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ABSTRACT
Objective  India has been struggling with infant 
malnutrition for decades. There is a need to identify 
suitable platforms for community engagement to promote 
locally feasible, resource efficient Infant and Young Child 
Feeding (IYCF) interventions. This study aims to explore 
if and how schools could represent a site for community 
engagement in rural India, acting as innovation hubs to 
foster positive change in partnership with the Angawadi 
centres.
Design  Five-phase formative study; A parallel mixed 
methods approach structured by a socioecological 
framework was used for data collection at individual, 
household and community levels. This paper focuses on 
the qualitative findings.
Setting  This study was undertaken in nine villages within 
two blocks, ‘Ghatol’ and ‘Kushalgarh’, in the Banswara 
district of Rajasthan, India.
Participants  17 schools were identified. Interviews were 
conducted with local opinion leaders and representatives 
in the education sector, including principals, 
schoolteachers, block and district education officers. 
Across the nine study villages, information was gathered 
from 67 mothers, 58 paternal grandmothers using Focus 
Discussion Groups (FDGs) and 49 key respondents in Key 
Informant Interviews.
Results  Schools were considered an important 
community resource. Challenges included limited parental 
participation and student absenteeism; however, several 
drivers and opportunities were identified, which may 
render schools a suitable intervention delivery site. 
Enrolment rates were high, with schools and associated 
staff encouraging parental involvement and student 
attendance. Existing initiatives, including the mid-day 
meal, play opportunities and education on health and 
hygiene, further highlight the potential reliability of schools 
as a platform for community mobilisation.
Conclusions  Schools have been shown to be functional 
platforms frequently visited and trusted by community 
members. With teachers and children as change agents, 

schools could represent a suitable setting for community 
mobilisation in future wider scale intervention studies. 
Expanding the supportive environment around schools will 
be essential to reinforce healthy IYCF practices in the long 
term.

Strengths and limitations of this study

	► The Participatory Approach for Nutrition in Children: 
Strengthening Health Education Engineering and 
Environment—HEEE Linkages project was an in-
terdisciplinary study, designed to explore an array 
of important interconnected themes such as health, 
education, engineering and environment that influ-
ence Infant and Young Child Feeding (IYCF) practices 
and nutrition in India with the aim of developing a 
socio-culturally appropriate, tailored, innovative and 
integrated multisectoral HEEE Nutrition package 
to optimise IYCF practices for children aged 6–24 
months.

	► This study established the advantages of using 
schools to bring communities together and dissem-
inate information regarding IYCF practices while 
exploring the potential of working with children as 
community change agents.

	► Due to time and resource constraints, the study 
relied on the coverage and completeness of ex-
ternal data, for example, a list of the children 
under the age of 2 years resident in the study 
area (prepared by Anganwadi worker and/or 
Accredited Social Health Activist), as a starting 
point for the data collection.

	► The study covered only nine villages in total across 
two blocks in the state of Rajasthan. Despite the 
main formative study being led across 18 villages, 
the phase of study directly related to testing the 
feasibility and acceptability of selected pilot school-
based interventions were only conduced in nine 
villages.
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INTRODUCTION
Many low and middle-income countries (LMIC) have 
been grappling with the problem of malnutrition for 
decades. Given its persistent and chronic nature, malnu-
trition affects a large proportion of the population in these 
countries. The triple burden of malnutrition presents 
itself in the form of stunting, wasting and anaemia—all 
of which are especially common in women and children.

It is well known that the period between 6 and 24 
months of age represents a critical time for infant 
growth.1 In LMIC, stunting is generally the consequence 
of infectious disease and low nutrient intake, particularly 
inadequate energy and protein intake, relative to nutri-
tional requirements.2 In addition to infectious disease 
prevention strategies, supplementary Infant and Young 
Child Feeding (IYCF) interventions targeting this critical 
period are most effective in reducing malnutrition and 
promoting childhood growth and development.1

