
Background    
Bihar has the highest rate of undernutrition in the country. 48.3% 
of children aged under 5 years in the state are stunted (low height-
for-age), 43.9% are underweight (low weight-for-age) and 20.8% are 
wasted (low weight-for-height). Poor infant and young child feeding 
practices, among other determinants, are key contributors to these 
poor nutritional outcomes. Only 53.5% children under 6 months of 
age are exclusively breastfed, 30.7% children aged 6-8 months receive 
solid or semi-solid food and breastmilk and a negligible 7.3% children 
aged 6-23 months receive a minimum acceptable diet, which includes 
breastmilk, minimum meal frequency and diet diversity of at least 4 or 
more food groups1. 

Over the past decade, since 2007, the Government of Bihar (GoB) has 
made tremendous efforts in addressing rural poverty and women’s 
empowerment through its flagship programme, the Bihar Rural 
Livelihoods Project (BRLP), popularly known as JEEViKA. JEEViKA’s 
key strategy in tackling poverty is the organisation of poor rural 
women into strong and sustainable community institutions. This 
approach, by 2016, had contributed to an increase in incomes of about 
65% households associated with JEEViKA’s community investment 
fund by more than 30%2. Similar improvements were, however, not 
evident for nutrition outcomes during the same period. 

Recognising that investments in reducing poverty were not resulting 
in commensurate improvements in health and nutrition outcomes, 
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JEEViKA in 2016, took a step to move beyond poverty reduction 
and adopted health, nutrition and sanitation as an integral part of its 
women’s empowerment strategy. This decision built on pilot efforts 
initiated in 2012 in 6 blocks that elicited a positive response from  
the community.  

JEEViKA’s Health and Nutrition 
Strategy  
JEEViKA’s health and nutrition strategy is centred on empowering 
women to bring about a change in health and nutrition practices within 
their households and the community. The approach focuses on the 
implementation of a comprehensive behaviour change communication 
(BCC) strategy along with strategic interventions to build linkages with 
existing government nutrition and sanitation programmes, as well as 
JEEViKA’s income support efforts, specifically promotion of household 
kitchen gardens and livestock for better diet diversity. 

The key behaviours that the BCC strategy seeks to change are  
(a) ensuring early registration of pregnancy, ante and postnatal check-
ups, identification of high-risk cases; (b) counselling for maternal 
nutrition (iron folate tablet consumption, diet diversity and rest during 
pregnancy); (c) institutional delivery and birth preparedness; (d) early 
initiation and exclusive breastfeeding, complementary feeding practices, 
and immunisation; and (e) sanitation and hygiene. 

The strategy is operationalised by JEEViKA’s Community Mobilisers 
(CMs), Master Resource Persons (MRPs), and core block and district 
staff (i.e., district and block programme managers and area and cluster 
coordinators or AC/CCs) and built around JEEViKA’s existing platform 
of women’s community networks. The key facilitators driving this 
effort are the CMs who orient women’s self-help groups (SHGs) on 
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Jeevika’s community 
investment fund contributed 
to an increase in incomes of 
about 65% households by 
more than 30%

1 National Family Health Survey-4, 2015-16
2  World Bank (2017). Implementation Completion and Results Report, BRLP 

P
ub

lic
 D

is
cl

os
ur

e 
A

ut
ho

riz
ed

P
ub

lic
 D

is
cl

os
ur

e 
A

ut
ho

riz
ed

P
ub

lic
 D

is
cl

os
ur

e 
A

ut
ho

riz
ed

P
ub

lic
 D

is
cl

os
ur

e 
A

ut
ho

riz
ed



5 Touch Points 
and Platforms

Interventions Facilitators

At Household level 
HSC members, CM 

and CNRP

At SHG level CM

At VO level CNRP/MRP

At Community level CNRP and HSC members

At CLF level MRP and AC/CCs

Figure 1: JEEViKA’s Health & Nutrition Strategy

Health Sub-Committee 
• Targeted home visits to pregnant women and 

mothers of children less than 2 years of age 
(the critical first 1,000 days)

Interventions on the Ground: Supporting Communities to Change 
Nutrition Outcomes 
 
(a) Communication for behaviour change
The BCC strategy adopts a layered approach, using different mediums to nudge, encourage and support behaviour change among different 
stakeholders at different levels.  

thematic health, nutrition and sanitation modules during one of the four weekly SHG meetings held in a month and follow up on actions 
in the subsequent weekly meeting to reinforce messages. The CMs themselves are capacitated by MRPs, who in turn receive training from 
district resource persons following a cascade model (Figure 2). Project Concern International (PCI), as a technical partner to JEEViKA, 
supports the development of training modules and capacity building of the State Level Resource Persons. 

