that did not receive the intervention in the first year of life, and an intervention group of infants enrolled 1998-1999 that received the nutrition education.

Statistical Analysis

Analysis was done using SPSS (13)
Logistic regression (to control for background differences such as economic status) was used to examine differences between intervention and non-intervention infants between seven to 11 months of age in outcomes related to the key counseling messages. The analysis for the effect of the intervention is examined from seven months of age to allow time for changes in feeding practices and changes in the child’s weight to be captured
	Infants aged less than six months were enrolled on an on-going basis between 1997-1999  from 13 villages, 11 randomly selected and two purposively selected to cover a range of settings; one, a small village with a tribal community and the other, a large village with a mix of public, private and traditional health care providers. All infants and recent births

	Level of malnutrition and knowledge of appropriate infant feeding practices
	Nutrition education and counseling lead to significant increase in the weight velocity among girls
Counseling women and their families  in appropriate feeding practices and core behavior reduce the incidence of malnutrition

	6. Program Cost

	Total per year
	Estimated cost per component
	Estimated cost per beneficiary/unit
	Comments

	NO COST DATA AVAILABLE
	NA
	NA
	


FORM 3a - Data sheet for Effectiveness - Growth Promotion and Complementary Feeding

Name of Intervention: Community-based Nutrition Education for Improving Infant Growth- Rural Karnataka
	List of "impact" indicators with achievements(1)
	List of "outcome" indicators with achievements(1)
	List of "output" indicators with achievements(1)
	List sources of impact, outcome & output data
	Quality of data (2).
	Specify if the intervention targeted and reached women and/or vulnerable(3)

	
	1. Not feeding animal milk ages seven to 11 months; intervention 41 per cent & NI 29 per cent (p value 0.15)

2. Not using a bottle ages seven to 11 months; Intervention 85 per cent and NI 72 per cent (p value 0.06)

3. Feeding appropriate semi solid foods ages seven to 11 months; Intervention 32 per cent & NI 26 per cent (p value 0.45)

4. Feeding banana ages seven to 11 months; IA 33 per cent & NI three per cent (p value < 0.001 with very high significance)
5. Feeding at least four times in 24 hrs in addition to breast milk ages seven months to 11 months; IA 78 per cent NI 551 per cent (p value <0.001 with very high significance) 

6. Feeding at least five different food groups (dairy, cereal, protein, fruit, vegetable ,oil/fat, sugar and savory snacks ) age 11 months; IA 42 per cent  & NI 19 per cent (p value 0.01 with significance)
	
	Community-based Nutrition Education for Improving Infant Growth- Rural Karnataka, Indian Pediatrics, Volume 42-May 17-2005
	
	

	(1) Achievements as compared to baseline and/or control group 

(2)Comments should include factors such as rigor of evaluation design, independence and multiple sources
(3)Comment as whether the intervention reached and/or had impact, outcome and output results on women and/or vulnerable. List the results


	Form2: Evidence Review for Growth Promotion & Complementary Feeding  

	Name of Intervention:  Tamil Nadu Integrated Nutrition Program (TINP)

	Date of Review: July  2007

	1. Location and Scale
	
	

	Number of villages by block, district and state names
	Population covered
	Comments
	Time Period 
	
	

	TINP-I- 9000 child nutrition centers,TINP-II-18500-CNCs covering 80% of rural population of the state.

Coverage of 20,000 villages 


	TINP I: Covered 173 Rural Blocks in 6 districts( about 9 million beneficiaries)
Over 30 million population covered in the entire project period 

	The Tamil Nadu Nutrition Program is one of very few around the world which have reduced malnutrition on a large scale, and over a long period.
	The first project, TINP I, ran from 1980 to 1989, and the second, TINP II, from 1990 to the end of 1997


	
	

	2. Agencies

	Lead agency(ies)
	Other Key Agencies (Partners)
	Implementing agencies
	Sponsor/Donor
	Comments
	

	
	
	List
	Category of agency
	
	
	

	Social welfare department and WCD department government of Tamil Nadu 
	The Work Bank
	Social welfare department and WCD department government of Tamil Nadu
	Government 
	The Work Bank
	
	

	3. Intervention Description

	Goal /Objectives
	Key Strategies (5-10)
	Key Components (3-5)
	Primary target group
	Secondary target group

	TINP I: Improve the health and nutritional status of pre-school children and to extend health and related services to other high risk groups such as pregnant and lactating women

 TINP II: Improve the nutrition and health status of children 0-72 months with emphasis on 0-36 months and pregnant/lactating women
To improve the nutritional and health status of pre-school children (6months to 36 months), pregnant mothers and nursing mothers through a package of services which includes nutrition education, primary health care, supplementary on site feeding of children who are severely malnourished or whose growth was faltering, education for diarrhea management ,administration of Vitamin -A, periodic  supplementary feeding   and deworming of a limited number of women. 