In response to this, in 1975, India introduced an ‘Inte-
grated Child Development Service’ (ICDS)—an interven-
tion comprising supplementary nutrition, immunisation 
and preschool education to enhance health outcomes for 
pregnant women, breastfeeding mothers and children 
up to age 6.3 The National Programme of Nutritional 
Support linked to Primary Education (Midday Meal Initia-
tive) delivering hot cooked lunches to all the nation’s 
school children is one of ICDS’s flagship interventions, 
along with the introduction of rural child care centres, 
so called Angawadi centre (AWC). Linked with schools, 
the AWCs are aimed at providing services and skilled staff 
to enhance nutritional outcomes, basic medical aid and 
preschool education for 2–5 year olds and their mothers 
in the community setting. While this has led to a signifi-
cant improvement in the care continuum from pregnancy 
to early childhood, households from the lowest quintiles 
of the economic strata and women with poor schooling 
levels remain difficult to reach.2 Identifying occasions 
and settings where community members (CM) gather at 
regular intervals with children will, hence, be crucial to 
increase the reach of similar interventions going forward, 
especially in rural states.

Schools appear to be one potential setting for commu-
nity mobilisation and implementation of interventions, as 
they offer continuous, intensive contact with children. By 
contributing to students’ health literacy and behaviours, 
school-based health promotion can be particularly valu-
able in the context of developing countries, where low 
public health literacy and high burden of disease are 

faced.4 Furthermore, children have been demonstrated 
to be change agents who are able to transfer informa-
tion and play as an active partner in the school–home 
relation.5 In a literature review on school-based health 
promotion and their impact in developing countries, it 
was found that a majority of school-based interventions 
addressed nutrition, hygiene, oral health and communi-
cable diseases,4 through nutrition education and hygiene 
awareness campaigns. Implementation was carried out by 
schoolteachers, nurses and other CM, with study results 
suggesting an improvement in the knowledge and atti-
tudes of their target population.4 5

In an attempt to maximise the potential of schools 
and achieve greater convergence, and an improved 
continuum of care for early childhood, the Government 
of India (GoI) subsequently scaled up the so-called ‘Rajas-
than model’—an initiative that leads to the establishment 
and colocation of 11 000 AWCs with schools by mid-2017 
in rural India.6

This soon led to schools emerging as a logical platform 
for intervention delivery in the context of the Participa-
tory Approach for Nutrition in Children: Strengthening 
Health Education Engineering and Environment Link-
ages (PANChSHEEEL) project. At the conceptualisation 
stage, schools, in conjunction with the government-
funded, colocated AWCs, were, thus, considered as a 
potential platform and resource for community mobilisa-
tion to improve IYCF practices in rural India.

In this paper, we present the qualitative findings from 
our formative study, exploring the acceptability and feasi-
bility of schools as a platform for community mobilisation 
and health promotion activities related to IYCF practices 
and the role of children as community change agents.

METHODOLOGY
Study design
This present study forms part of a wider project: The 
PANChSHEEEL—initiative; a project involving a five-
phase formative interdisciplinary study, designed to 
explore health, education and environmental (HEEE) 
factors that influence IYCF practices and nutrition in 
India. Informed by the socioecological model, the study 
aimed to develop a socioculturally appropriate, tailored, 
innovative and integrated cross-sector HEEE Nutrition 
package to support optimal IYCF practices for children in 
rural India aged 6–24 months.7–9

In this project, members from University College 
London, Institute of Child Health, Institute of Education 
and Faculty of Engineering Sciences and expertise from; 
Save the Children-India, Indian Institute of Technology, 
New Delhi and Jawaharlal Nehru University, New Delhi 
formed the core research team (CT). The participatory 
approach actively involved local community researchers 
(CR), community champions (CC) and CM selected from 
the nine villages within Ghatol and Kushalgarh Block of 
Banswara district of Rajasthan (India).