1

2

3

4
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Direct engagement with target beneficiaries
• Home visits by VO health sub-committee 

members 
• Kitchen (Nutri) gardens

Health, nutrition and sanitation (HNS) sessions  
• Monthly one SHG meeting dedicated to HNS 
• Total 4 Modules (Nutrition, Disease Prevention 

and Management, Birth preparedness and new 
born care, and Sanitation)

Community Level Campaigns 
• CNRP Drives on nutrition

Planning and review of HNS activities for 
advocacy and convergence

Figure 2: Cascade Model of Training
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State Level Resource 
Persons (SRPs)3 

District Resource 
Persons (HN Manager 
and AC/CCs)

Master Resource 
Persons (MRP)

Community 
Mobiliser (CM) 

SHG members 
oriented during monthly 
SHG meetings

5-day Training of 
Trainers (ToT) per 
module, facilitated by 
the State Health and 
Nutrition (SHN) team 
and PCI, covering 
module content, 
facilitation tools and 
practice sessions

5-day ToT per module, 
covering module 
content, facilitation 
tools and practice 
sessions 

5-day ToT per module, 
covering module 
content, facilitation 
tools and practice 
sessions 

3-day training, covering 
module content and 
practice sessions 

3 SRPs are part-time resource persons paid an honorarium by JEEViKA. A rigorous process 
is followed in their selection, wherein after the ToT, they are sent for a 4-day field immersion 
programme, which includes facilitating a 3-day training of AC/CCs and 1-day training of 
MRPs under supervision. Their performance is then evaluated to determine final selection. 

To ensure quality, oversight to the MRPs 
and CMs is provided by AC/CCs, while 
monthly review meetings are held by Block 
Programme Managers, Nutrition.  

The CMs are also responsible for facilitating 
the identification of Health Sub-Committee 
(HSC) members from among the Village 
Organisation (VO) members, which 
represents a cluster of 10-12 SHGs. The 
3-member HSC is oriented by CMs on their 
role as peer support to pregnant women and 
mothers of children less than 2 years (that is, 
during the critical first 1,000 days of a child’s 
life) in their village. They visit the homes of 
these target women to advise, support and 
encourage them to adopt recommended 
health, nutrition and sanitation practices. They 
also work in close coordination with the 
village health and nutrition workers (i.e., the 
Accredited Social Health Activist (ASHA) and 
Anganwadi Workers or AWW), to mobilise 
women and children to avail services at the 
Village Health, Sanitation and Nutrition Day 
(VHSND) and Annaprashan Diwas (an event 
organised to initiate complementary feeding 
in children who have completed 6 months of 
age).  

In addition, Community Nutrition Resource 
Persons (CNRPs) have also been engaged and 
trained to facilitate periodic awareness and 
mobilisation drives on nutrition at the village 

or Panchayat level.



• At the household level, BCC is facilitated through targeted 
household visits and inter-personal counselling by HSC 
members every month and by CMs and CNRPs during CNRP 
drives.  

• At the SHG level, one meeting every month is focused on 
health, nutrition and sanitation. CMs use participatory learning 
methods, picture-cards, games, role-play and story-telling to 
create awareness of the relevance of recommended health, 
nutrition and sanitation practices and encourage discussions on 
these issues, including on overcoming barriers to practice.

• At the community level, CNRP drives such as campaigns and 
rallies, as well as screening of community videos, are used 
to create awareness and generate a supportive environment 
for behaviour change. Wherever possible, service providers 
and frontline workers such as ASHA, auxiliary nurse mid-
wife (ANM), and AWW are also involved and encouraged to 
participate in these events.  

(b) Strengthening linkages with Government 
health, nutrition and sanitation programmes 
Specific focus is placed within the SHG meetings to make members 
aware of nutrition specific and sensitive services provided by the 
Government. In particular, emphasis is placed on enabling access 
to benefits under the Swachh Bharat Mission (SBM, a sanitation 
programme) and the POSHAN Abhiyaan or the Integrated Child 
Development Services (ICDS) Scheme. Institutional collaboration 
is built with the POSHAN Abhiyaan, where community events 
on complementary feeding (Annaprashan Diwas) and VHSND are 
jointly organised by ICDS and JEEViKA. HSC members support 
the mobilisation of target women for the events, while ICDS and 
health functionaries provide counselling and vaccination services, 
respectively.  With respect to sanitation, JEEViKA took on the role 
of implementing SBM-Gramin in the state, becoming the first State 
Rural Livelihoods Mission in the country to do so. This enabled them 
to support households build toilets and encourage their use through 
the BCC strategy.

Approximately 3.3 lakh SHGs (38%) have been oriented 
on health, nutrition and sanitation modules till date. 

(c) Promoting household kitchen gardens and 
livestock interventions  
A key approach to support improvement of dietary diversification 
at the household-level, adopted under the HNS strategy, is the 
promotion of kitchen gardens and poultry farming. While promotion 
of kitchen gardens is specifically aimed at promoting diet diversity 
within households (and not for selling or livelihoods), poultry 
farming is meant to contribute to both livelihood and a nutrient rich 
diet by promoting its consumption within households. To facilitate 
consumption, messages on the nutritional value of vegetables and 
poultry products have been included within the communication, 
training and support provided to initiate these interventions. 