The main characteristics of this project was the use of growth monitoring through monthly weighing of all children 6-36 months of age at such a scale
	Establishment of a Community Nutrition Centre (CNC) to cover a population of 1500

The CNC is run by a trained Community Nutrition Worker (CNW). The CNW is assisted, guided and supervised at different levels by Nutrition Supervisor, Nutrition Instructress at block level, Taluk Project Nutrition Officer and District Project Nutrition Officer. The ratio of supervisor to worker was 1:10.( ICDS norm is 1:20)

Community Nutrition Worker and helper focussing on children under 3 and their mothers and a Community Welfare Organizer to cater to children 4-6 yrs as well as a helper.  
Initiation of the 'two worker model' plus two helpers. 
Project Coordination Office at state level divides into 4 units: nutrition; communication; training; operations research and monitoring. 
TINP’s field workers were paid, very few dropped out. 
Pre-service training, in-service training and supervision system was unusual, in that it was entirely field rather

institution based


	Supplementary nutrition was provided to children in Grade 3 and 4 malnutrition and those children faltering after 3 consecutive months. 
For 6-12 month olds feeding was initiated if a child failed to gain 300 g per month for 2 months.
For children 12-36 months 4 months of failure to meet this criteria were required. 
All children in Grade 3 and 4 were fed double ration. Once begun feeding continued once per day for a minimum of 3 months or until age 36 months. If a child gained 500 g or more by that time feeding ceased other wise child was referred to a health sub centre.
Every day monthly weighing of children 6-36 months. 
NHE, primary health care activities, VAS and deworming, supplementary food for malnourished children, vitamin A, deworming and immunization provided to all. 
Counselling to mothers on IYCF 

Expand nutrition supplementation to more children (less strict criteria for providing supplementary food) and integration of the state-wide Noon Meal Program (NMP) covering ages 3-6 yrs with TINP by combining centres. 
Monthly weighing of children 6-36 months. Interventions targeted to those in grade 3 and 4 malnutrition and those children faltering. 
Initiated non-formal pre-school education.
	6-36 months children and pregnant/lactating women
	Family and community nutrition workers 


	4. Information Sources 

	Publication Name
	Website's)/on-line
	Unpublished project documents
	Comments

	Impact evaluation report Word Bank and  Lessons and Issues in Management and Capacity Development Richard Heaver, November 2002,  HNP discussion paper By Richard Heaver
	www.worldbank.org 
	
	

	5. Results and Data (Part1)

	Methodology
	Key measures/variables
	Key lessons learnt (share challenges or negative results, if possible)

	Designed


	Implemented
	The impact of the TINP on the nutrition and health status of the target population 

What program inputs created the impact?

How cost effective has this project been?

Any sign of results achieved so far are likely to be sustainable?
	Statistically significant improvement in weight-for-age over period  1982 to 1990
Tamil Nadu’s nutrition program is one of a very small number of community nutrition programs around the world which have made a significant impact on PEM on a large scale, and which have been sustained over a long period—from 1979 to 1998 with the original TINP strategy, and from 1999 to the present day with a mix of TINP and ICDS strategies. 
TINP’s most important overall lesson is that large scale growth promotion programs can work, if they are carefully designed and managed—and, if, as in the TINP case—investment in growth promotion is coupled with simultaneous improvement in the coverage and quality of primary health services

	Baseline and endline  
	Baseline and endline 
	
	

	6. Program Cost

	Total per year
	Estimated cost per component
	Estimated cost per beneficiary/unit
	Comments

	IDA credit of 96 million for a period of 8 years in 1991


	
	
	


FORM 3a - Data sheet for Effectiveness - Growth Promotion & Complementary Feeding
Name of Intervention:  Tamil Nadu Integrated Nutrition Program (TINP)
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	Quality of data(2)
	Specify if the intervention targeted and reached women and/or vulnerable(3)

	There is a steady drop in malnutrition rates for all ages included. The mean weight of 6 month olds in 1990 are 360 g heavier than in 1982 (6.5% gain in weight).
At 36 months age the weight difference from 1982 to 1990 was 650 g (6.2% gain in weight). 
These differences were statistically significant in all monthly ages between 6 and 36 months. % of children below -2SD of NCHS decreased by 10.12 percentage points between 1982 and 1990.  
Nutritional Status: Severe Malnutrition - declined by a third and a half among children 6-24 m and by about half among 6-60 months. 
Moderate malnutrition decreased by 14% in the 1st project areas and increased in the areas in 2nd and 3rd phases

Independent survey - severe malnutrition declined by 44% over 5 year period.
Moderate malnutrition in new areas (where TINP1 was not being implemented) saw a 23% reduction
	TINP I

VAS increased from 46% in 1982 to 70% in 1986 but dropped to 57% in 1990. 

Deworming coverage increased from 42% in 1982 to 66% in 1986 and dropped to 51% in 1990.

63% of children were completely immunized in 1982, this increased to 79% in 1986 and further increased to 83% in 1990.
	
	
	Several weaknesses in the impact evaluation of TINP were noted in previous sections, including the inadequate matching of controls in the TINP I mid term and terminal evaluations; the delays

in the TINP I mid term evaluation and the poor quality of much of the data collected; and, more generally, an inadequate effort in four out of five terminal evaluations 

The consequences of flawed evaluation were significant, in terms of controversy about

TINP’s achievements and consequent difficulties in knowing how far TINP was a model for the ICDS or other nutrition programs to emulate.
This evaluation also failed to address several key impact and cost-effectiveness questions, a problem of design rather than implementation.
	


(1) Achievements as compared to baseline and/or control group 

(2)Comments should include factors such as rigor of evaluation design, independence and multiple sources
(3)Comment as whether the intervention reached and/or had impact, outcome and output results on women and/or vulnerable. List the results
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