Strengths and limitations of this study 

	► The data collection phase of this study fell into the months 
of January to March, the peak of agricultural season in the 
Banswara district. This impacted our sample size due to ab-
sence of functionaries at schools for Key Informant Interviews 
and Focus Discussion Groups (FDGs) and/or participants in our 
household survey.
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The study was conducted in tribal areas including 
households from the lowest quintiles of the economic 
strata and women with poor schooling levels. At the 
outset of the study, understanding and reflecting on the 
village structure and positioning of schools in relation to 
other village resources were key for the field team. Village 
profiles were, therefore, created by the means of social 
mapping and community profiling. Social mapping was 
conducted using a participatory approach, with 10–15 
participants per village being identified by key figures in 
the community (eg, elected village representative, school 
teachers and other local leaders). Field investigators 
acted as facilitators, explaining the purpose of drawing a 
village map and working with the participants to produce 
it. The first step in this process was drawing the concrete 
or pucca roads, followed by the foot-roads or kuccha 
roads. Important institutions (eg, temples, government 
schools), houses and water sources (eg, hand pumps, 
canals) were then marked on the map. Participants were 
required to discuss with one another before reaching a 
consensus on the final map. The participants’ map was 
then validated by the village representatives.9

Phase 1 of the study focused on identifying and docu-
menting local practices with regards to IYCF practices, 
sanitation, education and access to local resources (such 
as energy and water). The existing GoI initiatives in the 
study sites were also mapped during phase 1. Phase 2 
involved extensive fieldwork to identify local challenges, 
drivers, resources, opportunities and needs for children 
in the first 6–24 months of life at individual, household, 
community and environmental levels. Phases 3, 4 and 5 
focused on the analysis and mapping of HEEE linkages, 
the cocreation and piloting of an IYCF intervention 
package (IP) using an iterative process as well as review 
and dissemination phases of this project.10 This present 
paper focuses only on the qualitative findings relating to 
the potential role of schools in community mobilisation 
to support improvements in IYCF from the formative 
phase (phase 1). The full study process is presented in 
two available reports.11

Schools selection
The formative research phase commenced after a system-
atic selection of nine study villages from the two blocks 
of Banswara, namely, Ghatol and Kushalgarh. Out of 
the 18 villages proposed initially by ‘Save the Children 
India’, 9 were selected purposively based on an inter-
action of the CT with (1) the local community, (2) the 
teachers at the local elementary schools and (3) the 
Anganwadi workers (AWW) and Accredited Social Health 
Activist (ASHA) in each village. Schools where the rela-
tionship with the local village and functionality of the 
school itself were poor, eg, low number of teachers and 
students, insufficient engagement with the study, were 
excluded. Second, villages where a lack of interaction 
between different social groups or lack of interest in the 
project was noted, were subject to exclusion. Finally, the 
linkage of the schools with the AWCs, for example, the 

government-funded centres that provide facilities such as 
food, vaccines, medical treatments to 2–5-year olds along-
side assisting mothers in accessing other government 
schemes/services, was a key determining factor. Schools, 
where the AWC was not directly associated with the school 
or where the AWW displayed insufficient interaction, 
were excluded. A summary of the inclusion and exclu-
sion criteria for the study villages and schools is outlined 
in figure 1. Overall, 17 schools were identified in the nine 
selected villages.

Patients and public involvement and engagement
Patient/participant and Public Involvement and Engage-
ment representatives were identified, selected and 
engaged in every step of the study from protocol develop-
ment over study design to the dissemination of the results.

CM from the nine villages within Ghatol and Kushalgarh 
Blocks of the Banswara district of Rajasthan were actively 
supporting the CT in the context of PANChSHEEEL’s 
participatory approach. To help steer the project across 
its phases locally, CRs from the study blocks Ghatol and 
Kushalgarh were recruited. The inclusion criteria encom-
passed (1) being educated, (2) having previous field 
experience in Banswara district, for example, under-
standing the village context and social networks locally 
and (3) being conversant in both ‘Hindi’ and ‘Wagdi’ 
languages (given that the most prevalent language dialect 
in the nine study villages is ‘Wagdi’). With the help from 
the ‘Save the Children’ Team from the Rajasthan State 
Office, two suitable individuals were identified. The CRs 
were initially male adult members of the study popula-
tion who understood the local village and social context, 
providing special insight about their communities and 
environment to the study. Both had shown satisfactory 
engagement in a previous project by ‘Save the Children’, 
were local to the study blocks of Ghatol and Kushalgarh 
and, hence, recruited on contractual basis during phase 
1 of the study to support community engagement and 
data collection. Their main role was to identify potential 
candidates who could engage actively in project activi-
ties as well as engaging with the CCs, who in turn helped 
establish linkages with the CMs and improve networks 
between schools, frontline workers (FLWs) and villages.