Approximately 5.6 lakh households have set up kitchen 
gardens till date.

(d) Management Information System (MIS)
Given JEEViKA’s expansive programme, with increasingly multiple 
thematic interventions integrated into the core model of social 
mobilisation and financial inclusion, the need for an efficient 
and effective monitoring system is critical and has recently 
been developed. For monitoring and management of the HNS 
strategy, the MIS tracks capacity building of MRPs, CMs and SHG 
orientations on health and nutrition, mobilisation for Annaprashan 
Diwas and households with kitchen gardens. Termed as the JEEViKA 
Decision Support System, its use for improved management of the 
programme is expected to be a critical driver of success. As part 
of the next evolution, an IT-based mechanism of data entry and 
monitoring at the VO/SHG level is also being explored. 

In addition to the routine MIS, a systematic feedback loop to 
strengthen the strategy is built in through ongoing concurrent 
monitoring efforts supported by technical partners, PCI and CARE, 
India. This provides periodic, systematically collected sample data 
on key nutrition awareness and practice indicators, reflecting 
trends, indicating areas of positive movement and areas that need 
strengthening. The data helps identify “sticky” behaviours that are 
difficult to change, which further helps strengthen the BCC strategy, 
specifically, the design of additional tools and nutrition messages to 
nudge the sticky behaviours.

SHG-MIS
Tracking HNS 
module roll out

VO-App
Tracking 8 key 
indicators at the 
VO level with an 
app used by MPRs

Block-MPR
Block-level monthly 
progress report

District Level 
App
Tracking progress 
of trainings

Process monitoring

Figure 4: Management Information System (MIS)

Figure 3: BCC Intervention Package
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Figure 7: Percentage of Children (6-23 months) Achieving Minimum Dietary 
Diversity (4 out of 7 food groups)
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Figure 8: Percentage of Women Achieving Minimum Dietary Diversity 
(5 out of 10 food groups)
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Way Forward
These positive results, despite imperfect execution of the 
interventions (i.e. variable quality and intensity of roll out of 
the interventions, many of which are still in early stages of 
implementation, for example, the CNRP drives are yet to be scaled 
up), are indicative of the tremendous potential that the integration 
of HNS interventions has within ongoing rural livelihoods 
programmes. This model or approach is realisable through the 
National and all State Rural Livelihoods Missions as nutrition 
messages can easily be delivered through the existing SHG platforms 
in the states, as well as through agriculture extension, veterinary 
services, and other resource persons responsible for community-
based institutions. Additionally, if linkages with government health 
and nutrition programmes are further streamlined by identifying 

Figure 6: Complementary Feeding (CF) Practices Better among Participants 
Attending Annaprashan Diwas Events
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Figure 5: Minimum Dietary Diversity in Last 24 Hours (9-11 months)
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Implementation Progress and Results

the specific role that community institutions (SHGs, VOs and CLFs) 
can play in enabling members to access existing services, specially, 
pregnant women and mothers of children under 2 years of age, 
impacts can be further amplified. One potential missing piece in the 
current strategy, is perhaps systematic efforts to address the issue 
of adolescent health, nutrition, education and empowerment, by 
orienting and motivating mothers to recognise its relevance to 
long-term health and productivity of future generations. With this 
missing piece further added, a scale up of this approach has the 
potential to contribute significantly to the improvement of maternal 
and child health and nutrition outcomes across the country, beyond 
the critical indicator of diet diversity, which is the programme’s 
current focus.

More than a 2 fold increase in dietary diversity of children 9-11 months 
of age

Improved complementary feeding practices among participants 
attending Annaprashan Diwas

Minimum diet diversity in women has increased significantly (by more 
than 10%) in intervention compared to non-intervention areas

3 IFPRI and OPM (2019), Engaging Women’s Groups to Improve Nutrition: Findings from an evaluation of the JEEViKA Multisectoral 
Convergence Pilot in Saharsa, Bihar (Draft – not yet in public domain)
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Minimum diet diversity in children (6-23 months) has increased 5% 
more in intervention areas compared to non-intervention areas 

By enabling and orienting SHG households’ to access and consume foods from different food groups that are recommended for dietary diversification 
(4 or more food groups out of 7 food groups for children of 6-23 months age and 5 or more food groups out of 10 food groups for women), the strategy has 
contributed to improvements in diet diversity.

Early results, from the progressive implementation of this strategy for over two and half years, are showing positive outcomes, particularly 
in the key result area of diet diversity. This is evidenced through both ongoing surveys as well as a rigorous impact evaluation to determine 
the efficacy of the approach. CARE India covered 15,657 children through surveys using the Lot Quality Assurance Sampling (LQAS) 
methodology, which showed positive trends along indicators of diet diversity for children in the critical age bracket of 9-11 months (Figure 
5). A rigorous impact evaluation of the integrated health, nutrition and sanitation approach by IFPRI3 in Saharsa District of Bihar further 
showed small but significant impacts on women’s and children’s diet diversity, validating the efficacy of the approach (Figure 7 & 8). 
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