Figure 1  Inclusion and exclusion criteria for the study 
villages and schools. ASHA, Accredited Social Health 
Activist; AWW, anganwadi workers.
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Aligning with the principle of reflexivity in research, that 
is, the continuous process of examining relationships, the 
dynamics of that relationship and its impact,11 two female 
researchers were subsequently recruited in addition (for 
short term). This decision was made in response to the 
situational dynamics in our study setting11 and feedback 
from local CM (such as teachers and AWW), who felt that 
the female respondents would discuss sensitive topics of 
breastfeeding and complementary feeding more freely 
with a woman, rather than men, CR in the quantitative 
household survey. The following criteria were, hence, set 
for recruitment purposes: the chosen female CR should 
(1) be a graduate, (2) have experience in interviewing 
female CM (3) be familiar with the local dialect, that is, 
Wagdi and (4) be prepared to travel/commute within the 
study district.

CCs were associated voluntarily in the research. They 
played no direct part in data collection but did have an 
important role in being advocates for the study and facili-
tating access to the community themselves.

Data collection
For the whole PANChSHEEEL study, a mixed-methods 
approach structured by a socioecological framework was 
employed for data collection. Primary data were collected 
at an individual, household and community level by the 
CT and CR together. Qualitative data were obtained 
using two methods: (1) Key Informant Interviews (KII) 
with AWWs, ASHAs, Auxiliary nurse Midwifes (ANMs), 
Elected Panchayat Representatives (PRI members), 
school teachers and principals, relevant block and district 
officers and (2) Focus Group Discussions (FGD) with 
mothers and grandmothers of children 0–2 years of age. 
While not directly involved in the data analysis, findings 
were presented to CRs at each stage for verification and 
interpretation purposes.

Participants were asked for consent in the context of 
both the qualitative and quantitative data collection. 
Written consent was obtained from participants of the 
KIIs. Verbal consent was obtained from all participants 
of FGDs and recorded by the means of an audio device. 
All interviews were documented with a voice recorder for 
subsequent analysis. Field notes were taken during the 
interviews with stakeholders. The coding was carried out 
by the field team and was done first in Hindi and, subse-
quently, in English.

The members of the research team conducting the 
qualitative data collection received a 2-day training by 
an experienced coinvestigator in the Banswara district in 
December 2017. This training was followed by a 2-day field 
practice. Data were collected by the CRs with assistance 
from CCs for scheduling meetings with stakeholders. 
The CR were supported by the CT and received thor-
ough training on techniques and tools to FGDs, KII and 
broad narrative group discussions. PowerPoint presenta-
tions and handouts were used for training and reflective 
sessions were organised with the CT.

During the formative phase and stakeholder mapping 
workshop, relevant stakeholders were identified and 
recruited. Considering the possibility of snowballing, 
a sampling method where existing participants inform 
the recruitment of future participants from among their 
acquaintances and relevant to the study, the research team 
was open to any new stakeholder(s) identified during the 
data collection.

The CMs were interviewed in FGDs, whereas key infor-
mants (KII) were interviewed individually. A focus was 
placed on interviewing paternal grandmothers, primarily 
due to their significant influence on mothers: after the 
delivery, it is common for mother and infant to spend the 
initial postpartum and puerperal period in her husband’s 
living environment. This makes paternal grandmothers 
key in guiding the mother after the delivery on breast-
feeding and complementary feeding practices. All partic-
ipants in the mothers’ group had children below the age 
of 2 years; most of them also had an older school-going 
child. Similarly, all grandmothers who had a grandchild 
under 2 years of age were included. Interviews were also 
held with other key informants from the village namely 
elected representatives, ANM, AWW and ASHA, and the 
village school teachers and principals. Block and district 
level officers from the Health, Education and ICDS 
departments were also interviewed. The recruitment of 
participants was conducted based on availability and will-
ingness to participate.

Topic guide
The CT and CR designed thematic guides designed 
through literature review, expert and stakeholder consul-
tation and evolved through pilot testing with different 
population subsets.

Data management and analyses
Qualitative data were collected in Hindi or Wagdi and 
transcribed and translated by local translators who were 
proficient in Wagdi and Hindi. Research team members 
who were proficient in Hindi and English translated the 
Hindi texts to English. At each stage, quality assurance 
measures were adopted by checking for reverse transla-
tion. Coding was done by two junior researchers who had 
considerable experience of the study sites and contexts. 
Final consensus was arrived at collectively by the senior 
researchers of the team. Data were collected from schools 
in all the nine study villages.

The qualitative data collected were transferred from 
the recording device to the encrypted laptop of the Save 
the Children India (SCI) Nodal Person. The research 
team also met at the end of each day to share the key 
observations and reflections about the data based on the 
notes taken during the KII and FGD.

Audio-recorded data were translated and transcribed 
alongside detailed summary of field notes prepared. 
Data from open-ended questionnaire questions were 
evaluated, discussed and summarised across the various 
IYCF themes for each intervention point. The coding was 
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conducted by the field team and was done first in Hindi, 
and subsequently, in English.

The initial data collected by CR further underwent 
respondent validation. Respondent validation was 
conducted in a workshop involving CCs facilitated by CR 
under the guidance of SCI staff. The steps of a thematic 
analysis were employed; this means identifying, analysing 
and interpreting patterns of meaning (a.k.a. themes) 
within the qualitative data sets.12 The qualitative data 
analysis was analysed by free listing and then subcatego-
rised based on emergent themes.

RESULTS
For the purpose of this paper, we have narrowed down 
our findings to those relevant to schools within the two 
blocks.

Across the nine study villages, information was gathered 
from 67 mothers, 58 paternal grandmothers using FDGs 
and 49 key respondents in the KIIs. Table 1 illustrates a 
summary of the interviewers across the study villages of 
Ghatol and Kushalgarh.

Findings from both KIIs and FGDs revealed several 
activities and facilities provided by schools that may 
render them a suitable site for community mobilisation. 
The challenges, drivers and opportunities of schools as 
change agents across the nine examined study villages are 
summarised in figure 2.

Challenges
Parental participation in schools
Across a majority of schools studied, parent–teacher 
interaction was reported to be positive, but not optimal. 
Parents generally reported attending two kinds of school 
events: (1) national day celebrations in school (eg, 
independence day or republic day) or (2) if a parent 
was summoned to discuss their child’s progress. School 
management committee meetings were also held in the 
school once per month. Both teachers and mothers, 
from the study village, were of the opinion that parents 
usually visited formal school meetings and some teachers 
reported organising meetings at the community level. 

While not offered at all schools, the teachers conducting 
such community meetings felt that they were able to 
effectively engage with the community. However, it was 
difficult to maintain the regularity of such events due to 
teacher shortages.

We go inside the village to interact with the parents. 
The School Management Committee helps to fix a 
date, time and place for these meetings. These meet-
ings are useful. […] It is easy for them to attend those 
meetings, but we cannot do it frequently (school 
teacher, Ghatol).

School attendance
Teachers and mothers reported school attendance to be 
high throughout the year. Absenteeism was identified as 
a problem mainly during harvesting season by teachers in 
both blocks, specifically in Ghatol where school-aged girls 
were kept at home to take care of younger siblings while 
boys assisted the family in the agricultural work.

Table 1  Summary of interviewers (numbers by participant group and type of interaction) across the study villages of Ghatol 
and Kushalgarh

Participant group
Type of interaction 
(FGD/KII)

N (Ghatol—five study 
villages)

N (Kushalgarh—four 
study villages)

N (total across the 
nine study villages)

ANM KII 4 3 7

ASHA KII 7 6 13

AWW KII 7 6 13

School teacher KII 5 4 9

Sarpanch/ward panch KII 4 3 7

Mothers FDG 36 31 67

Grandmothers FDG 30 28 58

ASHA, Accredited Social Health Activist; AWW, Anganwadi workers; FDG, focus group discussions; KII, Key Informant Interviews.

Figure 2  Overarching themes identified during the 
thematic analysis of KIIs and FGDs: challenges, drivers and 
opportunities. WASH, Water Sanitation and Hygiene.
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Children mostly miss school when there is harvest-
ing season. Sometimes the entire family gets busy so 
there is no one to send the child to school. The girls 
also miss school when they have to take care of their 
little siblings, but rarely (school teacher, Ghatol).

In cases where students were absent for long stretches 
of time, it was found that teachers conducted home visits 
to explore the reason for the non-attendance, hence 
playing an important role as change agents.

Drivers
Enrolment
Evidence from the interviews showed that school enrol-
ment was conducted by the means of door-to-door iden-
tification by the primary school teachers. All children 
above 5 years of age were identified and validated with 
birth listing done by Frontline Health Workers like AWW 
and ASHAs. The teachers across the nine villages reported 
this method to be successful, allowing a recruitment rate 
of 100%, with no children under 5 years not attending 
school.

There are no children who are not in school. All chil-
dren above 5 years come to school (school teacher, 
Kushalgarh).

In Ghatol, it was reported that some children did not 
attend governmental school given the existence of a 
private school in the vicinity of three out of five study 
villages. This was, however, not the case for Kushalgarh 
where none of the study villages had access to private 
schools and all enrolled students attended government 
schools.

School enrolment is not a problem in this village. 
Once a year we do a door to door survey to identi-
fy school going children. Some families who can af-
ford to send their children to the private do so, rest 
send them to the government school (school teacher, 
Ghatol).

High school enrolment levels across the nine villages 
studied indicate the potential reliability of schools as an 
intervention delivery platform. Furthermore, the regu-
larity with which children were found to attend school 
and the degree of parental participation in school activi-
ties are important considerations.

Parental participation in homework
According to the teachers from both blocks, homework 
was given regularly to reinforce the lessons taught. The 
response to and success in completing the tasks correctly, 
however, varied across children in the two study blocks 
and can broadly be divided into three categories: (1) chil-
dren who failed to complete the tasks entirely, (2) chil-
dren who completed the tasks, but with some errors and 
(3) children who completed the tasks with no errors. The 
teachers mentioned in the interviews that they believe 
this difference in performance to be at least partially 

attributable to the level of engagement of the children’s 
family members.

Only educated mothers can help. We just tell the 
child to study (mothers, Ghatol and Kushalgarh).

The first category of students was mostly those who 
stayed with their grandparents or the parents who were 
illiterate and, therefore, had little to no support for in 
their education.

Most children stay with the grandparents. They do 
not have any environment for studying at home. 
Homework is done at schools. (school teacher, 
Kushalgarh).

The second category of students were those where 
the child’s mother was educated till fifth standard or 
had a school going elder sibling who assisted him/her. 
Occasionally, the parents of children in the third cate-
gory were engaged in teaching the child, hence leading 
to better performance in homework tasks. According to 
teachers in Kushalgarh, the majority of students belonged 
to the first category and the remaining few were in the 
second category. In case of Ghatol, the first category of 
students was relatively smaller. In general, these results 
suggest that teachers are an important reference point 
for students and play an essential role in supporting 
students, especially where limited support is available at 
home.

Health and Water, Sanitation and Hygiene (WASH)
The school adopted different approaches to improve 
student health and hygiene practices. For health, an 
annual check-up was conducted each year by ANMs. The 
teachers explained that ANMs came with adequate medi-
cine for camps, and mostly provided first aid treatment. 
They also identified children who needed special medical 
attention. Health services were also available from their 
local AWC. The teachers felt this was a successful and 
necessary initiative, given the generally limited knowl-
edge about health and hygiene in the local community.

Hand pumps available in the premises of most schools 
were used as a drinking water source though the water 
quality was not tested regularly. In a majority of schools, 
the same hand pumps were also used for handwashing. In 
a few schools, special filtering plants were present. Toilets 
were available for children, in schools; while only few had 
separate facilities for boys and girls. Overall, the toilets in 
most schools were in an unsatisfactory condition, with a 
large proportion of toilets dysfunctional.

Several teachers reported the provision of special 
programmes related to diarrhoea prevention and hygiene 
promotion in schools. In these programmes, awareness 
was generated about health and hygiene practices. The 
teachers felt that children proved to be an effective 
channel to pass on this information at home, hence 
fostering better understanding about nutrition, health 
and hygiene practices, also across generations.
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We tell the students about good hygiene practices like 
handwashing, taking a bath every day, cutting nails. 
They then go and tell their family. Spreading messag-
es through children are very effective (school teach-
er, Ghatol).

Opportunities
Availability of playgrounds and other facilities/games
The presence of playgrounds or outdoor activity areas was 
noted among all except two schools visited. Additionally, 
physical education teachers and sporting facilities were 
available in a few schools. It was reported that facilities 
were mostly only operational during summer rather 
than rain season. In the KIIs, several teachers noted that 
they incorporate play activities in the last period of every 
school day, since no such opportunities were available 
at the children’s homes. The teachers believe this to be 
essential for the development of the children, promoting 
both their physical and mental well-being.

Playing is very necessary for the holistic development 
of children. We devote the last period each day for 
that (school teacher, Ghatol).

FGDs showed that not all parents were convinced of the 
usefulness of play activities for their children.

Parents sometime question us why we play games, 
school is for studying not playing (school teachers, 
Kushalgarh).

This highlights another potential area where teachers 
could use their positive standing in the local community 
to influence and change current practices.

Mid-day meals
All teachers, PRI members and mothers responded that 
the mid-day meal was prepared in the school and served 
regularly to students. The menu for each day was fixed 
by the education department, with diet plans including 
cereals such as wheat and rice, pulses, vegetables. Fruit 
was also served once a week. The food was prepared by a 
cook and an assistant under the supervision of the prin-
cipal or other teachers.

I have seen food being served in schools regular-
ly. Sometimes I go to check the quality also (Ward 
Panch, Ghatol).

No concerns regarding school meal quality were raised 
in the FGDs with mothers, nor in the interviews with PRIs. 
The teachers, especially from schools in Kushalgarh, were 
of the opinion that nutrition diversity offered in mid-day 
meals was superior to foods served to children at their 
homes.

Yes, we provide food to children regularly. […] The 
food that they get in schools is better than what they 
get in home. Dal is not cooked in the homes every 
day. Fruit is also an attraction among kids (school 
teachers, Kushalgarh).

Furthermore, it was reported that the general standards 
of cleanliness and hygiene, for example, when storing, 
preparing and serving food, were higher at the schools 
than those encountered at home: at schools, clean water 
was always used to prepare and cook meals and hygiene 
practices were implanted for hands, cooking equipment 
and cutlery.

DISCUSSION
Appropriate supplementary IYCFs are inherently linked 
with growth and development, especially in children 
younger than 24 months. Based on the evidence globally, 
universal coverage of optimal breastfeeding could prevent 
13% of global deaths occurring in children less than 5 
years of age, while appropriate IYCF practices could result 
in an additional 6% reduction in under-5 mortality.1

Efforts to improve IYCF hence remain a potent inter-
vention target. Awareness generation among mothers 
and families with young children is crucial for successful 
intervention implementation. Identifying occasions and 
settings where CMs gather at regular intervals, hence is a 
crucial step to increase reach of possible health interven-
tions, especially in rural states.

Since 1986, the WHO has placed particular emphasis 
on the potential of health promotion strategies13 in a 
school-based setting, but the sustainability of school-
based interventions has remained relatively unexplored, 
especially in LMIC.14 Traditionally, the role of schools is 
to build human capital and social cohesion. During the 
era of millenium development goals (nowadays known 
as ‘sustainable development goals’), school-enrolment 
and universal primary education have increased in 
developing countries, giving school-based interventions, 
the potential to reach significant numbers of children.5 
School infrastructure and physical environment, hygiene 
campaigns, policies, curricula and teachers have the 
potential to positively influence physical, sociocultural 
and policy characteristics of the microenvironment.15 
Moreover, schools are well known to be used as a centre 
of change especially during crises in high-income coun-
tries16 17 as well as LMIC.18 19

In our study, schools have been shown to be an 
important and viable setting for community mobilisation 
in the context of nutrition, health and hygiene prac-
tices. The qualitative evidence from the FDGs and KIIs, 
as well as intervention development and the piloting of 
the fore-mentioned interventions, indicates that schools 
may indeed represent a feasible potential platform for 
community engagement and mobilisation. Many existing, 
local government bodies within the village, for example, 
AWCs, Health Sub Centre, Panchayat, Public distribu-
tion system, are closely associated with the schools, again 
rendering them a potentially suitable site for intervention 
delivery to collaboratively improve IYCF practices.

Enrolment rates were high across the nine villages 
investigated in this study. Schools and associated staff 
were dedicated to encouraging parent involvement in the 
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school and discouraging student absenteeism. Initiatives, 
such as the mid-day meal, play opportunities and educa-
tion on health and hygiene (eg, through the WASH), all 
highlight the schools’ potential for community engage-
ment and reliability as an intervention delivery platform. 
Festivals and local celebrations such as Janmashtami, 
Independence Day, Republic Day, Annual Day Celebra-
tion take place on the school campuses. Furthermore, 
schools can act as research sites, playing a crucial role in 
capturing the diversity and dynamics that exist in partic-
ular communities. As one of the only functional places 
in the rural communities, they represent the ‘beating 
heart’ of villages, where CMs of all generations gather at 
frequent intervals.

In this context, teachers were found to be a crucial 
stakeholder in bringing about positive change in local 
communities, acting as a reliable and sophisticated source 
of information regarding the communities they serve 
alongside being potential change agents for children, 
their parents and the wider community via; (a) their 
connections and respect from their local communities 
and (b) their interest in codesigning interventions with 
us. Thus, engaging with the schoolteachers in further 
analysis of the problem and codesigning any future inter-
ventions holds merit. This has been recognised locally 
and was translated into initiatives of the District Collector 
of Bansawar, including the Swachhta Pakhwada and 
Alakh programmes where school staff, parents and PRI 
members gather at regular intervals to discuss challenges 
and improvement opportunities for the village.

Furthermore, many school-based interventions have 
the advantage of being a cost-effective method to deliver 
interventions with a broad reach, enrolling participants 
from different socioeconomic backgrounds, ages and 
at-risk groups.19 It is evident from the literature that chil-
dren have acted as agents of change in multiple health-
related community interventions to improve their own 
and their parents’ health.20 21 Studies have demonstrated 
that children learn about a health topic and share that 
information with their parents or their community, 
thereby fostering an increase in health awareness and 
health-promoting behaviours across generations.22 23 
This combined with children’s quick learning ability and 
regular access to high-quality information through schools 
and associated staff gives children the potential to become 
positive community influencers.

Finally, while the findings from our study strongly 
suggest that schools represent a suitable site for commu-
nity mobilisation and health promotion in rural India, 
the possible limitations of our primary data collection 
need to be considered. One significant challenge was 
that of time—for efficiency purposes, data collection was 
restricted to 2 hours per village; hence, possibly limiting 
the information gathered from the study participants in 
the FDGs and KIIs. Second, conducted between January 
and March 2018, the timing of our primary data collec-
tion exercises overlapped with the peak of agricultural 
season in the Banswara district. This may have impacted 

our sample size, due to absence of functionaries at schools 
and/or preoccupation of participants of our household 
survey with agricultural activities.

In the future, efforts, thus, need to be focused into 
gathering data from a larger sample size and area, to 
capture the complexity of actual practices and, hence, 
gain a more holistic overview of current challenges and 
opportunities. Our qualitative findings will then be able to 
translated into practice, namely, by developing culturally 
sensitive, locally effective, school-based interventions to 
positively influence in IYCF in rural India. Future studies 
using the PANChSHEEEL model (IYCF IP combined 
with multilevel engagement with schools and AWC at 
the centre) will investigate this further and explore how 
the colocation with the Angawandi centres may be best 
leveraged in subsequent intervention development and 
implementation.

CONCLUSION
Schools are likely to act as a central theme in deployment 
for behaviour change interventions, owing to the fact 
that they form a central part of the child’s daily routine 
in addition to schools being a centre of community activ-
ities. These activities could be incorporated into the 
ongoing programmes, through either leveraging of the 
mid-day meal programme or other such child develop-
ment schemes that will provide opportunities to use these 
interactions to improve the wider determinants of healthy 
living in children as well as their families.

Developing a supportive environment around schools, 
geared towards reinforcing messaging on healthy prac-
tices and using children as change agents to bring 
about community change, therefore, requires further 
investigation.
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